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Gender, sexual abuse and risk behaviours in adolescents:
A cross-sectional survey in schools in Goa

VIKRAM PATEL, GRACY ANDREW

ABSTRACT
Bdckground. There is little information on the prevalence

and correlates of sexual abuse in adolescents in India.
Hethods. A cross-sectional survey of all Class XI students in

eight higher secondary schools in Goa (n =811 ) was conducted
in March 2000. A self-report Questionnaire, developed and
piloted in collaboration with the adolescents, elicited information
on education, mental health, risk behaviours and the experience
of violence and sexual abuse in the previous year.
Results. A third of adolescents had experienced some form

of sexual abuse. Sexual abuse experiences were associated with
the experience of other forms of physical and verbal violence.
Coercive sex had been experienced by approximately 6% of
adolescents. These adolescents had significantly poorer academic
performance, poorer mental and physical health, greater sub-
stance abuse, poorer parental relationships and higher rates of
consensual sexual behaviours. Gender differences in the types of
abuse and the associations with abuse were found. However,
there was no difference between boys and girls in the rates of
experience of coercive sexual intercourse. Differences in risks
were found for urban and rural school students; while rural boys
were more likely to have experienced coercive sexual intercourse
than urban boys (10.3% v. 2.5%), urban girls were more likely
to have experienced any form of sexual abuse than rural girls
(37.2% v. 25.4%).
Conclusions. Abuse and violence in school-based adoles-

cents is a common experience and is associated with poorer
health and greater prevalence of risk behaviours. Interventions
aimed at improving adolescent reproductive health must incor-
porate personal safety, prevention of abuse, communication
skills and mental health issues.
Natl Med J India 2001; 14:263-7

INTRODUCTION
The recent surge in concern for adolescent reproductive health in
India has brought in focus the unique health, educational, eco-
nomic and other needs ofthis sensitive age group.' There is a large
body of survey data on knowledge, attitudes and practice regard-
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ing reproductive and sexual health in different populations of
adolescents in India which include recent surveys published in
this journal. 2.3 However, large gaps still remain in our understand-
ing of adolescent reproductive health needs." There is a growing
body of epidemiological evidence demonstrating the high rates of
violence against women in India.' Although concerns have been
raised on the experience of violence and abuse in the adolescent
age groups, there is little systematic investigation of this issue.

This paper describes the findings of a study on adolescent
health needs focusing on the prevalence and associations of the
experience of sexual abuse' in school-based adolescents. The
associations we wished to examine were set in the contexts of
adolescent development and concerns, namely, sexual behaviour,
mental health, parental relationships and educational achieve-
ments. We chose schools as the population to sample since
schools provide an ideal base for interventions and the needs of
school-based adolescents are likely to differ considerably from
those who are not in school.

METHODS
Design
We conducted a cross-sectional survey of adolescent needs fol-
lowed by focus group discussions (FGDs) with adolescents and
teachers to explore the validity of the findings.

Setting
Goa is one of India's smallest states with a population of 1.3
million. In 1998-99, Goa recorded a relatively low total fertility
rate of 1.77 (against an all India average of2.85), a relatively high
rate of women participating in decisions about their own health
care (62% v. 52% for India) and low levels of female illiteracy
(25% v. 49%).6 However, the same report also found high rates of
reproductive health complaints; 40% of women reported a current
reproductive health problem (compared to 39% for the all India
average). The survey was set in eight higher secondary schools in
south Goa. Two schools were in the urban area of Margao (the
largest town in Goa) and six schools were in semi-urban and rural
areas ofthe district of Sa1cete (the most populated district of Goa).
These schools were selected purposively with a view to sample
similar numbers of urban and rural students as well as boys and
girls.

Sample
The sample of students for the survey were all in the first year of
higher secondary school (or in the eleventh year of schooling),
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Development of questionnaire
The questionnaire was developed from two major sources:

1. Material obtained from qualitative studies (focus group discus-
sions, key informant interviews, free-lists) in an earlier stage of
the project which provided guidelines on domains to be included
in the questionnaire and items to be included in each domain.

2. The 12-item General Health Questionnaire (GHQ) was used as
ameasure of mental health. The GHQ has been used in Goa and
the validity of Konkani versions of the questionnaire deter-
mined."

The pilot questionnaire was examined by the Parent-Teacher
Associations and head-teachers in all the participating schools
and opportunities were provided for discussion on specific items.
The questionnaire was then tested in a pilot study with 30
adolescents and revised on the basis of these experiences. The
final version of the questionnaire was bilingual (English and
Konkani). Different versions were prepared for boys and girls. The
domains included in the questionnaire were:

1. Demographic information (age, sex, parental education)
2. Education (scores in tenth class board examination, difficulties

in studies)
3. Health: Common symptoms (e.g. headache, vaginal discharge);

health consultation
4. Mental health: 12-item GHQ; thoughts of suicide
5. Other risk behaviours: Substance use (tobacco, alcohol, can-

nabis, opiates); gambling (matka)
6. Parental relationships (spending time with parents, arguments,

restrictions)
7. Sexual behaviour (consensual sexual behaviours)
8. Experience of violence: Three types of experiences in the

previous 12months were inquired about. For each experience,
separate items inquired about whether the perpetrator had been
a family member, student or teacher. The types of experience
were:
a. Verbal: 'been verbally abused', e.g. insulted or said thing

which hurt you
b. Physical: 'been attacked physically', e.g. hit
c. Sexual abuse: The operational definitions and types of

abuse are described later.

Survey procedure
The survey was conducted in March 2000 on a school working
day, during school hours. Experienced professionals (psycholo-
gists, social workers) explained the purpose of the survey.
Students were given an opportunity to leave the room if they
desired, and to ask any questions from the study team. Students
were seated, as if in an examination hall, to ensure confidential-
ity ofthe responses. All questionnaires were anonymous. Profes-
sionals were present throughout the 90-minute period allotted
for completion of the questionnaire. If any student was not clear
about a specific question, (s)he was requested to ask one of the
professionals for clarification. Information on how to access
counsellors, if needed, was provided at the end of the question-
naire.

Focus group discussions
After completing preliminary analysis of the data, focus group
discussions (FGDs) were held in four of the schools in which
specific findings of the research study were presented to the
participants for discussion as a means to explore their meaning,
contexts and validity. Eight FGDs were held; 4 with teachers and
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4 with students. Each group had 8-10 participants. The student
group consisted of boys and girls. The groups were asked their
views on the study finding that one-third of the sample had
experienced some kind of abuse and more than 6% had been
coerced into sexual relationships. They were also asked what
could be done about this problem.

Analysis
The primary outcome of the analyses in this paper was the
experience of sexual abuse. Sexual abuse was defined as any
sexual experience in the previous 12months which was forced on
the individual or done against their wishes. This definition was
based on the broadest dimensions of sexual abuse as perceived by
adolescents themselves. 8Five key items were used in defining this
experience:

'Have you experienced any of these in the past 12 months:

1. Someone talking to you about sex in amanner which made you
uncomfortable

2. Someone purposely brushing their private parts against you
3. Someone forcing you to touch their body parts against your

wishes
4. Someone touching you in a sexual manner without your per-

mission
5. Someone forcing you to have sex with them.'

Analyses were initially considered for any sexual abuse experi-
ence to determine the prevalence of sexual abuse, perpetrators and
reactions. Detailed analyses for the associations of sexual abuse
were computed for the most severe form of abuse, namely, being
forced to have sex with someone. This item is referred to as coercive
sexual intercourse (CSI) in this paper. Rural-urban differences
were analysed with stratification for gender. Odds ratios (OR) and
2-tailed t-tests were used for comparative analyses.

RESULTS
Sample
Eight hundred and twelve students were present in the eight
schools on the day of the survey; one student refused to participate
in the study. The average age was 16years (SD 0.9). Just over half
the sample (53%) were boys. About half were Catholic (49%);
most of the remaining (46%) were Hindu. Students from the two
urban schools constituted 53% of the sample. Fathers of 46% of
the sample had completed 10 years of schooling, whereas the
corresponding figure for mothers was 41%.

Sexual abuse
One-third of the students (n=266; 33%) had experienced at least
one type of sexual abuse in the previous 12months. There was no
statistical difference between boys or girls in the overall rates of
sexual abuse experiences. However, differences were apparent
when specific types of experiences were examined (Table I). The
commonest perpetrators were older students or friends (53%);
parents or relatives accounted for 8%, and teachers for 4%.A large
category (27%) were 'miscellaneous'. The commonest perpetra-
tors for boys were older students or friends (80%), while the
commonest perpetrators for girls were in the 'miscellaneous'
category (48%). A large group in this category was strangers who
would brush private parts against girls or touch them in crowded
situations such as public buses. Ofthe 266 subjects who had been
abused, nearly half (47%) had more than one abusive experience,
nearly a quarter (24%) had 3 or more such experiences (Table I).
The commonest response to the abuse was to do nothing (35%).
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TABLEI. Prevalence of sexual abuse

Type of sexual abuse Prevalence (%) Association with
male gender

Boys Girls Odds ratio 95% CI p value

Talking about sex 23 13 2 1.4-2.9 <0.001
Brushing private parts 10 17 0.6 0.4-0.9 0.01
Forcing you to touch them 10 6 1.9 1.1-3.3 0.02
Touching without permission 13 18 0.6 0.4-0.9 0.03
Forcing to have sex with them 7 6 ns

CI confidence interval ns not significant

Verbal retaliation was the response by 17% and physical retalia-
tion by 6%. Fifteen per cent of girl victims shared their experience
with friends or parents, whereas none of the boys did. Sexually
abused adolescents of both genders were far more likely to have
also experienced violence and abuse in other ways in the previous
12 months (Table II).

Coercive sexual intercourse
Coercive sexual intercourse (anal, vaginal or oral) was experi-
enced by 6% of adolescents in the previous 12 months. The only
demographic association with CSI was age; thus 49% of adoles-
cents who had experienced CSI were> 17years of age as compared
to 29% of other adolescents (OR 2.3, 95% CI 1.3-4.1, p=0.004).
Adolescents who had experienced CSI had significantly poorer
scores in their tenth class board examination [mean (SD) 53.2
(1.9) v. 58.2 (0.5); t=1.9, p=0.04]. However, there were no
significant differences in perception of difficulties with studies
and satisfaction with choice of educational stream.

The physical and mental health of adolescents who had expe-
rienced CSI was significantly worse (Table III). Parental relation-
ships were also markedly poorer in adolescents who had experi-
enced CSI, especially for girls. Adolescents who had experienced
CSI were more likely to engage in consensual sexual intercourse
(Table III).

Rural-urban differences
Comparative analyses for the risk of sexual abuse and CSI for
students from rural and urban schools are shown in Table IV.
Although there was no overall difference in rates for any type of
sexual abuse between rural and urban students, stratified analyses
by gender revealed a significantly greater risk for urban girls.
Overall, the risk for CSI was significantly greater in rural schools;
this was almost entirely due to themarkedly higher rates in rural boys.
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Focus group discussions
Teacher groups were reticent about the possibility of physical
violence by teachers, but admitted that some teachers did beat
their students. This was attributed to teachers being irresponsible,
not finishing their curriculum and getting irritated with students
who could not cope. Violence between students was attributed to
economic differences and competition. All teachers were in agree-
ment that violence perpetrated by teachers was unacceptable and
that strict action was needed against such teachers. There was no
consensus about the findings that 6% of students had reported
being forced to have sexual intercourse. Some teachers said they
were not aware of this problem while others admitted that they had
heard of such happenings. These teachers attributed abuse to be
the result of poor relationship with parents, lack of sex education
and media exposure.

Students were more likely to agree with the findings of the
survey, in particular those pertaining to physical violence. This
was attributed to parents being 'mentally unsound' or hot-
tempered. Some adolescents felt that a 'little beating' was
acceptable. Being beaten by teachers was admitted by all the
groups although this was on the decline due to restrictions in
schools. One group said teachers tended to beat those students
who were 'repeaters' and who were not coping with studies.
Violence between students was attributed to the need for exhibit-
ing dominance, to show that they are powerful or conflict over
girl-friends. Students expressed helplessness about 'how to stop
the violence'; most suggested that it was the responsibility ofthe
school management to ensure that the teachers were not violent.
With respect to sexual abuse, all the groups admitted that the
figure was likely to be true. They recommended that the abused
must try to talk to someone and abusers should be punished.
Moreover, students should learn how to choose good friends.
Parents needed to be more open and supportive so that the abused
adolescent could talk to them. Girls should learn basic forms of
self-defence and avoid wearing revealing clothes. Awareness
should be created through books, magazines, talks, workshops,
mass media, newspapers and radio.

DISCUSSION
This study is one of the few published studies describing the
prevalence and association of abuse and a range of risk behaviours
and mental health in an adolescent population in India. The study
has obvious limitations, in particular its setting in schools which
would exclude more than 50% of adolescents in the population.
However, the objective of the study was to generate findings that

TABLEII. Sexual abuse and its association with other types of abusive experience

Abusive experience Boys

Sexually* Age- 95% CI pvalue Sexually*
abused adjusted abused
(n=142) OR (n=124)
v. others v. others
(n=288) (n=257)

VerbaL abuse
by students 58 v. 27 3.9 2.5-6 <0.001 54 v. 28
by family 36 v. 14 3.3 2-5.3 <0.001 55 v. 21
by teachers 34 v. 15 2.8 1.8-4.6 <0.001 55 v. 21
PhysicaL abuse
by students 26 v. 6 5.8 3.1-10.8 <0.001 9 v. 2
by family 21 v.8 3.2 1.5-5.9 <0.001 23 v. 8
by teachers II v. 3 3.7 1.6-8.8 0.002 6 v. 2

* all figures are percentages OR odds ratio CI confidence interval

Girls

95% CI p valueAge-
adjusted

OR

2.8 1.8-4.4 <0.001
4.7 2.9-7.6 <0.001
4.1 2.1-7.8 <0.001

4.1 1.5-11.3 0.007
3.3 1.8-6.1 <0.001
4.3 1.3-14.8 0.01
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Variables Boys

TABLEIII. The association of coercive sexual intercourse (CSI) with health, parental relationships and sexual behaviour

Girls

CSI* (n=29) Age-adjusted 95% CI
v.others OR
(n=401)

pvalue CSI* (n= 22) Age-adjusted
v. others OR
(n=359)

95% CI p value

Health in the past month
Visited doctor 41 v. 26 2.2 1-4.8 0.05 45 v. 25 2.5 1.1-6.1 0.03
Headaches 14 v. 7 1.8 0.6-5.8 0.3 14 v. 14 0.9 0.5-1.6 0.7
Other aches 31 v. 8 5.8 2.4-14.3 <0.001 27 v. 9 3.9 1.4-10.9 0.007
Stomach upset 10 v. 4 2.6 0.7-9.7 0.1 18 v. 7 3.1 0.97-9.9 0.05
Tiredness 31 v. 17 2.5 1.1-5.9 0.03 27 v. 21 1.4 0.5-3.5 0.5
White discharge 32 v. 14 3.9 1.5-10.5 0.005 24 v. 9 2.8 1.1-7.1 0.03

Mental health and risk behaviours
GHQcaseness 39 v. 19 2.6 1.1-5.7 0.02 55 v. 29 2.9 1.2-6.9 0.01
Felt life not worth living in past month 39 v. 23 2.0 0.8-4.9 0.1 56 v. 31 2.8 1.1-7.3 0.03
Alcohol use in past week 22 v. 9 2.6 0.99-7.2 0.05 15 v. 0.3 75.4 6.7-848 <0.001
Cigarette use in past week 15 v. 9 1.4 0.4-4.4 0.6 16 v. 0.3 71.7 6.6-781 <0.001
Matka in past month 31 v. 11 3.1 1.3-7.5 0.008 o v. 0 na na na

Parental relationships
Feels understood by parents 79 v. 84 0.7 0.3-1.9 0.5 35 v. 78 0.1 0.05-0.4 <0.001
Feels neglected by parents 19 v. 8 2.5 0.8-7.2 0.08 33 v. 12 3.8 1.4-9.9 0.007
Satisfied with time spent with parents 61 v. 76 0.5 0.2-1.2 0.1 50 v. 74 0.3 0.1-0.8 0.01
Cannot talk freely with father 46 v. 41 1.2 0.5-2.7 0.6 77 v. 50 3.5 1.2-9.7 0.01
Cannot talk freely with mother 34 v. 22 1.6 0.7-3.8 0.2 68 v. 22 7.9 3.1-20 <0.001
Argue a lot with parents 11 v. 4 3.9 1-15 0.04 29 v. 6 5.9 2.1-16.9 0.001
Gender bias 23 v. 17 1.4 0.5-3.7 0.5 71 v.41 3.5 1.3-9.3 0.01

Lifetime sexual behaviour
Masturbates 52 v. 41 1.8 0.8-4 0.1 19 v. 7 3.1 0.98-10.2 0.05
Oral sex 34 v. 3 17 6.3-45.7 <0.001 5 v. 1 4.1 0.4-38.7 0.2
Vaginal Sex 38 v. 6 8.5 3.5-20.4 <0.001 23 v. 2 17.6 4.8-64 <0.001
Anal sex 24 v. 2 16.2 4.9-53.2 <0.001 14 v. 1 19.9 3.7-108.2 0.001
Sarnesex 25 v. 5 7.4 2.6-20.8 <0.001 5 v. 2 2.4 0.3-20.9 0.4

CT confidence interval GHQ General Health Questionnaire na not available

TABLEIV. Urban-rural differences in the experience of sexual
abuse and coercive sexual intercourse

Experience Urban Rural Association with urban
(%) (%) school status

Odds 95% CI P value
ratio

Any form of sexual abuse 34.5 30.9 1.1 0.87-1.6 ,0.2
(n=266)

Boys (n=430) 31.3 34.4 0.86 0.57-1.3 0.4
Girls (n=381) 37.2 25.4 1.7 1.1-2.7 0.01
Coerci ve sexual intercourse 4.2 8.6 0.47 0.26-0.85 0.01
(n=51)

Boys (n=430) 2.5 10.3 0.22 0.08-0.6 0.003
Girls (n=381) 5.7 5.8 0.9 0.4-2.3 0.9

CI confidence interval

would enable interventions to be delivered in the structured setting
of a school. Given this objective, and the facts that both rural and
urban schools were sampled and that most students participated
in the study, we are confident that the findings are representative
of a school adolescent population. The questionnaire used was
developed in consultation with adolescents, parents and teachers.
While qualitative data set the stage for the survey, the survey
findings were then used in further qualitative methods to study the
implications.

It is relevant to consider the operational definitions used in this
study for sexual abuse. As mentioned earlier, a broad definition
was used in keeping with the view that sexual abuse is any act that
a child perceives as a negative sexual act with or without the child's

consent. This definition, in studies with adolescents in India, was
found to cover a broad range of experiences including unwanted
touching, comments, cat calls, staring and dirty mail. 8 Thus, the
high figures of sexual abuse must be interpreted in this broad
context. Sexual coercion is another term which is used to describe
a continuum of experiences ranging from forcible rape to non-
physical forms of pressure that compel an individual to engage in

_ sex against his or her will." Caution is needed in interpreting the
findings of the correlates of CSI in this study since the number of
adolescents who had such experiences were relatively small.

The major findings of this study indicate high rates and low
.awareness of sexual abuse within this population. Multiple types
of sexual abuse experiences were common and there was a strong
association with other forms of violence and abuse by students,
parents and teachers. A surprising finding was that a large
proportion of boys also described experiencing sexual abuse. Over
80% of boys who had experienced CSI were from rural schools
suggesting that this population was uniquely vulnerable for this
extreme form of abuse. Gender differences emerged in the type and
perpetrators of abuse; whereas boys were abused typically by older
boys in their school or friends, girls were often abused by strang-
ers. Most suffered their abuse in silence, not sharing it with
anyone. About 6% of adolescents were forced to engage in a sexual
act against their wishes in the previous year. Victims had poorer
educational performance, worse physical health, worse mental
health with greater levels of suicidal ideation, higher rates of
substance abuse and gambling behaviour. They had poorer rela-
tionship with their parents, especially girls, and more active
consensual sexual behaviour.
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This study shows that reproductive health needs in adoles-
cents are closely intertwined with the experience of violence and
abuse, poor mental health and other risk behaviours such as
substance abuse and the rural/urban setting of schools. There is
growing evidence that poor mental health, as evidenced through
high rates of depression and suicidal behaviour, are amongst the
most common health problems in adolescents in south Asia.":"
Girls are more likely to attempt suicide and this is inextricably
linked with their lack of control on reproductive decision-
making and restriction of reproductive rights.'? Recent studies
have shown that abuse and violence against women is a serious
social and public health issue in India; one-third or more of adult
women experience violence at the hands of their male partners at
some point during their lives." This study shows similar high
rates of violence directed at adolescents. A key finding is that
both boys and girls were victims of violence. However, gender
differences were apparent in some types of sexual abuse. Espe-
cially worrying were the very high rates of CSI experienced by
rural boys. The study also demonstrates that schools are not safe
havens for adolescents. The FGDs and the low rates of discus-
sion about abusive experiences demonstrate that violence and
abuse are, to a large extent, a hidden problem. The findings of
this study replicate those of a recent survey from north India
which reported rates of physical violence amongst adolescent
boys exceeding 50%.13

The implications for adolescent programmes and policy are the
need to incorporate the issue of violence and abuse within the
matrix of school-based interventions for adolescent health. Thus,
interventions aimed at improving reproductive health must also
include personal safety and prevention of abuse, mental health and
self-esteem, substance abuse and communication skills (e.g. with
parents). Gender-sensitive programmes for both boys and girls
that take into account the varying environments of rural and urban
schools as well as involvement of parents and teachers are essen-
tial components of any intervention. Campaigns to raise aware-
ness are essential so that the culture of silence about violence and
abuse is broken. Arguably, this may apply even more for boys who
rarely, if ever, discussed their experience with friends or family.
Counselling services must be made available in schools where
adolescents can seek help in strict confidence. Health practitioners

267

need to be sensitive to the possibility of abuse as a risk factor in
adolescents who complain of physical ill-health or depression.
Training is needed on assessment of abuse and mental health, and
communication skills. We acknowledge that a methodological
limitation of this study, like any cross-sectional survey, is the
inability to interpret causal relationships from the data. Cohort
studies are essential to examine the causal associations and
outcome of abuse and violence. Studies are also needed to evaluate
the efficacy of interventions aimed at preventing abuse.
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anaemia are seen at the Medical College, Calicut from among the
tribals and Chetti communities of the adjacent Wayanad district.
We carried out a population-based study of gene frequencies and
disease characteristics to plan an appropriate intervention.

Hethods. Clinical examination and haemoglobin electro-
phoresis were done in 1016 subjects belonging to the tribal and


