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ABSTRACT
Background and objectives: Childhood sexual abuse (CSA) is a substantial public
health and human rights problem, as well as a growing concern in sub-Saharan
Africa (SSA). It has both short and long term effects on girls: physical and
psychological, including negative sexual outcomes. Up to one-third of adolescent
girls report their first sexual experience as being forced. Despite growing evidence
supporting a link between contextual factors and violence, no studies have
investigated the connection between CSA and contextual factors. It is therefore
important to identify the extent of CSA and understand factors associated with it
in SSA in order to develop interventions aimed to address the scale of the problem.
Aim: The overall aim of this thesis is to assess the individual and contextual factors
associated with CSA. In addition, the thesis aims to quantify the magnitude of CSA
and describe the factors associated with CSA among women from SSA (Study I).
This thesis also examines the independent contribution of individual and
community socio-economic status on CSA (Study II). Moreover, it scrutinises the
effect of social disorganisation on CSA (Study III) and explores the relationship
between CSA and sexual risk behaviours as well as potential mediators (Study IV).
Methods: This thesis used the Demographic and Health Survey (DHS) datasets
conducted between 2006 and 2008 from six SSA countries. The thesis used multiple
logistic regression models to describe and explore factors associated with CSA
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among 69,977 women (Study I). It used multivariable multilevel logistic regression
analysis to explore the effect of contextual level variables (neighbourhood socioeconomic status) on CSA among 6,351 girls (Study II). Neighbourhood socioeconomic status was operationalized with a principal component analysis using
the proportion of respondents who were unemployed, illiterates, living below
poverty level and rural residents. Study III applied multivariable multilevel
logistic regression analysis on 6,351 girls and considered five measures of social
disorganisation at the community level: neighbourhood poverty, female-headed
households, residential mobility, place of residence, population density, and ethnic
diversity. In study IV, 12,800 women from the Nigerian DHS were used. Structural
equation modelling was applied using a two-step approach. The first step used a
confirmatory factor analysis to develop an acceptable measurement model while
the second step involved modifying the measurement model to represent the
postulated causal model framework.
Results: In study I, the reported prevalence of CSA ranged from 0.3% in Liberia to
4.3% in Zambia when the prevalence was based on all respondents aged between
15 and 49 years and who were present during the survey. None of the socioeconomic factors were associated with CSA. In study II, where the data was
restricted to permanent residents aged between 15 and 18 years, the prevalence
ranged between 1.04% in Liberia to 5.8% in Zambia. At the individual level, there
was no significant association between CSA and wealth status while at the
community level, there was no significant association between CSA and socioeconomic position. However, 22% of the variation in CSA was attributed to the
community level factors. In study III, there was significant variation in the odds of
reporting CSA across the communities, with community level factors accounting
for 18% of the variation. In addition, respondents from communities with a high
family disruption rate were 57% more likely to have reported sexual abuse in
childhood. Study IV showed that there was a significant association between CSA
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and sexual risk behaviours and the association was mediated by alcohol and
cigarette use.
Conclusions: The study provides evidence that adolescents in the same
community were subjected to common contextual influences. It also highlighted
the significance of mediators in the relationship between CSA and sexual risk
behaviours. It is therefore important that effective preventive strategies are
developed and implemented that will cut across all socio-economic spheres in a
context that both permits and encourages disclosure as well as identifying
predisposing circumstances for recurrence.

Keywords: alcohol, child sexual abuse, demographic and health survey, multilevel,
neighbourhood, sexual violence, smoking, social disorganisation, socio-economic
status, sub-Saharan Africa.

vii

LIST OF PAPERS
This thesis is based on the following papers, which are referred to in the text by
their Roman numerals:

Paper I

Yahaya, I., Soares, J., de Leon, A.P., Macassa, G. 2012. A
comparative study of the factors associated with childhood sexual
abuse in sub-Saharan Africa. Pan Afr Med. J. 11 (51)

Paper II

Yahaya, I., De Leon, A.P., Uthman, O.A., Soares, J., Macassa, G.
2014. Individual and community-level socioeconomic position and
its association with adolescents experience of childhood sexual
abuse: A multilevel analysis of six countries in sub-Saharan Africa.
J inj Violence Res.23; 6 (1) 21-30

Paper III

Yahaya, I., Uthman, O.A., Soares, J., Macassa, G. 2013. Social
disorganisation and history of childhood sexual abuse against girls
in sub-Saharan Africa: A multilevel analysis. BMC Int Health Hum
Rights. 7;13

Paper IV

Yahaya I., De leon, A.P., Uthman, O.A., Soares, J., Macassa, G.
Childhood sexual abuse among girls and determinants of sexual
risk behaviours in adult life in sub-Saharan Africa (Submitted)

viii

LIST OF ABBREVIATIONS
AIDS

Acquired immunodeficiency syndrome

CSA

Childhood sexual abuse

CI

Confidence intervals

DHS

Demographic and health surveys

HIV

Human immunodeficiency virus

ICC

Intra-cluster correlation

OR

Odds ratio

PSU

Primary Sample Units

PCV

Proportional change in variance

SEM

Structural equation modelling

SES

Socio-economic status

SHS

School-based Student Health Survey

SSA

Sub-Saharan Africa

STD

Sexually transmitted diseases

USA

United States of America

VIF

Variance inflation factor

VPC

Variance Partition coefficients

ix

TABLE OF CONTENTS

1.INTRODUCTION..............................................................................................1
2. BACKGROUND...............................................................................................3
2.1 Definition of child sexual abuse..............................................................3
2.2 Context of child sexual abuse.................................................................6
2.2.1 Male dominance .................................................................................7
2.2.2 Rapid social change...........................................................................8
2.2.3 Collective and interpersonal violence..............................................8
2.2.4 Poverty and child labour ....................................................................9
2.3 Consequences of child sexual abuse .....................................................9
2.3.1 Mental health.....................................................................................10
2.3.2 Physical health and social well-being ............................................10
2.3.3 Sexual risk behaviours ....................................................................11
2.3.4 HIV/AIDS ...........................................................................................12
2.4 Conceptual framework: The ecological model ....................................13
2.5 Rationale ...................................................................................................17
3.MAIN AIM AND SPECIFIC AIMS

19

3.1 Main aim...................................................................................................19
3.2 Specific aims ............................................................................................19
4. MATERIALS AND METHODS

20

4.1 Data sources ............................................................................................20
4.2 Definition of community ..........................................................................23
4.3 Variable description and measurement................................................24
x

4.3.1 Outcome variables ...........................................................................24
4.3.2 Independent variables .....................................................................25
4.4 Statistical analyses ..................................................................................28
4.4.1. Model fit and specifications............................................................31
4.5 Ethical considerations .............................................................................32
5. RESULTS

34

5.1 Paper I: Prevalence of child sexual abuse ..........................................34
5.2 Paper II: Individual and community factors associated with CSA ....36
5.3 Paper III: Community factors associated with CSA ............................38
5.4 Paper IV: Mediators of CSA and sexual risk behaviour in later life .38
6. DISCUSSION

40

6.1 Prevalence of child sexual abuse..........................................................40
6.2 Individual factors associated with child sexual abuse........................41
6.3 Community factors associated with child sexual abuse ....................43
6.4 Mediators and risky behaviour in later life ...........................................46
6.5 Methodological considerations ..............................................................48
6.6 Strengths ...................................................................................................49
6.7 Conclusions and implications ................................................................50
6.8 Future directions ......................................................................................51
7. ACKNOWLEDGEMENTS

52

8. REFERENCES

53

xi

xii

1. INTRODUCTION
Sexual abuse of children occurs throughout the world and happens in different
circumstances and settings. An estimated 150 million girls and 73 million boys
under the age of 18 years have experienced forced sexual intercourse or other
forms of sexual violence involving physical contact (Pinheiro 2006). In a recent
global meta-analysis (Stoltenborgh et al. 2011), the estimated prevalence of
childhood sexual abuse in self-reported studies was 18% among female and 7.6%
among male participants. It is a problem of considerable proportion in Africa,
where up to one-third of adolescent girls report their first sexual experience as
being forced (Jewkes et al. 2001; Matasha et al. 1998; Moore et al. 2007).
Embarrassment, shame or fear of being blamed and a desire to keep the abuse
secret makes disclosure of

Childhood

sexual

abuse

(CSA)

uncommon.

Nondisclosure or delayed disclosure of abuse can prevent appropriate intervention
(Bruck et al. 2006). This may further increase vulnerability to further attacks and
risks of sexually transmitted infections (STIs), including Human immunodeficiency
virus/Acquired immunodeficiency syndrome (HIV/AIDS) (Lewis 2012). Childhood
sexual abuse cuts across all socio-economic, educational, racial and ethnic groups
(Senn et al. 2008). The impact of CSA resonates in all areas of health: physical and
psychological, including negative sexual outcomes (Brown et al. 2009; Holmes et
al. 2005; Malow et al. 2006a; Paolucci et al. 2001; Senn et al. 2008). This substantial
public health and human rights problem is indeed a growing concern in subSaharan Africa (SSA) (Reza et al. 2009).

A troubling aspect of SSA is the interwoven effects of social, economic and political
crises that have plagued this part of the world, which makes children more
vulnerable. Individual socio-economic position has been documented to be a
contributing factor to sexual violence (Jewkes et al. 2002). In contrast, most studies
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on CSA are not associated with socio-economic status (SES). Recently, communitylevel factors have been the focus of attention when considering risk factors for
violence. The ecological framework has been the corner stone for identifying such
community level factors. The ecological model sees violence as a multifaceted
phenomenon grounded in interplay among personal, situational and sociocultural
factors (Heise 1998).

The majority of the studies of CSA in SSA have been clinical studies, up until
recently when school surveys and nationally representative samples (Brown et al.
2009; Reza et al. 2009) have added to the body of knowledge available. They have
focused on prevalence of CSA and its determinants at the individual level, without
addressing the broader social factors. Social factors in their own right are
important since violence depends on both individual and community factors. It is
therefore important to identify the extent of CSA and understand factors
associated with it in SSA in order to develop interventions aimed to address the
scale of the problem.
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2. BACKGROUND
2.1 Definition of child sexual abuse
The definition of CSA varies widely across studies. Some researchers use different
age criteria, while the type of sexual act that is considered abusive also differs
across studies. It has been important since as far back as 1986 when Wyatt et al
(1986) raised the issues in the definition of CSA in prevalence research. However,
as Wyatt and colleagues stated in their excellent discussion of this issue “despite
efforts to promote uniform criteria for defining child sexual abuse, there are still
variations in the definitions adopted by individual researchers” (Wyatt & Peters
1986).

Pereda et al. (2009a) stated that sexual abuse researchers have used different
definitions of what constitutes CSA (e.g. the age difference between the perpetrator
and the victim, the age used to define childhood or the type of sexual abuse).
However, Peters et al. (1986) cautioned that much of the variability in child sexual
abuse prevalence is presumed to be due to methodological differences between
studies, especially concerning the methods of data collection.

Often there are different variations in the way a child is defined; the same also
applies to childhood sexual abuse. While some researchers have set the cut-off age
at 18 years for sexual abuse victims to be considered as childhood sexual abuse,
others have used a different cut-off ranging from 13–17 years (Kalichman et al.
2004; Mayall and Gold 1995; Walser & Kern 1996). More so, the use of agediscrepancy has been utilised as definition for CSA in some instances (Briere et al.
1995). In this regard, the perpetrator must be a certain age older than the victim
before the abuse can be considered as sexual abuse. In Finkelhor’s graded agediscrepancy definition (Finkelhor 1979), the perpetrator must be at least 5 years
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older than the victim if the abuse occurred before the age of 13 years or at least 10
years older than the victim if the abuse occurred between the ages of 13 and 16
years before the act can be considered sexual abuse.

Sexual abuse can also be classified depending on the type of sexual act involved.
This includes non-contact, contact and penetrative abuse. In non-contact abuse,
which is the less restrictive abuse, it includes all forms of sexual acts, including
inappropriate sexual solicitation or indecent exposure. Contact abuse may involve
sexual contact between the perpetrator and the child. Such contacts include
touching of the sexual organs. The most restrictive of all abuse types is penetrative
contact, which involves oral, vaginal or anal intercourse.

Other researchers have used different approaches to the definition of CSA. For
instance, Peters and colleagues distinguished the definitions of CSA into
relationship-specific and activity-specific (Peters et al. 1986). In this instance,
relationship-specific definitions use respondents’ own perception of whether they
have been sexually abused by asking them if they have ever been a victim of sexual
abuse, while activity-specific definitions are based on a description of specific
behaviour like by asking if their genitals have been touched or fondled as a child.

Despite attempts to develop standardised questionnaires, researchers have
continued to use different definitions. Such differences in definitions and how CSA
is operationalised can account for the range in the reported prevalence of CSA
studies. Defining CSA includes several terms (Stoltenborgh et al. 2011). It includes
defining cut-off age for childhood, defining minimum age differences between
victims and perpetrators and acts that constitute CSA. As a result of this, it has
been difficult to compare results across studies and even in some instances difficult
to satisfactorily compare similar data. Whether or not differences in the prevalence
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of CSA are related to criteria for defining CSA (contact or non-contact abuse) and
childhood remains unclear. Some studies have shown that the use of non-contact
definition of CSA and a cut-off age of 18 years to define childhood lead to higher
prevalence rate, while some studies (Pereda et al. 2009b; Stoltenborgh et al. 2011)
did not report such a difference. It should be noted that prevalence estimates can
be affected based on the number of questions asked to assess CSA, as multiple
questions tend to include more specific information with regards to the definition
of CSA than a single question (Stoltenborgh et al. 2011).

Some definitions used in recent population-based studies are as follows:
In the study by Pereda et al. (2009a), the prevalence of child sexual abuse was
defined as the proportion of a population who suffered sexual abuse during
childhood (generally before the age of 18) and it was based on retrospective
accounts. On the other hand, Devries et al. (2011) defined CSA using the following
criteria: Had anyone ever touched her sexually or made her do anything sexual
that she did not want to do, or if her first sexual experience was under the age of 15
and was either forced or she had sex but did not want to; versus neither of the
above.

Meade et al. (2012) defined CSA using one item adapted from the Traumatic
Events Questionnaire (Kaplan et al. 1995). Specifically, participants were asked,
“As a child, were you ever sexually abused (forced to have some kind of sexual
contact, like touching, oral sex, or intercourse).”

Despite the apparent widespread discrepancies in its definition, CSA is often
referred to as sexual abuse that occurs during either childhood or adolescence
(Bensley et al. 2000; Hillis et al. 2001), that is, sexual activity before the age of 18
years. A more comprehensive definition of CSA by World Health Organisation
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states that CSA concerns the involvement of a child in sexual activity that she or he
does not fully comprehend, is unable to give informed consent to, or for which the
child is not developmentally prepared and cannot give consent, or that violates the
laws or social taboos of society (World Health Organization 1999; World Health
Organization 2004).

In this thesis, CSA was defined as forceful sexual act or being forced to perform
any other sexual acts in any girl below the age of 18 years. The age 18 was chosen
as this is the most widely used cut-off for children both within the context of
definition of child or the widely used age in sexual history literatures.

2.2 Context of child sexual abuse
Violence against children cuts across boundaries of geography, race, social class,
religion and culture (Pinheiro 2006). It occurs in different circumstances and
settings. Violence against children is a major threat to global development and the
ability to achieve the Millennium Development Goals (Pinheiro 2006). One of the
three areas emphasized by the Millennium Development Goals with the intention
of increasing living standards is human rights. Without human rights (violence
reduction, increasing political voice, women empowerment and increasing security
of property) the objectives of the Millennium Development Goals will not be
achieved. Perpetrators are usually known to the victims and include parents,
family members, teachers, caretakers, law enforcement authorities and other
children (Edgardh & Ormstad 2000; Fergusson et al. 1996b; Lalor 2004). Childhood
sexual abuse is a complex problem that results from the interaction between
individual, family, social and cultural factors (Brown et al. 1998).
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2.2.1 Male dominance
Childhood sexual abuse is linked to the idea of the male dominated nature of
society (Lalor 2004). Nature has given men a physical advantage over women and
some use it to force women to do what they want. This also involves the role of
physical force in sexual relations. The patriarchal structure and ideas of the society
have continued to restrict women’s opportunities and favoured men to maintain
the position of power in the society (Crittenden & Wright 2013). The direction of
much of this violence towards women and girls might be explained by sex
inequalities, a culture of male sexual entitlement, and the climate of relative
impunity for rape (Jewkes & Abrahams 2002).

Women and girls in Africa are vulnerable to and experience gender based violence
on a large scale (Borwankar et al. 2008). The level of acceptance of this practice is
high in SSA (Callands et al. 2013; Uthman et al. 2011). Socio-economic hardships
limit women’s power within relationships and in some instances lead to reduced
ability to engage in safe sexual practices (Kennedy et al. 2012) and to an increased
acceptance of violence. It is also within this context that CSA leads to situations
where it is effectively normalised and seen as what can be expected by some.
Although there are laws which aim to protect women’s rights, they have little
effect on the practical lives of most women as it remains true that the social
construction of masculinity and femininity in SSA generally prescribes low status
for women and high status for men. Different factors influence the status of men
and women in a society and thus influence these processes. Among other potential
factors is the widespread belief and cultural acceptance of the urgency of male
sexual relief and a certain tolerance or expectancy of the use of physical coercion in
sexual relations (Lalor 2004). This may suggest that CSA could be more common in
these societies.
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2.2.2 Rapid social change
Childhood sexual abuse is present in almost all societies including SSA. In SSA, the
increase in child abuse has been attributed to rapid and radical social change
(Haffejee 1991; Jinadu 1986; Loening 1981). Such changes have been linked with an
increase in child maltreatment and as such been attributed to a breakdown of
traditional values and practices (Korbin 1991). Apparently, higher occurrence of
CSA has also focused on social fragmentation (Lalor 2004). Such views have
attributed CSA to the increasing isolation of individuals and families from a sense
of community; the result of increased mobility and the disintegration of
neighbourhoods, communities and kin networks (Lalor 2004). With isolation,
people are deprived of socially sanctioned forms of support and intimacy, and
consequently they turn instead to incestuous behaviours, therefore facilitating
CSA.

2.2.3 Collective and interpersonal violence
Sub-Saharan Africa has been subject to conflict and extreme violence over the past
few decades. Such violence can take place within families, in the communities in
which children live, or in areas of armed conflict. Available research suggests that
women’s susceptibility to sexual violence is greatest in homes where domestic
violence is perpetrated (Van Niekerk 2004). Living in a context of violence
increases children’s vulnerability to the full range of abuse, including sexual abuse.
Being displaced from home as a consequence of violence further increases
vulnerability. This vulnerability arises from the disruption and dismantling of the
formal and informal protection mechanisms of families, communities and the state
that subject women and children to risks that contribute to violence against
women, especially sexual violence. Girls in particular are often the primary targets
of abductions, often resulting in them being forced to participate directly in
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hostilities as fighters, or in “support” roles as spies, messengers, servants and
sexual and domestic slaves (African Development Forum 2008).

2.2.4 Poverty and child labour
More than 51% of the population in SSA live below the international poverty
threshold of US$1.25 per day (UNDP 2009). High levels of poverty have
contributed to the high prevalence of child labour, with parents also encouraging
children in order to improve the living standard of the household. In a study
involving 24 countries in SSA, sexual exploitation was noted to be on the rise and
was linked to labour, child prostitution, sex tourism, and the production of
pornography (Malow et al. 2006b). Sexual exploitation is the most commonly
identified form of human trafficking globally (79%) (UNODC 2009). Prevailing
poverty renders children vulnerable to trafficking and is associated with
exploitative, often hazardous and frequently violent child labour, including
domestic work and prostitution. The scale of the problem is difficult to ascertain,
with children working on the streets being vulnerable to sexual abuse from many
individuals, including from passers-by and in some cases from those who offer
them shelter (Mandalazi et al. 2013). Some of the sexual behaviours evident in
parts of SSA are not the results of traditional “permissiveness”, but from the
breakdown of traditional norms and regulations surrounding sexual behaviour,
aggravated by widespread of poverty (Silberschmidt 2001).

2.3 Consequences of child sexual abuse
The consequences of CSA form a significant portion of the global burden of disease
and can be devastating. Above all, they can result in early death. But even children
who survive must cope with terrible physical and emotional scars. Indeed,
violence places at risk not only their health, but also their ability to learn and grow
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into adults who can create sound families and communities. The effects of abuse
are profound, extending beyond the health and happiness of individuals to affect
the well-being of entire communities. The consequences of sexual abuse are higher
when the abuse is intra-familial (Browne & Finkelhor 1986). Among the more
common effects of sexual violence are those related to reproductive health, mental
health, physical health and social wellbeing (Jewkes et al. 2002), which are further
described below.

2.3.1 Mental health
Many of those who have been exposed to sexual abuse in childhood have impaired
mental health as adults. Stressful life events may predispose or aggravate
emotional and physical ill-health (Cohen 2004). Studies addressing the association
of CSA and mental health issues have shown that the severity and duration of
CSA, and in some instances the age at onset, determines the degree of impairment
experienced by the victim (Browne & Finkelhor 1986). These range from short-term
to long-term psychological sequelae, and include for instance depression, low selfesteem, somatisation disorder, post-traumatic stress disorder and anxiety. These
findings have been supported by several studies including literature reviews and
meta-analyses (Davidson et al. 1991; Kendler et al. 2000; Molnar et al. 2001; Nelson
et al. 2002; Paolucci et al. 2001).

2.3.2 Physical health and social well-being
The effects of CSA extend beyond the sexual and reproductive health, but rather
affect the physical health and social well-being of its victim (Senn et al. 2008) and in
the long run affects the economic and social welfare of a nation. By being victims of
sexual abuse, with its associated psychological long-term sequelae, children are
involved in negative behaviours such as smoking, use of drugs, truancy, running
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away from home, and sometimes marrying early in order to escape the abuse
(Browne & Finkelhor 1986). The implication of this is that women are being
deprived of their place in the society and with this comes social isolation, physical
health problems including functional impairment, injury and permanent disability.

2.3.3 Sexual risk behaviours
Exposure to CSA may affect later sexual adjustment and may also increase the risk
of re-victimization (Loeb et al. 2011; Miller 1999). It has been established that
victims of CSA exhibit a variety of short and long-term sequelae. Such sequelae
include emotional and behavioural problems, which in turn often may include
increased sexual risk behaviour, alcohol and drug use (Fergusson et al. 1996a;
Peltzer et al. 2013; Senn et al. 2008). While CSA is one of the childhood and
adolescent experiences that may influence sexual behaviour, it can serve as a
measure of traumatic experience that precipitates rapid sexual development
(Trickett et al. 2011). These often arise because exposure to CSA may influence later
sexual adjustments and sexual risks (Fergusson et al. 1997). Sexually abused girls
are at risk of sexually transmitted diseases including HIV/AIDS (Senn et al. 2008).
It is also unlikely that a condom or other forms of contraception will be used when
an adolescent girl is being forced into sexual acts, increasing the likelihood of
unwanted pregnancy (Jewkes et al. 2001). Other gynaecological complications
linked to sexual violence include vaginal bleeding, infection, unsafe abortion and
urinary tract infections.

A growing body of evidence has shown that CSA is associated with later sexual
risk behaviour, which includes multiple sexual partners, use of drugs or alcohol
with sex, frequency of unprotected sex, engagement in sex work (Lalor 2008; Miller
1999; Senn et al. 2006; Senn et al. 2008; Senn and Carey 2010). It has been suggested
that the increased sexual risk behaviours in sexually abused children may have
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been influenced via a variety of mechanisms. This may be due to difficulty in
regulating affect (Van der Kolk et al. 1996) or negative attitudes about victims’
sexuality lowering their interpersonal power in sexual relationships (Finkelhor and
& Browne 1985). Lescano and colleagues were of the opinion that sexual abuse
may influence sexual risk behaviour through attitudes about self and sex (Lescano
et al. 2007). Recently, the relationship between CSA and sexual risk behaviours
have been linked to the long-term sequalae of CSA (Miller 1999). Milller et al.
(1999) attributed the relationships to three things: the initiation of an increasing
reliance on recreational drugs as a coping strategy following sexual abuse,
problems with sexual adjustment that may be related to sex risk taking, and
psychopathology which may often increase participation in HIV risky sexual
behaviours. In addition, those exposed to CSA are often people with adverse
family

features

including

parental

conflict,

family

change,

parental

psychopathology and associated factors that may influence later sexual behaviours
and adjustments (Brown and Anderson 1991; Fergusson et al. 1996a; Gruber and
Jones 1983).

2.3.4 HIV/AIDS
Violence places a serious burden on the society, especially on women and their
children. The rising tide of HIV has further added to this burden. The HIV
pandemic has caused more havoc upon families and communities of SSA than in
any other region, where between 20.8 million and 24.1 million people are living
with HIV, a majority of which are women (UNAIDS 2009). Childhood sexual abuse
was found to increase vulnerability to HIV (Jewkes et al. 2002; Jewkes et al. 2010),
while HIV, in turn, was found to exacerbate vulnerability to CSA (Epstein and
Jewkes 2009; Meintjes et al. 2010). The problem of HIV often seen in victims of CSA
has been linked to the belief of the cleansing nature of sex with virgins or young
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girls in certain regions of Africa (Jewkes et al. 2005), while in some sectors it has
been attributed to sexual risk behaviours of CSA victims.

Learning more about the causes of CSA is crucial for addressing women’s health
and dealing with the menace attributed to sexual violence. The beliefs in the
“cleansing” nature of sex with virgins and young girls is widely thought to be a
contributing factor to the increase in CSA and HIV in young women in certain
areas (Jewkes et al. 2005). An idea shaped by the misconception that sex with
children is a cure for sexually transmitted diseases, including HIV. However, such
claims have been disputed in certain areas (Saunders et al. 1999). Epstein
highlighted that although the idea of a virgin sex cure may be familiar in some
African communities it is rarely a motivating factor in majority of cases (Epstein
and Jewkes 2009). Instead, the socio-economic instability (disruption of families
and communities, high levels of poverty, high levels of violence of all forms)
experienced in the societies is the aggravating factor for sexual violence (Fergusson
et al. 1997; Fomby and Cherlin 2007; Li et al. 2012; Turner et al. 2012).

2.4 Conceptual framework: The ecological model
For the purpose of this thesis, the ecological model has been adopted as the main
conceptual model to help understand the association between neighbourhood
factors and CSA. The ecological model was first used to understand child abuse
(Garbarino and Crouter 1978) before being applied to youth violence (Garbarino
1985) and intimate partner violence (Heise 1998). Although the model had been
used in a variety of settings, all share the same notion. It conceptualises violence as
a multifaceted phenomenon grounded in the interplay between individual, family,
community and societal factors (Heise 1998). The model explores the relationship
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between individual and contextual factors and considers violence as the product of
multiple levels of influence on behaviour (Dahlberg and Krug 2002).

Although sexual violence against girls/women is found in most places, no single
factor can explain why certain individuals or certain communities are more violent
than others (Dahlberg & Krug 2002). As such, it is difficult to understand the
factors that put people at risk of experiencing violence without using multiple
levels of approach. Recently, research has been focusing on both individual and the
context in which people live, e.g. the area or neighbourhood of residence (DiezRoux 1998; Feng Astell-Burt 2013; Nikulina & Widom 2013). The more
homogenous the health of people within a neighbourhood is (as compared to the
health of people from different neighbourhoods), the more probable it is that the
determinants of individual health are directly related to the contextual
environment of the neighbourhood and/or that social processes of geographical
segregation are taking place (Merlo et al. 2005).
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Figure 1: Ecological model

Societal

Community

Relationship

Individual

The ecological model takes into account various levels of societal organisation,
how each level interacts with the others and influence violence, in this case CSA.
The ecological model (Figure 1) considers a person as being at the centre of nested
structures of the ecological environment: the individual, relationship, community
and society. A change in one level can affect the other levels and could also
potentially influence an individual’s developmental outcomes either directly or
indirectly through multiple contextual changes (Bronfenbrenner 1979). The
ecological model can only be explored by the use of a multi-level modelling
technique. A two-level approach of the ecological model was adopted for this
thesis: individual and community (Figure 2). The individual and relationship were
collapsed into one (individual) level as there was no available variable in the
dataset that could represent relationship except marital status. In addition, it was
also not possible to use societal level as the number of countries available (six)
were not sufficient enough to be considered for a three or four level analysis. The
first level (individual) identifies the biological and personal history factors of the
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individual or otherwise the characteristics of the individual that influence the
violence. Such characteristics include age, sexual risk behaviour, alcohol/cigarette
use and socio-economic factors like wealth index, occupation, education, place of
residence. The second level (community level) examines the community contexts in
which social relationships are rooted and look out to identify the characteristics of
these settings that influence violence (Dahlberg & Krug 2002). Examples of such
characteristics used in this thesis are community socio-economic status, ethnic
diversity, residential instability, family disruption, poverty and household size.

The ecological model has been used extensively to better understand violence and
the effect of potential prevention strategies (Houck et al. 2009). The benefit of the
ecological model lies in its capacity to consider, in a systematic way, the factors that
influence health behaviours, in this case those factors that put people at risk of
experiencing or perpetrating violence. Community measures of poverty have been
found to have the greatest explanatory power among socio-ecological theory
variables (Harries 1995). Community poverty weakens social network and the
capacity to control the behaviour of people and hence increase the likelihood of
reporting CSA (Browning 2002). Building such a model offers a framework for
understanding the complex interplay of all the factors that influence CSA, and can
therefore provide key points for prevention and intervention (Dahlberg & Krug
2002).
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Figure 2: Two-level ecological model as applied in this thesis

Individual :
Age
Wealth index
Occupation
Education
SSRelatRelat
Place of residence
Alcohol use
Cigarette use
Sexual risk behaviour: Lack of condom use,
extra sex, STD’s

Community :
Community SES
Ethnic diversity
Residential instability
Family disruption
Poverty
Household size

2.5 Rationale
Most research on CSA has been at the individual level (Brown et al. 2009; Chavez
et al. 2009; Edgardh & Ormstad 2000; Goldman & Padayachi 1997; Reza et al. 2009),
despite suggestions that distribution and determinants of population health and
social

risk

behaviours

is

epistemologically

multilevel

(Durkheim

1964).

Neighbourhood constitutes a key determinant of socio-economic disparities in
health, as they shape individual opportunities and expose residents to multiple
risks and resources over the life course (Leventhal & Brooks-Gunn 2000; Sampson
2003). It is only by multi-level analysis that the individual and contextual factors as
described by the ecological model can be explained. Studying health factors using
a multilevel approach provides the opportunity to identify the social and economic
context in which an individual experiences CSA. It therefore provides further
opportunity to understand and develop preventive measures for CSA based on the
understanding of its determinants and consequences. By also using data from
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several nations, this thesis will be able to study the effects of the various factors
across the various countries, to provide more robust evidence of the factors
associated with CSA.

The use of nationally representative data to study CSA has been possible in
developing countries due to available sexual violence data from Demographic and
Health Surveys (DHS). The ability to collect such accurate data provides
opportunity for comparisons across countries.
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3. MAIN AIM AND SPECIFIC AIMS
3.1 Main aim
The overall aim of this thesis was to improve our understanding of individual and
neighbourhood factors associated with childhood sexual abuse. In addition, the
thesis aimed to investigate the associations between childhood sexual abuse and
sexual risk behaviour in later life.

3.2 Specific aims
•

To describe the prevalence of childhood sexual abuse and variations across
socio-economic factors among women from sub-Saharan Africa (Study 1)

•

To study the independent effects of individual and community socio-economic
status on childhood sexual abuse (Study 2)

•

To examine whether measure of social disorganisation are associated with
childhood sexual abuse (Study 3)

•

To explore the effects of potential mediators of the association between
childhood sexual abuse and sexual risk behaviour (Study 4)

19

4. MATERIALS AND METHODS
4.1 Data sources
This thesis used the most recent data from DHS conducted between 2006 and 2008
in sub-Sahara African countries. The countries were selected based on the
availability of data sets on sexual violence. This resulted in the inclusion of the
following six countries: Ghana, Liberia, Nigeria, Uganda, Zambia and Zimbabwe
(Figure 3). Although the initial plan was to use 12 countries, this could not be done
as there was no data on violence in some of the countries. All six countries were
included in all four studies that make up this thesis. The exception was study IV,
which used only the Nigerian data set. Demographic and health surveys were
implemented by the respective national institutions and ICF International
(Calverton, MD) with financial support from the United States Agency for
International Development. Methods and data collection procedures have been
described elsewhere (ICF International 2012). Demographic and health surveys are
good quality, nationally representative cross-sectional data on demographic and
health indicators in developing countries. The response rate of the participants was
high (98%) in all the countries.

The sampling design typically involves multistage cluster sampling techniques,
using strata for rural and urban areas and for different regions of the countries.
This ensures that the sample is generally representative at the national level,
residence level (urban-rural) and at the regional level (department, states). In the
first sampling stage, each of the countries was stratified into major regions.
Enumeration areas (EAs) are generally drawn from the regions, with a probability
of selection proportional to their size. The sampling frame is a list of all EAs
(clusters) from a recently completed population census. In the second stage,
samples of households are randomly selected from an updated list of households
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within the selected enumeration area. A standardised questionnaire was
administered by the interviewers to participants in each country.

Figure 3: Map of Africa showing countries studied
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The surveys are designed to monitor reproductive and health behaviours,
demographic trends, attitudes and outcomes, maternal and child health, and social
and demographic characteristics of women and men of reproductive age.
Collection of data is conducted by face-to-face household interviews, and women
of reproductive age (15–49) are the focus of the survey. Three standard core
questionnaires (household, woman and man) are included in each survey. The
Household Questionnaire is used to list all the usual members and visitors of the
selected households. This allows for collection of basic information on the
characteristics of each person listed in the household, information on housing
characteristics, as well as identifying women and men eligible for individual
interview. The household questionnaire also permits the interviewer to identify
women, men and children who are eligible for anthropometry and anaemia and
HIV testing.

In addition to the core questionnaires, there are also several standardised modules
not contained in the core questionnaires for countries with interest in those topics.
Such optional questionnaires were developed on a series of topics to achieve some
level of comparability across countries that used them. The topics include:
maternal mortality, HIV/AIDS, domestic violence, malaria, health expenditures
and female genital cutting. This thesis utilised the advantage of the DHS domestic
violence to collect and analyse data on violence against girls/women.

Interviewers receive special training and they ensure good professional standards
during the entire process. In any household, only one woman should receive the
domestic violence module and the Kish grid is used to randomly select one woman
from the eligible women in the household. Only female interviewers are allowed to
interview female respondents in the domestic violence module and strict privacy is
ensured during the entire interview. Before starting the interview, additional
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informed consent is obtained for the violence module and the respondents are
reassured of the confidentiality of the information.

Recent surveys from sub-Saharan Africa were considered for inclusion in this
thesis if they were conducted in 2006 or later. In the DHS, all women aged between
15 and 49 years in a household are eligible for the women’s questionnaires. The
sample is further reduced as only one randomly selected eligible woman in a
household is administered the domestic violence module. This practice is used to
maintain confidentiality and maximize the safety of the respondents. The sample
for analysis was further restricted to include only respondents who were between
15 and 18 years of age and whose principal residence was at the place where the
survey interview was conducted (Study II and III). No exclusion based on age or
residency status was applied to Study I and IV.

4.2 Definition of community
Community was used to describe clustering within the same geographical area and
within the DHS, communities were based on sharing a common primary sample
unit (PSU). The PSU is usually based on the most recent sampling frame for each
country as defined by census enumeration blocks. In urban areas, the census
enumeration blocks were identified for this purpose, while in rural areas village
areas were used to identify the PSU. The unit of analysis was chosen for the
following reasons: PSU provides the most consistent measure of community across
all the surveys (Griffiths et al. 2004), and thus is the most appropriate identifier of
community for this cross-region comparison. Second, it has been shown that for
most of the DHS conducted, the sample size per cluster met the optimum size with
a tolerable precision loss (Kravdal 2006).
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4.3 Variable description and measurement
4.3.1 Outcome variables
4.3.1.1 Childhood sexual abuse
For this thesis, CSA was defined as sexual violence on or before the age of 18 years
and was the outcome variable for studies I, II and III. “To assess if participants
were sexually abused in childhood, all eligible women were asked the following
questions: “At any time in your life, as a child or as an adult, has anyone forced you
in any way to have sexual intercourse or perform any other sexual act?” The two
possible outcomes for the question were “yes” or “no”. Respondents who said yes
were then asked questions about the age at which this first happened and the
person who committed the act. Respondents who gave an affirmative reply, and if
the violence occurred when they were under the age of 18 years, were considered
as cases of CSA and coded as “1” while those who gave a negative response or if
the abuse occurred after the age of 18 years, formed the other group of the
dichotomy and were coded “0”. All women who did not respond to the question
were excluded” (Yahaya et al. 2013).

4.3.1.2 HIV risk behaviours
In study IV, HIV risk sexual behaviour was the outcome variable. It is a latent
variable and was constructed from three other variables namely: lack of condom
use, extramarital sex and STDs in the last 12 months. Extramarital sex was defined
as the act of having intercourse with a man other than one’s spouse or cohabitating
sexual partner.
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4.3.2 Independent variables
4.3.2.1 Individual level factors
The following individual-level factors were included as control variables.

Age
Study I: Age of the respondents was categorized into three groups: (15–24 years,
25–34 years, 35 years or older)

Education
Study I and III: Level of education was categorized into three groups: (no
education, primary, secondary or higher

Study II: Level of education was categorized into two groups: educated or not
educated.

Marital status
Study II: Marital status was categorized into three groups: never married, currently
married and formerly married.

Occupation
Study I and III: Occupation was categorized into two groups: working and not
working.

Place of residence
Study I, II and III: type of residence was either defined as rural or urban.
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Cigarette smoking
Study IV: Cigarette use was identified based on the respondent’s response to the
use of cigarettes. Those who currently consume cigarette were categorized as
smokers while the other group was non-smokers.

Alcohol use
Study IV: Alcohol use was defined as the act of drinking alcohol before the last
sexual intercourse. The respondents were further categorized into four groups
namely (a) neither the respondent nor his partner consumed alcohol before the last
sex (b) the respondent consumed alcohol but the sexual partner did not (c) the
sexual partner consumed alcohol but the respondent did not and (d) both the
respondent and the sexual partner consumed alcohol.

Wealth status
Study I, II and III: DHS did not collect direct information on household income and
expenditure. The DHS wealth index was used as a proxy indicator for socioeconomic position. The methods used in calculating DHS wealth index have been
described elsewhere (Deon & Pritchett 2001; Montgomery et al. 2000; Vyas &
Kumaranayake 2006). An index of economic status for each household was
constructed using principal components analysis based on household ownership of
selected assets: number of rooms per house, ownership of car, motorcycle, bicycle,
fridge, television and telephone as well as any kind of heating device. From these
criteria the DHS wealth index quintiles was categorized into three groups in study
I (poorer, middle, richer) and five groups in study II and III (poorest, poor, middle,
rich, and richest).
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4.3.2.2 Community level factors
Neighbourhood socio-economic disadvantage was used as community-level
variable in this thesis. Neighbourhood socio-economic disadvantage consisted of
an index constructed from three variables using principal component analysis. The
variables were proportion of respondents: with no education (illiterate),
unemployed, and living below the poverty level (asset index below 20% poorest
quintile). A standardized score with mean 0 and standard deviation 1 was
generated from this index, which we divided into five quintiles (quintiles 1 to 5).
Quintile 5 represented highest SES while quintile 1 represented lowest SES.

Other community level variables used are as follows:
1. Neighbourhood poverty: percentage of households below 20% of wealth index
(Rustein & Kiersten 2004).
2. Female-headed households (family disruption), expressed as percentages of
households headed by a female in an area (Coulton et al. 1995).
3. Residential mobility/instability was defined as the proportion of households
occupied by persons who had moved from another dwelling during the
previous 5 years (Sampson 1985; Warner & Pierce 1993).
4. Place of residence was defined as either urban or rural, as administratively
defined by each country.
5. Population density (average household size) was operationalised as the median
household size in a community
6. Ethnic diversity: an index of ethnic diversity was created using a formula
(equation 1) that captures both the number of different groups in an area
and the relative representation of each group (Rustein & Kiersten 2004):

x 
Ethnic diversity index = 1 − ∑  i 
i =1  y 
n

2

(1)
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where:

x i = population of ethnic group i of the area,
y = total population of the area,
n = number of ethnic groups in the area
Scores can range from 0 to approximately 1. For clarity of interpretation, each
diversity index is multiplied by 100; the larger the index, the greater diversity there
is in the area. If an area’s entire population belongs to one ethnic group, then an
area has zero diversity. An area’s diversity index increases to 100 when the
population is evenly divided into ethnic groups.

4.4 Statistical analyses
In the descriptive statistics, frequency tabulations were constructed to describe the
distribution of the respondents by the key variables. The key variables were
expressed as percentages. The Pearson’s chi-squared test for analyzing contingency
tables was used. All cases in the DHS data were given weights to adjust for
differences in probability of selection and to adjust for non-response. Pooled
sample weights were used for descriptive statistics, using Stata 11 for Windows
(Stata Corp, College Station, TX, USA).

Study I
Frequency

tabulation

was

constructed

to

describe

the

distribution

of

correspondents. The chi-squared test was then used to check the impact of all
potential predictors on CSA. Univariate analysis was conducted using the predefined explanatory variables and the outcome variable (CSA). A multiple logistic
regression analysis was then conducted entering all the variables simultaneously.
The results were expressed in the form of odds ratio while the significance level
was set at p<0.05.
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Table 1: Overview of the designs and methods used in the four studies.

Study

I

Data

Study

source

design

DHS

Cross-

Outcome

CSA

sectional

Statistical

Level of

method

analysis

Multivariable Individual
logistic
regression

II

DHS

Cross-

CSA

sectional

III

DHS

Cross-

CSA

sectional

IV

DHS

Multilevel

Individual

logistic

and

regression

community

Multilevel

Individual

logistic

and

regression

community
Individual

Cross-

Sexual

Structural

sectional

risk

equation

behaviours modelling

Study II
A multilevel logistic regression modelling with individuals at the first level and
neighbourhood at the second level was used. The analysis specified a two-level
model for binary response reporting CSA or not, for adolescents (level 1) living in a
community (level 2). Three models were constructed. The first model, an empty
model, had no explanatory variable. The model focused on decomposing total
variance into its individual and community components. The second model was
constructed to have only the control variable. The third model (full model)
included all the studied variable i.e. control, individual and neighbourhood
variable.
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Study III
The analysis was a 2-level multilevel logistic model for the binary outcome (i.e.
CSA) with individuals at level 1 and community at level 2. Two models were
constructed. The first model (an empty or unconditional model) had no exposure
variables, was specified to decompose the amount of variance that existed between
community and country levels. The second (full) model controlled for all the
variables simultaneously.

Fixed effect model (measures of association)
Study II and III: the results of the fixed effect model (measures of association) were
expressed as odds ratios (ORs) with 95% confidence intervals (CI).

Random effects model (measures of variation)
Study II and III: the results of the random-intercept models (measures of variation)
were expressed as variance partition coefficient (VPC) and proportional change in
variance (PCV). The Intra-community correlation (ICC) is a simple VPC and is
often used interchangeably. The VPC was calculated by the linear threshold (latent
variable) method according to the formula used by Snijders (Snijders & Bosker
1999) as follows:
VPC

=

Vc
π2 
Vc +  
 3 

where Vc = community level (neighbourhood) variance.
The PCV is calculated as follows: PCV

=

(Va − Vb )
.100
Va

where Va = variance of the empty model, and Vb = variance of the model with more
terms.
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MLwiN software, version 2.10 (Rasbash et al. 2008) was used for the analysis. The
statistical significance of covariates was calculated using Wald’s test. All
significance tests were two-sided and statistical significance was defined at 5%
level.

Study IV
Pearson’s product moment correlation was used to identify the correlations
between variables. A confirmatory factor analysis was initially used to develop an
acceptable measurement model. The measurement model defined the observed
variables in terms of “true” latent variables (endogenous or exogenous) and a
measurement error term. At this stage, each latent variable was allowed to
correlate freely with every other latent variable. In step two, the measurement
model was modified to represent the postulated causal model framework. A
mediator (i.e. alcohol and cigarette use) or an intervening variable is a third
variable that links the independent variable (i.e. CSA) to the dependent variable
(i.e. sexual risk behaviour) (Baron & Kenny 1986). The indirect effect involves the
direct effects from the independent variable on mediator and from mediator to
dependent variable, while the total effect denotes as the sum of direct effect of
independent variable on dependent variable and the indirect effect.

4.4.1. Model fit and specifications
In study I, II and III, regression diagnostics were used to judge the goodness-of-fit
of the model. They included the tolerance test for multicollinearity, its reciprocal
variance inflation factors (VIF) (Tu et al. 2004; Tu et al. 2005), presence of outliers
and estimates of adjusted R square of the regression model. The largest VIF greater
than 10 or the mean VIF greater than 6, represent severe multicollinearity (Hocking
1996). Regression estimates were calculated by means of the reweighted iterative
generalized least square algorithm using MLwiN 2.20 (Rasbash et al. 2008). In the
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multilevel logistic regression models, second order penalized quasi-likelihood
estimation was used (Goldstein 2003). The statistical significance of covariates was
calculated using the Wald test (Rasbash et al. 2008). All significance tests were twotailed and statistical significance was defined at the 5% alpha level.

Study IV: the model testing was conducted with Stata for Windows. Using criteria
suggested by Hu & Bentler 1999, the model fit was evaluated by using the
following indicators: chi-square statistics, comparative fit index, Tucker-Lewis
index and a root mean square error of approximation. A good fit was indicated by
a root mean square error of approximation value below 0.05, comparative fit index
and Tucker-Lewis index above 0.90 and 0.95 respectively.

4.5 Ethical considerations
The thesis is based on analyses of secondary data which has already been
approved by the ethics committee of ICF International in the United States of
America and by the National Ethics committee in the respective countries. The
thesis follows the standards for ethical and safety recommendations for research
on domestic violence against women in order to ensure women’s safety and
maximizing the disclosure of actual violence. Confidentiality was maintained
throughout the process of survey with all identifier information removed and all
study participants gave informed consent before participation. The use of
translators was avoided as it reduces the quality of information and violates
confidentiality. The Kish grid was used to randomly select only one woman from
among eligible women in any household. Special training and support was
provided to all staff, while field staff received additional training to ensure they
implement the survey using the safety procedures established and to deal with any
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crisis situations. Referrals and additional information, including if possible, any
legal help/services was made available to any woman who requires it.
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5. RESULTS
5.1 Paper I: Prevalence of child sexual abuse
A total number of 69,977 women between the ages of 15 and 49 years from six
countries (Ghana, Liberia, Nigeria, Uganda, Zambia and Zimbabwe) were
recruited for this thesis. However, for studies II and III, a subset of the population
was used. In this case, 6,351 adolescents between the ages of 15 and 18 years from
the six countries were analysed. In study IV, participants were recruited only from
Nigeria.

The prevalence of CSA in the countries reported in this thesis was low. The
prevalence ranges from 0.3% in Liberia to 4.3% in Zambia (Figure 4). The
prevalence of CSA was also 0.4%, 0.7%, 0.8% and 2.0% in Uganda, Zimbabwe,
Ghana and Nigeria respectively. These figures were based on all participants that
took part in the survey from the age of 15 years to 49 years and who were present
in the respective communities during the survey (Study 1). The youngest age of
exposure to CSA was five years (Figure 5). The reported cases of CSA were highest
between 14 and 17 years. Most of the respondents had at least a primary education
except in Liberia and Nigeria were 41.8% and 39.7% of the respondents were
uneducated. A majority of the respondents were working, except in Zimbabwe
were 57.4% were not working. Most of the respondents resided in rural community
and the majority were from Nigeria. Most of the perpetrators of the violence were
known to the victims (partners, families or friends). It is only in Nigeria and
Zambia that about a quarter of the perpetrators were strangers.

After adjusting for all the socio-economic factors, there was no association between
CSA and wealth index. Similarly, there was no significant association between CSA
and level of education. There was contrasting association between CSA and
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occupation. In this case, the employed in Ghana, Uganda and Zambia were less
likely to have been victims of abuse.

Figure 4: Description of Demographic and Health Surveys data 2006–2008 in sub-Saharan
Africa by country, survey year, eligible sample, communities sampled and reported
childhood sexual abuse (CSA).
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Figure 5: Age at which first forced sexual intercourse occurred, as reported by the
adolescents (Yahaya et al. 2014)

5.2 Paper II: Individual and community factors associated with
CSA
The prevalence of CSA ranges from 1.04% in Liberia to 5.84% in Zambia (Figure 6).
This value was calculated based on permanent residency and after excluding all
participants above 18 years. In Uganda, Nigeria, Ghana and Zimbabwe the
prevalence was 1.4%, 2.4%, 4.6% and 5.0% respectively.

Reported cases of CSA varied across the six countries, with Zambia being the
country most likely to report cases of CSA. After adjusting for all factors,
uneducated women were less likely to report CSA when compared to educated
women (OR = 0.36, 95% CI 0.16–0.81). The addition of community socio-economic
status and area of residence did not have any effect on reported cases of CSA.
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Figure 6: Description of Demographic and Health Surveys data 2006–2008 in sub-Saharan
Africa by country, survey year, number of communities, eligible sample, and reported
childhood sexual abuse (CSA) (Yahaya et al. 2014)

In Model 1, the empty model, the estimated variances in reported CSA was 0.926
(SE=0.442) at the community level, indicating that there was a significant variation
in the odds of reporting CSA across the communities. The empty model revealed
that a significant proportion of the total individual variability in the probability of
reporting CSA was attributable to the neighbourhood level or community-level
factors (ICC=21.9%). This suggests that there is neighbourhood clustering of CSA.
In Model 2, after adjusting for the country variable, the total remaining variance in
reported CSA was 0.505 (SE=0.370), while the explained variance for reported CSA
with the country level factor was 13.3%. About 46% of the variance in the odds of
reporting CSA across communities was explained by the country variable. In
Model 3, after adjusting for all the variables, the total variance in reported CSA
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was 0.274(SE=0.345). All the variables accounted for about 70% of the variance in
the odds of reporting CSA across the communities.

5.3 Paper III: Community factors associated with CSA
After adjusting for both individual and community-level factors, there was no
association between wealth status and CSA. The odds of reporting CSA increased
with literacy. Respondents with no education were less likely to have reported
CSA compared to respondents with higher level of education (OR = 0.16, 95% CI
0.07–0.39). Furthermore, working respondents were associated with higher
probability of reporting history of CSA (OR = 2.05 CI 1.48–2.83).

None of the factors of social disorganisation except family disruption was
significantly associated with CSA. Living in the neighbourhood of higher family
disruption was associated with higher probability of CSA (OR = 1.57, 95% CI 1.14–
2.16).

There was significant variation in the odds of reporting CSA across the
communities with a variance of 0.74 (SE=0.31). The intra-community correlation
coefficient in the empty model specified that 18% of the variation of reported CSA
could be attributed to community level factors. In the full Model, about 54% of the
variance in the odds of reporting CSA was explained by all the variables included
in the model.

5.4 Paper IV: Mediators of CSA and sexual risk behaviour in
later life
The reported prevalence of CSA in Nigeria was 2%. The 0.55% of the respondents
reported using condom while 1.5% reported STDs in the past 12 months.
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Extramarital sex was as high as 13%, while alcohol and cigarette use were low
(1%).

All the variables used were significantly and positively correlated. In addition, the
respondents that experienced CSA had high likelihood to smoke cigarettes, drink
alcohol, and were likely to engage in sexual risk behaviours. The direct effect of
child sexual abuse on sexual risk behaviour was found to be significant (p<0.0001).
Similarly, the indirect effect of child sexual abuse on sexual risk behaviour via
alcohol and cigarette use was also found to be significant (p<0.0001), indicating
that cigarette smoking and alcohol intake mediated the relationship between CSA
and sexual risk behaviour (Figure 7).

Figure 7: Model pathway of the association between child sexual abuse and sexual
risk behaviours
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6. DISCUSSION
6.1 Prevalence of child sexual abuse
Overall, the prevalence of CSA was low in this thesis, ranging from 0.3% in Liberia
to 4.3% in Zambia. When the prevalence was calculated based on permanent
residency status and using only respondents between the ages of 15 and 18 years,
the prevalence of CSA was still relatively low and ranged between 1.04% in Liberia
to 5.84% in Zambia. These rates are lower compared to those of other prevalence
studies where CSA has been reported to be between 10% and 54% (Brown et al.
2009; Fergusson et al. 1996b; Finkelhor et al. 1990; Goldman & Padayachi 1997;
Madu and Peltzer 2000). Several reasons may have accounted for the reported low
prevalence in this thesis, which include the sample characteristics and definitions
used. First, this study used relationship-specific definitions to define if the
respondents experienced CSA by asking them if anyone forced them to have
sexual intercourse or perform any other sexual acts. This form of definition has
been reported to lead to low prevalence rates when compared to studies that used
an activity-specific definition (Peters et al. 1986). More so, the lower prevalence
reported in this thesis could be explained by the fact that the definition of CSA was
based on contact form of CSA. This is the most restrictive definition of CSA and is
a definition that excluded non-contact sexual acts like sexual request or
exhibitionism. Generally, prevalence rates decrease when non-contact form of CSA
is excluded. This is confirmed in previous CSA prevalence studies conducted in
Sweden (Edgardh & Ormstad 2000) which compared the prevalence when
exhibitionism was excluded (7.1%) and when it was included (11.2%). Another
possible reason for the low prevalence of CSA in this thesis may be related to the
fact that respondents may not be willing to disclose the abuse because of
embarrassment, shame or a desire to keep the abuse secret. In certain instances, the
low prevalence rate may be attributed to the inability to recall events due to the
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trauma surrounding the event. Although it was reported that absolute privacy was
required when implementing the domestic violence module, it is important to note
that privacy may be difficult to achieve in an extended family settings where the
housing units do not give much room for such opportunity.

The characteristic of perpetrators observed in this study is consistent with previous
studies (Fergusson et al. 1996b; Reza et al. 2009), most of them were known to the
respondents prior to the episode of the abuse. Studies have shown that most abuse
is committed by men (90%) and by persons known to the child (70–90%), with
family members constituting one-third to one-half of the perpetrators against girls
(Finkelhor 1994). Most sexually abused children do not tell anyone they were
abused, even when directly asked by parents or other authority figures. Victims of
sexual abuse are often too afraid that the news will hurt their parents, or they are
afraid of not being believed, or they were threatened in some way by the offender
(Hershkowitz et al. 2007). This may be a possible factor that influenced the low
prevalence of CSA in this thesis.

6.2 Individual factors associated with child sexual abuse
The findings of this thesis showed that there was no association between CSA and
individual SES (Study I, II and III). The findings corroborate those of previous CSA
studies (Fergusson et al. 1996b) and compliment the larger literature on the nonimportant nature of SES on risk of CSA. In particular, it showed that CSA was not
significantly higher in families of low SES. When compared with other violence
studies like intimate partner violence and child abuse where violence is associated
with SES, it makes it difficult to comprehend why the same is not the case for CSA.
Although the result of this thesis is also contrary to a previous study (Finkelhor
1980) showing that CSA is higher in families with lower SES. Why the result of this
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study (Finkelhor 1980) is different from other CSA studies is still unclear. One
possible reason may be because the aforementioned study (Finkelhor 1980) was
school based which is not representative of the larger population.

There was a contrasting association between CSA and occupation of respondents.
Those reporting CSA less often were women currently working. This result is not
consistent with previous findings (Finkelhor 1993) suggesting that there was no
linkage between CSA and socio-economic factors. A possible explanation for this
may be because the variable (occupation) was derived by combining all working
groups together (skilled manual, unskilled manual, agriculture, sales, services,
clerical, professional, technical and managerial). Such a group contains a
combination of people from the lower and higher social class. On the other hand,
those in the second group (unemployed) are those without a job and in most
instances people without a job are usually in the lower socio-economic class. The
variable was derived in this way for convenience as dichotomous variables are
better analysed and interpreted rather than the previous nominal nature of the
variable.
Contrary to earlier evidence, this thesis found that uneducated women were less
likely to report CSA. The higher prevalence of abuse reported in educated girls
compared to non-educated girls was unexpected. This finding requires further
investigation, as high level of education is not a common factor for CSA (Edgardh
& Ormstad 2000). A possible contributory factor may be the high rate of reported
sexual violence in African schools (Jewkes et al. 2002). Although, most of the
perpetrators of sexual abuse are either family members or those known to the
victim, most cases of this maltreatment still takes place either on the way to school,
in schools or on the way back from schools (Reza et al. 2009).
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6.3 Community factors associated with child sexual abuse
Regarding community factors, neighbourhood was an important contextual factor
in this thesis (study II and III). Neighbourhoods constitute a key determinant of
socio-economic disparities in health, as they shape individual opportunities and
expose residents to multiple risks and resources over the life course. Just as with
individual SES, there was no relationship between CSA and community SES (Study
II and III). While there has been no previous study to evaluate the relationship
between CSA and community SES; this provides further evidence to show that
CSA transcends across all strata of community socio-economic context and that
adolescents in the same community tended to report CSA. Even though
community SES was not statistically significant, this does not imply that it is not
important from the public health perspective. Rather it may imply that there may
not be evidence of socio-economic inequality in the reported cases of CSA.
Inadequate sample size to reach a statistically significant level may be a possible
reason for this.
The findings from the random effect part of multilevel modelling add to the
existing knowledge about the contribution of ecological context on CSA. An
important finding was that there was evidence of significant geographical
clustering of reported cases of CSA (Study II and III). This shows that there is
significant variation in the odds of reporting CSA across the communities,
implying that respondents from the same area may be more similar to each other
in relation to their exposure to CSA than to people from other areas (Merlo et al.
2005). If people in the same neighbourhood/community have similar exposure to
CSA, it implies that they are prone to common contextual influences.
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While most of the variance was explained by individual and community factors
(full model), about half of the variance in the community was explained by the
unmeasured country effects. This implies that the likelihood of reported cases of
CSA was due to factors at all levels (individual, community, and country level).
This supports the idea of the ecological model which considers violence as the
product of multiple levels of influence on behaviour (Dahlberg & Krug 2002). The
findings suggested the importance of including both individual and community
variables in addressing CSA issues. To understand CSA, the entire environment,
which includes individual characteristics, the environmental factors all need to be
considered or studied.

Similarly, variations across communities proved to be not statistically significant
after controlling for the effects of unmeasured control factors. This suggests that
the likelihood of reported CSA may be due to the unmeasured country-level
effects. It is possible that the community-level variance was due to shared social
norms. The full model was able to explain most of the observed variations. The
findings have important implications for targeting policy as well as the exploration
of factors not included in the model that could explain the remaining unexplained
variation.

This thesis confirms the importance of family disruption as it relates to history of
CSA (Study III). This is corroborated by previous studies on family disruption and
history of CSA (Fergusson et al. 1997; Fomby & Cherlin 2007; Li et al. 2012),
highlighting the importance of the role of a stable family in the training of a child
and in the building of a sound community free of violence. Children who
experience multiple transitions in family structure may experience worse
development and health outcomes compared to children raised in stable twoparent families and perhaps even worse than children raised in stable, single-
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parent families (Fomby & Cherlin 2007). Disruptions of family structure may
deprive children of the benefits of a male role model in the family. This is of
considerable importance in African society where the family structure and
especially the father is important and plays a significant role in the shaping and
building of children’s life. The individuals and there attributes make up a family
and a family is the unit of a society or community. So a disruptive family can still
have a diminishing effect on the social cohesion of neighbourhoods and reduce the
power of the social norm and informal social control required to regulate a deviant
behaviour. In some instances, the reduced parental control during childhood and
adolescence makes children more exposed to potential perpetrators like step
fathers or even susceptible to peer pressure. Similarly, children on the streets are
also exposed to the dangers of the outside world, especially paedophiles which
further increase their risk of sexual abuse. Some of these children are the
breadwinners at home and may be involved in either petty trading, working late
into the night which further increases their exposure to vulnerable people.

It is important to highlight the risks and circumstances of children of CSA victims.
Children born to victims of CSA are at increased risks of being victims themselves
(Trickett et al. 2011). Such children are either at risks at the hands of their own
caregivers or from the deleterious consequences of having caregivers who suffer
from the sequelae of their own childhood abuse (Noll et al. 2009). Domestic
violence may increase the probability of sexual abuse within the family (Chavez et
al. 2009). Such abuse has been linked to either the parents being neglectful or
through recreation of environmental conditions in which abuse was allowed to
persist across generations (Trickett et al. 2011). This has led to the notion that
abusive parents were themselves abused and that abused and neglected children
would become tomorrow’s perpetrators of family violence (Church II et al. 2012). A
vast proportion of sexual violence takes place within the victim’s immediate
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environment with a majority of the perpetrators being known to the victims but
still remains unreported. Most sexually abused children do not tell anyone they
were abused, even when directly asked by parents or other authority figures. The
stigma associated with being a victim of sexual assault makes it difficult for victims
or even their parents to report suspected cases. Within a family, cases of CSA may
go unreported by a spouse to avoid marital separation, divorce, loss of friends, loss
of job and loss of income (Richardson 1990). The secrecy and collusion within the
family serves as a barrier for any family member to report the abuse. In addition to
this, there are strong norms against informing on one’s family members (Finkelhor
1984). More so, the dominant nature of men in society prevents mothers and
daughters from exposing the male figure in the house who might have been
responsible for the abuse.

6.4 Mediators and risky behaviour in later life
This thesis highlights the relation between CSA and sexual risk behaviours (Study
IV). One of the findings was that women with history of CSA reported using
cigarettes and alcohol. This corroborates previous studies that found an association
between CSA with use of recreational drugs (Malow et al. 2006b; Meade et al. 2012;
Senn et al. 2008). This may strengthen the notion that drug and alcohol use in
sexually abused girls is higher than non-abused girls and the purpose for such use
was to avoid abuse specific memories and affective response (Briere & Runtz 1991;
Briere & Runtz 1993).

This thesis also supports the fact that girls with histories of CSA report sexual risk
behaviours at a later age. This corroborates earlier empirical findings and theory
that CSA increases sexual risk behaviours (Holmes et al. 2005; Miller 1999). It is
thought that women with sexual abuse histories place themselves at risk of sexual
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behaviours linked to beliefs about sexuality developed in response to sexual abuse
(Miller 1999). There has been conflicting reports on the association between CSA
and sexual risk behaviour. While some studies have reported an association
(Arriola et al. 2005; Miller 1999; Richter et al. 2013; Senn et al. 2006; Senn & Carey
2010), other studies have not found any association between CSA and sexual risk
behaviour (Peltzer et al. 2013). Such differences are difficult to ascertain, but it
could be that the studies were not adequately powered to detect a difference or it
may have been due to the way the variables (CSA and sexual risk behaviour) were
operationalized.

In addition, this thesis shows that the association between CSA and sexual risk
behaviour was both directly and indirectly linked. While most of the association
was direct, the remaining association which was indirect was through the use of
alcohol and cigarette. While sexual abuse victims may be prone to increased sexual
risk behaviour due to the psychological effect of the abuse, the use of recreational
substances like alcohol often found among violence victims can further impair
their judgement for safe sexual practice (Walsh et al. 2014; Zawacki et al. 2009).
Practices such as non-use of condom and multiple sexual partners may increase the
risk of STD including HIV/AIDS and further worsen the burden of HIV/AIDS in
communities with weak health systems. Findings from this study also add to
existing knowledge regarding the association between CSA and risky sexual
behaviour in SSA. Existing research on CSA in SSA has been limited and primarily
focused on cross-sectional data using logistic regression techniques. No study has
attempted to utilise the SEM technique which is considered to offer more
meaningful and valid results.
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6.5 Methodological considerations
Despite the contribution the study makes to the existing literature, there are certain
limitations. The DHS covered general health issues on population health with
questions on sexual abuse constituting a minor part of the whole survey. With the
limited sexual abuse variables available from the survey, it was not possible to
construct CSA variables and utilise some socio-demographic factors. Other
predictors of CSA such as family stability and marital conflict, parenting and
parent-child relationships and parental adjustment were not available in the
survey, and so could not be included in the analysis. Furthermore, some of these
variables might have explained some associations between community and CSA.
In addition, almost half of the samples included in the model were from Nigeria. It
is possible that the associations may be influenced by the large number of
adolescents from Nigeria. However, the study found that not only Nigeria’s
country dummy variable was associated with the likelihood of reporting CSA. As
this is a cross-sectional study, it is difficult to assess the direction of associations
and the causality from its findings. Data was collected through self-report and
therefore subject to potential recall bias. This is more likely in Study I and IV, were
respondents in the study were between 15 and 49 years, and who had to recollect
sexual abuse that occurred some years back. More so, because of the sensitive
nature of the questions being asked, there is the likelihood that some respondents
might not have disclosed their past experience(s). Therefore, it is unlikely that an
exact account of the exposure to the CSA will be available. It is also feasible that the
cases of CSA are underreported because of the stigma associated with sexual
violence.

The fact that the data used a cross-sectional design, limited the opportunity to deal
with temporal ordering of abuse, risk behaviour and social marginality. Sexual
abuse was limited to the time of onset and perpetrator of the abuse while precise
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information about the nature and extent of the abuse was not provided. There was
also no data on household income. The thesis used asset-based wealth index which
is a proxy indicator of household economic status.

The communities used in the analyses were administrative boundaries, which may
not adequately capture the social context important for individual exposure to
CSA. However, due to the high community-level variance observed, the
communities used seem to be appropriate to capture the social context. Finally, the
study focused on socio-demographic characteristics as a predictor of CSA. We did
not assess the effect of other predictors of CSA such as family stability and marital
conflict, parenting and parent-child relationships and parental adjustment, as these
variables were not obtainable from the DHS. There is a need for longitudinal
studies that will identify all relevant variables and follow them up over a long
period of time to identify relevant factors associated with CSA in SSA.

6.6 Strengths
Despite the above mentioned limitations, the strengths of the thesis are important.
To the best of available knowledge, this is one of the first studies to examine the
association between community SES and CSA applying a multilevel approach. It is
also a large, population based study from six countries in sub-Saharan Africa with
high response rates. It is a nationally representative sample with similar indicators
used across regions and countries, making it possible for numerical values to be
compared across the sites. More so, the data obtained from DHS is widely
perceived to be of high quality based on sound sampling methodology and
adherence to ethical standards of data collection including violence data (Macro
O.Calverto 2006). About 70% of the community variations in the reported CSA
were accounted for by individual and community contextual characteristics,
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signifying that the models were effective in predicting the risk of CSA. Similarly,
we were able to limit and avoid cohort effect and recall bias. By including only
respondents aged 18 or younger in Study II and III, we were able to improve
timeliness of information gathering, such that the interval between the event (i.e.
CSA) and the interview (i.e. the recall period) is as short as possible, thus reducing
non-differential recall bias. Similarly, by including only permanent residents at the
time of the interview, we were able to prevent cohort effect – that is, variations in
the characteristics of the community over time among respondents who are
defined by some common life experience or shared temporal experience.

6.7 Conclusions and implications
The findings from this thesis indicate that there is no evidence of socio-economic
differentials in adolescents’ experience of CSA regardless of their individual and
community-level socio-economic position. The perpetrators of sexual abuse are
known and close to the abused children. In addition, the findings showed that the
exposure to CSA is associated with high community levels of family instability,
thus suggesting that neighborhoods may indeed have important effects on
exposure to CSA in SSA.
Drawing upon multilevel perspectives, this thesis offers alternative ways for
exploring the association between CSA and socio-economic status. Further, the
thesis demonstrated that adolescents in the same community were subjected to
common contextual influences. It is therefore important that effective preventive
strategies are developed and implemented that will cut across all socio-economic
positions in a context that both permits and encourages disclosure as well as
identifying predisposing circumstances for recurrence. Further studies are needed
to investigate the pathways through which neighbourhood factors interact with
individual factors to influence CSA. A better understanding of the mechanisms
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involved might be important for designing public health interventions aimed at
reducing CSA in Sub-Saharan Africa.

6.8 Future directions
This thesis provides insight into the individual and contextual factors associated
with CSA by conceptualizing CSA within an ecological model framework and
applying multilevel modeling to explain the effect of each ecological context on
CSA. Future studies are required to include more community and individual
variables not addressed in this study. When studies are conducted, they may be
able to account for the unexplained neighbourhood variations in reported cases of
CSA.
This research was a cross-sectional study; as such it limits the opportunity to deal
with causality. Future longitudinal studies are required that will identify all
relevant variables and follow them up for a long period of time to identify relevant
factors.

51

7.

ACKNOWLEDGEMENTS

I would like to express my gratitude to all those who made this work possible. In
particular, I would like to thank the following: Gloria Macassa, my main
supervisor, for her guidance, patience and for believing in me during the difficult
periods. Joaquim Soares, my co-supervisor, for his constant presence and support
during the entire period of my studies. Antonio Ponce De Leon, my co-supervisor,
for his input in reviewing the statistics of the thesis. Olalekan Uthman, my coauthor, for his support and making statistics a subject I have to live with.
My thanks go to ICF International for making the African Demographic and
Health Survey data available for use. Also to all the respondents; without their
cooperation, this thesis would not have been possible.
My thanks go to my student colleagues especially Bahareh Eslami, for her support
and willingness to help at all times.
My brothers, sisters and parents, for the love and encouragement they continue to
show towards me.
Finally, to my wife Hussaina, for all her love, sacrifice, patience and
encouragement during these busy and trying periods. I also say thank you to my
lovely kids, Abdul-Rahman and Aisha, for their understanding during the busy
and difficult periods. I love you all.

52

8. REFERENCES
African Development Forum. 2008. Ending violence against women in Africa.
Addis Ababa, Ethiopia
Arriola, K.R.J., Louden, T., Doldren, M.A., & Fortenberry, R.M. 2005. A
meta-analysis of the relationship of child sexual abuse to HIV risk behavior
among women. Child Abuse & Neglect, 29, (6) 725-746
Baron, R.M. & Kenny, D.A. 1986. The moderator-mediator variable
distinction in social psychological research. Conceptual, strategic and
statistical considerations. Journal of Personality and Social Psychology, 51, (6)
1173-1182
Bensley, L.S., Van, E.J., & Simmons, K.W. 2000. Self-reported childhood
sexual and physical abuse and adult HIV-risk behaviors and heavy
drinking. Am.J Prev.Med., 18, (2) 151-158
Borwankar, R., Diallo, R., & Sommerfelt, A. E. Gender-based violence in
sub-Saharan Africa: A review of Demographic and Health Survey findings
and their use in National Planning. Washington DC . 2008.
Ref Type: Electronic Citation
Briere, J. & Runtz, M. 1991, "The long-term effects of sexual abuse: A
review and synthesis," In Treating victims of child sexual abuse, J. Briere, ed.,
San Francisco: CA:Jossey-Bass.
Briere, J. & Runtz, M. 1993. Childhood sexual abuse: Long-term sequelae
and implications for psychological assessment. Journal of Interpesonal
Violence, 8, (3) 312-330
Briere, J., Elliott, D.M., & Harris, K. 1995. Trauma Symptom Inventory:
Psychometrics and association with Childhood and Adult victimization in
clinical samples. Journal of interpersonal violence, 10, (4) 387-401
Bronfenbrenner, U. 1979. The ecology of human development Cambridge, MA:
Harvard University Press.
Brown, D.W., Riley, L., Butchart, A., Meddings, D.R., Kann, L., & Harvey,
A.P. 2009. Exposure to physical and sexual violence and adverse health

53

behaviours in African children: results from the Global School-based
Student Health Survey. Bull World Health Organ, 87, (6) 447-455
Brown, G.R. & Anderson, B. 1991. Psychiatric morbidity in adult inpatients
with childhood histories of sexual and physical abuse. American Journal of
Psychiatry, 148, (1) 55-61
Brown, J., Cohen, P., Johnson, J.G., & Salzinger, S. 1998. A longitudinal
analysis of risk factors for child maltreatment: findings of a 17-year
prospective study of officially recorded and self-reported child abuse and
neglect. Child Abuse Negl., 22, (11) 1065-1078 available from: PM:9827312
Browne, A. & Finkelhor, D. 1986. Impact of child sexual abuse: a review of
the research. Psychol.Bull., 99, (1) 66-77 available from: PM:3704036
Browning, C.R. 2002. The span of collective efficacy: extending social
disorganisation theory to partner violence. Journal of Marriage and Family,
64, (4) 833-850
Bruck, M., Ceci, S.J., & Principe, G.F. 2006. The child and the law. In K.A.
Renninger , I.E. Sigel, W. Damon, R.M. Lerner (Eds.), Handbook of child
psychology, 6th ed. (pp. 776-816). Hoboken, NJ: Wiley.
Callands, T.A., Sipsma, H.L., Betancourt, T.S., & Hansen, N.B. 2013.
Experiences and acceptance of intimate partner violence: associations with
sexually transmitted infection symptoms and ability to negotiate sexual
safety among young Liberian women. Cult.Health Sex, 15, (6) 680-694
available from: PM:23586393
Chavez, A.R., Rivera-Rivera, L., Angeles-Llerenas, A., Diaz-Ceron, E.,
Allen-Leigh, B., & Ponce, E.L. 2009. Factors for sexual abuse during
childhood and adolescence in students of Morelos, Mexico. Rev.Saude
Publica, 43, (3) 506-514 available from: PM:19448916
Church II, W.T., Jaggers, J.W., & Taylor, J.K. 2012. Neighborhood, poverty,
and negative behavior: An examination of differential association and
social control theory. Children and Youth Services Review, 34, (5) 1035-1041
available from:
http://www.sciencedirect.com/science/article/pii/S019074091200093X
Cohen, S. 2004. Social relationships and health. Am.Psychol., 59, (8) 676-684
available from: PM:15554821

54

Coulton, C.J., Korbin, J.E., Su, M., & Chow, J. 1995. Community level
factors and child maltreatment rates. Child Dev., 66, (5) 1262-1276 available
from: PM:7555215
Crittenden, C.A. & Wright, E.M. 2013. Predicting patriarchy: using
individual and contextual factors to examine patriarchal endorsement in
communities. J.Interpers.Violence, 28, (6) 1267-1288 available from:
PM:23262819
Dahlberg, L. L. & Krug, E. G. 2002, "Violence – a global public health
problem," In World report on violence and health, E. Krug et al., eds., Geneva:
World Health Organisation, pp. 1-56.
Davidson, J.R., Hughes, D., Blazer, D.G., & George, L.K. 1991. Posttraumatic stress disorder in the community: an epidemiological study.
Psychol.Med., 21, (3) 713-721
Deon, F. & Pritchett, L.H. 2001. Estimating Wealth Effects without
Expenditure Data-or Tears: An Application to Educational Enrollments in
States of India. Demography, 38, (1) 115-132 available from:
http://www.jstor.org/stable/3088292
Devries, K., Watts, C., Yoshihama, M., Kiss, L., Schraiber, L.B., & Deyessa,
N. 2011. Violence against women is strongly associated with suicide
attempts: evidence from the WHO multi-country study on women's health
and domestic violence against women. Soc Sci Med, 73, (1) 79-86
ICF International. 2012. Survey Organizational Manual for Demographic
and Health Surveys. Measure DHS. Calverton. Maryland: ICF International.
Diez-Roux, A.V. 1998. Bringing context back into epidemiology: variables
and fallacies in multilevel analysis. Am.J.Public Health, 88, (2) 216-222
available from: PM:9491010
Durkheim, E. 1964. The rules of sociological method, 8th ed. New York, Free
press of Glencoe.
Edgardh, K. & Ormstad, K. 2000. Prevalence and characteristics of sexual
abuse in a national sample of Swedish seventeen-year-old boys and girls.
Acta Paediatrica, 89, (3) 310-319 available from:
http://dx.doi.org/10.1111/j.1651-2227.2000.tb01333.x

55

Epstein, H. & Jewkes, R. 2009. The myth of the virgin rape myth. The
Lancet, 374, (9699) 1419
Feng, X. & Astell-Burt, T. 2013. Neighborhood socioeconomic
circumstances and the co-occurrence of unhealthy lifestyles: evidence from
206,457 Australians in the 45 and up study. PLoS.One., 8, (8) e72643
available from: PM:23977335
Fergusson, D.M., Horwood, L.J., & Lynskey, M.T. 1996a. Childhood sexual
abuse and psychiatric disorders in young adulthood. Part II. Psychiatric
outcomes of sexual abuse. Journal of the American Academy of Child and
Adolescent Psychiatry, 35, (10) 1365-1374
Fergusson, D.M., Lynskey, M.T., & Horwood, L.J. 1996b. Childhood sexual
abuse and psychiatric disorder in young adulthood: I. Prevalence of sexual
abuse and factors associated with sexual abuse. J Am.Acad.Child
Adolesc.Psychiatry., 35, (10) 1355-1364
Fergusson, D.M., Horwood, L.J., & Lynskey, M.T. 1997. Childhood sexual
abuse, adolescent sexual behaviors and sexual revictimization. Child Abuse
& Neglect, 21, (8) 789-803 available from:
http://www.sciencedirect.com/science/article/pii/S0145213497000392
Finkelhor, D. 1979. Sexually victimized children New York, The Free Press.
Finkelhor, D. 1980. Risk factors in the sexual victimization of children.
Child Abuse &amp; Neglect, 4, (4) 265-273 available from:
http://www.sciencedirect.com/science/article/pii/0145213480900459
Finkelhor, D. 1984. Child Sexual Abuse: New Theory and Research, First ed.
New York, Free press.
Finkelhor, D. 1993. Epidemiological factors in the clinical identification of
child sexual abuse. Child Abuse Negl., 17, (1) 67-70 available from:
PM:8435788
Finkelhor, D. 1994. Current information on the scope and nature of child
sexual abuse. Future Child, 4, (2) 31-53
Finkelhor, D. & Browne, A. 1985. The traumatic impact of child sexual
abuse: a conceptualization. Am.J.Orthopsychiatry, 55, (4) 530-541 available
from: PM:4073225

56

Finkelhor, D., Hotaling, G., Lewis, I.A., & Smith, C. 1990. Sexual abuse in a
national survey of adult men and women: prevalence, characteristics, and
risk factors. Child Abuse Negl., 14, (1) 19-28
Fomby, P. & Cherlin, A.J. 2007. Family Instability and Child Well-Being.
American sociological review, 72, (2) 181-204
Garbarino, J. 1985. Adolescent development: an ecological perspective
Columbus, Charles E. Merrill.
Garbarino, J. & Crouter, A. 1978. Defining the comminity context for
parent-child relations: the correlates of child maltreatment. Child Dev., 49,
(3) 604-616 available from: PM:710189
Goldman, J.D.G. & Padayachi, U.K. 1997. The prevalence and nature of
child sexual abuse in Queensland, Australia. Child Abuse & Neglect, 21, (5)
489-498 available from:
http://www.sciencedirect.com/science/article/B6V7N-3SWVJJ8K/2/8a058e59b730f09304a20d588e31fecb
Goldstein, H. 2003. Multilevel statistical models, 3rd ed. London, Hodder
Arnold.
Griffiths, P., Madise, N., Whitworth, A., & Mathews, Z. 2004. A tale of two
continents: a multilevel comparison of the determinants of child
nutritional status from selected African and Indial regions. Health Place, 10,
(2) 183-199
Gruber, K. & Jones, R. 1983. Identifying determinants of risk of sexual
victimisation of youth: multivariate approach. Child Abuse & Neglect, 7, (1)
17-24
Haffejee, I.E. 1991. Sexual abuse of Indian (Asian) children in South Africa:
first report in a community undergoing cultural change. Child Abuse Negl.,
15, (1-2) 147-151 available from: PM:2029667
Harries, K.D. 1995. Ecology of Homicide and Assault: Baltimore City and
Country, 1989-1991. Studies on Crime and Crime Prevention, 4, (1) 44-60
Heise, L.L. 1998. Violence Against Women: an integrated, ecological
framework. Violence Against Women, 4, (3) 262-290 available from:
http://vaw.sagepub.com/content/4/3/262.abstract

57

Hershkowitz, I., Lanes, O., Lamb, M.E. 2007. Exploring the disclosure of
child sexual abuse with alleged victims and their parents. Child Abuse
Negl., 31, (2) 111-123
Hillis, S.D., Anda, R.F., Felitti, V.J., & Marchbanks, P.A. 2001. Adverse
childhood experiences and sexual risk behaviors in women: a retrospective
cohort study. Fam.Plann.Perspect., 33, (5) 206-211
Hocking, R.R. 1996. Methods and Applications of Linear Models New York,
Wiley.
Holmes, W., Foa, E., & Sammel, M. 2005. Men's pathways to risky sexual
behavior: Role of co-occurring childhood sexual abuse, posttraumatic
stress disorder, and depression histories. Journal of Urban Health, 82, i89-i99
available from: http://dx.doi.org/10.1093/jurban/jti028
Houck, C.D., Nugent, N.R., Lescano, C.M., Peters, A.M., & Brown, L.K.
2009. Sexual Abuse and Sexual Risk Behavior: Beyond the Impact of
Psychiatric Problems. J Pediatr Psychol , 35, (3) 473-483.
Hu, L. & Bentler, P.M. 1999. Cutoff criteria for fit indexes in covariance
structure analysis: Conventional criteria versus new alternatives. Structural
Equation Modelling: A Multidisciplinary Journal, 6, (1) 1-55
Jewkes, R. & Abrahams, N. 2002. The epidemiology of rape and sexual
coercion in South Africa: an overview. Soc.Sci.Med., 55, (7) 1231-1244
available from: PM:12365533
Jewkes, R.K., Dunkle, K., Nduna, M., & Shai, N. 2010. Intimate partner
violence, relationship power inequity, and incidence of HIV infections in
young women in South Africa: a cohort study. The Lancet, 376, (9734) 41-48
Jewkes, R., Penn-Kekana, L., & Rose-Junius, H. 2005. If they rape me, I
can't blame them; Reflections on gender in the social context of child
rapein South Africa and Namibia. Social Science & Medicine, 61, (8) 18091820
Jewkes, R., Sen, P., & Garcia-Moreno, C. 2002, "Sexual Violence," In World
report on Violence and Health, E. G. krug et al., eds., Geneva: World Health
Organisation, pp. 147-182.
Jewkes, R., Vundule, C., Maforah, F., & Jordaan, E. 2001. Relationship
dynamics and teenage pregnancy in South Africa. Social Science & Medicine,

58

52, (5) 733-744 available from:
http://www.sciencedirect.com/science/article/B6VBF-41XV6TK7/2/e8a9d356f5a61c099e15dbbf0f45f29e
Jinadu, M.K. 1986. Combating child abuse and neglect in developing and
newly industrializing countries: a unique primary health care approach.
Child Abuse Negl., 10, (1) 115-120 available from: PM:3955421
Kalichman, S.C., Gore-Felton, C., Benotsch, E., Cage, M., & Rompa, D.
2004. Trauma symptoms, sexual behaviors, and substance abuse: correlates
of childhood sexual abuse and HIV risks among men who have sex with
men. J.Child Sex Abus., 13, (1) 1-15 available from: PM:15353374
Kaplan, M.L., Asnis, G.M., Lipschitz, D.S., & Chorney, P. 1995. Suicidal
behaviour and abuse i psychiatric outpatients. Comprehensive Psychiatry, 36,
(3) 229-235
Kendler, K.S., Bulik, C.M., Silberg, J., Hettema, J.M., Myers, J., & Prescott,
C.A. 2000. Childhood sexual abuse and adult psychiatric and substance
use disorders in women: an epidemiological and cotwin control analysis.
Arch.Gen.Psychiatry., 57, (10) 953-959
Kennedy, S.B., Atwood, K.A., Harris, A.O., Taylor, C.H., Gobeh, M.E.,
Quaqua, M., Woods, D.V., Bee, E.M., & Warlonfa, M. 2012. HIV/STD risk
behaviors among in-school adolescents in post-conflict Liberia.
J.Assoc.Nurses AIDS Care, 23, (4) 350-360 available from: PM:21924644
Korbin, J.E. 1991. Cross-culturalperspectives and research directions for
the 21st century. Child Abuse & Neglect, 15, 67-77
Kravdal, O. 2006. A simulation-based assessment of the bias produced
when using as contextual variables in multilevel models. DemographicResearch, 15, (1) 1-20
Lalor, K. 2004. Child sexual abuse in sub-Saharan Africa: a literature
review. Child Abuse Negl., 28, (4) 439-460 available from: PM:15120925
Lalor, K. 2008. Child sexual abuse and HIV transmission in sub-Saharan
Africa. Child Abuse Review, 17, 94-107
Lescano, C.M., Hadley, W.S., Beausoleil, N.I., Brown, L.K., D'eramo, D., &
Zimskind, A. 2007. A brief screening measure of adolescent risk behavior.
Child Psychiatry Hum.Dev., 37, (4) 325-336 available from: PM:17109222

59

Leventhal, T. & Brooks-Gunn, J. 2000. The neighbourhood they live in: the
effects of neighborhood residence on child and adolescent outcomes.
Psychological bulletin, 126, (2) 309-337
Lewis, I.R. 2012. At risk: The relationship between experiences of child
sexual abuse and women's HIV status in papua New Guinea. Journal of
Child Sexual Abuse, 21, (3) 273-294
Li, N., Ahmed, S., & Zabin, L.S. 2012. Association between childhood
sexual abuse and adverse psychological outcomes among youth in Taipei.
The Journal of adolescent health : official publication of the Society for Adolescent
Medicine, 50, (3) S45-S51
Loeb, T.B., Gaines, T., Wyatt, G.E., Zhang, M., & Liu, H. 2011. Associations
between child sexual abuse and negative sexual experiences and
revictimization among women: does measuring severity matter? Child
Abuse Negl., 35, (11) 946-955 available from: PM:22078081
Loening, W.E. 1981. Child abuse among the Zulus: A people in cultural
transition. Child Abuse & Neglect, 5, (1) 3-7
Macro O.Calverto, M. Demographic and Health Survey Interviewer's
Manual. U.S.A.:ORC Macro . 2006.
Ref Type: Electronic Citation
Madu, S.N. & Peltzer, K. 2000. Risk factors and child sexual abuse among
secondary school students in the Northern Province (South Africa). Child
Abuse &amp; Neglect, 24, (2) 259-268 available from:
http://www.sciencedirect.com/science/article/pii/S0145213499001283
Malow, R., Devieux, J., & Lucenko, B.A. 2006a. History of Childhood
Sexual Abuse as a Risk Factor for HIV Risk Behavior. Journal of Trauma
Practice, 5, (3) 13-32 available from:
http://www.informaworld.com/10.1300/J189v05n03_02
Malow, R., Devieux, J., Martinez, L., Peipman, F., Lucenko, B., &
Kalichman, S. 2006b. History of Traumatic Abuse and HIV Risk Behaviors
in Severely Mentally ill Substance Abusing Adults. Journal of Family
Violence, 21, (2) 127-135 available from: http://dx.doi.org/10.1007/s10896005-9012-0

60

Mandalazi, P., Banda, C., Umar, E. 2013. Street children's vulnerability to
HIV and sexually transmitted infections in Malawian cities. Malawi Med. J,
23, (1) 1-4
Matasha, E., Ntembelea, T., Mayaud, P., Saidi, W., Todd, J., Mujaya, B., &
Tendo-Wambua, L. 1998. Sexual and reproductive health among primary
and secondary school pupils in Mwanza, Tanzania: need for intervention.
AIDS Care, 10, (5) 571-582
Mayall, A. & Gold, S.R. 1995. Definitional issues and mediating variables
in the sexual revictimization of women sexually abused as children. Journal
of interpersonal violence, 10, (1) 26-42
Meade, C.S., Watt, M.H., Sikkema, K.J., Deng, L.X., Ranby, K.W., &
Skinner, D. 2012. Methamphetamine use is associated with childhood
sexual abuse and HIV sexual risk behaviours among patrons of alcoholserving venues in Cape Town, South Africa. Drug Alcohol Depend, 126, (1-2)
232-239
Meintjes, H., Hall, K., Marera, D., & Boulle, A. 2010. Orphans of the AIDS
epidemic? The extent, nature and circumstances of child-headed
households in South Africa. AIDS Care, 22, (1) 40-49
Merlo, J., Chaix, B., Yang, M., Lynch, J., & Rastam, L. 2005. A brief
conceptual tutorial of multilevel analysis in social epidemiology: linking
the statistical concept of clustering to the idea of contextual phenomenon.
J.Epidemiol.Community Health, 59, (6) 443-449 available from: PM:15911637
Miller, M. 1999. A model to explain the relationship between sexual abuse
and HIV risk among women. AIDS Care., 11, (1) 3-20
Molnar, B.E., Buka, S.L., & Kessler, R.C. 2001. Child sexual abuse and
subsequent psychopathology: results from the National Comorbidity
Survey. Am.J Public Health., 91, (5) 753-760
Montgomery, M.R., Gragnolati, M., Burke, K.A., & Paredes, E. 2000.
Measuring Living Standards with Proxy Variables. Demography, 37, (2) 155174 available from: http://www.jstor.org/stable/2648118
Moore, A.M., Awusabo-Asare, K., Madise, N., John-Langba, J., & KumiKyereme, A. 2007. Coerced first sex among adolescent girls in sub-Saharan
Africa: prevalence and context. Afr.J.Reprod.Health, 11, (3) 62-82 available
from: PM:18458747

61

Nelson, E.C., Heath, A.C., Madden, P.A., Cooper, M.L., Dinwiddie, S.H.,
Bucholz, K.K., Glowinski, A., McLaughlin, T., Dunne, M.P., Statham, D.J.,
& Martin, N.G. 2002. Association between self-reported childhood sexual
abuse and adverse psychosocial outcomes: results from a twin study.
Arch.Gen.Psychiatry., 59, (2) 139-145
Nikulina, V. & Widom, C.S. 2013. Do race, neglect, and childhood poverty
predict physical health in adulthood? A multilevel prospective analysis.
Child Abuse Negl. available from: PM:24189205
Noll, J.G., Trickett, P.K., Harris, W.W., & Putnam, F.W. 2009. The
cumulative burden borne by offspring whose mothers were sexually
abused as children: Descriptive results from a multigenerational study. J
Interpers Violence, 24, (3) 424-449
Paolucci, E.O., Genuis, M.L., & Violato, C. 2001. A meta-analysis of the
published research on the effects of child sexual abuse. J Psychol., 135, (1)
17-36
Peltzer, K., Pengpid, S., & Tiembre, I. 2013. Mental health, childhood abuse
and HIV sexual risk behaviour among university students in Ivory Coast.
Ann.Gen.Psychiatry, 12, (1) 18 available from: PM:23758850
Pereda, N., Guilera, G., Forns, M., & Gomez-Benito, J. 2009a. The
international epidemiology of child sexual abuse: A continuation of
Finkelhor (1994). Child Abuse and Neglect, 33, (6) 331-342
Pereda, N., Guilera, G., Forns, M., & Gomez-Benito, J. 2009b. The
prevalence of child sexual abuse in community and student samples: a
meta-analysis. Clin.Psychol.Rev., 29, (4) 328-338 available from:
PM:19371992
Peters, S. D., Wyatt, G. E., & Finkelhor, D. 1986, "Prevalence," In A
sourcebook on child sexual abuse, D. Finkelhor, ed., Newbury Park, CA: Sage,
pp. 15-59.
Pinheiro, P. S. 2006, World report on violence against children, United Nations,
Geneva.
Rasbash, J., Steele, F., Browne, W., & Prosser, B. A user's guide to MLwin.
[Version 2.10]. 2008. London, Center of Multilevel Modelling, Institute of
Education, University of London.
Ref Type: Computer Program

62

Reza, A., Breiding, M.J., Gulaid, J., Mercy, J.A., Blanton, C., Mthethwa, Z.,
Bamrah, S., Dahlberg, L.L., & Anderson, M. 2009. Sexual violence and its
health consequences for female children in Swaziland: a cluster survey
study. Lancet, 373, (9679) 1966-1972 available from: PM:19428100
Richardson, D. 1990. The effects of a false allegation of child sexual abuse
on an intact middle class family. Issues in Child Abuse Accusations, 2, (4) 226238
Richter, L., Komarek, A., Desmond, C., Celentano, D., Morin, S., Sweat, M.,
Chariyalertsak, S., Chingono, A., Gray, G., Mbwambo, J., & Coates, T. 2013.
Reported Physical and Sexual Abuse in Childhood and Adult HIV Risk
Behaviour in Three African Countries: Findings from Project Accept
(HPTN-043). AIDS Behav., 18, (2) 381-389 available from: PM:23474641
Rustein, S. O. & Kiersten, J. 2004, The DHS wealth index., ORC Macro,
Calverton, Maryland.
Sampson, R.J. 1985. Neighborhood and Crime: The Structural
Determinants of Personal Victimization. Journal of Research in Crime and
Delinquency, 22, (1) 7-40 available from:
http://jrc.sagepub.com/content/22/1/7.abstract
Sampson, R.J. 2003. The neighbourhood context of well-being. Perspectives
in Biology and Medicine, 46, S53-S64
Saunders, B.E., Kilpatrick, D.G., Hanson, R.F., Resnick, H.S., & Walker,
M.E. 1999. Prevalence, Case Characteristics, and Long-Term Psychological
Correlates of Child Rape among Women: A National Survey. Child
Maltreatment, 4, (3) 187-200 available from:
http://cmx.sagepub.com/cgi/content/abstract/4/3/187
Senn, T.E. & Carey, M.P. 2010. Child maltreatment and women's adult
sexual risk behavior: childhood sexual abuse as a unique risk factor. Child
Maltreat., 15, (4) 324-335 available from: PM:20930181
Senn, T.E., Carey, M.P., & Vanable, P.A. 2008. Childhood and adolescent
sexual abuse and subsequent sexual risk behavior: evidence from
controlled studies, methodological critique, and suggestions for research.
Clin Psychol.Rev., 28, (5) 711-735
Senn, T.E., Carey, M.P., Vanable, P.A., Coury-Doniger, P., & Urban, M.A.
2006. Childhood sexual abuse and sexual risk behavior among men and

63

women attending a sexually transmitted disease clinic. J.Consult
Clin.Psychol., 74, (4) 720-731 available from: PM:16881780
Silberschmidt, M. 2001. Disempowerment of Men in Rural and Urban East
Africa: Implications for Male Identity and Sexual Behaviour. World
Development, 29, (4) 657-671
Snijders, T. & Bosker, R. 1999. Multilevel analysis- an introduction to basic and
advanced multilevel modelling, 2nd ed. London, SAGE publications.
Stoltenborgh, M., Van Ijzendoorn, M.H., user, E.M., & BakermansKranenburg, M.J. 2011. A global perspective on child sexual abuse: metaanalysis of prevalence around the world. Child Maltreat., 16, (2) 79-101
available from: PM:21511741
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, (2) 453-476
Tu, Y.K., Clerehugh, V., & Gilthorpe, M.S. 2004. Collinearity in linear
regression is a serious problem in oral health research. Eur.J.Oral Sci., 112,
(5) 389-397 available from: PM:15458496
Tu, Y.K., Kellett, M., Clerehugh, V., & Gilthorpe, M.S. 2005. Problems of
Correlations between Explanatory Variables in Multiple Regression
Analyses in the Dental Literature. British Dental Journal, 199, (7) 457-461
Turner, H.A., Finkelhor, D., Ormrod, R., Hamby, S., Leeb, R.T., Mercy, J.A.,
& Holt, M. 2012. Family context, victimization, and child trauma
symptoms: variations in safe, stable, and nurturing relationships during
early and middle childhood. The American journal of orthopsychiatry, 82, (2)
209-219
UNAIDS. 2009. Fact sheet: Sub-Saharan Africa-Latest epidemiologial
trends.
http://data.unaids.org/pub/FactSheet/2009/20091124_FS_SSA_en.pdf .
UNDP. 2009, Human Development Report, UNDP, New York.
UNODC. 2009, Global report on trafficking in persons, UNODC, Vienna.
Uthman, O.A., Moradi, T., & Lawoko, S. 2011. Are individual and
community acceptance and witnessing of intimate partner violence related

64

to its occurrence? Multilevel structural equation model. PLoS.One., 6, (12)
e27738 available from: PM:22194791
Van der Kolk, B.A., Pelcovitz, D., Roth, S., Mandel, F.S., McFarlane, A., &
Herman, J.L. 1996. Dissociation, somatization, and affect dysregulation: the
complexity of adaptation of trauma. Am.J.Psychiatry, 153, (7 Suppl) 83-93
available from: PM:8659645
Van Niekerk, J. 2004, "At the Coalface: The Childline Experience," In Sexual
Abuse of Young Children in Southern Africa, L. Richter, A. Dawes, & C.
Higson-Smith, eds., Cape Town: HSRC Press.
Vyas, S. & Kumaranayake, L. 2006. Constructing socio-economic status
indices: how to use principal components analysis. Health Policy and
Planning, 21, (6) 459-468 available from:
http://heapol.oxfordjournals.org/content/21/6/459.abstract
Walser, R.D. & Kern, J.M. 1996. Relationships among childhood sexual
abuse, sex guilt, and sexual behaviour in adult clinical samples. The Journal
of Sex Research, 33, (4) 321-326
Walsh, K., Latzman, N.E., & Latzman, R.D. 2014. Pathway from child
sexual and physical abuse to risky sex among emerging adults: the role of
trauma-related intrusions and alcohol problems. J.Adolesc.Health, 54, (4)
442-448 available from: PM:24268710
Warner, B.D. & Pierce, G.L. 1993. Reexamining social disorganization
theory using calls to the police as a measure of crime. Criminology, 31, (4)
493-517 available from: http://dx.doi.org/10.1111/j.1745-9125.1993.tb01139.x
World Health Organisation. 1999, Report of the consultation on Child abuse
prevention, WHO, Geneva.
World Health Organisation. 2004, Child Sexual Abuse - A silent Health
Emergency. Report of the regional Director to the 54th session of the regional
committee for Africa AFR/RC54/15 Rev. 1.
Wyatt, G.E. & Peters, S.D. 1986. Issues in the definition of child sexual
abuse in prevalence research. Child Abuse Negl, 10, (2) 231-240
Yahaya, I., de Leon, A.P., Uthman, O.A., Soares, J., & Macassa, G. 2014.
Individual and community-level socioeconomic position and its
association with adolescents experience of childhood sexual abuse: a

65

multilevel analysis of six countries in Sub-Saharan Africa. J.Inj.Violence
Res., 6, (1) 21-30 available from: PM:23797565
Yahaya, I., Uthman, O.A., Soares, J., & Macassa, G. 2013. Social
disorganization and history of child sexual abuse against girls in subSaharan Africa: a multilevel analysis. BMC.Int.Health Hum.Rights., 13, 33
available from: PM:23924347
Zawacki, T., Norris, J., Hessler, D.M., Morrison, D.M., Stoner, S.A., George,
W.H., Davis, K.C., & Abdallah, D.A. 2009. Effects of relationship
motivation, partner familiarity, and alcohol on women's risky sexual
decision making. Pers.Soc.Psychol.Bull., 35, (6) 723-736 available from:
PM:19332435

66

Paper I

2SHQ$FFHVV





5HVHDUFK

$ FRPSDUDWLYH VWXG\ RI WKH VRFLRHFRQRPLF IDFWRUV DVVRFLDWHG ZLWK FKLOGKRRG VH[XDO
DEXVHLQVXE6DKDUDQ$IULFD

,VPDLO<DKD\D -RDTXLP6RDUHV$QWRQLR3RQFH'H/HRQ*ORULD0DFDVVD



'HSDUWPHQW RI 3XEOLF +HDOWK 6FLHQFHV 0LG6ZHGHQ 8QLYHUVLW\ 6ZHGHQ 'HSDUWPHQW RI 3XEOLF +HDOWK  %LRVWDWLVWLFV 8QLYHUVLW\ RI %LUPLQJKDP

8. &HQWUH IRU (YLGHQFH%DVHG *OREDO +HDOWK 1LJHULD 'LYLVLRQ RI 6RFLDO 0HGLFLQH 'HSDUWPHQW RI 3XEOLF +HDOWK 6FLHQFHV .DUROLQVND ,QWLWXWHW
6ZHGHQ'HSDUWPHQWRI2FFXSDWLRQDODQG3XEOLF+HDOWK6FLHQFHV8QLYHUVLW\RI*DYOH6ZHGHQ

&RUUHVSRQGLQJDXWKRU,VPDLO<DKD\D'HSDUWPHQWRI3XEOLF+HDOWK6FLHQFHV0LG6ZHGHQ8QLYHUVLW\6ZHGHQ

.H\ZRUGV&KLOGKRRG6H[XDODEXVHVH[XDOYLROHQFHVXE6DKDUDQ$IULFDVRFLRGHPRJUDSKLFIDFWRUVGHPRJUDSKLFDQGKHDOWKVXUYH\

5HFHLYHG$FFHSWHG3XEOLVKHG

$EVWUDFW
%DFNJURXQG&KLOGKRRGVH[XDODEXVH &6$ LVDSUREOHPRIFRQVLGHUDEOHSURSRUWLRQLQ$IULFDZKHUHXSWRRQHWKLUGRIDGROHVFHQWJLUOVUHSRUWWKHLU
ILUVW VH[XDO H[SHULHQFH DV EHLQJ IRUFHG 7KH LPSDFW RI FKLOG KRRG VH[XDO DEXVH UHVRQDWHV LQ DOO DUHDV RI KHDOWK 7KH DLP RI WKLV VWXG\ ZDV WR
GHVFULEHWKHSUHYDOHQFHRIFKLOGKRRGVH[XDODEXVHDQGYDULDWLRQV DFURVVVRFLRHFRQRPLFVWDWXVLQVL[VXE6DKDUDQFRXQWULHV0HWKRGV'DWDVHWV
IURP 'HPRJUDSKLF DQG +HDOWK 6XUYH\V '+6  LQ VL[ VXE6DKDUDQ $IULFDQ FRXQWULHV FRQGXFWHG EHWZHHQ  DQGZHUH XVHG WR DFFHVV WKH
UHODWLRQVKLSEHWZHHQ&6$DQGVRFLRHFRQRPLFVWDWXVXVLQJPXOWLSOHORJLVWLFUHJUHVVLRQPRGHOV5HVXOWV7KHUHZDVQRDVVRFLDWLRQEHWZHHQ&6$
DQG HGXFDWLRQ ZHDOWK DQG DUHD RI VHWWOHPHQW +RZHYHU WKHUH ZDV FRQWUDVWLQJ DVVRFLDWLRQ EHWZHHQ &6$ DQG ZRUNLQJ VWDWXV RI ZRPHQ
&RQFOXVLRQ7KLV VWXG\ FRQFXUVZLWK RWKHU ZHVWHUQ VWXGLHV ZKLFK LQGLFDWH WKDW &6$ WUDQVFHQGV DFURVV DOO VRFLR HFRQRPLF JURXS ,W LV WKHUHIRUH
LPSRUWDQWWKDWHIIHFWLYHSUHYHQWLYHVWUDWHJLHVDUHGHYHORSHGDQGLPSOHPHQWHGWKDWZLOOFURVVDFURVVDOOVRFLRHFRQRPLFJURXSV


3DQ$IULFDQ0HGLFDO-RXUQDO
7KLVDUWLFOHLVDYDLODEOHRQOLQHDWKWWSZZZSDQDIULFDQPHGMRXUQDOFRPFRQWHQWDUWLFOHIXOO


 ,VPDLO <DKD\D HW DO 7KH 3DQ $IULFDQ 0HGLFDO -RXUQDO  ,661  7KLV LV DQ 2SHQ $FFHVV DUWLFOH GLVWULEXWHG XQGHU WKH WHUPV RI WKH &UHDWLYH &RPPRQV
$WWULEXWLRQ /LFHQVH KWWSFUHDWLYHFRPPRQVRUJOLFHQVHVE\  ZKLFK SHUPLWV XQUHVWULFWHG XVH GLVWULEXWLRQ DQG UHSURGXFWLRQ LQ DQ\ PHGLXP SURYLGHG WKH RULJLQDO
ZRUNLVSURSHUO\FLWHG









 3DQ$IULFDQ0HGLFDO-RXUQDO±,661 ZZZSDQDIULFDQPHGMRXUQDOFRP 




3XEOLVKHGLQSDUWQHUVKLSZLWKWKH$IULFDQ)LHOG(SLGHPLRORJ\1HWZRUN $)(1(7  ZZZDIHQHWQHW 

3DJHQXPEHUQRWIRUFLWDWLRQSXUSRVHV



%DFNJURXQG

6H[XDO DEXVH RI FKLOGUHQ RFFXUV WKURXJKRXW WKH ZRUOG DQG FDQ RFFXU LQ GLIIHUHQW FLUFXPVWDQFHV DQG VHWWLQJV ,W LV D SUREOHP RI FRQVLGHUDEOH
SURSRUWLRQLQ$IULFDZKHUHXSWRRQHWKLUGRIDGROHVFHQWJLUOVUHSRUWWKHLUILUVWVH[XDOH[SHULHQFHDVEHLQJIRUFHG>@+RZHYHULWKDVEHHQODUJHO\
QHJOHFWHGLQUHVHDUFKDQGYHU\OLWWOHGDWDDUHDYDLODEOHRQFKLOGKRRGVH[XDODEXVH &6$ LQ$IULFD6H[XDODEXVHRIFKLOGUHQLVDVLOHQWHSLGHPLFDV
ZHOO DV D SXEOLF KHDOWK LVVXH ZLWK QHJDWLYH ORQJ WHUP HIIHFWV ZKLFK YDU\ DFURVV LQGLYLGXDOV ,W DOVR GHSHQGV RQ WKH H[WHQW RU WKH GHJUHH RI WKH
DEXVH >@ ,W LV UHFRJQLVHG DV D FDXVH RI VHYHUH GLVWUHVV DPRQJ \RXQJ SHRSOH >@ 7KH HPEDUUDVVPHQW VKDPH RU IHDU RI EHLQJ EODPHG DQG D
GHVLUHWRNHHSWKHDEXVHVHFUHWPDNHGLVFORVXUHXQFRPPRQ7KHPRVWIUHTXHQWH[SODQDWLRQVIRUWKHVH[XDODEXVHRIFKLOGUHQLQVXE6DKDUDQ$IULFD
66$  LQFOXGH UDSLG VRFLDO FKDQJH DQG WKH SDWULDUFKDO QDWXUH RI VRFLHW\ >@ 7KH LPSDFW RI &6$ UHVRQDWHV LQ DOO DUHDV RI KHDOWK SK\VLFDO
SV\FKRORJLFDOLQFOXGLQJQHJDWLYHVH[XDORXWFRPHV>@9LFWLPVRIVH[XDODEXVHLQFKLOGKRRGDUHSUHGLVSRVHGWRUHFXUUHQWRUUHSHDWHGDEXVHLQ
FKLOGKRRGDQGDGXOWKRRG>@0RVWRIWKHH[LVWLQJVWXGLHVLQ$IULFDDUHHLWKHUOLPLWHGWRVFKRROVHWWLQJVRUDUHFRXQWU\VSHFLILFV>@6FKRRO
EDVHGVWXGLHVDUHXVXDOO\QRWQDWLRQDOO\UHSUHVHQWDWLYHDVKLJKSURSRUWLRQVRIFKLOGUHQVWLOOGRQRWDWWHQGSULPDU\VFKRROVLQ$IULFDQFRXQWULHV>@
,QDGGLWLRQDVLJQLILFDQWSURSRUWLRQRIFKLOGUHQZKRDUHH[SRVHGWRVH[XDOYLROHQFHLQVFKRRODUHPRUHOLNHO\WRGURSRXW>@0RUHRYHUZKHUH
VWXGLHVKDYHEHHQGRQHLQVSHFLILFVHWWLQJVPHWKRGRORJ\DQGGHILQLWLRQLVVXHVKDYHOLPLWHGFRPSDUDELOLW\DFURVVVHWWLQJV>@7KHUHLVWKHQHHG
IRUVWXGLHVZKLFKDUHQDWLRQDOO\UHSUHVHQWDWLYHPHWKRGRORJLFDOO\VRXQGDQGFRPSDUDEOHDFURVVFRXQWULHVLQ66$7KHUHIRUHWKHDLPRIWKLVVWXG\
ZDVWRGHVFULEHWKHSUHYDOHQFHRIFKLOGKRRGVH[XDODEXVHDQGYDULDWLRQVDFURVVVRFLRHFRQRPLFVWDWXVLQVL[VXE6DKDUDQ&RXQWULHV


0HWKRGV

7KHGDWDUHSRUWHGKHUHZHUHIURPWKH'HPRJUDSKLFDQG+HDOWK6XUYH\V '+6 FRQGXFWHGEHWZHHQDQGLQVL[FRXQWULHV *KDQD/LEHULD
1LJHULD8JDQGD=DPELDDQG=LPEDEZH LQ66$DYDLODEOHDVRI1RYHPEHU7KHFRXQWULHVZHUHFKRVHQEDVHGRQWKHDYDLODELOLW\RIGDWDVHWV
RQFKLOGKRRGVH[XDOYLROHQFH VH[XDOYLROHQFH '+6VXUYH\VZHUHLPSOHPHQWHGE\UHVSHFWLYHQDWLRQDOLQVWLWXWLRQVDQG,&)0DFUR,QWHUQDWLRQDO,QF
&DOYHUWRQ0' 0HWKRGVDQGGDWDFROOHFWLRQSURFHGXUHVKDYHEHHQSXEOLVKHGHOVHZKHUH>@7KHVXUYH\VZHUHGHVLJQHGWRFROOHFWJRRGTXDOLW\
QDWLRQDOO\UHSUHVHQWDWLYHGDWDRQ GHPRJUDSKLFDQGKHDOWKLQGLFDWRUVLQPRVWGHYHORSLQJFRXQWULHVZLWKDWOHDVWRQHZRPDQRIUHSURGXFWLYHDJH
EHWZHHQ  DQG  \HDUV  IURP HDFK KRXVHKROG 6DPSOH VL]HV UDQJHG EHWZHHQ  DQG  KRXVHKROGV (DFK GRPDLQ LV PDGH XS RI
HQXPHUDWLRQDUHDV ($V HVWDEOLVKHGE\D1DWLRQDOLPSOHPHQWLQJDJHQF\LQHDFKRIWKHFRXQWULHV7KHVDPSOLQJIUDPHLVDOLVWRIDOO($V FOXVWHUV 
:LWKLQ HDFK GRPDLQ D WZR VWDJH VDPSOH ZDV VHOHFWHG 7KH ILUVW VWDJH LQYROYHG VHOHFWLQJ FOXVWHUV SULPDU\ VDPSOLQJ XQLWV  ZLWK D SUREDELOLW\
SURSRUWLRQDOWRWKHVL]HWKHVL]HEHLQJWKHQXPEHURIKRXVHKROGVLQWKHFOXVWHU7KHVHFRQGVWDJHLQYROYHGWKHV\VWHPDWLFVDPSOLQJRIKRXVHKROGV
IURP WKH VHOHFWHG FOXVWHUV $ VWDQGDUGLVHG TXHVWLRQQDLUH ZDV DGPLQLVWHUHG E\ LQWHUYLHZHUV WR SDUWLFLSDQWV LQ HDFK FRXQWU\ 7KH VXUYH\¶V
TXHVWLRQQDLUHVZHUHVLPLODUDFURVVFRXQWULHVPDNLQJFRPSDUDELOLW\DFURVVVHWWLQJVIHDVLEOH

2XWFRPHYDULDEOH

)RUWKLVVWXG\&6$ZDVGHILQHGDVVH[XDOYLROHQFHRQRUEHIRUHWKHDJHRI\HDUV7RDVVHVVLISDUWLFLSDQWVZHUHVH[XDOO\DEXVHGDWFKLOGKRRGDOO
HOLJLEOHZRPHQZHUHDVNHGWKHIROORZLQJTXHVWLRQV³$WDQ\WLPHLQ\RXUOLIHDVDFKLOGRUDVDQDGXOWKDVDQ\RQHIRUFHG\RXLQDQ\ZD\WRKDYH
VH[XDOLQWHUFRXUVHRUSHUIRUPDQ\RWKHUVH[XDODFWV´"7KHWZRSRVVLEOHRXWFRPHVIRUWKHTXHVWLRQVZHUH³\HV´RU³QR´5HVSRQGHQWVZKRVDLG\HV
ZHUHWKHQDVNHGTXHVWLRQVDERXWWKHDJHDWZKLFKWKLVILUVWKDSSHQHGDQGWKHSHUVRQZKRFRPPLWWHGWKHDFW5HVSRQGHQWVZKRUHVSRQGHG\HV
DQGLIWKHYLROHQFHRFFXUUHGZKHQWKH\ZHUHOHVVWKDQ\HDUVZHUHFRQVLGHUHGDVFDVHVRI&6$DQGFRGHGDV³´ZKLOHWKRVHZKRUHVSRQGHGQR
RULILWRFFXUUHGDIWHUWKHDJHRI\HDUVIRUPHGWKHRWKHUJURXSRIWKHGLFKRWRP\DQGFRGHG³´

'HWHUPLQDQWVYDULDEOHV

6RFLRHFRQRPLF IDFWRUV 7KLV VWXG\ FRQVLGHUHG IRXU PHDVXUHV RI VRFLRHFRQRPLF SRVLWLRQV ZHDOWK LQGH[ RFFXSDWLRQ HGXFDWLRQ DQG SODFH RI
UHVLGHQFH:HVHOHFWHGWKHVHIRXUVRFLRHFRQRPLFIDFWRUVEDVHGRQSUHYLRXVVWXGLHVWKDWLQYHVWLJDWHGIDFWRUVDVVRFLDWHGZLWK&6$DQGDYDLODELOLW\RI
WKH YDULDEOHV RQ WKH '+6 7KH ZHDOWK LQGH[ ZDV FDOFXODWHG XVLQJ HDV\WRFROOHFW GDWD RQ KRXVHKROG RZQHUVKLS RI VHOHFWHG DVVHWV VXFK DV
WHOHYLVLRQV DQG FDUV GZHOOLQJ FKDUDFWHULVWLFV VXFK DV IORRULQJ PDWHULDOV W\SH RI GULQNLQJ ZDWHU VRXUFHV WRLOHW IDFLOLWLHV DQG RWKHU FKDUDFWHULVWLFV
WKDWDUHUHODWHGWRZHDOWKVWDWXV7KH\DUHWKHQDVVLJQHGDZHLJKWRUIDFWRUVFRUHJHQHUDWHGWKURXJKSULQFLSDOFRPSRQHQWDQDO\VLV7KHZHLJKWHG
VFRUHVZHUHGLYLGHGLQWRTXLQWLOHVIRUWKHDQDO\WLFPRGHOV ORZHVWPLGGOHDQGKLJKHVW 7KHOHYHORIHGXFDWLRQZDVDVVHVVHGXVLQJDSRLQWVFDOH
ZKLFK UHIOHFWHG WKH KLJKHVW OHYHO RI HGXFDWLRQ DWWDLQHG E\ WKH SDUWLFLSDQWV QR HGXFDWLRQ SULPDU\ DQG VHFRQGDU\ KLJKHU OHYHO RI HGXFDWLRQ 
:RPHQ¶VFXUUHQWRFFXSDWLRQZDVGHILQHGDVQRWZRUNLQJRUZRUNLQJ3ODFHRIUHVLGHQFHZDVGHILQHGDVUXUDORUXUEDQDJHRIUHVSRQGHQWVZDV
FDWHJRUL]HG LQWR   DQG  \HDUV 7KH UHODWLRQVKLS RI WKH UHVSRQGHQWV WR WKH SHUSHWUDWRUV RI VH[XDO DEXVH LV FRQVLGHUHG WR EH
SDUWQHUVIDPLOLHVIULHQGVVWUDQJHUVRURWKHUV

(WKLFV7KHVXUYH\VZHUHDSSURYHGE\WKH,&)0DFUR¶V(WKLFV&RPPLWWHH86$DQGWKH(WKLFV&RPPLWWHHLQHDFKRIWKHSDUWLFLSDWLQJFRXQWULHV$OO
VWXG\SDUWLFLSDQWVJDYHLQIRUPHGFRQVHQWEHIRUHSDUWLFLSDWLRQDQGFRQILGHQWLDOLW\RIDOOGDWDZDVPDLQWDLQHG

6WDWLVWLFDODQDO\VLV

,QWKHGHVFULSWLYHVWDWLVWLFVIUHTXHQF\WDEXODWLRQVZHUHFRQGXFWHGWRGHVFULEHWKHGLVWULEXWLRQRIFRUUHVSRQGHQWV7KHNH\YDULDEOHVZHUHH[SUHVVHG
DVSHUFHQWDJHV7KLVZDVIROORZHGE\FRQWLQJHQF\WDEOHDQDO\VLVWRH[DPLQHWKHLPSDFWRIDOOSRWHQWLDOSUHGLFWRUVRQ&6$XVLQJFKLVTXDUHGWHVW
8QLYDULDWHDQDO\VLV XQDGMXVWHG ZLWKSUHGHILQHGH[SODQDWRU\YDULDEOHVDQG&6$DVWKHGHSHQGHQWYDULDEOHZHUHSHUIRUPHGLQWKHILUVWLQVWDQFH,Q
WKHILQDOPRGHOPXOWLSOHORJLVWLFUHJUHVVLRQDQDO\VLVZDVXVHGWRH[DPLQHIDFWRUVDVVRFLDWHGZLWK&6$ZLWKDOOFRYDULDWHVHQWHUHGVLPXOWDQHRXVO\LQ
WKHUHJUHVVLRQPRGHO7KHUHVXOWVZHUHSUHVHQWHGLQWKHIRUPRIRGGVUDWLRZLWKVLJQLILFDQWOHYHOVDQGFRQILGHQFHLQWHUYDOV
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5HJUHVVLRQGLDJQRVWLFVZHUHXVHGWRMXGJHWKHJRRGQHVVRIILWRIWKHPRGHO7KH\LQFOXGHGWKHWROHUDQFHWHVWIRUPXOWLFROOLQHDULW\LWVUHFLSURFDO
YDULDQFHLQIODWLRQIDFWRUV 9,) >@SUHVHQFHRIRXWOLHUVDQGHVWLPDWHVRIDGMXVWHG5VTXDUHRIWKHUHJUHVVLRQPRGHO7KHODUJHVW9,)OHVVHU
WKDQRUDPHDQ9,)OHVVHUWKDQUHSUHVHQWHGDFFHSWDEOHILWRIWKHPRGHOV>@6WDWDUHOHDVHIRU:LQGRZV 6WDWD&RUS&ROOHJH6WDWLRQ
7;86$ ZDVXVHGIRUDOODQDO\VHV$OOWHVWVZHUHWZRWDLOHGDQGSYDOXHOHVVWKDQZDVFRQVLGHUHGVLJQLILFDQW


5HVXOWV

6DPSOHFKDUDFWHULVWLFV

7KHVWXG\XVHVGDWDIURP'+6FRQGXFWHGEHWZHHQDQGLQVL[VXE6DKDUDQ$IULFDFRXQWULHV7DEOHVKRZVWKHFRXQWULHV\HDUVRIGDWD
FROOHFWLRQVDPSOHVL]HDQGWKHUHSRUWHGFKLOGKRRGVH[XDODEXVH7KHVDPSOHUDQJHGIURPDOPRVWLQ*KDQDWRDVPRUHWKDQLQ1LJHULD
,QJHQHUDOWKHVWXG\UHSRUWHGORZOHYHOVRIFKLOGKRRGVH[XDODEXVH5HSRUWHGFDVHVRI&6$ZHUHKLJKHVWLQ=DPELD  DQGWKHOHDVWLQ/LEHULD
 7KHOHYHORIXUEDQLVDWLRQYDULHVDFURVVFRXQWULHVUDQJLQJIURPLQ8JDQGDWRLQ=DPELDDQG/LEHULD7DEOHLOOXVWUDWHVWKH
VRFLRGHPRJUDSKLFFKDUDFWHULVWLFVRIWKHVWXG\SDUWLFLSDQWV0RVW  RIWKHVWXG\SDUWLFLSDQWVZHUHDJHGEHWZHHQ\HDUV7KHOHYHO
RIHGXFDWLRQYDULHVDPRQJUHVSRQGHQWVDFURVVWKHFRXQWULHV/LEHULDUHFRUGHGWKHKLJKHVWUHVSRQGHQWVZLWKRXWHGXFDWLRQ  ZKLOH=LPEDEZH
KDGWKHOHDVWQXPEHURIQRQHGXFDWHG  /LEHULDUHFRUGHGWKHOHDVWQXPEHURIUHVSRQGHQWVXQHPSOR\HG  ZKLOH=LPEDEZHUHFRUGHG
WKHKLJKHVWQXPEHURIUHVSRQGHQWVZLWKRXWDMRE  +DOIRIWKHUHVSRQGHQWVZHUHGLVWULEXWHGZLWKLQWKHPLGGOHZHDOWKVWDWXV9DVWPDMRULW\RI
WKHVWXG\SDUWLFLSDQWVOLYHVLQUXUDODUHD7KHSHUSHWUDWRUVRIWKHVH[XDODEXVHYDU\DFURVVWKHFRXQWULHVZLWKPRVWRIWKHSHUSHWUDWRUVNQRZQWR
WKHYLFWLPV

8QDGMXVWHGUHVXOWV

7DEOH  VKRZV XQDGMXVWHG DVVRFLDWLRQ EHWZHHQ &6$ DQG VRFLRGHPRJUDSKLF IDFWRUV &RPSDUHG WR UHVSRQGHQWV DJHG  \HDUV UHVSRQGHQWV
DJHG\HDUVRU\HDUVZHUHOHVVOLNHO\WRKDYHEHHQDYLFWLPRI&6$LQDOOFRXQWULHVH[FHSWLQ*KDQDDQG/LEHULD/HYHORIHGXFDWLRQZDV
QRW DVVRFLDWHG ZLWK &6$ H[FHSW LQ 1LJHULD DQG =DPELD ZKHUH WKRVH ZLWK KLJKHU OHYHO RI HGXFDWLRQ SULPDU\ VHFRQGDU\ DQG KLJKHU  ZHUH PRUH
VLJQLILFDQWO\OLNHO\WRKDYHEHHQYLFWLPVRI&6$7KHUHODWLRQVKLSEHWZHHQ&6$DQGRFFXSDWLRQZDVPL[HG5HVSRQGHQWVZRUNLQJZHUHDWLQFUHDVHG
ULVNWRKDYHH[SHULHQFHG&6$ LQ 1LJHULD RGGVUDWLR 25 FRQILGHQFHLQWHUYDO &, ± ZKLOHUHVSRQGHQWVZRUNLQJLQ8JDQGD
ZHUHDWUHGXFHGULVN 25&,± 7KHDVVRFLDWLRQZDVQRWVLJQLILFDQWLQRWKHUIRXUFRXQWULHV5HVSRQGHQWVLQWKHKLJKHVWZHDOWK
VWDWXVZHUHPRUHOLNHO\WRKDYHH[SHULHQFHG&6$LQ*KDQD1LJHULDDQG8JDQGD1RVWDWLVWLFDOO\VLJQLILFDQWGLIIHUHQFHLQWKHRGGVRI&6$ZDVIRXQG
EDVHGRQWKHW\SHRIUHVLGHQFHLQDQ\RIWKHFRXQWULHV7KHRIIHQGHUVYDU\DFURVVFRXQWULHVDQGWKH\ZHUHPRUHOLNHO\WREHIDPLOLHVIULHQGVRU
VWUDQJHUV

$GMXVWHGUHVXOWV

7DEOHSUHVHQWVWKHUHVXOWVRIDGMXVWHGRGGVUDWLRRIIDFWRUVDVVRFLDWHGZLWK&6$7KHGLDJQRVLVRIPXOWLFROOLQHDULW\VKRZHGWKDWWKHODUJHVW9,)
UDQJHGIURPWRDQGWKHDYHUDJH9,)UDQJHGIURPWR6LQFHQRQHRIWKH9,)YDOXHVH[FHHGVDQGQRQHRIWKHDYHUDJH9,)
H[FHHGVZHFRQFOXGHGWKDWWKHUHZDVQRPXOWLFROOLQHDULW\SUREOHP$IWHUDGMXVWLQJIRUUHVSRQGHQWVVRFLRGHPRJUDSKLFIDFWRUVWKHDVVRFLDWLRQ
EHWZHHQ DJH DQG &6$ UHPDLQHG VLJQLILFDQW LQ 1LJHULD 8JDQGD DQG =LPEDEZH +RZHYHU UHVSRQGHQWV DJHG  \HDUV ZHUH OHVV OLNHO\ WR EH
YLFWLPV RI &6$ FRPSDUHG WR WKRVH DJHG  \HDUV 7KH DVVRFLDWLRQ EHWZHHQ HGXFDWLRQ DQG &6$ ZKLFK ZDV LQLWLDOO\ VLJQLILFDQW EHFDPH QRQ
VLJQLILFDQW LQ 1LJHULD DQG =DPELD 6LPLODUO\ WKHUH ZDV QR VWDWLVWLFDO VLJQLILFDQW DVVRFLDWLRQ EHWZHHQ ZHDOWK DQG &6$ LQ DQ\ RI WKH VL[ FRXQWULHV
5HVSRQGHQWVLQWKHZRUNLQJIRUFHZHUHOHVVOLNHO\WRKDYHEHHQYLFWLPVRI&6$LQ*KDQD 25&,± 8JDQGD 25 &,±
 DQG=DPELD 25 &,± ,WZDVRQO\LQ1LJHULD 25&,± WKDWWKRVHOLYLQJLQWKHXUEDQDUHDVFRPSDUHGWRWKH
UXUDODUHDVZHUHOHVVOLNHO\WRKDYHEHHQYLFWLPVRI&6$7KHSHUSHWUDWRUVRIVH[XDODEXVHYDU\DFURVVFRXQWULHVMXVWDVLQWKHXQDGMXVWHGDQDO\VLV


'LVFXVVLRQ

,Q WKLV QDWLRQDOO\ UHSUHVHQWDWLYH FURVV VHFWLRQDO VWXG\ RI VL[ FRXQWULHV LQ 66$ ORZ OHYHOV RI FKLOGKRRG VH[XDO DEXVH ZDV UHSRUWHG ZLWK OLWWOH
DVVRFLDWLRQVZLWKGHPRJUDSKLFFKDUDFWHULVWLFV)LQGLQJVSUHVHQWHGLQWKLVSDSHUVKRZWKDWROGHUZRPHQZHUHOHVVOLNHO\WRKDYHH[SHULHQFHG&6$
)XUWKHURXUDQDO\VLVIRXQGWKDWFXUUHQWO\ZRUNLQJZRPHQZHUHDOVROHVVOLNHO\WRKDYHH[SHULHQFHGVH[XDODEXVHLQFKLOGKRRG

7KHUHSRUWHGSUHYDOHQFHUDWHVRI &6$LQ WKLVVWXG\IDOOEHORZ WKH ORZHUUDQJHRIUHSRUWHG UDWHVW\SLFDOO\UHSRUWHGLQ&6$VWXGLHVZKLFKUHSRUWV
EHWZHHQ  DQG  RI IHPDOH >@ FDVHV RI &6$ 7KHUH DUH SRVVLEOH H[SODQDWLRQV IRU WKLV )LUVWO\ LW PLJKW EH UHODWHG WR WKH SRSXODWLRQ
FKDUDFWHULVWLFVDQGGHILQLWLRQVXVHGIRU&6$LQWKHVWXG\&KLOGDEXVHRSHUDWLRQDOGHILQLWLRQVDQGWKHVWXG\UHVSRQVHUDWHVFRYDU\ZLWKUHVSRQVH
UDWHV>@LHDKLJKUHVSRQVHUDWHLVDVVRFLDWHGZLWKDUHODWLYHO\ORZSUHYDOHQFHUDWH'+6DUHXVXDOO\ZHOOFRQGXFWHGZLWKDKLJKUHVSRQVHUDWH
DYHUDJHRI DQGPD\DVZHOOFRQWULEXWHWRWKHORZSUHYDOHQFHRI&6$LQWKLVVWXG\,QDGGLWLRQWKHPRVWUHVWULFWLYHGHILQLWLRQRI&6$ZDV
XVHGDGHILQLWLRQWKDWH[FOXGHGQRQFRQWDFWVH[XDODFWVVXFKDVVH[XDOUHTXHVWRUH[KLELWLRQLVP:LWKWKLVUHVWULFWLYHGHILQLWLRQ LWLVH[SHFWHGWR
KDYH UHGXFHG SUHYDOHQFH RI &6$ ,Q DGGLWLRQ LW PLJKW DOVR EH WKDW WKH ORZ SUHYDOHQFH ZDV EHFDXVH RI XQGHUUHSRUWLQJ RI FDVHV DV VWXG\
UHVSRQGHQWVPD\QRWEHZLOOLQJWRGLVFORVHVH[XDODEXVHGXULQJWKHWLPHRIUHSRUWLQJ>@7KHFKDUDFWHULVWLFRISHUSHWUDWRUVREVHUYHGLQWKLVVWXG\
LV FRQVLVWHQW ZLWK SUHYLRXV VWXGLHV >@ WKDW PRVW RI WKH SHUSHWUDWRUV ZHUH NQRZQ WR WKH UHVSRQGHQWV SULRU WR WKH HSLVRGH RI WKH DEXVH
6WXGLHVKDYHVKRZQWKDWPRVWDEXVHLVFRPPLWWHGE\PHQ  DQGE\SHUVRQVNQRZQWRWKHFKLOG  ZLWKIDPLO\PHPEHUVFRQVWLWXWLQJ
RQHWKLUGWRRQHKDOIRIWKHSHUSHWUDWRUVDJDLQVWJLUOV>@0RVWVH[XDOO\DEXVHGFKLOGUHQGRQRWWHOODQ\RQHWKH\ZHUHDEXVHGHYHQZKHQGLUHFWO\
DVNHGE\SDUHQWVRURWKHUDXWKRULW\ILJXUHV9LFWLPVRIVH[XDODEXVHDUHRIWHQWRRDIUDLGWKDWWKHQHZVZLOOKXUWWKHLUSDUHQWVRUWKH\DUHDIUDLGRI
QRWEHLQJEHOLHYHGRUWKH\ZHUHWKUHDWHQHGLQVRPHZD\E\WKHRIIHQGHU7KHILQGLQJSUHVHQWHGLQRXUSDSHULVFRQVLVWHQWZLWKWKHILQGLQJVIURP
RWKHUVWXGLHV>@WKDWWKHULVNRI&6$LVQRWUHODWHGWRVRFLRHFRQRPLFIDFWRUV5DWHVRI&6$ZHUHQRWVLJQLILFDQWO\KLJKHULQIDPLOLHVZLWKORZ
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OHYHORIHGXFDWLRQORZZHDOWKVWDWXVDQGLQUXUDOFRPPXQLWLHV1RQHWKHOHVVWKHUHZHUHLQVWDQFHVZKHUH&6$ZDVDVVRFLDWHGZLWKKLJKHUOHYHORI
HGXFDWLRQLQ=LPEDEZHDQGVPDOOWHQGHQF\IRUWKHULVNRI&6$WREHUHODWHGWRW\SHRIUHVLGHQFHLQ1LJHULD

7KHUHZDVFRQWUDVWLQJDVVRFLDWLRQEHWZHHQ&6$DQGRFFXSDWLRQRI UHVSRQGHQWV7KRVHUHSRUWLQJ&6$OHVVRIWHQZHUHZRPHQFXUUHQWO\ZRUNLQJ
7KLVUHVXOWLVQRWFRQVLVWHQWZLWKSUHYLRXVILQGLQJV>@WKDWKDYHVXJJHVWHGWKDWWKHUHZDVQROLQNDJHEHWZHHQ&6$DQGVRFLRHFRQRPLFIDFWRUV$
SRVVLEOHH[SODQDWLRQIRUWKLVPD\ EHEHFDXVHWKH YDULDEOH RFFXSDWLRQ ZDVGHULYHGE\FRPELQLQJDOOZRUNLQJJURXSVWRJHWKHU RIILFLDODQGQRQ
RIILFLDO YHUVXVWKRVHWKDWZHUHQRWHPSOR\HG,QVXFKFRPELQDWLRQVLWLVH[SHFWHGWKDWHDFKFDWHJRU\RIWKHJURXSVFRXOGFRQWDLQERWKKLJKDQG
ORZVRFLRHFRQRPLFFODVV

7KLVVWXG\LVQRWZLWKRXWOLPLWDWLRQV7KH'+6FRYHUHGJHQHUDOKHDOWKLVVXHVRQSRSXODWLRQKHDOWKZLWKTXHVWLRQVRQVH[XDODEXVHFRQVWLWXWLQJD
PLQRU SDUW RI WKH ZKROH VXUYH\ :LWK FURVV VHFWLRQDO VWXG\ LW LV GLIILFXOW WR UHVROYH WKH GLUHFWLRQ RI FDXVDO DVVRFLDWLRQ 7KH GDWD ZHUH FROOHFWHG
WKURXJK VHOIUHSRUW DQG LW LV OLNHO\ WKDW SUHYDOHQFH HVWLPDWHV REWDLQHG PD\ EH ORZHU WKDQ WKH WUXH SUHYDOHQFH EHFDXVH UHVSRQGHQWV PD\ QRW
GLVFORVHSUHYLRXVVH[XDODEXVHGXHWR WKHVHQVLWLYHQDWXUHRIWKHTXHVWLRQVEHLQJDVNHG&RQVLGHULQJWKHDFFXUDF\LQZKLFKUHVSRQGHQWVZLOOEH
DEOH WR UHSRUW &6$ LW ZRXOG EH XQUHDOLVWLF WKDW DQ H[DFW DFFRXQW RI WKH H[SRVXUH WR &6$ ZLOO EH DYDLODEOH 7KH IDFW WKDW WKH GDWD XVHG D FURVV
VHFWLRQDOGHVLJQOLPLWHGWKHRSSRUWXQLW\WRGHDOZLWKWHPSRUDORUGHULQJRIDEXVHULVNEHKDYLRXUDQGVRFLDOPDUJLQDOLW\6H[XDODEXVHZDVOLPLWHGWR
WKHWLPHRIRQVHWDQGSHUSHWUDWRURIWKHDEXVHZKLOHSUHFLVHLQIRUPDWLRQDERXWWKHQDWXUHDQGH[WHQWRIWKHDEXVHZDVQRWSURYLGHG2XUVWXG\
IRFXVHGRQVRFLRGHPRJUDSKLFFKDUDFWHULVWLFVDVDSUHGLFWRURI&6$:HGLGQRWDVVHVVWKHHIIHFWRIRWKHUSUHGLFWRUVRI&6$VXFKDVIDPLO\VWDELOLW\
DQGPDULWDOFRQIOLFWSDUHQWLQJDQGSDUHQWFKLOGUHODWLRQVKLSVDQGSDUHQWDODGMXVWPHQWDVWKHVHYDULDEOHVZHUHQRWREWDLQDEOHIURPWKH'+67KHUH
LVDQHHGIRUORQJLWXGLQDOVWXGLHVWKDWZLOOLGHQWLI\DOOUHOHYDQWYDULDEOHVDQGIROORZWKHPXSRYHUDORQJSHULRGWRLGHQWLI\UHOHYDQWIDFWRUVDVVRFLDWHG
ZLWK&6$LQ66$

'HVSLWHWKHOLPLWDWLRQVRXUVWXG\REWDLQHGVWUHQJWKLQ LWEHLQJDODUJHSRSXODWLRQEDVHGVWXG\LQVL[FRXQWULHVZLWKDKLJKUHVSRQVH UDWH,WLVD
QDWLRQDOO\ UHSUHVHQWDWLYH VDPSOH ZLWK VLPLODU YDULDEOHV XVHG DFURVV FRXQWULHV PDNLQJ LW SRVVLEOH IRU QXPHULFDO YDOXHV WR EH FRPSDUDEOH DFURVV
FRXQWULHV0RUHVRWKHGDWDREWDLQHGIURP'+6DUHZLGHO\SHUFHLYHGWREHRIKLJKTXDOLW\EDVHGRQVRXQGVDPSOLQJPHWKRGRORJ\DQGDGKHUHQFH
WRHWKLFDOVWDQGDUGVRIGDWDFROOHFWLRQLQFOXGLQJYLROHQFHGDWD


&RQFOXVLRQ

7KHILQGLQJVIURPWKLVVWXG\LQGLFDWHWKDW&6$LVQRWOLQNHGWRDQ\VRFLRHFRQRPLFEDFNJURXQGDQGWKDWSHUSHWUDWRUVRIVH[XDODEXVHDUHNQRZQDQG
FORVH WR WKH FKLOGUHQ DEXVHG +RZHYHU YLFWLPV DUH XVXDOO\ QRW ZLOOLQJ WR GLVFORVH HYHQWV DQG LQ WKH SURFHVV OHDGLQJ WR UHFXUUHQW HYHQWV ,W LV
WKHUHIRUHLPSRUWDQWWKDWHIIHFWLYHSUHYHQWLYHVWUDWHJLHVDUHGHYHORSHGDQGLPSOHPHQWHGWKDWZLOOFXWDFURVVDOOVRFLRHFRQRPLFVSKHUHLQDFRQWH[W
WKDWERWKSHUPLWDQGHQFRXUDJHVGLVFORVXUHDVZHOODVLGHQWLI\LQJSUHGLVSRVLQJFLUFXPVWDQFHVIRUUHFXUUHQFH


$FNQRZOHGJPHQWV

7KHGDWDXVHGLQWKLVVWXG\ZHUHREWDLQHGIURP0($685('+6$UFKLYHDQGWKH\ZHUHRULJLQDOO\FROOHFWHGE\WKH,&)0DFUR&DOYHUWRQ86$:HZLOO
OLNHWRWKDQN,&)0DFURIRUDOORZLQJXVWRPDNHXVRIWKHGDWD


&RPSHWLQJLQWHUHVWV

7KHDXWKRUVGHFODUHWKDWWKH\KDYHQRFRPSHWLQJLQWHUHVWV


$XWKRUVFRQWULEXWLRQV

,<*0-6DQG$3ZHUHLQYROYHGLQWKHFRQFHSWLRQRIWKHVWXG\,<VHWXSWKHVWDWLVWLFDODQDO\VLVXQGHUWKHVXSHUYLVLRQRI*0-6DQG$3,<ZDV
LQYROYHGLQWKHGUDIWLQJRIWKHPDQXVFULSWVZLWKFRQWULEXWLRQVIURPDOOWKHDXWKRUV$OOWKHDXWKRUVKDYHUHDGDQGDSSURYHGWKHILQDOYHUVLRQRIWKH
PDQXVFULSW


7DEOHV

7DEOH'HVFULSWLRQRIGDWDVHWVDQGVHOHFWHGGHPRJUDSKLFFKDUDFWHULVWLFV

7DEOH3HUFHQWDJHGLVWULEXWLRQRIVHOHFWHGFKDUDFWHULVWLFV

7DEOH0XOWLSOHORJLVWLFUHJUHVVLRQUHVXOWVVKRZLQJXQDGMXVWHGDQGDGMXVWHGRGGVUDWLRIRUUHODWLRQVKLSEHWZHHQFKLOGKRRGVH[XDODEXVHDQG
GLIIHUHQWGHWHUPLQDQWYDULDEOHVVXE6DKDUDQ$IULFD




5HIHUHQFHV
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-HZNHV 5 9XQGXOH & 0DIRUDK ) -RUGDDQ ( 5HODWLRQVKLS G\QDPLFV DQG WHHQDJH SUHJQDQF\ LQ 6RXWK $IULFD 6RF 6FL 0HG 
0DU  7KLVDUWLFOHRQ3XE0HG



0DWDVKD1WHPEHOHD0D\DXG6DLGL7RGG0XMD\DDQG7HQGR:DPEXD6H[XDODQGUHSURGXFWLYHKHDOWKDPRQJSULPDU\DQGVHFRQGDU\
VFKRROSXSLOVLQ0ZDQ]D7DQ]DQLDQHHGIRULQWHUYHQWLRQ$,'6&DUH  7KLVDUWLFOHRQ3XE0HG



0RRUH $ZXVDER$VDUH 0DGLVH -RKQ/DQJED DQG .XPL.\HUHPH &RHUFHG ILUVW VH[ DPRQJ DGROHVFHQW JLUOV LQ VXE6DKDUDQ $IULFD
SUHYDOHQFHDQGFRQWH[W$IU-5HSURG+HDOWK  7KLVDUWLFOHRQ3XE0HG



.HQGDOO7DFNHWW 7KH KHDOWK HIIHFWV RI FKLOGKRRG DEXVH IRXU SDWKZD\V E\ ZKLFK DEXVH FDQ LQIOXHQFH KHDOWK &KLOG $EXVH 1HJO 
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9.86(3.05-31.84)

6.86(1.54-30.51)

6.67 (2.73-16.32)

8.88 (2.99-26.38)

Friends

Strangers

Other
6.42 (1.55-26.55)
OR: odds ratio, CI: confidence interval

5.44(2.15-13.8)

16.7(4.7-59.39)

1 (reference)

1 (reference)
0.99(0.41-2.36)

1 (reference)

Rural
Urban
Perpetrator

1.86(0.49-7.09)

23.98 (7.26-79.17)

1 (reference)
1.41(0.76-2.63)

Richer
Type of residence

1 (reference)

1.14(0.37-3.49)

Families

2.35(0.90-6.13)

Middle

1 (reference)
0.34(0.15-0.77)

0.57(0.17-1.85)

0.7(0.2-2.52)

1 (reference)

0.84(0.3-2.36)

0.9 (0.38-2.12)

1 (reference)

Partner

1 (reference)

1.67(0.67-4.17)

Poorer

Not working
Working
Wealth

1 (reference)
0.38(0.20-0.71)

2.02(0.83-4.93)

Secondary

Occupation

1.66 (0.58-4.81)

Primary

No education

1 (reference)

0.85 (0.42-1.72)

0.43 (0.18-1.01)

25-34

Education

1 (reference)

OR (95% CI)

OR (95% CI)

15-24

Age

Adjusted

Unadjusted

Ghana

0.41 (0.08-1.97)

1.59 (0.31-8.02)

1.27 (0.37-4.41)

1.27 (0.25-6.34)

1 (reference)

1 (reference)
0.89 (0.36-2.21)

0.67 (0.19-2.36)

0.75 (0.27-2.11)

1 (reference)

1 (reference)
-

1.00 (0.33-2.98)

0.66 (0.22-1.98)

1 (reference)

0.46 (0.12-1.75)

1.26 (0.47-3.36)

1 (reference)

OR (95% CI)

Unadjusted

Liberia

0.51 (0.08-3.16)

1.29 (0.12-13.78)

1.96 (0.40-9.62)

-

1 (reference)

1 (reference)
1.28(0.23-7.12)

0.48(0.04-5.99)

0.67(0.14-3.3)

1 (reference)

1 (reference)
-

0.66(0.11-3.81)

0.49(0.11-2.28)

1 (reference)

0.09(0.00-0.82)

0.56(0.14-2.18)

1 (reference)

OR (95% CI)

Adjusted
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1.36 (1.09-1.69)

1.19 (0.98-1.46)
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1.24 (1.05-1.46)

3.64 (2.93-4.52)

3.19 (2.49-4.09)

1 (reference)

0.44 (0.35-0.54)

0.70 (0.59-0.84)

1 (reference)

OR (95% CI)

Unadjusted

Nigeria

2.22(13-3.79

1.4(0.94-2.07)

1.4(0.94-2.07)

2.07(1.14-3.78)

1 (reference)

1 (reference)
0.60(114-378)

0.80 (0.44-1.43)

0.66 (0.42-1.05)
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1 (reference)
1.08(0.77-1.53)

0.88(0.54-1.44)

1.09(0.66-0.54)

1 (reference)

0.38(0.25-0.59)

0.45(0.32-0.65)

1 (reference)

OR (95% CI)

Adjusted

Table 3: Multiple logistic regression results showing unadjusted and adjusted odds ratio for relationship between childhood sexual abuse and different determinant variables sub-Saharan Africa
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-
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OR (95% CI)

Unadjusted
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10.13 (2.80-36.65)

9.90 (2.91-33.69)
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0.59 (0.17-2.03)

0.72 (0.15-3.35)
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0.24 (0.08-0.69)

-
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1 (reference)

0.16 (0.04-0.61)

0.28 (0.10-0.76)
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Adjusted
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7.83 (2.83-21.71)

3.52 (2.01-6.16)

5.32 (2.51-11.31)
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1.07 (0.53-2.16)
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0.67 (0.37-1.22)

-
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0.18 (0.08-0.39)
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OR (95% CI)
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Abstract:
Background: Childhood sexual abuse (CSA) is a substantial global health and human rights
problem and consequently a growing concern in sub-Saharan Africa. We examined the

Childhood sexual-

association between individual and community-level socioeconomic status (SES) and the

abuse

likelihood of reporting CSA.

Sexual violence

Methods: We applied multiple multilevel logistic regression analysis on Demographic and Health
Survey data for 6,351female adolescents between the ages of 15 and 18 years from six

Sub-Saharan Africa

countries in sub-Saharan Africa, between 2006 and 2008.

Socio-economic-

Results: About 70% of the reported cases of CSA were between 14 and 17 years. Zambia had

status
Neighborhoods
Health survey

the highest proportion of reported cases of CSA (5.8%). At the individual and community level,
we found that there was no association between CSA and socioeconomic position. This study
provides evidence that the likelihood of reporting CSA cut across all individual SES as well as all
community socioeconomic strata.
Conclusions: We found no evidence of socioeconomic differentials in adolescents’ experience of
CSA, suggesting that adolescents from the six countries studied experienced CSA regardless of
their individual- and community-level socioeconomic position. However, we found some evidence
of geographical clustering, adolescents in the same community are subject to common contextual
influences. Further studies are needed to explore possible effects of countries’ political, social,
economic, legal, and cultural impact on childhood sexual abuse.
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Introduction

C

hildhood sexual abuse (CSA) against girls
(defined as sexual violence experienced by

female children below the age of 18 years) is a
substantial global health and human-rights problem
and a growing concern in sub-Saharan Africa.1 The
World Health Organisation (WHO) Global SchoolJournal homepage: http://www.jivresearch.org
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based Student Health Survey (SHS) documented the
widespread nature of sexual abuse in children,2 with
lifetime prevalence of sexual abuse among students 1315 years of age in the five countries surveyed, ranged
from 9% to 33%. In a review of population based
studies, Pereda and colleagues found that 0% to 53% of
women reported that they had experienced CSA. 3 CSA
is also associated with physical, social and psychological
effects on young women.4-12 A troubling aspect of CSA is
underreporting of cases. In SSA including the six
countries in this study, most researchers believe that
statistics of CSA under-represent the actual number of
victims. The embarrassment, shame or fear of being
blamed and a desire to keep the abuse secret make
disclosure uncommon.13,14 Others stay silent for fear of
provoking further violence, or insensitive interventions
which could make their overall situation worse.
Individual based socioeconomic position has been
documented to be a contributing factor to sexual
violence.15 Higher socioeconomic status (SES) levels
among women have generally been found to be
protective factors against the risk of sexual violence
towards women.15 In contrast, most studies on CSA are
not associated with SES. The risk factors identified for
CSA in preadolescents (before 10 years) and early
adolescents (10 to 14 years) include having a stepfather,
living without a natural parent, having an impaired
mother, poor parenting, or witnessing family conflict.10,16
Such individual level factors under examination are
limited in their scope and do not address how CSA is
influenced by wider social structural forces. Recently,
community-level factors have been the focus of attention
when considering risk factors for violence. The
association between area based socioeconomic
indicators and health outcomes have been documented in
recent studies.17,18 Although the mechanisms by which
area based SES affects health are not clear, it has been
suggested that community SES could influence health
behaviours and health related beliefs of their residents,
independent of their personal SES. 19,20
Strong evidence exists that contextual factors are
important in determining levels of sexual violence across
groups.21 Studies from developing and developed
countries show that community-level measures of SES
have significant effects on the risk of sexual violence.
Previous research has focused predominantly on other
forms of sexual violence especially intimate partner
violence. To date, there are no studies that have
investigated the role of socioeconomic indicators and
community socioeconomic conditions simultaneously on
CSA in sub-Saharan Africa. Understanding social factors
such as SES, which are likely fundamental causes of

Journal homepage: http://www.jivresearch.org
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health outcomes, are necessary to help adopt broadbased societal interventions that could produce
substantial health benefits. 22 Other factors which can
increase the vulnerability to sexual violence (especially
due to social, economic and political crises) include
wars, political strife, natural and manmade disasters, as
they disrupt the formal and informal protection
mechanisms of families, communities and the states.
However, such factors are not dealt with in this study.
Conceptual Framework
In this study, we drew on the elements of a socioecological model to examine the associations between
neighbourhood factors and CSA.4,23 The socioecological model recognizes the interwoven relationship
that exists between the individual, relationship,
community and societal factors.12 The model explores
the relationship between individual and contextual
factors and considers violence as the product of
multiple levels of influence on behaviour. The more
homogenous the health of people within a
neighbourhood is (as compared with the health of
people from different neighbourhoods), the more
probable it is that the determinants of individual health
are directly related to the contextual environment of
the neighbourhood and/or that social processes of
geographical segregation are taking place.24 The
socio-ecological model has been used extensively to
better understand violence and the effect of potential
prevention strategies.25 The benefit of the socioecological model lies in its capacity to consider, in a
systematic way, the factors that influence health
behaviours; in this case those factors that put people at
risk of experiencing or perpetrating violence.12
Community measures of poverty have been found to
have the greatest explanatory power among socioecological theory variables.26 Community poverty
weakens social network and the capacity to control the
behaviour of people and hence increase the likelihood
of reporting CSA. 27
We also adopted the concept of social control
theory which postulates that individuals are inherently
inclined to become deviant as their ties to the
“conventional order” within society becomes or is
broken. 28 According to the theory, strong social bond
to social institutions promotes conformity to conventional
norms, and hence individuals who possess weak or
broken social bonds to conventional institutions are
more likely to engage in deviant behaviour28 in this
case CSA. According to differential association theory,
negative behaviour is learned through interaction with
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other deviant individuals and these interactions are
formed through social and cultural transmission.29 Both
social control theory and differential association theory
show the importance of familial cohesion, parental
stressors, and neighbourhood environment in the
development of pro-social behaviour in deterring
negative behaviour. 30
To the best of our knowledge, no studies exist that
have examined the contributions of individual and
contextual factors associated with CSA in sub-Saharan
Africa. Thus, the overarching aim of this study was to fill
this research gap and contribute to the existing literature
on CSA. The specific objectives were (1) to examine
individual and contextual factors associated with CSA
and (2) to examine whether there is significant
community level variation in reported CSA; whether
people living in the same community share similar
probability of reporting CSA.

Methods
The data reported here were from the Demographic and
Health Surveys (DHS) conducted in six countries in subSaharan Africa (Ghana, Liberia, Nigeria, Uganda,
Zambia and Zimbabwe) between 2006 and 2008. The
six countries were chosen because they met the selection
criteria of recent surveys during the past 10 years and
because of the availability of data sets on sexual
violence.
DHS surveys were designed to collect good quality,
nationally representative data on demographic and
health indicators of women and members of their
households. In general, the surveys were well conducted
with a high response rate (average of 96%). Methods
and data collection procedures have been published
elsewhere. 31 Briefly, the survey applied utilised a twostage cluster sampling design. The first stage involved
taking up enumeration areas from Census files while in
the second stage, a sample of households was drawn
from an updated list of households within each
enumeration area. Every survey was stratified by urban
and rural status and additionally by country-specific
geographic or administrative regions. A standardised
questionnaire was administered by interviewers to all the
female participants aged between 15 and 49 years in
the selected households. To ensure standardisation and
comparability across sites and time, DHS surveys employ
intense interviewer training, standardised measurement
tools and techniques, identical core questionnaires and
instrument pretesting.32 The number of women included in
the six DHS ranged from 4,916 in Ghana to 33,885 in
Nigeria. The DHS survey was implemented by respective
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national implementing agencies with technical
assistance from ICF Macro International Inc (Calverton,
MD).
Outcome Variable
To be included in the analysis, the respondents were
required to meet the following two criteria: (1) they
must be eighteen years or younger and (2) they must
be a permanent resident at the place where the
interview was conducted. For this study, CSA was
defined as sexual violence on or before the age of 18
years. To assess if participants were sexually abused in
childhood, all eligible women were asked the following
questions: “At any time in your life, as a child or as an
adult, has anyone forced you in any way to have sexual
intercourse or perform any other sexual acts?” The two
possible outcomes for the questions were “yes” or “no”.
Respondents who answered yes were then asked
questions about the age at which the abuse first
occurred and the identity of the person who committed
the act. Respondents who answered yes and in cases
where the violence occurred when they were under the
age of 18 years, were considered as suitable cases of
CSA and coded as “1”, while those who responded no
or if the abuse occurred after the age of 18 years,
formed the other group of the dichotomy and were
coded “0”. All the women who did not answer the
question were excluded from the survey.
Determinants Variables
Individual Level Factors
The main independent variables of interests at the
individual level were wealth status and level of
education. The wealth index was constructed using
easy-to-collect data on the household's ownership of
selected assets, such as televisions and cars, dwelling
characteristics such as flooring materials, type of
drinking water sources, toilet facilities and other
characteristics that are related to wealth status. They
were then assigned a weight or factor score generated
through principal component analysis.33 The weighted
scores were divided into five quintiles for the analytic
models (poorest, poorer, middle, richer and richest).34
The level of education of the participants was
categorized into: no formal education or educated.
Community-level Factors
Within the DHS, communities were defined as the
primary sampling unit (PSU). The PSU was based on the
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most recent sampling frame for each country as defined
by census enumeration blocks. We included two
community level factors: community SES and place of
residence. Community SES was an index constructed from
three variables using principal component analysis. The
variables are the proportion of respondents: with no
education (illiterate), unemployed and living below the
poverty level (asset index below 20% poorest quintile).
A standardised score with mean 0 and standard
deviation 1 was generated from this index, which we
divided into five quintiles (quintiles 1 to 5). Quintile 5
represented highest SEP while quintile 1 represented
lowest SEP. Place of residence was categorised into
either rural or urban residence.
Control Variable
Country of residence was also included as a
categorical variable. The country was included as a
partial control variable to control for the effects of
unknown factors due to potential differences across the
six countries.
Ethics
The surveys were approved by the ICF Macro’s Ethics
Committee, USA and the National Ethics Committee in the
Ministry of Health of the respective countries. Informed
consent was obtained from participants before the
collection of all data.
Statistical Analysis
In the descriptive statistics, frequency tabulations
were conducted to describe the distribution of
correspondents. The key variables were expressed as
percentages. Given the hierarchical structure of the
sample and the binary outcome, a logistic multilevel
modelling approach was adopted. We specified a twolevel model for binary response reporting CSA or not,
for adolescents (level 1) living in a community (level 2).
Three models were fitted. In the first model, an empty
model, no explanatory variable was included. This model
was focused on decomposing total variance into its
individual and community components. In the second
model, only control variable was included. The third
model (full model) included control, individual and
neighbourhood variables.
The results of the fixed effect model (measures of
association) were expressed as odds ratios (ORs) with
95% confidence intervals (CI). The results of the randomintercept models (measures of variation) were presented
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as variance partition coefficient (VPC) and proportional
change in variance (PCV). The VPC was calculated by
the linear threshold (latent variable method) according
to the formula used by Snijders 35 as follows:
VPC

Vc
§S2 ·
Vc  ¨ ¸
© 3 ¹

where Vc = community level variance.
We calculated the PCV as follows:
PCV

(Va  Vb )
.100
Va

where Va = variance of the empty model, and
Vb = variance of the model with more terms.
MLwin software, version 2.10 36 was used for the
analysis. The statistical significance of covariates was
calculated using Wald’s test. All significance tests were
two-sided and statistical significance was defined at
5% level.

Results
Sample Characteristics
The countries, the survey year, and the eligible
sample are shown in Figure 1. The number of
adolescents who were permanent residents in the area
at the time of the survey and thus included in the study
was 477 in Ghana and 2,956 in Nigeria. The number
of communities sampled ranged from as few as 300 in
Liberia to as many as 888 in Nigeria. The percentage
of adolescents that had experienced CSA ranged from
1.04% in Liberia to 5.84% in Zambia. The youngest
age of exposure to CSA was 5 years old (Figure 2). As
shown in Figure 2, the most common age at which
respondents experienced CSA was between 14 and 17
years of age, with 70% of the reported cases of CSA
occurring at this age group. The descriptive statistics of
respondents are presented in Table 1. A total of 6,351
adolescents were analysed in this study. About one-fifth
(12%) of the respondents were educated. Almost half
of the respondents (46%) were sampled from Nigeria.
Measures of Variability (random intercept models)
The result of the random-intercept model is shown in
Table 2. The empty model (null model) shows that there
was a significant variation in the odds of reporting CSA
across the communities (α=0. 926, p=0. 036). The
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Figure 1: Description of Demographic and Health Surveys data 2006-2008 in sub-Saharan Africa by country, survey year, communities
sampled, eligible sample and reported childhood sexual abuse (CSA)

Figure 2: Age at which first forced sexual intercourse occurred, as reported by the adolescents

intra-community correlation coefficient as implied by the
intercept component variance specified that 22% of the
variation in CSA could be attributed to the community
level factors. As judged by a proportional change in
variance, almost half (46%) of the variance in the odds
of reporting CSA across communities was explained by
country domain variable. After adjusting for all the

J Inj Violence Res. 2014 Jan; 6(1): 21-30. doi: 10.5249/ jivr.v6i1.316

variables in the full model (Model 3), about 70% of the
variance in the odds of reporting CSA across
communities was explained by all the variables
included. The variations across communities became not
statistically significant after controlling for controlvariable in Model 2 and all variables in Model 3.
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Table 1: Percentage distribution of selected characteristics
Variable
Individual level

Total number (%)
(n=6351)

Educated
Yes

763 (12.0)

No

5,588 (88.0)

Wealth index
Poorest

1,257 (19.8)

Poorer

1,313 (20.7)

Middle

1,410 (22.0)

Richer

1,315 (20.7)

Richest

1,056 (16.6)

Community Level
Place of residence
Urban

4,481 (70.6)

Rural

1,870 (29.4)

Community SES
Quintile 1

1,569 (24.7)

Quintile 2

1,451 (22.8)

Quintile 3

1,229 (19.4)

Quintile 4

1,081 (17.0)

Quintile 5

1,021 (16.1)

Measures of Associations (fixed effects)
The results of fitting the model including control,
individual and community-level variables are also
displayed in Table 2. Only country dummies and level
education were statistically significantly associated with
CSA. Respondents with no education were 64% less
likely to have reported CSA than those with formal
education (odds ratio [OR] = 0.36, 95% confidence
interval [CI] 0.16 to 0.81). Compared with Zambia,
residents in the other five countries were less likely to
have reported CSA: Ghana (OR 0.19, 95% CI 0.09 to
0.47), Liberia (OR 0.03, 95% CI 0.01 to 0.22), Nigeria
(OR 0.43, 95% CI 0.28 to 0.68), Uganda (OR 0.12,
95% CI 0.05 to 0.30) and Zimbabwe (OR 0.17, 95% CI
0.09 to 0.34).

Discussion
The present study examined the way in which individual
and community level SES influenced the history of sexual
abuse in childhood. The causes of CSA are many and
complex, and there are numerous ideas that have been
proposed to help understand this phenomenon. Research
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has focussed on the effect of the family, the family
environment, poverty, parental stress and other factors
on CSA. The present study expands on the current
literature in that it examined the way in which SES
influenced the history of sexual abuse in childhood.
Using the social ecological model, we hypothesised that
history of CSA would be associated with community
socioeconomic status (SES). The results of the present
study corroborates those of previous studies on CSA
that found no evidence of association between SES and
history of CSA10, 37, 38 and between area of residence
(rural/urban) and history of CSA.39, 40 CSA transcends
across all SES at the individual level. More importantly,
the findings uncover new evidence that risk of CSA cuts
across all strata of community socioeconomic context.
We found no evidence that CSA was associated with
community-level SES. Though, these variables were not
statistically significant, it should not imply that they are
not important from public health perspective. This
suggests that there may be lack of evidence of
socioeconomic inequality in the occurrence of CSA;
regardless of the household socioeconomic status,
children had equal exposure to CSA. One possible
explanation could be that we did not have large
enough sample size to reach statistically significant
level.
Counter intuitively, we found that uneducated
women were less likely to have reported CSA. The
higher prevalence of abuse reported in educated girls
compared to non-educated girls was unexpected. This
finding requires further investigations, as high level of
education is not a common factor for CSA.37 A possible
contributory factor may be the high rate of reported
sexual violence in African schools.13 Although, most of
the perpetrators of sexual abuse are either family
members or those known to the victim, most cases of this
maltreatment still takes place either on the way to
school, in schools or on the way back from schools. 1
Importantly, the results suggest that adolescents
living in the same community tended to report CSA. It is
possible that adolescents in the same community were
subjected to common contextual influences.24 However,
the preponderance of the variance was explained by
individual, community-level SES. Almost half of the
variance in the community was explained by
unmeasured country effects. Similarly, variations across
communities proved to be not statistically significant
after controlling for the effects of unmeasured control
factors. This suggests that the likelihood of reported
CSA may be due to the unmeasured country-level
effects. It is possible that the community-level variance
was due to shared social norms. The full model was
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Table 2: Fixed- and random-intercept parts of multilevel logistic regression of childhood sexual abuse
Model 2b
OR (95% CI)

Model 3c
OR (95% CI)

Ghana

0.20 (0.08 – 0.48)***

0.20 (0.08 – 0.47)***

Liberia

0.03 (0.01 -

0.20)***

0.03 (0.01 - 0.22)**

Nigeria

0.40 (0.26 - 0.62)***

0.43 (0.28 - 0.68)***

Uganda

0.13 (0.05 - 0.32)***

0.12 (0.05 - 0.30)***

Zambia

1 (reference)

1 (reference)

0.19 (0.10 - 0.36)***

0.17 (0.09 - 0.34)***

Measures of association

Model 1a
OR (95% CI)

Control-variable
Country

Zimbabwe
Individual-level
No education

0.36 (0.16 – 0.81)*

Wealth index
Poorest

1.06 (0.46 – 2.44)

Poorer

0.84 (0.39 – 1.79)

Middle

0.83 (0.42 – 1.67)

Richer

0.88 (0.46 – 1.65)

Richest

1 (reference)

Community-level
Urban (vs. rural)

0.67 (0.40 – 1.15)

Community SES*
Quintile 1 (least)

1 (reference)

Quintile 2

0.96 (0.56 – 1.64)

Quintile 3

1.05 (0.59 – 1.87)

Quintile 4

1.20 (0.62 – 2.30)

Quintile 5 (most)

1.04 (0.46 – 2.33)

Measures of variation
Community-level
Variance (SE)
ICC (%)

0.926 (0.442)*

0.505 (0.370)

0.274 (0.345)

21.9

13.3

7.7

Explained variation (%)
reference
45.5
70.4
aModel 1 – Empty model – no explanatory variables
bModel 2 – Adjusted for control variable (country as a fixed-effect)
cModel 3 – Adjusted for control-, individual- and community-level factors
*Community-SES – community socioeconomic disadvantages, quintile 1 – least disadvantaged, quintile 5 – most disadvantaged
Abbreviations: OR – odds ratio, CI – confidence intervals, SE- standard error, ICC – intra-community correlation

able to explain most of the observed variations. The
findings have important implications for targeting policy
as well as the exploration of factors not included in the
model that could explain the remaining unexplained
variation.
Although this study used socio ecological framework
to examine how individual and community level SES influence CSA, it is important to highlight concerns with
reporting CSA. Children born to victims of CSA are at
increased risks of being risks themselves. Because these
children live in a violent environment, they are at risks
either at the hands of their own caregivers or from the
J Inj Violence Res. 2014 Jan; 6(1): 21-30. doi: 10.5249/ jivr.v6i1.316

deleterious consequences of having a caregiver who
suffers from the emotional, psychiatric or physical sequelae of her own childhood abuse.41 Ayala and colleagues also points out that domestic violence increases
the probability of sexual abuse within the family.42
The abuse of such children in the hands of their parents
has been linked to either the parents being neglectful
or through recreation of environmental conditions in
which abuse was allowed to persist across generations.43 Such situation has led to the notion that abusing
parents were themselves abused and that abused and
neglected children would become tomorrow’s perpetraJournal homepage : http://www.jivresearch.org
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tors of family violence.44 A vast proportion of sexual
violence takes place within the victim’s immediate environment with majority of the perpetrators known to the
victims but yet are not reported. Most sexually abused
children do not tell anyone they were abused, even
when directly asked by parents or other authority figures. The stigma associated with being a victim of sexual
assault makes it difficult for victims or even their parents
to report suspected cases. Within a family, cases of CSA
may go unreported by a spouse to avoid marital separation, divorce, loss of friends, loss of job and loss of
income.45 The secrecy and collusion within the family
serves as a barrier for any family member to report the
abuse. In addition to this, there are strong norms against
informing on one’s family members.46
Study Limitations and Strengths
Despite the contribution our study makes to the
existing literature on neighbourhood effects, we are
aware of certain limitations. Primarily, the variables
available were restricted because the data from this
study was drawn from national surveys. Although we
were able to construct CSA variable and utilise some
socio-demographic factors, other predictors of CSA such
as family stability and marital conflict, parenting and
parent-child relationships and parental adjustment were
not available in the survey and so could not be included
in the analysis. Further, some of these variables might
have explained some associations between community
and CSA. In addition, almost all of the samples included
in the model were from Nigeria. It is possible that the
associations may be influenced by the large number of
adolescents from Nigeria. However, we found that not
only Nigeria’s country dummy was associated with the
likelihood of reporting CSA. As this is a cross sectional
study, it is difficult to assess the direction of causality
from its findings. Data was collected through self-report
and because of the sensitive nature of the questions
being asked, there is the likelihood that some
respondents might not have disclosed their past
experience(s). Therefore, it is unlikely that an exact
account of the exposure to the CSA will be available. It
is also feasible that the cases of CSA are underreported
because of the stigma associated with sexual violence.
Finally, our survey does not have data on household
income. We utilised asset-based wealth index which is a
proxy indicator of household economic status.
Despite these limitations, the strengths of the study
are important. To the best of our knowledge, this is one
of the first studies to examine the association between
community SES and CSA applying a multilevel approach.
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It is also a large, population based study from six
countries in sub-Saharan Africa with high response
rates. It is a nationally representative sample with
similar indicators used across regions and countries,
making it possible for numerical values to be compared
across the sites. More so, the data obtained from DHS
was widely perceived to be of high quality based on
sound sampling methodology and adherence to ethical
standards of data collection including violence data. 32
About 70 % of the community variations in the
reported CSA were accounted for by individual and
community contextual characteristics, signifying that the
models were effective in predicting the risk of CSA.
Similarly, we were able to limit and avoid cohort effect
and recall bias. We included only adolescents in the
model. By including only respondents aged 18 or
younger, we were able to improve timeliness of
information gathering, such that the interval between
the event (CSA) and the interview (the recall period) is
as short as possible, thus reducing non-differential
recall bias. Similarly, by including only permanent
residents at the time of the interview, we were able to
prevent cohort effect - that is, variations in the
characteristics of the community over time among
respondents who are defined by some common life
experience or shared temporal experience.

Conclusion
This study provides evidence that likelihood of
reporting CSA cuts across all individual SES as well as
all community socioeconomic strata. Adolescents in the
same community may be subjected to common
contextual influences. Further studies are needed to
explore possible effects of countries’ political, social,
economic, legal and cultural factors on CSA.
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Abstract
Background: Child sexual abuse (CSA) is a considerable public health problem. Less focus has been paid to the
role of community level factors associated with CSA. The aim of this study was to examine the association between
neighbourhood-level measures of social disorganization and CSA.
Methods: We applied multiple multilevel logistic regression analysis on Demographic and Health Survey data for
6,351 adolescents from six countries in sub-Saharan Africa between 2006 and 2008.
Results: The percentage of adolescents that had experienced CSA ranged from 1.04% to 5.84%. There was a
significant variation in the odds of reporting CSA across the communities, suggesting 18% of the variation in CSA
could be attributed to community level factors. Respondents currently employed were more likely to have reported
CSA than those who were unemployed (odds ratio [OR] = 2.05, 95% confidence interval [CI] 1.48 to 2.83).
Respondents from communities with a high family disruption rate were 57% more likely to have reported CSA
(OR=1.57, 95% CI 1.14 to 2.16).
Conclusion: We found that exposure to CSA was associated with high community level of family disruption, thus
suggesting that neighbourhoods may indeed have significant important effects on exposure to CSA. Further studies
are needed to explore pathways that connect the individual and neighbourhood levels, that is, means through
which deleterious neighbourhood effects are transmitted to individuals.
Keywords: Childhood sexual abuse, Sub-Saharan Africa, Socio-demographic factors, Demographic and health
survey, Neighborhood, Social disorganization

Background
Numerous studies from Africa and the rest of the world
had shown that child sexual abuse (CSA) is a considerable public health problem [1]. However, until recently
little attention has been paid to CSA in sub-Saharan
Africa (SSA). Most of the peer-reviewed research on the
sexual abuse of children in SSA is largely confined to the
Republic of South Africa [2] while other reported studies
in SSA are in the context of school. The current data on
Africa from the World Health Organization Global
School-based Student Health Survey estimated lifetime
prevalence of sexual abuse among primary students aged

between 13–15 years in the five countries surveyed in
SSA to range from 9% to 33% [3]. In a cross study comparison of prevalence of CSA in South Africa, between
3.2% and 7.1% of all respondents report experiencing
unwanted or forced sexual intercourse as a child [2]. In
Swaziland, the prevalence of sexual violence before 18
years of age was 33.2% among participants aged 13–24
years [1]. While the understanding of the burden of sexual abuse in children and its relationship with adverse
health behaviour has increased globally, such studies in
children are nonexistent in Africa. In addition, the
nature and causes of CSA is complicated due to many
factors, including sexual behaviours.

* Correspondence: illyahaya@yahoo.com
1
Department of Public Health Sciences, Mid Sweden University, Sundsvall,
Sweden
2
London School of Hygiene and Tropical Medicine, London, UK
Full list of author information is available at the end of the article
© 2013 Yahaya et al.; licensee BioMed Central Ltd. This is an Open Access article distributed under the terms of the Creative
Commons Attribution License (http://creativecommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and
reproduction in any medium, provided the original work is properly cited.

Yahaya et al. BMC International Health and Human Rights 2013, 13:33
http://www.biomedcentral.com/1472-698X/13/33

When dealing with sexual behaviours, it is widely believed that focusing on individual levels ignores the
broader social context within which sexual behaviour occurs. Previous studies that have investigated factors affecting CSA in SSA were based solely on the assessment
of the impact of individual level variables [4-10]. However, other violence research has indicated the importance of community level factors as well as measures of
social disorganization and experience of sexual violence
[11]. It is important to examine whether this relationship
is applicable to CSA. Thus, this study draws upon social
disorganization theory [12] to examine and better understand community characteristics that may predict CSA.
Although originally concerned with community conditions like delinquency and crime, social disorganization
theory offers potentially important insights concerning
how the characteristics of communities might be related
to sexual violence. This study relies on a framework
centred on the social disorganization theory (or model)
to investigate the impact of neighborhood level factors
on childhood sexual abuse. The framework conceptualises CSA as a multifaceted phenomenon based on interplay of individual, family, community and societal
factors. In addition, the model takes into account measures of social disorganization and their role in influencing CSA.
Social disorganization identifies neighbourhood poverty, residential instability, family disruption, population
density and proximity to urban areas as key structural
factors that diminish community-level self-regulatory
capacity [12]. The social disorganization thesis argues
that communities with strong informal social networks
are able to monitor and regulate sexual violent behavior
[13]. Consequently, structural factors that increase the
complexity of community social organization and undermine informal social networks enhance the range of
sexual violent behaviours pursued by residents [14,15].
Poverty reduces the resources necessary to sustain basic
institutions like the family and organizations in
neighbourhoods [16]. Social disorganization theory hypothesizes that the disruptive effects of immigration,
industrialisation and urbanisation lead to changes in
the social structure of neighbourhoods via ethnic diversity, residential instability and neighbourhood poverty.
The resulting structural changes diminish the social cohesion of neighbourhoods and reduce the power of the
social norm and the informal social control required to
regulate deviant behaviour. This can result in CSA. The
theory proposed that high ethnic diversity gives rise to
social isolation [17]. This in turn leads to structural
barriers and cultural adaptations that undermine social
organization. Shaw and McKay [12] also traced social
disorganization to conditions endemic to the urban
areas that were the only places the newly arriving poor
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could afford to live, resulting in a high rate of turnover
in the population (residential instability). These high
levels of residential turnover can disrupt existing social
networks. Urbanisation has been found to be negatively
associated with the coherency of the normative environment [18]. Increasing urbanisation may give rise to
an environment facilitating higher levels of sexual violent activity by creating greater anonymity with minimal risk of being “found out” [18]. Non-traditional
family structures, such as female-headed (matriarchal)
households for example, have been linked to social
disorganization. Social disorganization has received
support from research conducted on extramarital sexual activity of Zambian men [13]. Research on extramarital sex is supported by Bishai and colleageus [14]
who found Ugandan men in ethnically heterogeneous
communities to be more likely to report such activities.
To the best of our knowledge, there has been no
multilevel study performed to date that examined the
association between community-level measures of social disorganization and experience of CSA in the context of SSA.
Thus, the aim of this study is to answer the following
research questions:
1. Do neighbourhoods and countries differ in terms of
the risks of CSA?
2. Are neighbourhood-level measures of social
disorganization associated with self-reported CSA
after adjustment for individual-level variables?

Methods
The study used data from the Demographic and Health
Surveys (DHS) conducted in six countries in sub-Saharan
Africa (Ghana, Liberia, Nigeria, Uganda, Zambia and
Zimbabwe) between 2006 and 2008. The six countries
were chosen because they met the selection criteria of recent surveys during the past 10 years and the availability
of data sets on sexual violence. DHS surveys were
designed to collect good quality, nationally representative
data on demographic and health indicators of women and
members of their households. They are usually well
conducted with a high response rate (average of 96%).
Methods and data collection procedures have been
published elsewhere [19]. Briefly, the survey utilised a
two-stage cluster sampling design. The first stage involved taking up enumeration areas from census files
while in the second stage, a sample of households is
drawn from a current an updated list of households within
each enumeration area. Every survey is stratified by urban
and rural status and additionally by country-specific geographic or administrative regions. A standardised questionnaire was administered by interviewers to all female
participants aged between 15 and 49 years in the selected
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households. To ensure standardisation and comparability
across sites and time, DHS surveys employ intense interviewer training, standardised measurement tools and
techniques, an identical core questionnaire and instrument pretesting [20]. The number of women included
in the six DHS surveys ranged from 4,916 in Ghana to
33,885 in Nigeria. The DHS survey was implemented
by respective national implementing agencies with
technical assistance from ICF Macro International Inc
(Calverton, MD).
Outcome variable

To be included in the analysis, the respondents were required to meet the following two criteria: The respondents must be 18 years or younger and must be
principle resident at the place where the survey interview was conducted. Furthermore, for this study, CSA
was defined as sexual violence on or before the age of 18
years. To assess if participants were sexually abused in
childhood, all eligible women were asked the following
questions: “At any time in your life, as a child or as an
adult, has anyone forced you in any way to have sexual
intercourse or perform any other sexual acts?” The two
possible outcomes for the questions were “yes” or “no”.
Respondents who said yes were then asked questions
about the age at which this first happened and the person who committed the act. Respondents who gave an
affirmative reply and if the violence occurred when they
were under the age of 18 years, were considered as cases
of CSA and coded as “1” while those who gave a negative response or if the abuse occurred after the age of 18
years, formed the other group of the dichotomy and
were coded “0”. All the women who did not respond to
the question were excluded.
Independent variables
Individual level factors

The following individual-level factors were included:
education (no education, primary, secondary or higher);
marital status (never married, currently married and
formerly married) and occupation (working or not working). DHS did not collect direct information on household income and expenditure. We used DHS wealth
index as a proxy indicator for socioeconomic position.
The methods used in calculating DHS wealth index have
been described elsewhere [21-23]. Briefly, an index of
economic status for each household was constructed
using principal components analysis based on the following household variables: number of rooms per house,
ownership of car, motorcycle, bicycle, fridge, television
and telephone as well as any kind of heating device.
From these criteria the DHS wealth index quintiles
(poorest, poor, middle, rich, and richest) were calculated
and used in the subsequent modelling.
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Community-level factors

1. Neighbourhood poverty: percentage of households
below 20% of wealth index [24].
2. Female-headed households (family disruption),
expressed as percentages of households headed by a
female in an area.
3. Residential mobility/instability was defined as the
proportion of households occupied by persons who
had moved from another dwelling during the
previous 5 years [25,26].
4. Place of residence was defined as either urban or
rural, as administratively defined by each country.
5. Population density (average household size) was
operationalised as the median household size in a
community.
6. Ethnic diversity - an index of ethnic diversity was
created using a formula (equation 1) that captures
both the number of different groups in an area and
the relative representation of each group (23):

Ethnic diversity index ¼ 1−

n  2
X
xi
i¼1

y

ð1Þ

where:
xi = population of ethnic group i of the area,
y = total population of the area,
n = number of ethnic groups in the area
Scores can range from 0 to approximately 1. For clarity of interpretation, each diversity index is multiplied by
100; the larger the index, the greater diversity there is in
the area. If an area’s entire population belongs to one
ethnic group, then an area has zero diversity. An area’s
diversity index increases to 100 when the population is
evenly divided into ethnic groups.
Country of residence was also included as a categorical
variable. The country was included as a partial control
variable to control for effects of unknown factors due to
potential differences across the six countries.
Ethics

This study was based on an analysis of existing survey
data with all identifier information removed. The survey
was approved by the Ethics Committee of the ICF
Macro at Calverton in the USA and by the National Ethics Committees in their respective countries. All study
participants gave informed consent before participation
and all information was collected confidentially.
Statistical analyses
Descriptive analyses

In the descriptive statistics the distribution of respondents by key variables were expressed as percentages.

Yahaya et al. BMC International Health and Human Rights 2013, 13:33
http://www.biomedcentral.com/1472-698X/13/33

We used unadjusted logistic regression analyses to investigate the bivariate association between each variable
and CSA.
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Fixed effects (measures of association)

The results of fixed effects (measures of association)
were shown as odds ratios (ORs) with their 95% confidence intervals (CIs).

Modelling approaches

We specified a 2-level multilevel model for binary outcome y, reporting childhood sexual abuse or not, for adolescents i (at level 1) living in a community j (at level 2)
of form:


π ij : yij e Bernoulli 1; π ij
The probability of reporting CSA was related to a set
of categorical predictor X and a random effect for each
level by a logit-link function as:








logit π ij ¼ log π ij = 1−π ij



¼ β0 þ β1 X ij þ β2 X j þ μ0j

The linear predictor on the right-hand side of the
equation consisted of a fixed part (β0 + β1Xij + β2Xj) estimating the conditional coefficients for the exposure
variables and one random intercepts attributable to
neighbourhoods (μ0j) assumed to have an independent
and identical distribution and variance estimated at each
level. We constructed two models. The first model, an
empty or unconditional model without any exposure
variables, was specified to decompose the amount of
variance that existed between community levels. The
second (full) model controlled for all the variables
simultaneously.

Random effects (measures of variation)

The similarity between adolescents in the same community was measured using intra-community correlation
(ICC). The ICC represents the percentage of the total
variance in the probability of reporting CSA that is related to the area level, i.e. measure of clustering of odds of
reporting CSA in the areas. The ICC was calculated by the
linear threshold (latent variable method) according to the
formula used by Snijders and Boskers Bosker [27]:
ICC ¼

σ 2μ0
σ 2μ0

þ ðπ 2 =3Þ

where σ 2μ0 is neighbourhood (area) variance. A high ICC
in the empty model indicates high clustering CSA, in the
area and thus suggesting a strong area effect on CSA. A
low ICC, on the other hand, expresses the existence of a
weak area influence on CSA.
Model fit and specifications

Regression diagnostics were used to judge the goodnessof-fit of the model. They included the tolerance test for
multicollinearity, its reciprocal variance inflation factors
(VIF) [28,29], presence of outliers and estimates of adjusted R square of the regression model. The largest VIF

Figure 1 Description of demographic and health surveys data 2006–2008 in Sub-Saharan Africa by country, survey year, sample size,
eligible sample and reported childhood sexual abuse (CSA).
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greater than 10 or the mean VIF greater than 6, represent severe multicollinearity [30]. Regression estimates
were calculated by means of the reweighted iterative
generalised least square algorithm using MLwiN 2.20
[31]. In the multilevel logistic regression models, second
order penalized quazi-likelihood estimation was used
[32]. The statistical significance of covariates was calculated using the Wald test [31]. All significance tests were
two-tailed and statistical significance was defined at the
5% alpha level.

Results
Sample characteristics

The countries, survey year and eligible samples are
shown in Figure 1. The surveys were conducted between
2006 and 2008. The number of adolescents (18 years or
younger) included in the study who were permanent
residence of the place at the time of the survey ranged
from 477 in Ghana and 2,956 in Nigeria. The number of
communities sampled ranged from as few as 300 in
Liberia to as many as 888 in Nigeria. The percentage of
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adolescents that had experienced CSA ranged from
1.04% in Liberia to 5.84% in Zambia. Table 1 shows the
characteristics of the covariates and association with
CSA. Almost half (47%) of the respondents included in
the final pooled sample were from Nigeria. Most of the
adolescents were not married (88%); had secondary or
higher education (56%), and not working (68%). There
was significant association between CSA, marital status,
occupation and education, but not with wealth status.
The test of overall differences in prevalence of reported
CSA among the six countries showed that the differential in reported CSA across the countries was statistically
significant (chi-squared test [degree of freedom 5] =45.2,
p=0.0001).

Measures of variability (random intercept models)

The result of the random-intercept model is shown in
Table 2. The empty model (null model) shows that there
was a significant variation in the odds of reporting CSA
across the communities (area variance [ σ 2μ0 ] =0.74,

Table 1 Summary statistics and unadjusted odds ratios of the association between CSA and socioeconomic factors
Sample

Bivariate association

Number of adolescent (percentage)*

OR (95% CI)

p-value

Liberia

575 (9.1)

0.43 (0.19, 0.99)

0.047

Uganda

723 (11.4)

0.57 (0.29, 1.11)

0.099

Nigeria

2956 (46.5)

1 (reference)

Ghana

477 (7.5)

1.96 (1.21, 3.20)

0.007

Zimbabwe

1089 (17.2)

2.52 (1.63, 3.88)

0.001

Zambia

531 (8.4)

2.12 (1.48, 3.04)

0.001

Never married

5566 (87.7)

1 (reference)

Currently married

729 (11.8)

1.49 (1.00, 2.21)

0.051

Formerly married

55 (0.9)

5.90 (2.74, 12.70)

0.001

Measures of association
Country

Marital status

Education
No education

763 (12.0)

1 (reference)

Primary

2053 (32.3)

3.28 (1.57, 6.86)

0.002

Secondary or higher

3533 (55.7)

3.23 (1.57, 6.64)

0.001

Occupation
Not working

4068 (68.2)

1 (reference)

Working

1900 (31.8)

1.59 (1.19, 2.13)

Poorest

1257 (19.8)

1 (reference)

Poorer

1313 (20.7)

0.78 (0.52, 1.18)

Middle

1410 (22.2)

0.67 (0.44, 1.03)

0.067

Richer

1315 (20.7)

0.72 (0.47, 1.10)

0.134

Richest

1056 (16.6)

0.52 (0.32, 0.87)

0.012

0.002

Wealth status

*

Percentages may not add up to 100% because of missing values.

0.245
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Table 2 Fixed- and random-intercept parts of multilevel
logistic regression of childhood sexual abuse
Empty modela Full modelb
Measures of association
Individual-level

OR (95% CI)

p-value

Liberia

0.45 (0.16, 1.33)

0.149

Uganda

0.44 (0.21, 0.90)

0.025

Nigeria

1 (reference)

Ghana

1.62 (0.96, 2.74)

0.068

Zimbabwe

1.71 (1.14, 2.57)

0.009

Zambia

2.48 (1.53, 4.02)

0.001

Country

Marital Status
Never married

1 (reference)

Currently married

2.03 (1.29, 3.19)

Formerly married

5.97 (2.55, 13.94) 0.001

0.002

Education
No education

0.16 (0.07, 0.39)

0.001

Primary

0.84 (0.58, 1.21)

0.349

Secondary or higher

1 (reference)

Occupation
Not working

1 (reference)

Working

2.05 (1.48, 2.83)

0.001

Wealth status
Poorest

1.50 (0.70, 3.23)

0.297

Poorer

1.00 (0.51, 1.96)

0.998

Middle

0.82 (0.44, 1.55)

0.548

Richer

1.07 (0.61, 1.89)

0.807

Richest

1 (reference)

Community-level
Average household size

0.94 (0.88, 1.01)

0.091

Ethnic diversity

0.90 (0.57, 1.40)

0.629

Poverty rate

0.96 (0.61, 1.51)

0.861

Family disruption

1.57 (1.14, 2.16)

0.006

Urban (versus rural)

0.82 (0.51, 1.32)

0.413

Residential instability

1 (reference)

Measures of variation
Community-level
Variance (SE)

0.74 (0.31)

0.33 (0.27)

ICC (%)

18.3

9.1

Explained variation (%)

Reference

54.1

Empty model – no explanatory variables.
b
Full model 2 – Adjusted for control-, individual- and community-level factors.
Abbreviations: OR odds ratio, CI confidence intervals, SE standard error,
ICC intra-community correlation.
a

p=0.017). The intra-community correlation coefficient as
implied by the intercept component variance, specified
that 18% of the variation in CSA could be attributed to
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the community level factors. After adjusting for all the
variables in the full model (Model 2), more than half
(54%) of the variance in the odds of reporting CSA
across communities was explained by all the variables
included. The variations across communities became not
statistically significant after controlling for other variables in the full model.
Measures of associations (fixed effects)

The results of fitting the model including individualand community-level variables, are also displayed in
Table 2. The odds of reporting CSA decreased with
illiteracy. Respondents with no education were 84% less
likely to have reported CSA than those with a formal
education (OR = 0.16, 95% CI 0.07 to 0.39). Respondents
currently employed were more likely to have reported
CSA than those unemployed (OR=2.05, 95% CI 1.48 to
2.83). Compared with adolescents from Nigeria, adolescents from Uganda (OR = 0.44, 95% CI 0.21 to 0.90)
were significantly less likely to have reported CSA and
adolescents from Zimbabwe (OR = 1.71, 95% CI 1.14 to
2.57) and Zambia (OR = 2.48, 95% CI 1.53 to 4.02) were
significantly more likely to have reported CSA. There
was no evidence of differential in the odds of reporting
CSA among respondents from Nigeria, Liberia and
Ghana in the adjusted model. However, the test of overall differences in prevalence of reported CSA among the
six countries showed that the differential in reported
CSA across the countries is statistically significant (chisquared test [degree of freedom 5] =31.54, p=0.0001).
Only one community-level factor was statistically significantly associated with CSA. Respondents from communities with a high family disruption rate were 57%
more likely to have reported CSA (OR=1.57, 95% CI
1.14 to 2.16).

Discussion
To the best our knowledge, this is the first study that examined the association between both individual-level and
community-level social disorganization and CSA in subSaharan Africa. Our results suggest that the level of family
disruption in the community is associated with exposure
to CSA. The associations between CSA and other measures of social disorganization were not statistically significant after adjusting for individual level factors.
Our findings are consistent with previous research carried out elsewhere, outside Africa, which had examined
the association between CSA and family disruption
[33-36]. There is a growing body of literature that suggests that children who experience multiple transitions
in family structure may experience worse development
and health outcomes compared to children raised in
stable two-parent families and perhaps even worse than
children raised in stable, single-parent families [34].
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Results of this study suggests that family instability, especially family disruption (as a measure of community
social disorganization) affects children as much as (or
even more than) changes in family structure [34]. Unlike
most previous studies that examined factors associated
with CSA, we found evidence of significant geographical
clustering in exposure to CSA. Respondents from the
same area may be more similar to each other in relation
to their exposure to CSA than to people from other
areas [37]. Respondents living in the same neighbourhood tend to have similar exposure to CSA, which may
be in part because people in the same neighbourhood
are prone to common contextual influences.
This study has some caveats: Firstly, the crosssectional nature of the data limits our ability to draw
causal inferences. Secondly, the communities used in the
analyses were administrative boundaries, which may not
adequately capture the social context important for
individual exposure to CSA. However, due to high
community-level variance observed, the communities
used seem to be appropriate to capture social context.
DHS collects sexual violence data from females only. It
would have been better if data for male victims were also
available to enable comparisons between the two groups.
Finally, we used self-reported measures, though the reliability and validity of this instrument is yet to be
established. Despite these limitations, the strengths of
the study are significant. It is a large, population-based
study with national coverage from six countries with
high response rates. The DHS have some important advantages when compared with other surveys. They are
often nationally representative, allowing for conclusions
that cover the entire nation. In addition, the same variable is operationalised in the same way and thereby
making it possible for numerical values to be comparable across countries.

Conclusion
This study found that exposure to CSA is associated with
high community level of family disruption, suggesting that
neighbourhoods may indeed have important effects on exposure to CSA. Further studies are needed to investigate
the pathways through which neighbourhood factors interact with individual factors to influence CSA. A better
understanding of the mechanisms involved might be important for designing public health interventions aimed at
reducing CSA in Sub-Saharan Africa.
Abbreviations
CSA: Childhood sexual abuse; CI: Confidence intervals; DHS: Demographic
and health surveys; ICC: Intra-community correlation; OR: Odds ratio;
SSA: Sub-Saharan Africa; VIF: Variance inflation factor.
Competing interests
The authors declare that they have no competing interests.

Page 7 of 8

Authors’ contributions
IY and GM were involved in the conception of the study. IY and OU set up
the statistical analysis under the supervision of GM and JS. IY was involved in
the drafting of the manuscripts with contributions from all the authors. All
authors revised for content and style, and all have read and approved the
final manuscript.

Acknowledgements
The data used in this study were obtained from MEASURE DHS Archive and
they were originally collected by the ICF Macro, Calverton USA. We will like
to thank ICF Macro for allowing us to make use of the data.
Author details
1
Department of Public Health Sciences, Mid Sweden University, Sundsvall,
Sweden. 2London School of Hygiene and Tropical Medicine, London, UK.
3
Birmingham Heart of England NHS Foundation Trust, Birmingham, UK.
4
Warwick-Centre for Applied Health Research and Delivery (WCAHRD),
Division of Health Sciences, Warwick Medical School, The University of
Warwick, Coventry CV4 7AL, United Kingdom. 5Liverpool School of Tropical
Medicine, International Health Group, Liverpool, Merseyside, UK. 6Division of
Social Medicine, Department of Public Health Foundation Sciences,
Karolinska Institute, Stockholm, Sweden. 7Department of Occupational and
Public Health Sciences, University of Gavle, Gavle, Sweden.
Received: 27 September 2012 Accepted: 26 July 2013
Published: 7 August 2013

References
1. Reza A, Breiding MJ, Gulaid J, Mercy JA, Blanton C, Mthethwa Z, et al:
Sexual violence and its health consequences for female children in
Swaziland: a cluster survey study. Lancet 2009, 373:1966–1972.
2. Lalor K: Child sexual abuse in sub-Saharan Africa: a literature review.
Child Abuse Negl 2004, 28:439–460.
3. Brown DW, Riley L, Butchart A, Meddings DR, Kann L, Harvey AP: Exposure
to physical and sexual violence and adverse health behaviours in African
children: results from the Global School-based Student Health Survey.
Bull World Health Organ 2009, 87:447–455.
4. Vogeltanz ND, Wilsnack SC, Harris TR, Wilsnack RW, Wonderlich SA,
Kristjanson AF: Prevalence and risk factors for childhood sexual abuse in
women: national survey findings. Child Abuse Negl 1999, 23:579–592.
5. Kenny MC, McEachern AG: Racial, ethnic, and cultural factors of childhood
sexual abuse: a selected review of the literature. Clin Psychol Rev 2000,
20:905–922.
6. Ko Ling C, Yan E, Brownridge DA, Tiwari A, Fong DY: Childhood sexual
abuse associated with dating partner violence and suicidal ideation in a
representative household sample in Hong Kong. J Interpers Violence 2011,
26:1763–1784.
7. Martin A, Najman JM, Williams GM, Bor W, Gorton E, Alati R: Longitudinal
analysis of maternal risk factors for childhood sexual abuse: early
attitudes and behaviours, socioeconomic status, and mental health.
Aust N Z J Psychiatry 2011, 45:629–637.
8. Mennen FE: Evaluation of risk factors in childhood sexual abuse. J Am
Acad Child Adolesc Psychiatry 1993, 32:934–939.
9. O’Leary PJ, Barber J: Gender differences in silencing following childhood
sexual abuse. J Child Sex Abus 2008, 17:133–143.
10. Pineda-Lucatero AG, Trujillo-Hernandez B, Millan-Guerrero RO, Vasquez C:
Prevalence of childhood sexual abuse among Mexican adolescents.
Child Care Health Dev 2009, 35:184–189.
11. Pinchevsky GM, Wright EM: The Impact of Neighborhoods on Intimate
Partner Violence and Victimization. Trauma Violence Abuse 2012, 13:112–132.
12. Shaw CR, McKay HD: Juvenile Delinquency in Urban Areas. Chicago:
University of Chicago Press; 1942.
13. Benefo KD: Determinants of Zambian men’s extra-marital sex: a multilevel analysis. Arch Sex Behav 2008, 37:517–529.
14. Bishai D, Patil P, Pariyo G, Hill K: The Babel effect: community linguistic
diversity and extramarital sex in Uganda. AIDS Behav 2006, 10:369–376.
15. Browning CR, Olinger-Wilbon M: Neighborhood structure, social
organization and the number of short-term sexual partnerships.
J Marriage Fam 2003, 65:730–745.

Yahaya et al. BMC International Health and Human Rights 2013, 13:33
http://www.biomedcentral.com/1472-698X/13/33

Page 8 of 8

16. Browning CR: The span of collective efficacy: extending social
disorganisation theory to partner violence. J Marriage Fam 2002,
64:833–850.
17. Putnam RD: E Pluribus Unum: Diversity and community in the twentyfirst century: the 2006 Johan Skytte Prize lecture. Scand Polit Stud 2007,
30:137–174.
18. Billy JOG, Moore DE: A Multilevel Analysis of Marital and Nonmarital
Fertility in the U.S. Soc Forces 1992, 70:977–1011.
19. MEASURE DHS: DHS Survey Organization manual. 2012. http://www.measuredhs.
com/pubs/pdf/DHSM10/DHS6_Survey_Org_Manual_7Dec2012_DHSM10.pdf.
20. Macro O, Calverto M: Demographic and Health Survey Interviewer’s Manual. U.
S.A: ORC Macro; 2006.
21. Deon F, Pritchett LH: Estimating Wealth Effects without Expenditure Dataor Tears: An Application to Educational Enrollments in States of India.
Demography 2001, 38:115–132.
22. Montgomery MR, Gragnolati M, Burke KA, Paredes E: Measuring Living
Standards with Proxy Variables. Demography 2000, 37:155–174.
23. Vyas S, Kumaranayake L: Constructing socio-economic status indices: how
to use principal components analysis. Health Pol Plann 2006, 21:459–468.
24. Rustein SO, Kiersten J: The DHS wealth index. Calverton, Maryland: ORC
Macro, DHS comparative reports No. 6; 2004.
25. Sampson RJ: Neighborhood and Crime: The Structural Determinants of
Personal Victimization. J Res Crime Delinquen 1985, 22:7–40.
26. WARNER BD, PIERCE GL: Reexamining social disorganization theory using
calls to the police as a measure of crime. Criminology 1993, 31:493–517.
27. Snijders T, Bosker R: Multilevel analysis- an introduction to basic and advanced
multilevel modelling. 2nd edition. London: SAGE publications; 1999.
28. Tu YK, Clerehugh V, Gilthorpe MS: Collinearity in linear regression is a
serious problem in oral health research. Eur J Oral Sci 2004, 112:389–397.
29. Tu YK, Kellett M, Clerehugh V, Gilthorpe MS: Problems of Correlations
between Explanatory Variables in Multiple Regression Analyses in the
Dental Literature. Br Dent J 2005, 199(7):457–461.
30. Hocking RR: Methods and Applications of Linear Models. New York: Wiley; 1996.
31. Rasbash J, Steele F, Browne W, Prosser B: A user’s guide to MLwin.
[Version 2.10]. London: Center of Multilevel Modelling, Institute of Education,
University of London; 2008.
32. Goldstein H: Multilevel statistical models. 3rd edition. London: Hodder
Arnold; 2003.
33. Fergusson DM, Horwood LJ, Lynskey MT: Childhood sexual abuse,
adolescent sexual behaviors and sexual revictimization. Child Abuse Negl
1997, 21:789–803.
34. Fomby P, Cherlin AJ: Family Instability and Child Well-Being. Am Sociol Rev
2007, 72:181–204.
35. Li N, Ahmed S, Zabin LS: Association between childhood sexual abuse
and adverse psychological outcomes among youth in Taipei. J Adolesc
Health 2012, 50:S45–S51.
36. Turner HA, Finkelhor D, Ormrod R, Hamby S, Leeb RT, Mercy JA, et al:
Family context, victimization, and child trauma symptoms: variations in
safe, stable, and nurturing relationships during early and middle
childhood. Am J Orthopsychiatry 2012, 82:209–219.
37. Merlo J, Chaix B, Yang M, Lynch J, Rastam L: A brief conceptual tutorial of
multilevel analysis in social epidemiology: linking the statistical concept
of clustering to the idea of contextual phenomenon. J Epidemiol
Community Health 2005, 59:443–449.
doi:10.1186/1472-698X-13-33
Cite this article as: Yahaya et al.: Social disorganization and history of
child sexual abuse against girls in sub-Saharan Africa: a multilevel
analysis. BMC International Health and Human Rights 2013 13:33.

Submit your next manuscript to BioMed Central
and take full advantage of:
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at
www.biomedcentral.com/submit

Paper IV

Childhood sexual abuse among girls and determinants of
sexual risk behaviours in adult life in sub-Saharan Africa
Ismail Yahaya,1,2,& Antonio Ponce De Leon,3 Olalekan A. Uthman,4,5 Joaquim Soares,1,3
Gloria Macassa1,3,6
1

Department of Public Health Sciences, Mid Sweden University, Sweden.

2

Centre for Evidence-Based Global Health, Nigeria.

3

Division of Social Medicine, Department of Public Health Sciences, Karolinska Institutet,

Sweden.
4

Centre for Applied Health Research and Delivery (WCAHRD), Division of Health Sciences,

Warwick Medical School, The University of Warwick, CV4 7AL, United Kingdom.
5

Liverpool School of Tropical Medicine, International Health Group, Liverpool, Merseyside,

UK
6

Department of Occupational and Public Health Sciences, University of Gavle, Sweden.

&

Corresponding author: Ismail Yahaya, Department of Public Health Sciences, Mid Sweden

University, Sweden. illyahaya@yahoo.com, +447960724714,

Acknowledgements: Conflict of interest statement. The authors declare that they have no
conflict of interest.

1

Abstract
Purpose – To assess the relationship between child sexual abuse and sexual risk
behaviours as well as its potential mediators.
Design – This dataset was obtained from 12,800 women between 15 and 49 years of age
during the 2008 Nigerian Demographic and Health Survey. Structural equation modelling
(SEM) was applied to assess the association between childhood sexual abuse (CSA) and
sexual risk behaviours.
Findings – We found that CSA was directly associated with sexual risk behaviours. In
addition, the association between CSA and sexual risk behaviour was also mediated by
alcohol and cigarette use.
Research implication – The results show that being abused in childhood is important for the
subsequent development of sexual risk behaviours in adulthood and the association is
mediated by alcohol and cigarette use.
Research limitations – Only few variables were available to be used as potential mediational
factors.
Social implications – These findings suggest that to reduce sexual risks, interventions to
address sexual abuse needs to include other social problems (smoking, alcohol) that victims
result to in order to cope with the trauma of the abuse.
Originality/value – the current study is the only one so far in Sub-Saharan Africa to have
explored the relation between CSA and sexual risk behaviours using SEM.

Key words: alcohol, childhood sexual abuse, sexual risk behaviours, smoking, structural
equation modelling, sub-Saharan Africa,
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BACKGROUND

Childhood sexual abuse (CSA) of girls is a public health problem and an issue of great
concern in sub-Saharan Africa (SSA). The World Health Organisation (WHO) Global Schoolbased Student Survey conducted in SSA estimates the prevalence of CSA to be between
9% to 33% (Brown et al. 2009). CSA is predominantly more common among the female sex
than their male counterparts and the perpetrators of this crime are usually men of an older
age group (Lalor 2004). There has been well documented negative sequelae of CSA, which
ranges from drug abuse, physical abuse, mental health problems, difficulties with sexual
relationships and engaging in sexual risk behaviours (Browne & Finkelhor 1986; Dinwiddie et
al. 2000; Fergusson et al. 1996; Fergusson et al. 1997; Peltzer et al. 2013; Senn et al.
2008). A growing number of studies indicate that those who were sexually abused in
childhood often engage in behaviours (earlier age of first consensual sex, engaged in
commercial sex work, higher numbers of sexual partners, unprotected sex) that carry risk for
HIV and other sexually transmitted diseases (STDs) (Arriola et al. 2005; Browne & Finkelhor
1986; Thompson et al. 1997; Wyatt 1988; Zierler et al. 1991). Sexual risk behaviours lead to
more problems in life, ranging from STDs including human immunodeficiency virus (HIV),
infertility, and breakdown of marital homes. Knowledge of the magnitude of such problems is
indeed essential for its prevention. The spread/prevention of STDs depends on an
individual’s assessment of the risk of infection and the subsequent judgement of whether
that risk should influence sexual behaviour. To reduce the risks of STDs including HIV and
its burden, it is essential that effective preventive strategies are adopted. Such measures are
practical when there is an understanding of conditions such as CSA, which can either
directly or indirectly influence conditions or behaviours that will increase high sexual risk
behaviours.
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Evidence suggests that adult sexual behaviour is influenced and predicted by the
experiences during childhood and adolescent sexual development (Purcell et al. 2008).
While CSA may be considered as one of many childhood and adolescent experiences that
influence adult sexual behaviour, it can nonetheless precipitate rapid sexual development
(Purcell et al. 2008). Miller and colleagues (Miller 1999) attributed the relationship between
CSA and sexual risk behaviours to three things: the initiation of and/or increasing reliance on
drug use as a method of coping with sexual abuse experience, problems with sexual
adjustment that may be related to sexual risk taking, and psychopathology, which may
increase the likelihood of the individual participating in sexual risk behaviours.
Of all the studies that had looked at the relationship between CSA and sexual risk
behaviours, few have looked at the risky behaviours among girls from SSA (Peltzer et al.
2013; Richter et al. 2013). In addition, none of the studies in SSA have looked at the effect of
mediators. Therefore, this study aims to assess the relationship between child sexual abuse
and sexual risk behaviour as well as potential mediators.
Our hypotheses are as follows: (a) Women with a history of CSA will report cigarette and
alcohol use; (b) Women with a history of CSA will report engaging in sexual risk behaviours,
including lack of condom use with non-spousal partners, engage in extra-marital sex and
have higher rates of sexually transmitted diseases and that (c) The association between
history of CSA and sexual risk behaviours will be mediated by alcohol and cigarettes.
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METHODS
Setting
Nigeria is located in West Africa and is bordered in the north by Niger, in the south by the
Atlantic Ocean, in the west by the Republic of Benin and in the east by Cameroon. Nigeria
has a total area of 923,768 square kilometres (km). It has a population of 168,833,776
according to the latest World Bank data, making it the most populous country in Africa (The
World Bank Group 2013). The population is distributed as 48.3% urban and 51.7% rural and
a population density of 180 people per km². Nigeria has over 500 ethnic groups with the
three main ethnic groups being Hausa/Fulani, Yoruba and Igbo.
The estimated prevalence of HIV among adults between the ages of 15 and 49 years in
Nigeria was 3.1% in 2012 (UNAIDS 2013), and it varies greatly by geo-political zone. Of the
25 million people with HIV in SSA, Nigeria accounts for 3.4 million (UNAIDS 2013). This
makes Nigeria the second highest burden of HIV and AIDS in the world after South Africa.
Females account for 1.3% of young people aged 15 to 24 living with HIV while 0.7% are
male. Sexual intercourse remains the most common mode of HIV transmission.
Study design
The study is a cross-sectional design and uses data from the 2008 Nigerian Demographic
and Health Survey (DHS). DHS surveys are usually well conducted with a high response
rate. They are designed to collect good quality, nationally representative data on
demographic and health indicators of women and members of their households in countries
lacking good register data. Methods and data collection procedures have been published
elsewhere (MEASURE DHS 2012). This survey used a two-stage cluster sampling design.
Administratively, Nigeria is divided into 36 states and the federal capital Abuja, with each
state subdivided into local government areas (LGAs). Each of the LGAs is further divided
into localities. In addition, each of the localities was further divided into convenient areas
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called census enumeration areas (EAs) during the Nigerian population census in 2006. The
primary sampling unit (PSU), a cluster, for the 2008 NDHS is defined on the basis of the EAs
from the 2006 EA’s census frame. The sample was selected using a stratified two-stage
cluster design consisting of 888 clusters, 286 in the urban and 602 in the rural areas.

The first stage involved selecting 888 clusters, otherwise known as primary sampling units.
The second stage involved sampling of households from an updated list of households
within each enumeration area. Within each state, the number of households was distributed
proportionately among its urban and rural areas. A female participant (aged between 15-49
years) is randomly selected for the violence module. A standardised questionnaire was
administered by interviewers to all female participants aged between 15 and 49 years in the
selected households.

Data collection
Data collection procedures have been published elsewhere (National Population
Commission & ICF Macro 2009). Briefly, data were collected by visiting households and
conducting face-to-face interviews to obtain information on demographic characteristics,
wealth, anthropometry, female genital cutting, HIV knowledge, sexual behaviour, and
domestic violence.

Ethical consideration
This study is based on an analysis of existing survey data with all identifier information
removed. The survey was approved by the Ethics Committee of the ICF Macro at Calverton
in the USA and by the National Ethics Committee in the Ministry of Health in Nigeria. All
study participants gave informed consent before participation and all information was
collected confidentially (National Population Commission & ICF Macro 2009).
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Variables
This sample was obtained from eligible women aged between 15 and 49 years who were
administered the domestic violence module and completed the questions related to CSA.
This subgroup was used for analysis in which CSA was the independent variable, sexual risk
behaviours, comprising of lack of condom use, extramarital sex and STDs in the last 12
months, was the outcome variable, while cigarette and alcohol use were the mediators. Two
latent variables (CSA, sexual risk behaviours) were included in this study. Latent variables
are variables that are not directly measured but are rather inferred from directly measured
variables.
Childhood sexual abuse
CSA is a latent construct and was defined as sexual violence on or before the age of 18
years. To assess if participants were sexually abused in childhood, all eligible women were
asked the following questions: “At any time in your life, as a child or as an adult, has anyone
forced you in any way to have sexual intercourse or perform any other sexual acts?” The two
possible outcomes for the questions were “yes” or “no”. Respondents who said yes were
then asked questions about the age at which this first happened and the person who
committed the act. Respondents who gave an affirmative reply and if the violence occurred
when they were under the age of 18 years, were considered as cases of CSA and coded as
“1” while those who gave a negative response or if the abuse occurred after the age of 18
years, formed the other group of the dichotomy and were coded “0”. All women who did not
respond to the question were excluded.

Cigarette use
The respondents answered questions about their tobacco use habits by identifying if they
currently consumed cigarettes (yes/no).
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Alcohol use
Alcohol use was defined as the act of drinking alcohol before the last sexual intercourse. The
amount of alcohol consumed by the participant was not quantified. But rather, four
categories were identified, namely (a) neither the respondent nor the partner consumed
alcohol before the last sex, (b) the respondent consumed alcohol but the sexual partner did
not, (c) the sexual partner consumed alcohol but the respondent did not, and (d) both the
respondent and the sexual partner consumed alcohol.

Sexual risk behaviours
Sexual risk behaviour is a latent variable and was constructed from three variables: lack of
condom use with non-spousal partner, extramarital sex and history of sexually transmitted
disease in the last 12 months. We defined extramarital sex as the act of having sexual
intercourse with a man other than one's spouse or cohabitating sexual partner.

Statistical analyses
Descriptive statistics were used to describe demographic characteristics within the study
sample. The correlations between variables were identified using Pearson’s product moment
correlation. Following a two-step approach recommended by Anderson and Gerbing
(Anderson & Gerbing 1992; Anderson & Gerbing 1998), the first step involved a confirmatory
factor analysis to develop an acceptable measurement model. The measurement model
defined the observed variables in terms of “true” latent variables (endogenous or exogenous)
and a measurement error term. At this stage, each latent variable was allowed to correlate
freely with every other latent variable. In step two, the measurement model was modified to
represent the postulated causal model framework. A mediator (M) (i.e. alcohol and cigarette
use) or an intervening variable is a third variable that links the independent variable (IV)
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(CSA) to the dependent variable (DV) (sexual risk behaviours) (Baron & Kenny 1986). The
indirect effect involves the direct effects of the IV on M and from M to DV, while the total
effect is denoted as the sum of the direct effect of IV on DV and the indirect effect.
Model fit diagnosis
We conducted model testing with the Stata for Windows version 12.1. We evaluated model
fit by examining the following fit indicators, using criteria suggested by Hu and Bentler (Hu &
Bentler 1999). These include examination of chi-square statistics, a comparative fit index, a
Tucker-Lewis index and a root mean square error of approximation. The chi-square statistics
indicate the correspondence between the proposed model and data. The root mean square
error approximation is a measure of the error of approximation between hypothesized
model-implied covariance matrix in the sample and the population covariance matrix. The
comparative fit index assessed the improvement in fit of the hypothesized model compared
with a baseline model (i.e. null model), when covariances among the population are
assumed to be zero. The Tucker-Lewis index corrects for model complexity, favouring
parsimonious models over more complex ones. Values for the root mean square error
approximation ranging from 0 to 0.05 and for comparative fit index and Tucker-Lewis index
above 0.90 and 0.95, respectively, represent acceptable fit of the model.
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RESULTS
Sample characteristics
The study analysed 12,800 women sampled in Nigerian DHS 2008. Table 1 shows the
summary characteristics of the respondents. About 2% of the women reported a history of
childhood sexual abuse. About 1.5% of the responded reported history of STD in the last 12
months prior to the survey; 0.5% of the respondents did not use condoms in the last sexual
intercourse with non-spousal partner. Thirteen per cent of the respondents reported extramarital sex. Only one per cent of the respondents reported use of cigarette and alcohol. As
shown in Table 2, all of the variables were found to be significantly and positively correlated
(ranged from 0.0258 to 0.1796).
Table 1

Measurement and path models
In the measurement model, the confirmatory factor analyses indicated that the measurement
model for high sexual risk behaviours had a satisfactory fit. All factor loadings were
significant with values: lack of condom use (β=0.61, p<0.0001), extramarital sex (β=0.29,
p<0.0001), history of sexually transmitted disease (β=0.12, p<0.0001).

Regarding the Path model, the final structural equation model (see Figure 1) demonstrated a
good model fit to the data (RMSEA=0.025, CFI=0.958, TLI=0.896). As shown in Figure 1,
the final model revealed that the women who had experienced CSA were more likely to drink
alcohol and smoke cigarettes, and more likely to engage in sexual risk behaviours. Those
that reported using alcohol and smoking cigarettes were also more likely to engage in sexual
risk behaviours.
Table 2
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Testing the mediation effect
The total effect of child sexual abuse on sexual risk behaviours was statistically significant
(β= .022, p<0.0001), i.e. the effect we would find if there was no mediator in our model. Child
sexual abuse had a significant direct effect on high sexual risk behaviours (β= .020,
p<0.0001). The indirect effect of child sexual abuse that passes through the alternate
pathway (alcohol consumption and cigarette smoking), while significant (β= .002, p<0.0001),
it was much smaller than the direct effect. The percentage of the total effect mediated was
just 7.3%. These results indicate that CSA predicted on sexual risk behaviours both directly
and indirectly through the use of alcohol and cigarettes, though the effect is partially
moderated.
Figure 1

Discussion
Main findings
This study examined the effects of history of CSA on sexual risk behaviours. Three major
findings emerged from this study. First, women with a history of CSA reported using
cigarettes and alcohol. This is consistent with previous studies that found that CSA is
associated with alcohol and cigarette use (Malow et al. 2006b; Meade et al. 2012; Senn et
al. 2008). This may further corroborate the researchers’ view that the reason for drug and
alcohol use in adolescents with a history of sexual abuse is to avoid abuse specific
memories and affective responses (Briere & Runtz 1991; Briere & Runtz 1993). Second, our
hypothesis that women with a history of CSA were more likely to report sexual risk
behaviours was confirmed. The present findings support earlier work linking CSA and sexual
risk behaviours in adulthood and are in accordance with both empirical findings and theory
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(Holmes et al. 2005; Miller 1999). It is thought that women with sexual abuse histories place
themselves at HIV risk through sexual behaviours linked to beliefs about sexuality developed
in response to sexual abuse (Miller 1999). While several studies have found an association
between CSA and sexual risk behaviour in adulthood (Arriola et al. 2005; Miller 1999;
Richter et al. 2013; Senn et al. 2006; Senn and Carey 2010), some studies have not found
any association (Peltzer et al. 2013). It is difficult to know why some of these studies were
not significant, but possible reasons may be because the studies were not adequately
powered to detect any association, or it may have been the way CSA and sexual risk
behaviours were operationalized.

Of particular interest in this study was that the association between CSA and riskier sexual
behaviours was partially mediated by alcohol use and cigarette smoking. In fact, history of
CSA was associated with sexual risk behaviour both directly and indirectly through drug use.
Though preponderance, i.e. 93% of the total effect of the association was via direct route.
The findings from this study were similar to previous studies on CSA and sexual risk
behaviour (Senn et al. 2012). Many studies have shown the adverse effects of sexual abuse
on later behaviours (e.g., substance abuse, alcohol, use of HIV medications). Likewise,
studies have shown the adverse impacts of substance abuse on sexual risk behaviour in
later life. It is also well documented that victims of CSA may have maladaptive emotional or
behavioural problems like depression, which may also be further associated with sexual risk
taking. While alcohol, cigarette smoking and other recreational drugs had been used as
coping mechanism following traumatic effect of sexual abuse, it further impairs judgement
regarding safe sexual practice (Zawacki et al. 2009). This further limits the ability to
successfully negotiate condom use, increase likelihood of multiple sexual partners, which will
subsequently increase the risk of exposure to sexually transmitted diseases including HIV.
Findings from this study also corroborate existing knowledge regarding the association
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between CSA and sexual risk behaviour in SSA. Existing research on CSA in SSA has been
limited and primarily focused on cross-sectional data using logistic regression techniques.
No study has attempted to utilise the SEM technique.

Study limitations and strengths
There are certain study limitations that should be acknowledged. Firstly, because the data
was drawn from national surveys, the variables available were restricted. Other potential
mediators that could have been of interest were not available in the survey and so could not
be included in the analysis. The cross-sectional nature of our data limits our ability to draw
causal inferences. Secondly, the way our outcome variable was constructed may influence
bias in the study. In this study, HIV risk sexual behaviours were constructed from three
variables (lack of condom use with non-spousal partner, extramarital sex and history of
sexually transmitted disease) but they may not cover all sexual risk behaviours possible. The
validity of this study may also be affected by the possible under-reporting of child sexual
abuse. In our study, about 25 of the participants reported a history of CSA, compared to a
minimum of 6% in population studies conducted by the WHO (Brown et al. 2009). As the
data were collected through self-reporting and due to the sensitive nature of the questions
being asked, there is likelihood that some respondents might not disclose their past
experience. Therefore, it is likely that an exact account of the CSA will be unavailable.
Although only two factors (alcohol and cigarettes) were used as meditational factors in this
study, there are other potential mediators that could be used, such as drug use,
assertiveness, self-efficacy, psychological symptoms (depression, post-traumatic stress
disorders), and re-victimization (Malow et al. 2006a; Miller 1999) which are beyond the
scope of this study.
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Despite these limitations, this study makes several key contributions to the existing literature.
The data from the DHS are widely considered to be of high quality based on sound sampling
methodology and adherence to ethical standards of data collection. Furthermore,
Demographic and Health Surveys are considered to have a high response rate. In this study,
a more appropriate and recent structural equation modelling technique was used to examine
the mediating effects of drug abuse and alcohol on the link between CSA and sexual risk
behaviours.

CONCLUSION
The results from this study suggest that female respondents that experience childhood
sexual abuse may subsequently develop sexual risk behaviour in adulthood and that the
association is partly mediated by alcohol use and smoking. These findings highlight the need
for interventions that address not only sexual abuse and risky sexual habits, but also
behaviour such as smoking and alcohol use, which victims use as coping strategies
following exposure to sexual violence.
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TABLES
Table 1: Distribution of the sample, Nigerian DHS 2008

Number

Percentage

Yes

224

1.7

No

12,577

98.3

Yes

198

1.5

No

12,603

98.5

Yes

60

0.5

No

12,740

99.5

Yes

1,630

12.7

No

11,170

87.3

Yes

142

1.1

No

12,658

98.9

Childhood sexual abuse

Sexually transmitted diseases

Lack of condom use

Extramarital sex

Alcohol or cigarette use
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Table 2: Pearson’s correlations between study variables

Childhood

Childhood

Sexually

Lack

sexual

transmitted

condom

abuse

diseases

use

of Extramarit
al sex

Alcohol or
cigarette
use

1

sexual abuse
0.027**

Sexually

1

transmitted
diseases
Lack

of 0.0258**

0.0750***

1

0.0656***

0.0360***

0.1796***

1

or 0.0372***

0.0352***

0.0692***

0.1229***

condom use
Extramarital
sex
Alcohol

cigarette use
**

P<0.001, ***p<0.0001
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1

FIGURE
Figure 1: Model pathway of the association between child sexual abuse and sexual
risk behaviours
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