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Fig. 1. Exposure to PVa during the 12 months preceding the survey and exposure to 
lifetime SVb in a sample of children from five African countries that participated 
in the GSHS, 2003–2004
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GSHS, Global School-based Student Health Survey; PV, physical violence; SV, sexual violence.
a 	Exposure to PV was defined by response to the question, “During the past 12 months, how many times were you 

involved in a physical fight?”
b 	Exposure to SV was defined by response to the question, “Have you ever been physically forced to have sexual 

intercourse?”

boys and girls. A third (35%; SE: 0.81) 
of the children reported no such sleep 
problems and 14% (SE: 0.68) reported 
rare occurrences. The odds of persistent 
sleep problems due to worry were three 
times greater among children with ³ 6 
exposures to PV and two times greater 
among children exposed to SV than 
among unexposed children (Table 3).

Nearly one in four (24%; SE: 0.84) 
children reported having considered 
suicide and 29% (SE: 0.93) reported 
having planned suicide during the 12 
months preceding the survey. Asso-
ciations between exposure to PV and 
both measures of suicidal ideation were 
strong and dose-related (P for trend 
< 0.001), and the odds of having had 
suicidal ideation were twice as high 
among children exposed to SV as among 
unexposed children (Table 4).

Substance use
The frequency of current cigarette use 
(8%; SE: 0.52) was similar across age 
groups but slightly greater among boys 
(10%) than girls (6%) (P < 0.001). The 
associations between exposure to PV 
and current cigarette use were strong 
and dose-related (Table 5). Similarly 
strong associations were observed for 
current alcohol use (frequency, 24%; 
SE: 0.90) and lifetime drug use (fre-
quency, 19%; SE: 1.03) (Table 5). 
Finally, current frequent alcohol use 
also was associated with exposure to PV 
(³ 6 episodes versus 0, aOR: 14.00; 
95% CI: 9.39–20.89) or SV (aOR: 3.65; 
95% CI: 2.63–5.06) (data not shown).

Risky sexual behaviour
One in five (SE: 0.95) boys and one in 
10 (SE: 0.90) girls reported multiple 
sex partners. More than one in five (SE: 
1.19) children reported having had 
an STI. After adjustment for age and 
sex, children exposed to PV or SV had 
significantly greater odds of reporting 
risky sexual behaviours or a history of 
STI (Table 6).

Gender
Through secondary analyses we ex-
plored whether the associations de-
scribed above between exposure to PV 
or SV and the adverse health behaviours 
differed for girls and boys (i.e. whether 
the effect was modified by gender). 
Effect modification by gender (evalu-
ated at P  £  0.05) was observed for 

the relationship between violence and 
some adverse health behaviours, but 
not all behaviours. For instance, the 
odds of using drugs were 9.53 (95% 
CI: 7.14–12.73) times greater among 
girls exposed to 6 or more physical 
fights than among girls exposed to 
none, while in boys exposed to 6 or 
more physical fights the odds were 
only 5.65 (95% CI: 4.04–7.89) times 
greater than in unexposed boys (P for 
interaction = 0.033). Stronger associa-
tions were also observed among girls 
between exposure to PV and multiple 
sex partners (girls, ³ 6 versus 0 fights: 
OR: 8.36; 95% CI: 4.89–14.27; boys, 
³ 6 versus 0 fights: OR: 3.64; 95% CI: 
2.52–5.26) (P for interaction = 0.039) 
and between exposure to SV and 
multiple sex partners (girls: OR: 4.45; 
95% CI: 3.28–6.03; boys: OR: 2.37; 
95% CI: 1.89–2.98) (P for interac-
tion = 0.001). Only the association 
between forced sexual intercourse and 
planned suicide was slightly stronger for 
boys (OR: 2.43; 95% CI: 2.04–2.90) 
than for girls (OR: 1.63; 95% CI: 
1.37–1.95) (P for interaction = 0.002).

Discussion
In the current study, exposure to PV or 
SV was found to be common among 
boys and girls in five African countries, 
where 1 in 10 children were exposed 
to both PV and SV. We found strong 
associations between exposure to PV, 
SV or both and multiple adverse health 
behaviours during childhood. In the 
case of exposure to PV, associations with 
health behaviours were dose-related, so 
that increases in exposure were associ-
ated with increased odds of showing the 
behaviours. In addition, the presence 
of multiple forms of violence was as-
sociated with increased odds of adverse 
health behaviours.

Our findings from five African 
countries contribute to the under-
standing of the relationship between 
violence and adverse health behaviours 
among children in several ways. First, 
they lend further support to research 
findings from developed countries that 
show exposure to violence is related 
to adverse health behaviours. Many of 
the health behaviours examined in our 
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Table 3. 	Relative frequency and aORs of lonelinessa or worry resulting in sleep lossb associated with PV and SV in a sample of 
African children, GSHS, 2003-2004

Lonely most or all of the timec So worried could seldom or 
never sleepc

% (SE)d aOR (95% CI)e % (SE)d aOR (95% CI)e

Times involved in physical fight during 12 months 
preceding survey
0 f 13.3 (0.64) 1.00 13.7 (0.98) 1.00
1 15.7 (1.19) 1.23 (1.01–1.51) 16.7 (1.00) 1.28 (1.07–1.54)
2–5 20.3 (1.18) 1.68 (1.39–2.02) 23.4 (1.48) 1.95 (1.61–2.35)
6+ 28.3 (1.78) 2.59 (2.10–3.20) 32.3 (2.17) 3.02 (2.48–3.69)

P for trend < 0.001 P for trend < 0.001

Ever physically forced to have sexual intercourse
Nof 14.6 (0.56) 1.00 14.6 (0.61) 1.00
Yes 21.3 (1.30) 1.57 (1.32–1.86) 26.5 (1.18) 2.09 (1.81–2.41)

Physical and sexual violence scoreg

0 f 12.2 (0.64) 1.00 12.1 (0.58) 1.00
1 18.3 (0.72) 1.62 (1.41–1.85) 19.2 (0.91) 1.75 (1.55–1.96)
2 24.4 (2.13) 2.32 (1.79–3.02) 32.1 (1.69) 3.43 (2.86–4.13)

P for trend < 0.001 P for trend < 0.001

aOR, adjusted odds ratio; CI, confidence interval; GSHS, Global School-based Student Health Survey; PV, physical violence; SE, standard error; SV, sexual violence.
a  The logistic regression models for feelings of loneliness were fit to the data of 15 974 respondents.
b  The logistic regression models for sleep loss resulting from worry were fit to the data of 16 096 respondents.
c  During the 12 months preceding the survey.
d  Data are reported as weighted percentages.
e  ORs and 95% CIs adjusted for age and sex.
f  Reference category for aORs.
g  The physical and sexual violence score is the sum of the points for involvement in a physical fight (yes, 1; no, 0) during the 12 months preceding the survey and for 

having ever been physically forced to have sexual intercourse (yes, 1; no, 0).

study are known to have implications 
for adult health behaviours and health 
outcomes later in life (e.g. smoking 
and cardiovascular and respiratory 
disease). Health behaviours such as 
cigarette smoking, alcohol use, or drug 
use may serve, either consciously or 
unconsciously, as coping mechanisms 
in the presence of stress resulting from 
exposure to violence. To the extent that 
such behaviours feel like effective and 
immediate solutions (through coping 
processes), they may become chronic 
and affect health in adulthood. There-
fore, continued research is needed on 
the long-term implications of child-
hood exposure to violence. Researchers 
and programme managers trying to 
understand and prevent adverse health 
behaviours such as those discussed here 
may benefit from considering exposure 
to violence during childhood as a point 
of entry to intervene.

Second, we observed an association 
between exposure to PV among peers 
and adverse health behaviours. Studies 
of childhood maltreatment and its re-
lationship to adverse health behaviours 

most often focus on maltreatment at 
the hands of parents or caretakers. 
Our findings expand this literature by 
showing that in some African countries 
peer violence is associated with similar 
adverse health behaviours, both among 
boys and girls.

Our findings also contribute to 
the understanding of the burden of 
exposure to PV and SV among boys 
and girls in Africa. First, few data exist 
on the burden of childhood violence 
outside of South Africa. Second, the 
data from the five African countries we 
studied suggest that physical fighting 
is more common among girls and SV 
more common among boys than data 
from other more developed countries 
would lead one to predict. For example, 
we observed exposure to PV (based 
on involvement in any physical fight 
during the 12 months preceding the 
survey) among 36–47% of the girls, 
depending on age (Table 2). A cross-
sectional survey of grade 8 students 
conducted during 1997 and 2004 in 
Cape Town showed involvement in 
physical fighting during the 12 months 

preceding the survey in 16% (95% CI: 
14–18%) of girls.5 Similarly, physical 
fighting during the 12 months preced-
ing the survey varied from 13% among 
girls participating in the 2001/2002 
Health Behaviour in School-Aged Chil-
dren survey in Finland to 32% among 
those participating in Hungary.6

Much of the published evidence 
shows that more girls than boys are 
victims of sexual abuse. For instance, 
in a sample of Cape Town high school 
students King et al.7 found that 2.0% of 
male and 13.3% of female respondents 
had been victims of attempted rape; 
5.0% of males and 6.0% of females 
had been victims of completed rape, 
and the odds of having been the victim 
of attempted or completed rape were 
four times as high among females as 
among males. Our findings highlight 
the importance of not neglecting SV 
among boys and show that among 
African children exposure to SV and its 
potential consequences are as common 
among boys as among girls, contrary 
to what the existing literature may lead 
one to assume.
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Table 4. 	Relative frequency and aORsa of having consideredb or planned suicide in a sample of African children, by exposure to PV 
and/or SV, GSHS, 2003-2004

Considered suicide Planned suicide

% (SE)c aOR (95% CI)d % (SE)c aOR (95% CI)d

Times involved in physical fight during the 12 months preceding survey
0e 19.4 (0.74) 1.00 23.5 (0.94) 1.00
1 24.7 (1.41) 1.38 (1.18–1.61) 30.9 (1.69) 1.46 (1.22–1.76)
2–5 30.7 (1.98) 1.86 (1.58–2.20) 37.5 (1.85) 1.97 (1.69–2.29)
6+ 37.2 (2.12) 2.48 (2.04–3.01) 44.6 (2.28) 2.63 (2.21–3.12)

P for trend < 0.001 P for trend < 0.001

Ever physically forced to have sexual intercourse
Noe 20.1 (0.70) 1.00 25.2 (0.89) 1.00
Yes 35.3 (1.73) 2.15 (1.86–2.48) 40.5 (1.57) 2.00 (1.76–2.28)

Physical and sexual violence scoref

0e 16.9 (0.64) 1.00 20.7 (0.86) 1.00
1 26.7 (1.11) 1.81 (1.61–2.04) 33.4 (1.33) 1.93 (1.70–2.19)
2 40.2 (2.50) 3.30 (2.71–4.03) 45.3 (2.25) 3.15 (2.58–3.85)

P for trend < 0.001 P for trend < 0.001

aOR, odds ratio; CI, confidence interval; GSHS, Global School-based Student Health Study; PV, physical violence; SE, standard error; SV, sexual violence.
a  The logistic regression models for suicide consideration were fit to the data of 15 653 respondents, and those for suicide planning were fit to the data of 15 567 

respondents. Swaziland did not ask questions in this domain.
b  Over the 12 months preceding the survey.
c  Data are reported as weighted percentages, and standard errors are reported in parentheses.
d  ORs and 95% CIs adjusted for age and sex.
e  Reference category for aORs.
f  The physical and sexual violence score is the sum of the points for involvement in a physical fight (yes, 1; no, 0) during the 12 months preceding the survey and for 

having ever been physically forced to have sexual intercourse (yes, 1; no, 0).

Table 5. 	Relative frequency and aORs of current cigarette use,a current alcohol use,b or lifetime drug usec associated with PV and SV 
among African children, GSHS, 2003-2004

Current cigarette use Current alcohol use Lifetime drug use

% (SE)d aOR (95% CI)e % (SE)d aOR (95% CI)e % (SE)d aOR (95% CI)e

Times involved in physical fight during the 12 months preceding survey
0 f  4.6 (0.39) 1.00 15.7 (0.72) 1.00 11.2 (0.74) 1.00
1  9.8 (1.09) 2.20 (1.77–2.75) 26.9 (1.72) 1.97 (1.64–2.37) 23.6 (1.82) 2.39 (1.87–3.05)
2–5 14.5 (1.60) 3.43 (2.54–4.63) 37.7 (1.99) 3.26 (2.71–3.91) 29.4 (1.91) 3.25 (2.72–3.90)
6+ 22.9 (2.60) 5.95 (4.37–8.11) 54.3 (3.13) 6.31 (4.89–8.13) 48.0 (3.11) 7.19 (5.60–9.23)

P for trend < 0.001 P for trend < 0.001 P for trend < 0.001

Ever physically forced to have sexual intercourse
Nof  6.6 (0.43) 1.00 20.0 (0.82) 1.00 15.7 (0.93) 1.00
Yes 13.1 (1.37) 2.29 (1.87–2.80) 37.8 (1.59) 2.48 (2.17–2.83) 31.6 (1.83) 2.54 (2.15–3.01)

Physical and sexual violence scoreg

0 f  4.0 (0.31) 1.00 13.6 (0.74) 1.00 9.7 (0.72) 1.00
1 10.6 (0.83) 2.82 (2.38–3.34) 29.8 (1.22) 2.71 (2.32–3.15) 23.3 (1.26) 2.79 (2.36–3.31)
2 20.2 (2.30) 6.15 (4.67–8.10) 50.9 (2.42) 6.56 (5.39–7.98) 45.1 (2.75) 7.63 (6.00–9.69)

P for trend < 0.001 P for trend < 0.001 P for trend < 0.001

aOR, adjusted odds ratio; CI, confidence interval; GSHS, Global School-based Student Health Survey; PV, physical violence; SE, standard error; SV, sexual violence.
a  The logistic regression models for current cigarette use were fit to the data of 12 041 respondents. Swaziland and Zambia did not ask questions related to cigarette 

smoking.
b  The logistic regression models for current alcohol use were fit to the data of 19 443 respondents.
c  The logistic regression models for lifetime drug use were fit to the data of 21 888 respondents.
d  Data are reported as weighted percentages.
e  ORs and 95% CIs adjusted for age and sex.
f  Reference category for aORs.
g  The physical and sexual violence score is the sum of the points for involvement in a physical fight (yes, 1; no, 0) during the 12 months preceding the survey and for 

having ever been physically forced to have sexual intercourse (yes, 1; no, 0).
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In Africa, understanding the bur-
den of PV or SV during childhood and 
its association with health problems is 
a challenge due to insufficient data for 
establishing these associations. While 
children homicide rates in Africa are 
known to be among the highest in the 
world,8 the magnitude of the problem of 
fatal and non-fatal violence in children 
is unclear for most African countries. 
Further investment is needed in infor-
mation systems for routine monitoring 
of trends in violent behaviour, injuries 
and deaths. Surveillance systems being 
developed with uniform standards for 
defining and measuring violence should 
also incorporate information from 
other sources, including health services 
(e.g. emergency departments) and law 
enforcement, education and other au-
thorities.8 In addition, a continued and 
expanded commitment to routinely 
collect survey data on exposure to vio-
lence and health risk behaviours will be 
required to provide the data needed to 
further understand the complex interre-
lationships between violence and health 
behaviours and outcomes throughout 
the lifespan.

Our results should be interpreted 
in light of the following limitations. 
The GSHS is a school-based survey, 
so these data do not include children 
who do not attend school or who were 
absent from school the day the survey 
was administered, who may have higher 
prevalences of adverse risk behaviours.9 
Because of the cross-sectional nature of 
the data, determinations and statements 
of cause and effect are impossible. We 
adjusted for age and gender in multivari-
able logistic regression models but were 
unable to account for possible differ-
ences in socioeconomic status and other 
covariates that might be associated with 
the school one attends, the prevalence 
of PV and/or SV or the prevalence of 
adverse health behaviours. Also, the 
time frames for health behaviour ques-
tions varied, with reference to either 30 
days preceding the survey, 12 months 
preceding the survey, or to the entire 
lifetime. Also, our measure of current 
smoking does not distinguish those 
who experiment with cigarettes from 
those who smoke on a regular basis; 
however, symptoms of serious nicotine 
addiction often occur just days or weeks 

after youths first begin to “experiment” 
with smoking.10,11

These data are self-reported. Con-
ceivably, some respondents may have 
misreported their exposure to PV or SV 
or their adverse health behaviours either 
out of embarrassment or to provide a 
socially desirable response. In addition, 
the measure of STIs is intended to 
capture only those infections diagnosed 
by a doctor or nurse; thus, we may be 
underestimating the true prevalence of 
STIs. Despite the potential problems of 
self-reported data, there is no reason to 
believe that children would systemati-
cally misreport in a manner that reflects 
the associations observed herein. Any 
misreporting is likely to have been non-
differential and thus would have biased 
our results towards the null hypothesis.

We must also keep in mind that 
the survey question on exposure to PV 
is focused on physical fighting among 
peers. Other types of PV, such as beat-
ings by parents or teachers or violence 
that occurs between boyfriend and 
girlfriend, may not have been captured, 
so the prevalence of exposure to PV 
may be underestimated. Similarly, the 
survey question on exposure to SV did 

Table 6. 	Relative frequency and aORs of having multiple sex partnersa or a history of STIb associated with PV and SV in a sample of 
African children, GSHS, 2003-2004

Multiple partners (lifetime) History of STI

% (SE)c aOR (95% CI)d % (SE)c aOR (95% CI)d

Times involved in physical fight during the 12 months preceding survey
0e 11.5 (0.72) 1.00 17.6 (1.19) 1.00
1 18.5 (1.37) 1.77 (1.41–2.21) 25.1 (2.67) 1.58 (1.16–2.17)
2–5 23.2 (1.69) 2.31 (1.85–2.88) 23.4 (2.27) 1.46 (1.14–1.87)
6+ 38.7 (3.27) 5.09 (3.73–6.94) 33.2 (3.41) 2.30 (1.64–3.22)

P for trend < 0.001 P for trend < 0.001

Ever physically forced to have sexual intercourse
Noe 12.8 (0.64) 1.00 18.2 (1.22) 1.00
Yes 29.0 (1.65) 3.14 (2.59–3.79) 31.9 (1.73) 2.09 (1.76–2.49)

Physical and sexual violence scoref

0e 9.9 (0.70) 1.00 15.2 (0.95) 1.00
1 18.9 (0.85) 2.18 (1.87–2.55) 23.7 (1.98) 1.72 (1.43–2.07)
2 39.6 (2.76) 6.59 (4.93–8.80) 35.7 (2.91) 3.10 (2.24–4.29)

P for trend < 0.001 P for trend < 0.001

aOR, adjusted odds ratio; CI, confidence interval; GSHS, Global School-based Student Health Survey; PV, physical violence; SE, standard error; STI, sexually transmitted 
infection; SV, sexual violence.
a  The logistic regression models for multiple sex partners were fit to the data of 14 961 respondents.
b  The logistic regression models for history of STI were fit to the data of 12 813 respondents. Namibia and Uganda did not ask the question on the history of STI.
c  Data are reported as weighted percentages.
d  ORs and 95% CIs adjusted for age and sex.
e  Reference category for aORs.
f  The physical and sexual violence score is the sum of the points for involvement in a physical fight (yes, 1; no, 0) during the 12 months preceding the survey and 

having ever been physically forced to have sexual intercourse (yes, 1; no, 0).
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Résumé

Exposition à des violences physiques et sexuelles et comportements préjudiciables à la santé chez les enfants 
africains : résultats de l’Enquête mondiale sur les comportements de santé des enfants d’âge scolaire
Objectif Examiner les associations entre exposition à des violences 
physiques (VP) ou à des violences sexuelles (VS) et comportements 
préjudiciables à la santé parmi un échantillon d’enfants de cinq 
pays africains.
Méthodes Dans le cadre d’une analyse transversale des données 
provenant de Namibie, du Swaziland, d’Ouganda, de Zambie et 
du Zimbabwe - pays ayant participé à l’Enquête mondiale sur 
les comportements de santé des enfants d’âge scolaire en 2003 
et 2004 - , nous avons comparé les fréquences de plusieurs 
comportements préjudiciables à la santé chez les enfants 
(principalement les enfants scolarisés de 13 à 15 ans) ayant 
rapporté ou n’ayant pas rapporté une exposition à des VP ou des VS. 
Nous avons estimé les Odds Ratios (OR) pour ces comportements 
et les intervalles de confiance à 95 % correspondants (IC), après 
ajustement pour l’âge et le sexe.
Résultats 27 à 50 % (42 % en moyenne) des enfants étudiés 
dans les cinq pays ont signalé avoir été exposés à des VP pendant 
les 12 mois précédant l’enquête et 9 à 33 % (23 % en moyenne) 
ont rapporté avoir été exposés à des VS leur vie durant. On a 
observé des associations modérées à forte entre l’exposition à des 

VP ou à des VS et des mesures de la santé mentale, les idées de 
suicide, le tabagisme actuel (cigarettes), la consommation d’alcool 
actuelle, l’usage de drogues sur la durée de vie, la multiplication 
des partenaires sexuels et les antécédents d’infection sexuellement 
transmissible (p £ 0,05 pour l’ensemble des associations). Par 
exemple, l’Odds ratio associé au tabagisme actuel (cigarettes) 
était plus élevé chez les enfants ayant participé à une bagarre 
(OR : 2,20 ; IC à 95 % : 1,77-2,75), à 2-5 bagarres (OR : 3,43 ; 
IC à 95 % : 2,54-4,63) et à 6 bagarres ou plus (OR : 5,95 ; IC à 
95 % : 4,37-8,11) (p de tendance < 0,001) pendant les 12 mois 
précédant l’enquête, que chez les enfants non exposés à des VP.
Conclusion L’exposition à des VP ou à des VS est courante chez 
les enfants de certains pays d’Afrique et on relève des associations 
entre cette exposition et plusieurs comportements préjudiciables à 
la santé. Dans les pays en développement, la prise de conscience 
grandissante de la fréquence des expositions à la violence chez les 
enfants et de leurs conséquences potentielles sur la santé pourrait 
rendre les responsables plus attentifs aux besoins en matière 
programmes de promotion de la santé et de prévention pour faire 
face à ce problème.

Resumen

Exposición a violencia física y sexual y comportamientos de salud adversos en niños africanos: resultados del 
Estudio mundial de la salud de los alumnos en las escuelas
Objetivo Examinar la relación entre la exposición a violencia física 
(VF) o violencia sexual (VS) y los comportamientos de salud 
adversos en una muestra de niños de cinco países africanos.
Métodos Mediante un análisis transversal de datos de Namibia, 
Swazilandia, Uganda, Zambia y Zimbabwe  – países que 
participaron en el Estudio mundial de la salud de los alumnos 
en las escuelas en 2003 o 2004– procedimos a comparar la 
frecuencia relativa de varios comportamientos de salud adversos 
entre los niños (principalmente escolares de 13 a 15 años), según 
hubieran declarado o no que habían estado expuestos a VF o 
VS. Se estimaron las razones de posibilidades (OR) para tales 
comportamientos y sus intervalos de confianza (IC) del 95% después 
de ajustar los datos en función de la edad y el sexo.

Resultados Entre el 27% y el 50% (promedio: 42%) de los niños 
estudiados en los cinco países declararon haber estado expuestos 
a VF durante los 12 meses previos a la encuesta, y un 9%–33% 
(promedio: 23%) declaró haber estado expuesto a VS en algún 
momento de su vida. Se observó una relación entre moderada 
y fuerte entre la exposición a VF o VS y la adopción de medidas 
de salud mental, las ideas suicidas, el consumo de cigarrillos del 
momento, el consumo de alcohol del momento, el uso de drogas 
a lo largo de la vida, la relación con varias parejas sexuales y la 
existencia de antecedentes de infección de transmisión sexual 
(p £ 0,05 en todos los casos). Por ejemplo, la probabilidad de 
que el niño fumara cigarrillos a la sazón fue mayor entre los 
que se habían visto implicados en una pelea (OR: 2,20; IC95%: 

not distinguish between a perpetrator 
who was a peer or someone older than 
the student (e.g. parent, family member, 
caretaker, etc.).

In summary, these are among the 
first estimates of the burden of PV or 
SV among African children and their 
associations with adverse health be-
haviours. Because childhood exposure 
to violence is common and has strong 
associations with multiple health 
behaviours, increased attention to pri-
mary, secondary and tertiary preven-
tion is needed. Increased awareness of 
the frequency of exposure to violence 
among children and potential health 
consequences in developing countries 

may lead to improvements in health 
promotion and disease prevention pro-
grammes. Further research and training 
are needed to help health professionals 
and programme managers recognize 
and understand the linkages between 
childhood exposure to violence and 
adverse health behaviours during child-
hood and across the life span. Tools 
and information, such as the World 
report on violence and health,8 the World 
report on violence against children1 and 
Preventing child maltreatment: a guide to 
taking action and generating evidence,12 
are available to guide organizations in 
their efforts to prevent and respond to 
childhood exposure to violence.  ■
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1,77–2,75), 2–5 peleas (OR: 3,43; IC95%: 2,54–4,63) o 6 
peleas o más (OR: 5,95; IC95%: 4,37–8,11) (p de la tendencia 
< 0,001) en los 12 meses previos al estudio que en los niños no 
expuestos a VF.
Conclusión La exposición a VF y VS es común entre los 
niños africanos en algunos países y se asocia a numerosos 

comportamientos de salud adversos. En los países en desarrollo, 
una mayor sensibilización sobre la frecuencia de la exposición de 
los niños a la violencia y sus posibles consecuencias sanitarias 
puede resaltar la necesidad de emprender programas de 
prevención y de promoción de la salud que aborden ese problema.

ملخص
التعرُّض للعنف البدني والجنسي والسلوك الصحي الضائر لدى الأطفال الأفريقيين: نتائج مستمدة من المسح العالمي لصحة طلاب المدارس

الغرض: دراسة ترافق التعرُّض للعنف البدني أو العنف الجنسي مع السلوكيات 
الصحية الضائرة لدى الأطفال في 5 بلدان أفريقية.

ناميبيا  من  ة  المستمدَّ للمعطيات  مستعرض  مقطعي  تحليل  في  الطريقة: 
وسوازيلاند وأوغندا وزامبيا وزيمبابوي وهي البلدان التي شاركت في المسح 
الباحثون  2004 أجرى  2003 أو عام  العالمي لصحة طلاب المدارس في عام 
الأطفال  لدى  دة  المتعدِّ الضائرة  الصحية  للسلوكيات  النسبي  للتكرار  مقارنة 
)وبشكل أساسي الطلاب في أعمار 13 – 15 عاماً( والذين أبلغوا أو لم يبلغوا 
الأرجحية  الجنسي. وقد قدروا نسبة  العنف  أو  البدني  للعنف  تعرُّضهم  عن 
لمثل هذه السلوكيات بفاصلة ثقة 95 بعد التعديل بالنسبة للعمر والجنس.

الموجودات: أبلغ 27% إلى 50% )الوسطي 42%( من الأطفال الذين دُرسٍوا 
رض للعنف الجسدي خلال الأشهر الاثني عشر  في البلدان الخمسة عن التعُّ
التي سبقت المسح بينما تراوحت نسبة الإبلاغ عن التعرُّض للعنف الجنسي 
ارتباط  وجود  لوحظ  وقد   .)%23 )الوسطي  و%33   %9 بين  الحياة  طيلة 
الجنسي  والعنف  البدني  للعنف  التعرُّض  بين  والشديد  المعتدل  بين  يتراوح 
الوقت  ذلك  في  التبغ  وتعاطي  بالانتحار  والتفكير  النفسية  الصحة  وتدابير 
رات في أي وقت من الحياة،  ومعاقرة الكحول في ذلك الوقت وتعاطي المخدِّ

جنسياً  منقول  بمرض  العدوى  وسوابق  الجنسية  الممارسة  في  القرناء  وتعدد 
)قوى الاحتمال P يساوي أو أقل من 0.05 في جميع الترافقات(، فعلى سبيل 
المثال كانت أرجحية تدخين السجائر بين الأطفال الذين تورطوا في عراك لمرة 
واحدة )نسبة الأرجحية 2.20 بفاصلة ثقة 95 تراوحت بين 1.77 و2.75(، 
وبين الأطفال الذين شاركوا في العراك 2 – 5 مرات )نسبة الأرجحية 3.43، 
فاصلة ثقة 95% إذ تراوحت بين 2.54 – 4.63( و الأطفال الذين تورطوا 
 %95 5.95 وبفاصلة ثقة  العراك )نسبة الأرجحية  أو أكثر من  6 مرات  في 
خلال   )0.001 من  أقل  للنزوع  الاحتمال  وقيمة  و8.11(   4.37 وتراوحت 
الإثني عشر شهراً التي سبقت إجراء المسح، أعلى مما لدى الأطفال الذين لم 

يتعرضوا للعنف البدني.
الاستنتاج: يشيع تعرُّض الأطفال في بعض البلدان الأفريقية إلى العنف البدني 
والعنف الجنسي، ويترافق مع سلوكيات صحية ضائرة ومتعددة. وفي البلدان 
والعواقب  للعنف  الأطفال  تعرُّض  بتكرار  الوعي  ازدياد  ي  يؤدِّ قد  النامية 
الصحية المحتملة له إلى إيلاء اهتمام أكثر بالحاجة إلى برامج تعزيز الصحة 

وحفظها التي تعالج هذه المشكلة.
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Appendix A. Questions and variable definitions for exposure to PV and SV, GSHS, 2003–2004

Physical violence
Student question: “A physical fight occurs when two or more students of about the same strength or power choose to fight each other. During the 
past 12 months, how many times were you involved in a physical fight?”

Variable: 	Physical violence

Value:     = 1 if student responds ³ 1 times; = 0 otherwise

Variable: Physical violence

Value:     = 0 if response is 0 times; = 1 if response is 1 time; = 2 if response is 2–5 times; = 3 if response is ³ 6 times

Note: ³ 6 physical fights represents the upper 10% of the distribution.

Sexual violence
Student question: “Have you ever been physically forced to have sexual intercourse when you did not want to?”

Variable: 	Sexual violence

Value:     = 1 if response is “yes”; = 0 otherwise

GSHS, Global School-based Student Health Survey; PV, physical violence; SV, sexual violence.
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Appendix B. Questions and variable definitions for several adverse health behaviours or events, GSHS, 2003–2004

Persistent feelings of loneliness
Student question: “During the past 12 months, how often have you felt lonely?”

Variable: Loneliness

Value:     = 1 if response is “most of the time” or “always”; = 0 otherwise

Persistent sleep loss
Student question: “During the past 12 months, how often have you been so worried about something that you could not sleep at night?”

Variable: Sleep loss

Value:     = 1 if response is “most of the time” or “always”; = 0 otherwise

Suicide ideation
Student question: “During the past 12 months, did you ever seriously consider attempting suicide?”

Variable: Considered suicide

Value:     = 1 if response is “yes”; = 0 otherwise

Student question: “During the past 12 months, did you make a plan about how you would attempt suicide?”

Variable: Planned suicide

Value:     = 1 if response is “yes”; = 0 otherwise

Current cigarette smoker
Student question: “During the past 30 days, on how many days did you smoke cigarettes?”

Variable: Smoker

Value:     = 1 if response is smoked on ³ 1 day within the past 30 days; = 0 otherwise

Alcohol use
Student question: “During the past 30 days, on how many days did you have at least one drink containing alcohol?”

Variable: Current alcohol use

Value:     = 1 if had at least one drink on ³ 1 day; = 0 otherwise

Variable: Current frequent alcohol use

Value:     = 1 if response is alcohol on ³ 20 days; = 0 otherwise 

Note: ³ 20 days is approximately the upper 5% of the variable distribution.

Lifetime drug use
Student question: “During your life, how many times have you used drugs, such as [country specific examples including marijuana njaga, bangi, 
opium, njaye, cocaine, crack, ecstasy, dagga, glue]?”

Variable: Drug use

Value:     = 1 if response is ³ 1 time during lifetime; = 0 otherwise

Sexual intercourse with multiple partners
Student question: “During your life, with how many people have you had sexual intercourse?”

Variable: Multiple partners

Value:     = 1 if response is ³ 2 partners; = 0 otherwise

History of sexually transmitted infection (STI)
Student question: “Have you ever been told by a doctor or nurse that you had a sexually transmitted infection, such as infection with HIV, AIDS, 
syphilis or gonorrhoea?”

Variable: STI

Value:     = 1 if response is “yes”; = 0 otherwise

GSHS, Global School-based Student Health Survey.


