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ABSTRACT 

Objective To explore risk factors for sexual violence in childhood in a nationally 
representative sample of females aged 13 to 24 years in Swaziland. 

Methods During a household survey respondents were asked to report 
any experiences of sexual violence before the age of 18 years. The association 
between childhood sexual violence and several potential demographic and social 
risk factors was explored through bivariate and multivariate logistic regression. 

Findings Participants totalled 1244. Compared with respondents who had 
been close to their biological mothers as children, those who had not been close 
to her had higher odds of having experienced sexual violence (crude odds ratio, 
COR: 1.89; 95% CI: 1.14–3.14), as did those who had had no relationship with 
her at all (COR: 1.93; 95% CI: 1.34–2.80). In addition, greater odds of childhood 
sexual violence were noted among respondents who were not attending school 
when the violence occurred (COR: 2.26; 95% CI: 1.70–3.01); who were 
emotionally abused as children (COR: 2.04; 95% CI: 1.50–2.79); and who knew 
of another child who had been sexually assaulted (COR: 1.77; 95% CI: 1.31–
2.40) or was having sex with a teacher (COR: 2.07; 95% CI: 1.59–2.69). 
Childhood sexual violence was positively associated with the number of people 
the respondent had lived with at any one time (COR: 1.03; 95% CI: 1.01–1.06). 

Conclusion Inadequate supervision or guidance and an unstable 
environment put girls at risk of sexual violence. Greater educational opportunities 
and an improved mother-daughter relationship could help prevent it. 
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Introduction 

Sexual violence during childhood is a public health problem of concern throughout the 

world, including sub-Saharan Africa.1–3 In a study from South Africa, 1.6% of females 

were found to have experienced forced or coerced intercourse before the age of 15 years.4 

Sexual violence, whether in childhood or adulthood, has serious consequences. Studies 

have shown that it is associated with poor mental health, suicide, unwanted pregnancy, 

gynaecological complications and an increased risk of human immunodeficiency virus 

(HIV) infection and other sexually transmitted infections.2 In Swaziland, sexual violence 

in girls has been associated with suicidal thoughts, unwanted pregnancy, complications 

during pregnancy and sexually transmitted infections.5 Girls who have experienced 

sexual violence have also been found to be at greater risk for sexual victimization as 

adults.6,7 

Demographic and environmental risk factors 

Several demographic characteristics have been positively associated with sexual violence 

in childhood. Children who are older, female or from poor communities or lower-income 

families are at greater risk.8–11 In the Central African Republic, women with little 

education or from urban areas were more likely to report having been “raped” or “forced 

by a teacher” as their first sexual experience than women with better education or from 

rural areas.12 

According to one conceptual framework, children who lack safe, stable and 

nurturing relationships and environments are at greater risk.13 Sexual violence in 

childhood has been associated with family composition factors such as living with fewer 

than two biological parents or with a stepfather.8,9,14–17 Among university students in 

South Africa, sexual violence in childhood has been associated with having lived away 

from their biological mothers until the age of 16 years.15 Among Nigerian students, it has 

been associated with not living with either parent.18 

Other studies have examined the role of family dynamics. Children whose parents 

suffered sexual violence in childhood appear to be at greater risk of sexual violence 

themselves than the children of parents who never suffered sexual violence.9 A greater 

risk of sexual violence in childhood has also been found among South African students 
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who have witnessed some form of violence at home16 and among women who had been 

physically abused as children.19 Mothers who reported being dissatisfied with their 

marriages or battered by their husbands were more likely to have children who had 

experienced sexual violence than mothers who reported a satisfactory marriage and no 

physical abuse.20 Children who reported a poor relationship with their parents were more 

likely to report having been victims of sexual violence than those who reported a good 

relationship.8 Similarly, a distant mother–daughter relationship was associated with a 

greater likelihood of experiencing childhood sexual violence.20 Finally, children of 

parents who reported leaving their children at home without adequate supervision were 

more likely to experience sexual violence than those whose parents did not report this.9 

The problem in Swaziland 

According to previously published data from the current study, in Swaziland roughly 

one-third of females have experienced some form of sexual violence, including unwanted 

sexual touching, before the age of 18 years. Approximately 5% have experienced forced 

sex.5 The perpetrators of the sexual violence tend to be men or boys from the victim’s 

neighbourhood, boyfriends or husbands and strangers, and the violent episode most often 

takes place in the girl’s home, in a public area or in the house of a friend, relative or 

neighbour.5 Roughly 43% of the girls affected have experienced not just one, but multiple 

incidents of sexual violence.5 

In sub-Saharan Africa, few national studies addressing potential risk factors for 

childhood sexual violence have been conducted. To explore such factors among females 

in Swaziland was the objective of the present study. 

Methods 

Study setting 

Swaziland, a land-locked country in southern Africa, had approximately 1.2 million 

inhabitants in 2007; 78% of them lived in rural areas and 44% were less than 15 years of 

age.21,22 Between 1992 and 2007 life expectancy at birth declined from 60.6 to 

45.3 years,21 largely owing to the high prevalence of HIV infection, which in 2007 was 

25.9% among residents aged 15 to 49 years.22 Only 22% of children under 18 years of 
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age lived with both of their parents and about 33% lived with neither parent.22 Recurrent 

droughts and external economic shocks have aggravated food insecurity and 

unemployment problems.23 

Data were collected in Swaziland from a nationally-representative sample of 

females ranging in age from 13 to 24 years. The sampling frame, compiled by the Central 

Statistics Office of Swaziland, was based on the 1997 population census, which was the 

most recent source of population estimates available at the time of the survey. 

We used a two-stage cluster survey design to collect the sample. In the first stage 

we selected 40 enumeration areas from a total of 1758, the probability of selection being 

proportional to size. In the second stage we picked a random starting point in each 

enumeration area and selected a systematic sample of 48 households in all areas but three 

that had fewer than 48 households (i.e. 47, 47 and 29 households). We defined a 

household as the individual or group of people occupying a given dwelling and sharing 

meals.24 

Of the 1899 households visited, 1292 (68%) had an eligible female. Information 

was collected from 1244 of the 1292 eligible females for an overall response rate of 96%. 

Non-response was primarily occasioned by the inability to locate the eligible female. 

Only 14 (1%) of the selected females refused to participate. Respondent characteristics 

are presented in Table 1. 

The interviewer explained to the head of each household that the study was 

intended to explore the health needs of female children but made no reference to the issue 

of sexual violence. In each household, all females between the ages of 13 and 24 years 

were identified as potential participants. If a household had more than one eligible 

participant, the interviewer randomly selected only one using the Kish method.25 After 

three unsuccessful attempts to contact the selected female, the household was skipped 

and not replaced, even if another eligible female lived in it. In a private location away 

from the home and after obtaining her consent, the interviewer informed the participant 

of the nature of the questions that she would be asked and reassured her that she could 

drop out of the study whenever she wished and decline answering any uncomfortable 

questions. At the end of the survey all participants received a list of organizations in 
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Swaziland providing services to children and women who had been abused. Interviewers 

received extensive training on procedures for maintaining privacy and confidentiality and 

for engaging with participants in a sensitive manner. 

The survey was administered in SiSwati, the main language in Swaziland. The 

questionnaire was developed using standardized and previously-tested survey 

instruments, including the ones used for the Demographic and Health Survey, the 

HIV/AIDS/STD Behavioural Surveillance Surveys, the Youth Risk Behaviour Survey 

and the Longitudinal Studies of Child Abuse and Neglect.26–29 Survey questions were 

further modified on the basis of interviews with key informants and of findings from a 

pilot study conducted in a randomly-selected enumeration area not included in the 

survey. Modifications were made to reflect culturally-specific attitudes, behaviours and 

terminology in Swaziland. 

Dependent variables 

Respondents were classified as having been victims of sexual violence in childhood if 

they reported having ever experienced any of the following before the age of 18 years: 

forced intercourse (unwanted intercourse imposed through physical force); coerced 

intercourse (unwanted intercourse imposed through non-physical pressure); attempted 

unwanted intercourse; unwanted sexual touching of the respondent (i.e. touching, kissing, 

grabbing or fondling of sexual body parts); and forced touching of the perpetrator’s 

sexual body parts. Box 1 shows the questions verbatim and defines all these variables. 

Any respondent who answered yes to a specific question was asked a follow-up question 

about her age when the incident occurred. 

Risk factors 

Participants were asked a series of questions regarding factors that were hypothesized to 

put children at risk of sexual violence. These factors include:: the death of a parent or the 

abandonment of the family by either parent when the victim was a child (< 13 years of 

age); both parents’ educational level; the quality of the girl’s relationship with each 

parent; the largest number of people the respondent had ever lived with at any one time as 

a child; the total number of families the respondent had lived with as a child; and the 

frequency with which people had visited the respondent’s childhood home. In addition, 
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the following school-related variables were included in the model: school attendance at 

the time of the survey or anytime before; school attendance at the time of the survey; the 

girl’s level of trust in her teachers; the mode of travel to school; the travel time to school; 

and the girl’s awareness of other students who were having a sexual relationship with a 

teacher. 

We assessed several potential risk factors related to the social support received 

during childhood: the daily amount of time she had spent with friends; the support she 

had received from parents, relatives and other adults; and the degree to which she had 

trusted her neighbours or perceived them as being helpful... We also included in our 

models whether the girl had witnessed or experienced physical or emotional abuse by an 

adult before the age of 13 years and whether she had been aware of other children who 

had been sexually assaulted. Finally, we also included in the models how long the girl 

usually spent fetching water, fetching firewood or herding animals each day; how 

comfortable she felt saying no to sex with an adult man; whether she had started drinking 

alcohol before the age of 13; whether an adult had ever discussed sexual violence with 

her; and whether she had had sexual intercourse before turning 13 years old. 

Sociodemographic variables 

We included the respondent’s age, her place of residence (rural versus urban) and her 

socioeconomic status as control variables in the regression models. To assess 

socioeconomic status we used an index based on type of toilet in the home; presence or 

absence of household electricity; ownership of household appliances; use of various 

means of transportation; source of energy used for cooking; number of rooms in the 

household used for sleeping; type of flooring material; type of wall material; and 

frequency of hunger among household members. 

Statistical analysis 

We used SAS version 9.1.3 (SAS Institute, Cary, United States of America) for data 

management and SUDAAN version 9.01 (RTI International, Research Triangle Park, 

USA) for data analysis, which had to accommodate sampling weights and a complex 

sampling design. We double-entered the data from 20% of the completed questionnaires 

and had a data entry error rate for all fields of only 0.3% (goal: < 1%). We investigated 
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discrepancies and resolved them by reviewing the questionnaire and correcting any errors 

in the data entry record. Since the data entry error rate was so low, we did not double-

enter the data for all questionnaires. We weighted the data to generate nationally-

representative estimates. 

Using bivariate logistic regression we examined each risk factor in relation to 

childhood sexual violence and included in the multivariate regression model all 

individual risk factors and control variables that were associated with childhood sexual 

violence at P < 0.10 (adjusted Wald 2). We then removed individual risk factors using 

a backward elimination procedure until all remaining risk factors were significantly 

associated at P < 0.05 (adjusted Wald 2). We looked for interactions between 

respondent age and other variables in the final model by using a chunk test, but since 

none of these variables proved significant, we removed them from the model. 

Ethics approval 

World Health Organization (WHO) guidelines on ethics and safety in studies dealing 

with violence against women were strictly followed,30,31 and the study protocol was 

approved by the Institutional Review Board of the Centers for Disease Control and 

Prevention in Atlanta, USA. Swaziland had no institutional review board when the survey 

was conducted, but key stakeholders in the country provided input into the development 

of the survey protocol and instrument. These stakeholders included (i) representatives of 

relevant ministries (education, health and social welfare, justice, etc.; (ii) service 

providers (e.g. the Swaziland Action Group Against Abuse, Save the Children, the Social 

Welfare Department, the Royal Swazi Police, etc.; and (iii) other experts on sexual 

violence, including key informants in Swaziland and researchers in South Africa. 

Meetings with key stakeholders and key informants and a pilot test conducted in one 

village resulted in a survey instrument and a research protocol that were culturally 

appropriate for Swaziland. In addition, the meetings fostered a sense of ownership of the 

survey and helped build local capacity for addressing the problem of sexual violence. 

Results 
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Table 1 shows the respondents’ demographic characteristics stratified by whether or not 

they reported childhood sexual violence. When the survey was conducted, approximately 

9.7% of the respondents were married and 36.0% fulfilled the definition of an orphan in 

Swaziland (i.e. had at least one deceased parent before age 18). 

In bivariate logistic regression models, several factors were associated with the 

experience of sexual violence in childhood (not shown in tables). Specifically, 

respondents aged 17–18 years were significantly more likely than those in all other age 

groups to report having experienced sexual violence before the age of 18 years. Also, 

respondents who lived in a rural environment were significantly less likely than those in 

an urban environment to report having experienced sexual violence before the age of 18. 

The risk of experiencing sexual violence in childhood was significantly higher among 

respondents who reported having had no relationship with their biological mothers as 

children or who reported having had a somewhat close or not very close relationship with 

her, in comparison with those who described the relationship with their biological 

mothers as close. Childhood sexual violence was positively associated with the number 

of people the respondent had lived with at any one time as a child. Also, respondents who 

reported having lived with three or more families as children were significantly more 

likely to have experienced sexual violence before the age of 18 years than those who had 

only lived with one family. 

Several factors related to school attendance and the child’s sources of social 

support were associated with childhood sexual violence. Respondents who were not 

attending school when the survey was conducted and those who were aware of a sexual 

relationship between a student and a teacher while growing up were significantly more 

likely to have experienced sexual violence as children than those who were attending 

school at the time of the survey or who were unaware of any such relationship. 

Of the violence-related risk factors studied, those significantly associated with 

sexual violence in childhood were having been physically or emotionally abused by an 

adult before the age of 13 and knowing of another child who had been sexually assaulted. 

All risk factors associated with childhood sexual violence in individual models 

were included in the full model, along with control variables (Table 2). After non-
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significant risk factors were removed from the full model, several factors remained in the 

reduced model. Specifically, respondents who had no relationship with their biological 

mothers and those whose relationship with their mothers had been “somewhat” close or 

“not very” close were more likely to have experienced sexual violence as children than 

those whose relationship with their biological mothers had been close. In addition, the 

risk of childhood sexual violence was greater among respondents who reported having 

lived with a larger number of people at any single point in childhood; those who were not 

attending school at the time of the survey; those who had experienced emotional abuse 

before the age of 13; and those who knew of another child who had been sexually 

assaulted. 

Discussion 

In the present study, the finding of a higher risk of childhood sexual violence among girls 

whose relationship with their biological mothers had not been close suggests that a strong 

mother-daughter relationship may protect a girl from experiencing sexual violence. This 

corroborates the findings from several North American studies.8,18,32 

Although improper relationships between teachers and students are of some 

concern in African countries,2 in our study school attendance was associated with a lower 

risk of sexual violence. However, girls who have experienced sexual violence may tend 

to drop out of school more often than those who have not. The cross-sectional nature of 

this study makes it impossible to establish how sexual violence and school attendance are 

temporally related. 

The importance of a girl’s relationship with her biological mother and of her 

attendance at school as factors influencing her risk of sexual violence suggests that 

adequate supervision and guidance may be protective. A policy encouraging parents to 

keep girls in school may help by placing girls in an environment where they can be 

properly supervised, but only if accompanied by efforts to reduce sexual violence by 

teachers and other school staff members. Alternatively, simply providing a structured 

environment for children who do not attend school may reduce the incidence of sexual 

violence also. Girls who are without a mother, whose mother is too ill to care for them, or 

whose relationship with their mother is not close may benefit from mentoring 
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programmes designed to help them form meaningful relationships with other adults. 

These programmes may be particularly important in Swaziland, where so many children 

are orphans or have at least one parent infected with HIV. Finally, finding ways to 

strengthen support for girls with a sick or deceased parent may help reduce their risk of 

suffering sexual violence. 

For girls with two living parents, prevention programmes should focus on 

improving parental communication skills to strengthen the child–parent bond. Adequate 

parental monitoring and secure parental attachment, which lays the blueprint for a child’s 

future relationships, have been shown to reduce the risk of sexual abuse in childhood and 

to favour a range of positive physical and mental health outcomes.33–35 Parents Matter!, a 

programme focused on sexual risk prevention and on teaching parents to better 

communicate with their children, has been shown to reduce preadolescent girls’ sexual 

risk.36,37 Parents Matter! is currently being implemented in seven African countries and 

could be adapted to help caregivers of all types protect children against sexual violence. 

In our study, an unstable environment (i.e. one in which some form of abuse was 

either experienced or witnessed by the respondent early in life) was associated with 

sexual violence in childhood. This is consistent with findings that a chaotic family 

environment puts children at greater risk of sexual abuse outside the family.38 It is also 

supported by the finding in our bivariate models that having lived with three or more 

families or having been physically abused by an adult before the age of 13 years was 

positively associated with childhood sexual violence. Although these factors lacked 

statistical significance in the multivariate models, they may simply have been superseded 

in the model by more proximal factors, such as being in school when the violence 

occurred, and still influence the risk of childhood sexual violence. Prevention efforts 

should be targeted towards girls in unstable living environments. 

Finally, the positive association between childhood sexual violence and urban 

residence in the bivariate analysis suggests that, where resources are limited, 

interventions focusing on urban areas may achieve the greatest impact. 

This study has several strengths. The sample was nationally-representative and 

only one other study on childhood sexual violence has ever been conducted in sub-
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Saharan Africa. Second, the response rate was exceptionally high despite the large 

number of students who were enrolled in school at the time of the survey because 

students were interviewed after school hours. 

This study is also subject to several limitations. Reports of childhood sexual 

violence were retrospective and subject to recall bias. The study focused exclusively on 

females and did not look at different types of perpetrators or of violent acts. In addition, 

the risk factors examined apply only to girls who are particularly vulnerable to childhood 

sexual violence. To make it possible to design interventions aimed at primary prevention, 

future studies should focus on the perpetrators and on predictive factors. These 

limitations notwithstanding, the present study succeeded in identifying several factors 

that potentially influence girls’ risk of experiencing sexual violence and the findings will 

be useful in developing more targeted preventive interventions. 
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Table 1. Demographic characteristics of female respondents who did or did 
not experience sexual violence in childhood,a Swaziland, 2007 
Characteristic Sexual violence 
 Yes No 
Age group (yr) No. WTD % 95% CI No. WTD %  95% CI 
13–14 35 8.2 5.7–11.7 219 25.9 22.4–29.7 
5–16 62 14.4 11.6–17.9 136 16.7 13.2–20.8 
17–18 127 32.0 28.2–36.2 107 13.3 11.4–15.6 
19–20 84 22.1 18.2–26.6 135 18.0 15.1–21.3 
21–22 60 13.1 9.9–17.1 118 13.5 10.5–17.1 
23–24 50 10.2 7.4–13.9 109 12.7 9.9–16.1 
Residence       
Urban 80 18.7 8.8–35.3 121 13.0 6.2–25.4 
Rural 338 81.3 64.7–91.2 703 87.0 74.6–93.8 
Orphanhood status       
At least one 
biological parent 
deceasedb 164 41.2 36.4–46.2 285 33.5 29.2–38.1 
Both biological 
parents deceased 23 6.5 4.0–10.3 60 8.1 6.0–11.0 
Biological mother 
only deceased 51 12.6 9.6–16.4 74 8.1 6.3–10.3 
Biological father only 
deceased 90 21.6 17.2–26.7 151 16.9 13.9–20.4 
Marital status       
Married 49 10.4 6.6–16.1 78 9.3 6.8–12.5 
School attendance       
Ever attended school 403 97.6 93.4–99.2 800 97.4 95.4–98.5 
Attending school at 
time of survey 139 35.3 30.0–41.0 442 55.3 48.4–62.0 
Violently treated by 
an adultc       
Physically 63 14.1 10.2–19.3 77 8.9 7.0–11.3 
Emotionally 82 18.3 14.0–23.6 81 9.9 8.0–12.2 

CI, confidence interval; WTD, weighted. 
a Sexual violence before the age of 18 years. 
b Consistent with the definition of an orphan in Swaziland. 
c Before the age of 13 years. 
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Table 2. Association between the experience of sexual violence in 
childhooda among female respondents and potential demographic and 
social risk factors, Swaziland, 2007 
Characteristic Modelb 
 Fullc Reduced 
 AOR 95% CI AOR 95% CI 
Relationship with mother     
Extremely/quite closed – – – – 
Somewhat/not very close 1.88 1.21–2.92 1.98 1.27–3.10 
None 2.34 1.26–4.35 2.26 1.19–4.29 
Largest no. of people lived with 
(at any one time) 1.04 1.01–1.07 1.04 1.01–1.06 
Total no. of families lived with     
1d – – – – 
2 1.00 0.66–1.52 – – 
 3 1.58 0.99–2.53 – – 
Attending school at time of 
survey     
Yesd – – – – 
No 2.12 1.60–2.82 2.28 1.68–3.08 
Aware of sex between student 
and teacher     
Yes 1.68 1.21–2.34 1.69 1.23–2.33 
Nod – – – – 
Social support     
Average time (h) spent daily with 
friends 

  
  

0 0.81 0.52–1.28 – – 
< 1 0.53 0.30–0.94 – – 
1–2 0.89 0.51–1.54 – – 
3–4 0.71 0.39–1.29 – – 
> 4d – – – – 
Physical violence witnessed or 
Experiencede 

 
    

Yes 1.59 1.00–2.55 – – 
Nod – – – – 
Emotional violence witnessed 
or 
experiencede 

  

  
Yes 2.06 1.46–2.91 2.21 1.57–3.11 
Nod – – – – 
Ever told about/witnessed 
someone being sexually 
assaultede 

 
 

 
   

Yes 1.43 1.01–2.02 1.45 1.03–2.03 
Nod – – – – 
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AOR, adjusted odds ratio; CI, confidence interval. 
a Sexual violence before the age of 18 years. 
b Models controlled for age, socioeconomic status and residence (urban/rural). 
c Full models included any variables that were significant in individual models (adjusted Wald 2 
for P < 0.10). 
d Reference category. 
e Before the age of 13 years. 

 

Box 1. Questions about the experience of sexual violence in childhooda 
during a study conducted in Swaziland, 2007 

Forced intercourse 

Was there a time when a man or boy physically forced you to have sexual 
intercourseb against your will? 

Coerced intercourse 

Was there a time when a man or boy persuaded or pressured you to have sexual 
intercourse against your will? In other words, did you ever give in to sexual 
intercourse with a man or boy because you felt overwhelmed by continual 
arguments and pressure? 

Attempted unwanted intercourse 

Was there a time when a man or boy tried to make you have sex when you did 
not want to but did not succeed? 

Unwanted touching of respondent 

Was there a time when a man or boy touched you against your will in a sexual 
way (i.e. touched, kissed, grabbed or fondled you) but did not try to force you to 
have sex? 

Forced touching of perpetrator 

Was there a time when a man or boy forced you to touch his private parts against 
your will but did not try to force you to have sex? 
a Sexual violence before the age of 18 years. 
b The terms “sex” and “sexual intercourse” were defined for the respondent as the act by a man of 
putting his penis in the respondent’s vagina or anus. Oral sex was not specifically included in the 
definition, since pilot testing of the survey showed that oral sex was not culturally accepted in 
Swaziland. 


