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ABSTRACT

Introduction Child sexual abuse (CSA) is a widespread
global health concern with lasting impacts. CSA is
multifactorial and layered, and interventions to tackle
CSA require an analysis of the key contributing factors.
The main objective of this study was to explore global
prevalence estimates of CSA and key contributing factors.
Methods We systematically searched PubMed,

Scopus and Web of Science for studies reporting lifetime
prevalence of contact (eg, inappropriate touching or sexual
acts) and non-contact (eg, exposure to sexual content or
ill-intended conversations) CSA. Of 5493 articles screened,
332 met inclusion criteria. Prevalence data were stratified
by population, region and abuse type. Risk factors

were synthesised thematically using a socioecological
framework.

Results Median prevalence of reported non-contact
CSA was 57.0% (range: 31.1%—80.0%). Contact CSA
prevalence was higher among females (median: 14.9%,
range: 2.2%—-40.2%) than males (median: 6.0%, range:
0.6%—21.2%). Regional variations were notable, with
sub-Saharan Africa reporting the highest contact CSA
prevalence (median: 25.5%) and Latin America and the
Caribbean the lowest (median: 8.5%). Vulnerable groups,
including Indigenous children (median: 39.2%), orphans
(37.9%) and the incarcerated (31.1%), faced higher

risk. Risk factors spanned individual (shame, stigma),
familial (poor supervision, dysfunction), institutional (lack
of safeguards) and societal (weak legal frameworks,
normalisation of abuse) levels.

Conclusions Prevalence of CSA was globally high,

with 14 in 100 females reporting having experienced
CSA. Multilevel interventions, particularly strengthening
family supervision and institutional safeguarding, legal
accountability and community awareness, are critical for
the prevention of CSA.

INTRODUCTION

A pervasive child health and safeguarding
concern, child sexual abuse (CSA) nega-
tively impacts children’s psychosocial devel-
opment." While the definition of CSA varies
considerably across the literature,”® the WHO
defines CSA as ‘the involvement of a child in
sexual activity that he or she does not fully

comprehend, is unable to give informed
consent to, or for which the child is not devel-
opmentally prepared, or else that violates
the laws or social taboos of society. Children
can be sexually abused by both adults and
other children who are—by virtue of their
age or stage of development—in a position of
responsibility, trust or power over the victim’.*
Consistent with this definition, the literature
generally recognises three forms of CSA: (1)
non-contact abuse, including online abuse
that exposes children to sexual activity that
does not involve physical contact; (2) contact
abuse that, for example, can include sexually
intended touch and (3) penetrating abuse to
children, for example, physical sexual pene-
tration.”

Feelings of guilt, embarrassment and
shame, intertwined with sociocultural taboos
and stigma surrounding sexual assault, all
contribute to global underreporting of
CSA.° The immediate and lifelong sequelae,
however, are well-documented and far-
reaching.” Survivors may experience cogni-
tive and emotional disturbances, including
anxiety, depression, suicidality and suicide
attempts, and post-traumatic stress disorder.®
CSA is also linked to disruptions in academic
achievement, earnings,
impaired social relationships, increased risk-
taking behaviours and long-term physical
health complications such as chronic pain,
substance abuse, revictimisation and cardio-
vascular disease.” Beyond the individual
level, CSA has broader societal implications,
including stress on economy of healthcare,
social welfare and criminal justice systems.'’
Given these extensive and lasting conse-
quences, effective prevention strategies,
timely identification, comprehensive support
services and access to justice for victims, as
well as appropriate legal consequences for

future economic

BM) Group

Adhikari B, et al. BMlJ Paediatrics Open 2026;10:004423. doi:10.1136/bmjpo-2025-004423 1


https://bmjopen.bmj.com/
https://orcid.org/0000-0001-8981-3910
https://doi.org/10.1136/bmjpo-2025-004423
https://doi.org/10.1136/bmjpo-2025-004423
https://crossmark.crossref.org/dialog/?doi=10.1136/bmjpo-2025-004423&domain=pdf&date_stamp=2026-04-03

perpetrators, are critical to mitigating the impact of
CSA." These consequences underscore the critical role
of paediatric, mental health and child protection services
in early identification, prevention and long-term support
for affected children.

CSA is associated with several risk and protective
factors.”® Common risk factors include time spent by chil-
dren in institutional settings, sex (with females at greater
risk), younger age, disability, socioeconomic vulnerabili-
ties, drug and alcohol use, and poor parental guidance,
supervision and safeguarding policies.'”” In addition,
several factors are identified as inhibiting or promoting
timely CSA disclosure, including access to supportive
and protective services; sociodemographic variables such
as age, gender, minoritised ethnic status; the failure to
recognise disclosure as an iterative, interactive process;
sociocultural norms, including norms around ‘child
safety’; family cohesion; and experiences of shame."
Understanding these factors is essential for informing
context-appropriate screening, safeguarding practices
and prevention strategies across child health systems.

Several systematic reviews have explored the burden of
CSA, frequently focusing on specific countries or regions,
or concerning children with specific characteristics (eg,
homelessness, psychological and/or psychiatric disorders
and disability), and are thus often constrained by the
sample or context of the study.”® Few have explored the
mix of prevalence of CSA and its adverse consequences.”
A report by UNICEF acknowledges a wide variation
in the prevalence of CSA across different population
groups and geographic regions, with the prevalence
ranging from 7% to 12% in boys, 18% to 20% in girls
and a greater prevalence among vulnerable populations
worldwide.” Meta-analyses on the prevalence of CSA are
often limited by methodological heterogeneity, contex-
tual variability and self-reporting biases, which warrant
a more inclusive approach characteristic of a scoping
review.'* ' Moreover, previous global prevalence meta-
analyses highlight an incongruence between official
reporting rates and the self-declared rates reported in

prevalence studies."* ' The latter suggests the presence
of multiple barriers that prevent CSA disclosure, as an
important step to mitigate the impact of CSA on health
and mental well-being of children and prevent further
victimisation. The main objective of this study was to
synthesise and map global evidence on the prevalence
of CSA across abuse types, sexes, regions and vulnerable
populations, and to examine the key individual, familial,
institutional and societal risk factors contributing to its
occurrence using a socioecological framework.

MATERIALS AND METHODS

Design

This was a systematic literature review adapted to compre-
hensively capture the scope and breadth of evidence on
CSA including drivers using a socioecological lens. The
review was also designed to accommodate the heteroge-
neity of studies and map their findings (online supple-
mental file S1). The review and/or its protocol have not
been published or registered.

Search strategy

Search strategies following the tenet of systematic liter-
ature review were developed to identify relevant arti-
cles across three major databases: PubMed, Scopus and
Web of Science. Search terms included keywords related
to ‘child sexual assault’ and ‘prevalence’ with a sample
search string, adapted for three major databases, provided
in online supplemental file S2. After removing duplicate
publications, titles and abstracts were screened to iden-
tify potentially eligible articles by BA, AD and AM. The
review was conducted and reported in accordance with
the Preferred Reporting Items for Systematic Reviews
and Meta-Analyses guidelines (online supplemental file
S3). Articles selected based on this initial screening were
then read in full text against the full eligibility criteria
(table 1). Where full texts were unavailable, the authors
attempted to contact corresponding authors and rele-
vant institutional libraries.

Table 1 Inclusion and exclusion criteria

Inclusion criteria

Exclusion criteria

» Relevance to CSA: studies that report data specific to child » Lack of specific CSA data: studies that reported child abuse

sexual abuse.

» Geographical scope: Any country.

» Combination with adult data: Studies reporting combined
child and adult sexual abuse data were included only if
CSA-specific prevalence could be disaggregated.

» Literature type: Published academic literature and grey
literature.

» Type of study: all types of methodologies (eg, cross-
sectional, longitudinal and combined methods)

» Studies reporting prevalence without restricting by time
and period

CSA, child sexual abuse.

or violence against children without specific information on
CSA.

» lIrrelevant data: studies that did not report prevalence of
CSA.

» Studies reported in a language other than English.
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Data extraction

Data were extracted from the selected articles using a
piloted data extraction sheet. Apart from re-examining
the relevance based on the reading of full text, articles
were not subjected to a quality appraisal. This served
our objective by being accommodative to a wide range
of evidence—an essential element for socioecological
analysis which uses qualitative methods of data synthesis.
In addition, our flexible approach also allowed us to
examine the discordance and concordance of evidence
without categorising which may have improved the
comprehensibility.

The data extraction procedure followed a regular
meeting and discussion among the core team members.
After extracting data from the first ten articles, core team
members convened to adapt and discuss the methods
and types of data to be extracted. Three authors (AD, AM
and BA) independently extracted data into a Microsoft
Excel sheet. A standardised Excel form was designed to
extract the following essential information from included
studies: country, year, sample (sex, age, sample size),
study design, relevant laws related to CSA, prevalence of
CSA, measure of CSA, facilitators and barriers.

Any discrepancies among the three authors during
the extraction were resolved through regular meetings
together with a fourth author (NS) who provided the
additional input. A consensus-based approach was used.
The final discussion involved re-examination of the full
text and revision in the extracted data.

Grey literature

In addition to academic literature, grey literature such as
reports from UNICEF and government reports (eg, UK’s
CSA reports) were searched using Google and Google
Scholar. Suggestions from authors and experts in the
field were also incorporated to broaden the inclusion
of literature. Some of these institutions were contacted
for relevant documents. Grey literature searches were
conducted using predefined keywords, and documents
were screened using the same eligibility criteria as peer-
reviewed studies. A total of nine reports were reviewed,
and their findings were incorporated into this review
(online supplemental file S4).

Data analysis

Included studies were grouped according to age group,
World Bank country regions16 and priority population
examined. Prevalence rates across regions and income
levels were reported as a range (lowest and highest
reported prevalence across studies). Median values and
range from the prevalence across the categories were
calculated. Given substantial methodological and contex-
tual heterogeneity across studies, meta-analysis was not
undertaken.

Qualitative synthesis
Risk factors for CSA were examined through a qualitative
analysis of the data. Three main domains for qualitative

data extraction were: ‘background laws related to CSA’,
‘facilitators’, and ‘barriers’ related to CSA, and ‘authors’
reflection’. Textual data were first extracted at Microsoft
Excel followed by coding at QSR NVivo using a mixture
of inductive and deductive approaches applying a soci-
oecological model (online supplemental file S5). Codes
were later synthesised according to three categories of
influence known to impact on general health outcomes,
which, adapted from Bronfenbrenner’s socioecolog-
ical framework, categorised data into macro, meso and
microlevels.
» Microlevel: Individual-level risk factors, referring to a
child or adolescent.
» Mesolevel: Family and institutional factors, including
schools, colleges and training centres.
» Macrolevel: Societal and policy-level factors affecting
CSA.
This approach allowed for a comprehensive under-
standing of the complex factors influencing CSA globally.

RESULTS

Following the search strategy, a total of 8086 articles were
collated in the EndNote in August 2024. After removing
the duplicates, a total of 5493 articles were screened
based on the title and abstracts. Finally, a total of 398 full
texts were assessed for eligibility, resulting in 332 articles
for data analysis (online supplemental file S4). While the
prevalence of CSA was extracted from all 332 articles, for
the comparability across the specific variables differen-
tiated by gender, a total of 154 articles were selected for
median prevalence calculation. The prevalence of GSA
varied across geography, age groups and population types.
In general, non-contact CSA was higher (median: 57.0%,
range 31.1%-80%;) than contact-based CSA (overall
median: 14.1%, range 0.5%-60.4%;) with females at
higher risk (median: 14.9%, range: 2.2%-40.2%) than
males (median: 6%, range 0.6%-21.2%). The majority
of the reported CSA incidents occurred within a familiar
social space, where children spend most of their time.
The perpetrators were predominantly family members
or close relatives. The prevalence of CSA is likely to be
underreported due to stigma, embarrassment and shame.

Study characteristics
Of 383 studies selected for full text data analysis, 332 were
primary studies and 51 were evidence syntheses. The data
from the latter were excluded when analysing the prev-
alence data. The wide heterogeneity of study method-
ology, population and study instruments constrained the
pooling of prevalence estimates including the breadth of
the range reported. Finally, prevalence rates from a total
of 154 articles were compared against each sub-group
(online supplemental file S6). Diverse measures were
used to calculate CSA prevalence, the most common of
which are presented in box 1.

Some studies combined measures of CSA with other
psychological trauma assessment scales, disability
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Box1 Common tools used to measure child sexual abuse in the
literature

1. International Society for the Prevention of Child Abuse and Neglect
(ISPCAN) Child Abuse Screening Tools Retrospective version
(ICAST-R).

Childhood Trauma Questionnaire-Short Form.

Childhood Experiences of Care and Abuse Questionnaire.
Finkelhor’s (1979) questionnaire for measuring sexual abuse.
Adverse Childhood Experiences International Questionnaire.
Ten-item Kessler Psychological Distress Scale.

IISPCAN ICAST-R and Child Abuse Screening Tool Children’s Version.
Childhood Abuse and Neglect Questionnaire.

Child Abuse Experiences and Sexual Harassment scale.

© © N Ok oD

assessments, substance and alcohol abuse; for example,
the WHO’s quality of life scale, the Centre for Epide-
miologic Studies Depression Scale and Rosenberg Self-
Esteem Scale.

Studies reporting prevalence of CSA (n=332) were
further separated based on whether the CSA preva-
lence specific to gender (eg, male and female) was
reported. Among the studies which reported prev-
alence by gender (n=154), 46 included children or
adolescents as respondents. In another 11 studies,
the respondents were a combination of children and
adolescents. Forty-two of 154 studies were from North
America (27%), followed by Europe and central Asia
(n=35;23%), East Asia and Pacific (n=31;20%). Among
the 49 studies investigating subpopulations, 11 studies

80

60

Type of sexual abuse
B Contactabuse

B3 Non contactabuse:
3 Penetating abuse

Child sexual abuse prevalence

Penetrating abuse Contact abuse
Type of sexual abuse

Non contact abuse:

Figure 1
Median prevalence by sex and age group.

interviewed psychiatric patients, men who have sex with
men (n=10), and low-income and middle-income fami-
lies (n=9).

Prevalence of CSA

The median prevalence of reported non-contact GSA
was higher than that of contact and penetrative abuse
(figure 1A), with median values of 57.0% for non-contact
abuse, 14.1% for contact abuse and 9.0% for penetrative
abuse.

Contact CSA was further disaggregated by age group
of the respondent, including adults aged 25 years and
older, children and adolescents under 19 years, and
young adults aged 20-24 years (figure 1B). The median
prevalence for these groups was as follows: children and
adolescents under 19 years reported a median prevalence
of 6.0% for males and 14.9% for females, young adults
aged 20-24 years reported a median prevalence of 6.4%
for males and 11.2% for females, and adult respondents
aged 25 years and older reported a median prevalence of
6.9% for males and 14.6% for females.

The reported prevalence of CSA was highest among
Indigenous populations, with a median prevalence of
39.2%, followed by those who were orphaned or home-
less, with a median prevalence of 37.9% (figure 2). When
disaggregated by World Bank regions, Western and
Central Africa had the highest reported median preva-
lence of 25.7%, compared with the lowest CSA in Latin
America and the Caribbean at 8.5% (figure 3).
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14.6 149
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Prevalence of reported child sex abuse. (A) Median prevalence of reported child sex abuse by category of abuse; (B)
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Figure 2 Prevalence of reported child sexual abuse. Median prevalence by priority population.

Risk factors associated with CSA

Risk factors contributing to CSA were extracted from the
literature (online supplemental file S7). Risk factors of
CSA overlapped across the categories. The higher recur-
rence of risk factors was embedded in family-level charac-
teristics, followed by societal, individual and policy char-
acteristics of the country (figure 4).

America
2 countries (15%)

33 countries (8.5%)

Individual level

At an individual level, victims were frequently found to
hesitate to report and seek help because of stigma, shame
and the process of victimisation. The victims of CSA often
anticipated disbelief, shame and potential repercussions
from family or community. The self-afflicting nature of
stigma when reporting or disclosing sexual abuse was a

Europe & Central Asia
53 Countries (13.3%)

South
21 Countries (24.6%)\

sia an
8 Countries (13.3%)

East.Asia &
Yo, Pacific
$430 Countries (11.7%)

ub-Saharan
Africa

48 countries (25.5%) R

Figure 3 Prevalence of reported child sexual abuse by world bank regions.
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Figure 4 Factors affecting child sexual abuse at various levels based on the literature. CSA, child sexual abuse.

critical hindrance to reporting. The process of victimi-
sation often entailed shame and embarrassment while
incurring continued abuse or even re-victimisation.
Female children were reported to be more likely to
experience mental health issues, increasing their vulner-
ability to CSA, compared with their male counterparts.
Few studies reported no difference in CSA by gender.
Others reported increased vulnerability in male chil-
dren. Children, particularly younger ones, may well be
unaware of what constitutes CSA, when to seek help and
how to describe the acts of abuse they have undergone.
CSA victims were likely to suffer psycho-social trauma
of abuse, lowered self-esteem, anxiety and other mental
health conditions that complicate and delay reporting
these issues. At the same time, psychological conditions
such as childhood attachment challenges (eg, insecure
attachment) and emotional regulation difficulties were
associated with increased vulnerability to CSA. Children
may be exploited in power-imbalanced relationships with
those who they trust most, such as adults (caregivers) and
relatives. Similarly, disability, substance abuse, poverty
and absence of a supportive environment were found to
increase the risk of GSA.

Family level

Family-level factors were found to be the predomi-
nant risk for CSA. Specifically, dysfunctional house-
holds, poor parenting and inadequate supervision
were major contributors. Dysfunctional house-
holds included divorced parents, single parents,
disputes within the family, domestic violence, sepa-
rated parents and poor cohesion within the family
members. Presence of a stepfather, foster parents and
male cousins also affected the risk of CSA. Dysfunc-
tional parenting was often linked to poor supervi-
sion of children, whereby lack of care, affection and

Stigma, shame, victimization, poor awareness, low self-esteem,

Household dysfunction, poor parenting and supervision,
dependence and exploitation, relatives, trust, familial integrity

Poor awareness on CSA, resources for action, education on

Cultural norms, family privacy, social stigma, gender inequity and

Legal framework and support system, child protection policy,

regulatory mechanisms, impunity

anxiety and mental health, exploitation, coercion

Tailored

sexuality, institutional limitations strategies

awareness

monitoring of children’s behaviour added vulnera-
bility to CSA.

Children not reared by their biological parents
were found to be at increased risk amidst their non-
biological parents, including foster parents, as well as
relatives and peers. Children in care and dependent
on guardians were vulnerable to exploitation by care-
givers. Most literature alluded to such exploitation
by close relatives, who exploited the close proximity
and intimacy in familial relationships. Under such
circumstances, sexual abuse was difficult to report,
because familial integrity and relationships seemed
to be given greater priority than prevention and
punishment of sex abuse.

Children of parents misusing alcohol or other
mind-altering substances were at increased risk of
child sexual exploitation. Mental health conditions
in parents were additional risk factors for CSA. When
a father or mother had a mental illness, children
were more likely to face negative outcomes due to
inadequate supervision and disruptive or harmful
behaviours towards them.

Institutional level

Institutions such as schools, colleges and any other places
where children spend extended periods of time can
become a social space where children are vulnerable to
CSA. Reported risk factors include a lack of awareness
by the victim of what constitutes CSA, how it occurs and
how to tackle it. This was particularly relevant within insti-
tutions where resources for the prevention of GSA were
limited or absent, such as church-sponsored boarding
schools. Most articles highlighted a lack of sex education
and other training on topics related to sexuality, sexual
development and the identification of inappropriate
sexual behaviour as risk factors.
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Some studies reported the exploitation of trust and
power imbalance between teachers/trainers and their
students. In such scenarios, the reporting of abuse and
action against the perpetrator can reach an insurmount-
able level of complexity and intricacy. When institutions
were ready to tackle cases of CSA, theywere often restricted
by the nature of CSA (non-contact based sexual harass-
ments, apparently considered as normal behaviour). The
bureaucratic complexity required by regulatory agencies,
laws and the need for parental involvement frequently
led to the evasion of CSA cases.

Societal level

A significant number of studies identified the social and
cultural norms that prevent CSA victims from disclosing,
reporting and taking action against their perpetrators.
Many of these studies were located inlow- and middle-
income countries (LMICs), where social and cultural
norms banned or restricted conversations about CSA.
Contexts where cases are commonly stigmatised in society
were also viewed as barriers to disclosure.

Inequity in gender and power imbalances, particularly
in patriarchal societies, was found to hinder fair discus-
sion and legal action. In such contexts, female victims
face an added layer of complexity when attempting to
report CSA. Lack of social support was a major hindrance
to disclosing, reporting and taking actions against CSA,
compounded by higher presence of perpetrators in some
communities.

Policy level

A significant number of articles reported the presence
of a general child protection law and regulation that
encompassed the sexual abuse, while specific CSA-
related measures were either underreported or were
simply absent. Overall, however, the lack of a legal frame-
work and absence of accompanying support systems were
seen as primary policy-level barriers to mitigate the risk
of CSA. The absence of safeguards to prevent CSA is a
major barrier to the legal processing of perpetrators,
not only by punishment but also in terms of preventing
future sexual abuse. Impunity also played a significant
role, allowing such cases to evade justice. The absence of
a specific policy on CSA, or poor regulatory implemen-
tation, was another major barrier. Authorities at times
intentionally evaded the prosecution of CSA cases when
they had conflicting interests, and in doing so, eroded
the trust, power and relationships invested in them.

DISCUSSION

The global prevalence of CSA was found to be high and
varied by population types, region, age group and the
instruments used. Non-contact CSA ranged from 31.1%
to 80.0% (median: 57.0%) and contact-based CSA varied
by sex and age groups (children/adolescents; males:
median: 6.0%, range 0.6%-21.2%; females: median:
14.9%; 2.2%-40.2%,), region and subpopulations

(higher among indigenous population: 14.0%-50.0%;
and disability affected population: 21.9%-42.4%). The
heterogeneity in CSA by sex, region and disability is
echoed by previous, although narrower reviews.” ® 7%
Although the heterogeneity in prevalence varied by
sociodemographics, region and health conditions, litera-
ture widely acknowledges the significant underreporting
of CSA. Some studies reported that only 10% of inci-
dents resulted in formal complaints, undermining global
efforts to understand true population prevalence.”® The
disclosure from the victims and prevention of recidivism
is heavily inhibited by the stigma attached to such inci-
dents.”?’

The variability in CSA prevalence may reflect the
complexinterplay offactorsacross multiple social spheres,
including individual circumstances, familial dynamics,
institutional structures, community environments and
broader policy contexts.”® The most salient and common
feature of such incidents across the geographies, social
and cultural context is the stigma that inhibits disclosure,
that acts as a barrier to prosecuting perpetrators.** While
reporting may bring perpetrators into legal proceed-
ings, it may disproportionately traumatised the victim,
through negative self-representation, or failure to obtain
justice, leading to unintended repercussions.” In many
settings, legal procedures cannot assure the timely and
permanent separation of victim and perpetrator.

Another common feature of CSA was how often such
incidents occurred within a close living space, shared by
family members and close relatives. This finding corrob-
orates an independent inquiry on CSA conducted in the
UK. More than unacquainted outsiders, CSA occurred
often within the close family space, when trust and rela-
tionships were exploited by family members or relatives.
Intrafamilial CSA incidents are often kept secret to
maintain familial integrity.* The emerging concerns in
such scenarios across the literature reflect poor parental
supervision and monitoring of children. It has been
established that poor parental supervision can increase
the risk of children’s offending and avoidant attachment,
resulting in increased vulnerability to CSA and further
inhibiting disclosure.™

Educational institutions are another social sphere
where children and adolescents spend time.”' Institutions
with poor supervision and monitoring of their students,
for example, interactions and relationship among peers,
and between students and their teachers, can have a
major bearing on how an institutional environment,
also referred to as ‘institutional risk’ that can predispose
to CSA.™ Adverse interactions and abusive behaviours
were further affected by institutional norms, regulations
and support services. Lack of awareness of what CSA is,
its prevalence, varying types and severity of infliction,
and the availability of specific services to prevent, miti-
gate and punish such incidents was found to be limited,
particularly so in LMICs.*

CSA seems to flourish in a social environment where
stigma is high and victims are ashamed and silent.** *°
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Cultural and social stigma affected risk of CSA in two
ways. First, it hindered the disclosure by the victim, and
second, it condoned, trivialised and ultimately created
circumstances for the crime(s) to continue.’® These
social characteristics meant that there was often a lack of
social support and services for victims, fostering repeated
CSA and immunity for perpetrators.

Continued exposure to the perpetrator was also found
to discourage reporting of the crime.” The inability of
social services and law enforcement to separate the victim
from the perpetrator reduced the effectiveness of puni-
tive action against the perpetrators.37 Although the pres-
ence of child protection laws and regulations existed to
support the victims, the literature reported little impact
of such legal frameworks, particularly in LMICs. For
instance, in Indonesia, such laws suffered from unclear
conceptualisation of what constituted CSA, further
compounded by the societal norms.” The poor prospect
of meaningful support, specifically not having to face
the perpetrator again, may therefore be more important
than the specific provisions outlined in laws or constitu-
tions.™ Stringent policies in many LMICs are often more
symbolic than functional—well-articulated but ultimately
unenforceable.

Implications for risk mitigation and prevention of CSA

This review was prompted by reports of CSA during
a community randomised controlled trial evaluating
a novel housing intervention in southern Tanzania,
leading investigators to explore the issue more deeply.*’
To understand the scope and impact of CSA, a review
of global literature was conducted to inform future
research, support affected individuals and field staff and
guide the design of preventive interventions.

Consistent with the previous literature, the review
offers three main conclusions. First, current estimates of
CSA prevalence are heterogenous owing to methodolog-
ical and contextual differences. Second, a multitude of
factors inherent at various social levels contribute to CSA.
Finally, CSA is likely to be highly underreported given
concerns related to disclosure, stigma and consequences.
The fundamental steps to tackle CSA include increasing
the awareness and engagement among stakeholders
such as community members, policy makers and local
authorities responsible for community welfare. Destig-
matisation campaigns to promote prompt reporting
and action are critical, yet calls for disclosure must
also occur within reliable and implementable policies
and legal recourse for perpetrators. Prevention of CSA
further requires separation of the victim and the perpe-
trator, which is only possible if there is a safe place for
the victim and the successful implementation of legal
procedures, including, at a very minimum, a restraining
order placed against the perpetrator. Only if community
members realise that the victims receive protection will
other victims come forward, and perpetrators will be held
accountable.

Strengths and limitations

The main strengths of this review are the breadth of liter-
ature included to draw the global prevalence of CSA.
The review follows a standard search strategy employed
in systematic literature reviews and deviates only during
data extraction, insofar as necessary to ensure the inclu-
sion of all forms of evidence, while also allowing for qual-
itative synthesis of the data. Ensuring inclusivity, without
appraisal of the quality of evidence, may have compro-
mised the confidence. Within the literature on CSA prev-
alence, we explored contextual characteristics where they
occur, including factors affecting their occurrence. Anal-
ysis of risk factors within the CSA prevalence literature
allowed us to extract risk factors that may have a direct
link to prevalence. However, such qualitative factors
may be secondary in studies primarily focusing on the
prevalence of CSA. The studies under review included
a wide range of scales to assess the prevalence of CSA,
some specifically to measure CSA, others combined with
psychological assessments and self-constructed survey
instruments. The heterogeneity in the instruments, meth-
odology and contexts of study restricted our confidence
to pool the prevalence. Few studies reported age stand-
ardised prevalence of CSA. That said, variance in the
reporting and specifying the characteristics of the popu-
lation was a major challenge to establish reliable global
estimates. Since we are working with summary data, not
the individual participant data, we cannot report age
standardised prevalence; instead, we report three groups
of respondents: children and adolescents, young and
older adults. Despite the heterogeneity of the prevalence
across the population groups, age groups and geograph-
ical regions, the estimates in our review corroborate the
ubiquity of CSA across cultures and contexts.

CONCLUSIONS

The occurrence of CSA is shaped by layers of social
spheres, where children occupy the same environments
as adults. Because of a high level of stigma, CSA often
remains undisclosed and thus affects our ability to deter-
mine its true prevalence globally. The prevalence esti-
mates in our report must therefore be understood as
minimum estimates. Definitive steps to prevent repeated
CSA are often complex, particularly in LMICs, where safe
places for victims can be difficult to establish. Layered
approaches to CSA are essential, including engaging with
the family and community for social support.
Acknowledgements We are grateful to staff from Creativity, Services and
Knowledge (CSK) Organisation, Mtwara, for bringing attention to this subject
matter. We would like to thank Grace 0’Malley and Philip Hyland for discussions.

We are grateful to Dev Ram Sunuwar from the University of Michigan for his
support in visualising the reported CSA prevalence on a global map.

Contributors BA, SM, LvS and FV conceptualised the study; BA, AD and AM
collected data; SM, NS, LvS and FV reviewed the study. BA wrote the first draft
contributed by AD, AM, SM, NS, LvS and FV. All authors read and approved the final
version of the manuscript. BA is the guarantor of the work.

Funding This study was funded by Hanako foundation, Singapore. BA, AD, AM,
SM, LvS and BA are affiliated with the Mahidol Oxford Tropical Medicine Research

8 Adhikari B, et al. BMJ Paediatrics Open 2026;10:€004423. doi:10.1136/bmjpo-2025-004423



Unit (MORU), which is funded by the Wellcome Trust, UK (220211/2/20/Z). For the
purpose of Open Access, the author has applied a CC BY public copyright license to
any Author-Accepted Manuscript version arising from this submission.

Disclaimer The funders had no role in study design, data collection and analysis,
writing, decision to publish or preparation of the manuscript.

Map disclaimer The depiction of boundaries on this map does not imply the
expression of any opinion whatsoever on the part of BMJ (or any member of its
group) concerning the legal status of any country, territory, jurisdiction or area or
of its authorities. This map is provided without any warranty of any kind, either
express or implied.

Competing interests No, there are no competing interests.

Patient consent for publication Not applicable.

Ethics approval Not applicable.

Provenance and peer review Not commissioned; externally peer reviewed.

Supplemental material This content has been supplied by the author(s). It has
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been
peer-reviewed. Any opinions or recommendations discussed are solely those

of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and
responsibility arising from any reliance placed on the content. Where the content
includes any translated material, BMJ does not warrant the accuracy and reliability
of the translations (including but not limited to local regulations, clinical guidelines,
terminology, drug names and drug dosages), and is not responsible for any error
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the
Creative Commons Attribution 4.0 Unported (CC BY 4.0) license, which permits
others to copy, redistribute, remix, transform and build upon this work for any
purpose, provided the original work is properly cited, a link to the licence is given,
and indication of whether changes were made. See: https://creativecommons.org/
licenses/by/4.0/.

ORCID iD
Bipin Adhikari https://orcid.org/0000-0001-8981-3910

REFERENCES

1 Bryce |. Chapter one - child sexual abuse: complexities and
contexts. In: Brycel, Petherick W, eds. Child Sexual Abuse.
Academic Press, 2020: 3-26.

2 Mathews B, Collin-Vézina D. Child Sexual Abuse: Toward a
Conceptual Model and Definition. Trauma, Violence, & Abuse
2019;20:131-48.

3 UNICEF. Caring for child survivors of sexual abuse. Available:
https://www.unicef.org/media/155226/file/CCS %20Guidelines%
20Final%20.pdf [Accessed 29 Jan 2025].

4 WHO. Child sexual abuse: a silent health emergency. Available:
https://bit.ly/3CHSISZ [Accessed 25 Nov 2024].

5 Solehati T, Pramukti |, Hermayanti Y, et al. Current of Child Sexual
Abuse in Asia: A Systematic Review of Prevalence, Impact, Age of
First Exposure, Perpetrators, and Place of Offence. Open Access
Maced J Med Sci 2021;9:57-68.

6 Choudhry V, Dayal R, Pillai D, et al. Child sexual abuse in India: A
systematic review. PLoS ONE 2018;13:e0205086.

7 Downing NR, Akinlotan M, Thornhill CW. The impact of childhood
sexual abuse and adverse childhood experiences on adult health
related quality of life. Child Abuse & Neglect 2021;120:105181.

8 Choi SS, Yang SB, Lim MH, et al. Psychological aftereffects
experienced by sexually abused children: Psychopathological
characteristics revealed by the K-CBCL. Medicine (Baltimore)
2023;102:e34699.

9 Hailes HP, Yu R, Danese A, et al. Long-term outcomes of childhood
sexual abuse: an umbrella review. Lancet Psychiatry 2019;6:830-9.

10 Letourneau EJ, Brown DS, Fang X, et al. The economic burden
of child sexual abuse in the United States. Child Abuse & Neglect
2018;79:413-22.

11 Pazderka H, Reeson M, Polzin W, et al. Five year cost savings of a
multimodal treatment program for child sexual abuse (CSA): a social
return on investment study. BMC Health Serv Res 2022;22:892.

12 Kaufman KL, Erooga M, Stewart K, et al. Risk profiles for institutional
child sexual abuse: a literature review: royal commission into
institutional responses to child sexual abuse. 2016.

13 MacGinley M, Breckenridge J, Mowll J. A scoping review of
adult survivors’ experiences of shame following sexual abuse in
childhood. Health Soc Care Community 2019;27:1135-46.

14

20

21

22

23

24

25

26

27

28

29

30

31

32

33

34

35

36

37

Stoltenborgh M, van ljzendoorn MH, Euser EM, et al. A global
perspective on child sexual abuse: meta-analysis of prevalence
around the world. Child Maltreat 2011;16:79-101.

Arksey H, O’Malley L. Scoping studies: towards a methodological
framework. Int J Soc Res Methodol 2005;8:19-32.

The World Bank. World Bank country and lending groups. Available:
https://bit.ly/41fuHaz [Accessed 3 Dec 2024].

Alvarez-Guerrero G, Fry D, Lu M, et al. Online Child Sexual
Exploitation and Abuse of Children and Adolescents with Disabilities:
A Systematic Review. Disabilities 2024;4:264-76.

Astridge B, Li WW, McDermott B, et al. A systematic review and
meta-analysis on adverse childhood experiences: Prevalence in
youth offenders and their effects on youth recidivism. Child Abuse
Negl 2023;140:106055.

Bodkin C, Pivnick L, Bondy SJ, et al. History of Childhood Abuse
in Populations Incarcerated in Canada: A Systematic Review and
Meta-Analysis. Am J Public Health 2019;109:e1-11.

Boumpa V, Papatoukaki A, Kourti A, et al. Sexual abuse and post-
traumatic stress disorder in childhood, adolescence and young
adulthood: a systematic review and meta-analysis. Eur Child
Adolesc Psychiatry 2024;33:1653-73.

Danaeifar M, Arshi M, Moghanibashi-Mansourieh A. Child sexual
abuse in Iran: a systematic review of the prevalence, risk factors,
consequences, interventions and laws. J Inj Violence Res 2022;14.
Devries K, Merrill KG, Knight L, et al. Violence against children in
Latin America and the Caribbean: What do available data reveal
about prevalence and perpetrators? Rev Panam Salud Publica
2019;43:e66.

Flanagan IML, Auty KM, Farrington DP. Parental supervision and
later offending: A systematic review of longitudinal studies. Aggress
Violent Behav 2019;47:215-29.

Abdul Latiff M, Fang L, Goh DA, et al. A systematic review of factors
associated with disclosure of child sexual abuse. Child Abuse &
Neglect 2024;147:106564.

McPherson L, Gatwiri K, Graham A, et al. What Helps Children and
Young People to Disclose their Experience of Sexual Abuse and
What Gets in the Way? A Systematic Scoping Review. Child Youth
Care Forum 2025;54:515-44.

Winters GM, Colombino N, Schaaf S, et al. Why do child sexual
abuse victims not tell anyone about their abuse? An exploration of
factors that prevent and promote disclosure. Behavioral Sci & The
Law 2020;38:586-611.

Tener D, Murphy SB. Adult disclosure of child sexual abuse: A
literature review. Trauma Violence Abuse 2015;16:391-400.
Mekonnen BD, Tsega SS. Child sexual abuse and its determinants
among children in Addis Ababa Ethiopia: Systematic review and
meta-analysis. PLOS Glob Public Health 2024;4:e0001979.

Tang SSS, Freyd JJ, Wang M. What Do We Know About Gender

in the Disclosure of Child Sexual Abuse? Journal of Psychological
Trauma 2008;6:1-26.

Godbout N, Briere J, Sabourin S, et al. Child sexual abuse and
subsequent relational and personal functioning: The role of parental
support. Child Abuse & Neglect 2014;38:317-25.

Wolfe DA, Jaffe PG, Jetté JL, et al. The impact of child abuse in
community institutions and organizations: Advancing professional
and scientific understanding. Clinical Psychology: Science and
Practice 2003;10:179-91.

Parkinson P, Cashmore J. Report for the royal commission on
institutional responses to child sexual abuse 2017. Assessing the
different dimensions and degrees of risk of child sexual abuse in
institutions.

Radford L, Allnock D, Hynes P. Preventing and responding to child
sexual abuse and exploitation: evidence review. In: Preventing

and Responding to Child Sexual Abuse and Exploitation: Evidence
Review Lorraine. 6. 2015: 1-167.

Kennedy AC, Prock KA. “I Still Feel Like | Am Not Normal”: A Review
of the Role of Stigma and Stigmatization Among Female Survivors of
Child Sexual Abuse, Sexual Assault, and Intimate Partner Violence.
Trauma, Violence, & Abuse 2018;19:512-27.

Kavenagh M, Maternowska MC. Child sexual exploitation and abuse
disclosure and help-seeking: A glimpse of global South data. Child
Abuse Rev 2024;33:e2887.

Attrash-Najjar A, Katz C. The social response to child sexual
abuse: Examining parents, perpetrators, professionals and

media responses as described in survivors’ testimonies to

the Israeli Independent Public Inquiry. Child Abuse & Neglect
2023;135:105955.

Wangamati CK, Sundby J, Izugbara C, et al. Challenges in
Supporting Survivors of Child Sexual Abuse in Kenya: A Qualitative
Study of Government and Non-governmental Organizations. J
Interpers Violence 2021;36:NP8773-99.

Adhikari B, et al. BMlJ Paediatrics Open 2026;10:6004423. doi:10.1136/bmjpo-2025-004423


https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://orcid.org/0000-0001-8981-3910
http://dx.doi.org/10.1177/1524838017738726
https://www.unicef.org/media/155226/file/CCS%20Guidelines%20Final%20.pdf
https://www.unicef.org/media/155226/file/CCS%20Guidelines%20Final%20.pdf
https://bit.ly/3CHSlSZ
http://dx.doi.org/10.3889/oamjms.2021.7334
http://dx.doi.org/10.3889/oamjms.2021.7334
http://dx.doi.org/10.1371/journal.pone.0205086
http://dx.doi.org/10.1016/j.chiabu.2021.105181
http://dx.doi.org/10.1097/MD.0000000000034699
http://dx.doi.org/10.1016/S2215-0366(19)30286-X
http://dx.doi.org/10.1016/j.chiabu.2018.02.020
http://dx.doi.org/10.1186/s12913-022-08267-w
http://dx.doi.org/10.1111/hsc.12771
http://dx.doi.org/10.1177/1077559511403920
http://dx.doi.org/10.1080/1364557032000119616
https://bit.ly/41fuHaz
http://dx.doi.org/10.3390/disabilities4020017
http://dx.doi.org/10.1016/j.chiabu.2023.106055
http://dx.doi.org/10.1016/j.chiabu.2023.106055
http://dx.doi.org/10.2105/AJPH.2018.304855
http://dx.doi.org/10.1007/s00787-022-02015-5
http://dx.doi.org/10.1007/s00787-022-02015-5
http://dx.doi.org/10.26633/RPSP.2019.66
http://dx.doi.org/10.1016/j.avb.2019.06.003
http://dx.doi.org/10.1016/j.avb.2019.06.003
http://dx.doi.org/10.1016/j.chiabu.2023.106564
http://dx.doi.org/10.1016/j.chiabu.2023.106564
http://dx.doi.org/10.1007/s10566-024-09825-5
http://dx.doi.org/10.1007/s10566-024-09825-5
http://dx.doi.org/10.1002/bsl.2492
http://dx.doi.org/10.1002/bsl.2492
http://dx.doi.org/10.1371/journal.pgph.0001979
http://dx.doi.org/10.1080/19322880802096442
http://dx.doi.org/10.1080/19322880802096442
http://dx.doi.org/10.1016/j.chiabu.2013.10.001
http://dx.doi.org/10.1093/clipsy.bpg021
http://dx.doi.org/10.1093/clipsy.bpg021
http://dx.doi.org/10.1177/1524838016673601
http://dx.doi.org/10.1002/car.2887
http://dx.doi.org/10.1002/car.2887
http://dx.doi.org/10.1016/j.chiabu.2022.105955
http://dx.doi.org/10.1177/0886260519846864
http://dx.doi.org/10.1177/0886260519846864

38 Wismayanti YF, O’Leary P, Tilbury C, et al. The problematization of 40 Mshamu S, Adhikari B, Meta J, et al. The most stress comes from
child sexual abuse in policy and law: The Indonesian example. Child witnessing the abuse of children -challenges faced by research
Abuse & Neglect 2021;118:105157. assistants in community-based research in Mtwara, Tanzania. BMC

39 llyasa RMA. Legal and Victimological Perspective on Sexual Public Health 2026.

Violence against Children Cases in Indonesia. Indonesian J Int'l
Clinical Leg EducA 2021;3:281-300.

10 Adhikari B, et al. BMJ Paediatrics Open 2026;10:€004423. doi:10.1136/bmjpo-2025-004423


http://dx.doi.org/10.1016/j.chiabu.2021.105157
http://dx.doi.org/10.1016/j.chiabu.2021.105157
http://dx.doi.org/10.15294/ijicle.v3i3.48269
http://dx.doi.org/10.15294/ijicle.v3i3.48269
http://dx.doi.org/10.1186/s12889-026-26485-3
http://dx.doi.org/10.1186/s12889-026-26485-3

	Mapping the global prevalence and socioecological drivers of child sexual abuse: a systematic review and synthesis
	Abstract
	Introduction
	Materials and methods
	Design
	Search strategy
	Data extraction
	Grey literature
	Data analysis
	Qualitative synthesis

	Results
	Study characteristics
	Prevalence of CSA
	Risk factors associated with CSA
	Individual level
	Family level
	Institutional level
	Societal level
	Policy level

	Discussion
	Implications for risk mitigation and prevention of CSA
	Strengths and limitations

	Conclusions
	References


