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Abstract

Background: Sexual violence is considered a serious violation of human rights which affects mainly young women
and adolescents. There is little information about the conditions under which sexual offences occur. We evaluated
characteristics of sexual violence against adolescent girls and adult women.

Method: This is a quantitative, retrospective, descriptive study of sexual violence against adolescent girls and adult
women. Analyses were carried out on data collected from 1118 women, 546 adolescents (10-19 years) and 572
adults (≥ 20 years), with a complaint of rape treated at Hospital Pérola Byington, São Paulo, between 1994 and
1999. The age limit of the adolescent sample met the World Health Organization’s (WHO) criteria. We analyzed the
type of sexual contact, degree of intimidation, perpetrator and activity of the victim during the approach.

Results: Crimes without penetration were five times more frequent in adolescents and use of threats of death or
intimidation was common in both groups. Mental illness was more prevalent in adult victims and the majority of
adolescent victims were aged <14 years. Uncle and stepfather perpetrators were more frequent among adolescents
and partners or former intimate partners in adult women. In most cases the approach occurred in public places,
although sex crimes at the perpetrator’s residence were more frequent amongst adolescents.

Conclusions: Although children and adolescents require the same intervention measures and legal protection, a
considerable proportion of adolescent sex offenders can face conditions similar to those of adult women.
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Background
Violence is one of the leading causes of morbidity and
mortality in young people. While homicides predomi-
nate in males, sexual violence affects women severely,
causing physical and psychological sequelae that make
them vulnerable to health problems [1]. These women
face significant risk of genital and extragenital trauma,
lethal outcome, unwanted pregnancy, sexual dysfunction
and sexually transmitted diseases (STD) [2].
The Fourth International Conference on Women held

in Beijing in 1995, recognized the right of women to de-
cide freely about their fertility and sexuality, without suf-
fering any form of coercion, discrimination or violence
* Correspondence: luiz.abreu@fmabc.br
1Laboratório de Delineamento de Estudos e Escrita Científica. Departamento
de Ciências Básicas, Faculdade de Medicina do ABC, Av. Príncipe de Gales,
821, 09060-650 Santo André, SP, Brazil
2Hospital Pérola Byington, São Paulo, SP, Brazil
Full list of author information is available at the end of the article

© 2014 Blake et al.; licensee BioMed Central L
Commons Attribution License (http://creativec
reproduction in any medium, provided the or
[3]. However, the violation of this right occurs in almost
all societies and cultures, particularly those in which
women are still firmly subordinated to the arbitrary de-
cisions of men [4].
Sexual violence is an extreme restriction of the sexual

and reproductive autonomy of women [5]. Although it is
largely hidden by the victims, it is estimated that 12 mil-
lion people around the world face sexual violence every
year [6]. Young people are the most frequent victims of
sexual violence, it is generally thought that 12% to 25%
of girls and 8% to 10% of boys under 18 years of age will
suffer sexual violence [7].
In Colombia, a national sample study found 20% of

women had a history of sexual violence [8]. Of 1400 high
school students in Ethiopia, 5% reported having suffered
sexual violence [9]. In Malaysia, 8.3% of medical stu-
dents reported suffering some form of sexual abuse dur-
ing childhood [10]. In Sierra Leone, a survey of 144
td. This is an open access article distributed under the terms of the Creative
ommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and
iginal work is properly cited.

mailto:luiz.abreu@fmabc.br
http://creativecommons.org/licenses/by/2.0


Blake et al. BMC Women's Health 2014, 14:15 Page 2 of 7
http://www.biomedcentral.com/1472-6874/14/15
women found that almost 50% had been subjected to
sexual abuse and genital mutilation [11].
In a systematic review of African studies from 2000 to

2010, a high prevalence of intimate partner violence was
associated with higher risk of human immunodeficiency
virus (HIV) infection, low socioeconomic status, younger
age of woman, and use of alcohol and illicit drugs by the
victim’s partner [12].
Despite these indicators, developing countries rarely

have statistics on the problem. In Brazil, the official re-
cords of public security departments indicate 15.9
cases of sexual violence per 100 thousand inhabitants,
many times less than that seen in population studies.
Furthermore, the prevalence of sexual crimes is subject
to regional variations, with a greater impact in popula-
tions with lower levels of social and economic develop-
ment [13].
Women who suffer sexual violence need attention for

various medical conditions, psychological treatment, guid-
ance on legal issues, social support, advice on prevention
of unwanted pregnancy and prophylaxis against STDs
[13]. In recent years, there has been an increase in the
number of victims of sexual violence in urban centres
who use health services early [14].
The metropolitan region of São Paulo is the fourth lar-

gest urban conglomeration in the world, with 29 million
people who face situations of crime in large urban areas.
However, we still lack information about the conditions
in which sexual crimes occur, the characteristics of per-
petrators and victims. Additionally, adolescent victims of
sexual violence are usually grouped with children in the
analyses, because of their common age-related vulner-
ability and its legal implications.
Adolescents however, may experience sexual violence by

mechanisms similar to those used against adult women, es-
pecially sexual crimes committed by perpetrators unknown
to the victim and crime associated with urban violence
[14]. Few investigations have compared sociodemographic
variables and the dynamics of sexual offences among
adult women and adolescents in these circumstances.
The objective of this study therefore is to compare
characteristics of sexual offences against adolescent
and adult women.

Method
Study design
This was a quantitative, retrospective, descriptive study of
1,118 female victims of sexual violence from the metro-
politan area of São Paulo. Data collection took place at the
Núcleo de Violência Sexual e Aborto Legal do Hospital
Pérola Byington between August 1994 and December
2000. For convenience the sample was divided into two
groups; 546 adolescents (aged ≥ 10 and <20 years) and
572 adult women (age ≥ 20 years).
Criteria for selection and inclusion of subjects
The inclusion criterion was the crime of sexual abuse
presented by the patient or her legal representative con-
sistent with the provisions of Articles 213 and 217-A of
Brazilian criminal law. Article 213 criminalizes as rape
any non-consensual sexual act committed with the use
of physical force or serious threat. Article 217-A, dealing
with rape of vulnerable individuals, covers sexual acts
against children under 14 years or against those of any
age who cannot offer resistance or give consent [13].
Police notification or the results of a forensic examin-
ation were not preconditions for inclusion.
The concept of rape of the vulnerable was applied only

in cases where there was no serious threat or use of phys-
ical force. We included in this category girls aged <14 years,
mentally disabled women and women with any other
condition inhibiting their ability to resist [13].
The age limit adopted for the adolescent group was

different from that defined by MeSH terms (13-18 years),
but in line with the criterion used by the WHO, as regu-
lated by the Brazilian Ministry of Health to meet legal
definitions of sex crimes. The study period was chosen
for convenience of data collection. However, there has
been no significant change in the Brazilian criminal law
or in the statistics on sexual violence since our data were
collected.

Instruments and analysis of data
The data used in the study were drawn from the standard-
ized form used by the interdisciplinary care team and were
transferred to a simplified form. Data were entered into
EpiInfo6, version 6.04b. The verification of the consistency
of the data was performed by double entry comparison of
files and discrepancies were corrected.

Outcome variables
The outcome measures in both age groups included the
frequency of occurrence different types of sexual act,
form of intimidation used by the perpetrator, perpetrator
characteristic and the victim’s activity at the time the ap-
proach. Sexual acts were categorized as vaginal, anal or
oral penetration, practiced alone or in combination; or
other non-consensual sexual contact without penetration.
Under intimidation we included strategies described in
Brazilian criminal law: serious threat, use of violence, and
rape of the vulnerable [13].
The perpetrator of sexual violence was characterized

according to whether he acted alone or in a group,
whether he was known to the victim, and whether he
was related to her. The activity and location of the
victim at the time of the perpetrator’s approach were
categorized as: commuting to work or school, daily
activity in the community, at the residence of the victim
or perpetrator, leisure or recreation, or workplace.
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Statistical analysis
Frequency tables were constructed for data analysis, and
the Chi-squared test (χ2) for contingency and association
was applied using p ≤ 0.05 as the criterion for rejection of
the null hypothesis. The Odds Ratio was used for variables
in each age group, with 95% confidence intervals (CIs).

Ethical aspects
The study was approved by the Research Ethics Commit-
tee of the Hospital Pérola Byington, protocol n° 034/11, in
September 2011 and conducted according to the ethical
standards established by the Declaration of Helsinki.

Results
In 998 cases (89.2%) the police department was respon-
sible for the victim’s referral. The remaining 120 cases
(10.8%) sought care spontaneously or were referred by
primary care units in the metropolitan region of São Paulo.
The average age of the 1,118 victims was 21.0 years ±
5.8 years. The average age of the adolescent group was
15.6 years, with 170 cases (31.1%) aged between 10 and 14
years and 376 cases (68.9%) aged between 15 and 19 years.
The average age for the adult group was 26.5 years, with
ages ranging from 20 to 62 years. Women of reproductive
age, between 20 and 45 years, accounted for 552 cases
(96.5%).
In adolescents the frequency of crimes without vaginal,

oral or anal penetration was five times higher (Table 1).
Rape of a vulnerable person was almost four times more
common among adolescents. Being aged under 14 years
was predominantly responsible for status as a vulnerable
person in adolescents, whereas in the adult group men-
tal illness was the most common factor.
There were group differences in perpetrator character-

istics, uncles and stepfathers were the perpetrator more
frequently in crimes against adolescents; partners or
former intimate partners were more frequently the per-
petrator in the adult group (Table 2). In both groups
lone perpetrators were more common, but a perpetrator
known or related to the victim was two and ten times
more common in adolescents, respectively.
The approach to the victim occurred in public places

in 80.5% of cases. Being approached whilst commuting
to work or school was more common for adult women,
whereas an approach in the residence of the perpetrator
was three times more frequent in adolescents (Table 3).

Discussion
Although a woman may be the victim of sexual violence
at any age, most studies report a higher frequency of of-
fences against children and teenagers, most of them of
reproductive age, as observed in this study [15]. The fre-
quencies of sex crimes including vaginal, anal or oral
penetration did not differ between groups (Table 1). The
1,095 adolescents and adult women (97.5%) were similarly
subjected to penetrative acts during sex crimes, but sexual
crimes involving children were mostly non-penetrative
sexual abuse [16].
Crimes involving vaginal penetration occurred in 1,028

cases (91.9%); anal penetration was involved in 51 cases
(4.5%), a finding which differs from data reported by São
Paulo forensic medical departments in who recorded
lower frequencies of vaginal penetration (60%) and more
anal penetration (18%) during the same period [17].
Non-penetrative sexual crimes occurred five times

more frequently in the adolescent group (Table 1). How-
ever, this effect was much smaller than that seen in most
studies with children, who were the victim in almost half
of these cases [18].
Sexual violence involving vaginal intercourse without

condom use affected 928 patients (83.0%) of reproduct-
ive age (15-44 years), a similar rate to that found in
other studies (Table 1) [19]. Under these circumstances
the sexual violence subjects the victim to the risk of un-
wanted pregnancy unless she had effective contraception
protection independent of the perpetrator [13].
Likewise, in 1,079 cases (96.5%) unprotected vaginal or

anal penetration exposed adult and adolescent victims to
STDs including viral hepatitis and HIV [16]. The risk for
these diseases was higher in 97 cases (14.0%), which in-
volved simultaneous vaginal and anal penetration during
sexual violence (Table 1).
Although the legal definitions of sexual violence vary

according to the laws of the country, most legal codes
recognize that use of physical force, intimidation and
lack of consent constitutes a crime [20]. Psychological
intimidation by threatening death or serious physical
harm occurred in 733 cases (65.5%) and with similar fre-
quency in both groups (Table 1), consistent with findings
from other studies [15,16,20,21]. The serious threat or
extreme fear generated in these situations may be associ-
ated with human tonic immobility, leading to complete
inability to offer physical resistance to the perpetrator
[22]. Threats with guns can inhibit the woman’s resis-
tance, reducing significantly the physical damage she
suffers [23]. In addition to the implications for health,
physical trauma constitutes important forensic evidence
in sex crimes cases [16,24].
Situations of legally recognized vulnerability were al-

most four times more frequent in adolescents, especially
for vulnerability by reason of being aged under 14 years
(Table 1). In such cases, sexual contact is characterized
as abusive based on the psychosocial immaturity of the
adolescent and hence her inability to consent [25]. How-
ever, these cases make up only 12.9% of the case invol-
ving adolescents aged 10-14 years, indicating that use of
physical force and/or the threat of physical force is still
the dominant mode of sexual abuse in this age group. Age



Table 1 Comparison of characteristics of sexual violence against adolescent and adult women

Adolescents Adults Total

Type of act performed n % n % n % p Value CI 95%

Vaginal 323 59.1 355 62.0 678 60.6 0.320 0.89 (0.69-1.13)

Vaginal and anal 83 15.2 69 12.0 152 13.6 0.125 1.31 (0.91-1.87)

Vaginal and oral 51 9.3 50 8.7 101 9.0 0.726 1.08 (0.70-1.65)

Vaginal anal and oral 39 7.1 58 10.1 97 8.7 0.075 0.68 (0.44-1.06)

Anal 24 4.4 27 4.7 51 4.5 0.794 0.93 (0.51-1.69)

Oral 7 1.2 9 1.5 16 1.4 0.681 0.81 (0.27-2.40)

No penetration 19 [3.5] 4 [0.7] 23 2.0 [0.001] 5.12 (1.63-17.88)

Total 546 100 572 100 1,118 100

Intimidation n % n % n % p Value CI 95%

Serious threat 345 63.1 388 67.8 733 65.5 0.102 0.81 (0.63-1.05)

Physical violence 67 12.2 82 14.3 149 13.3 0.309 0.84 (0.58-1.20)

Threats and violence 97 17.7 92 16.0 189 16.9 0.453 1.13 (0.81-1.56)

Condition of vulnerability 37 [6.7] 10 [1.7] 47 4.2 [< 0.001] 4.09 (1.93-8.86)

Total 546 100 572 100 1,118 100

Condition of vulnerability n % n % n % p Value CI 95%

Age < 14 years 22 59.4 - - 22 46.8 - -

Mental disease 13 [35.1] 7 [70.0] 20 42.5 [0.047] 0.23 (0.04-1.26)

Other condition 2 [5.4] 3 [30.0] 5 10.6 [0.025] 0.13 (0.01-1.26)

Total 37 100 10 100 47 100

CI 95%: confidence interval of 95%.
(-) not applicable.
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as a vulnerability factor was less frequent in this study
than in studies with children under the same conditions,
when it approaches 60% of sexual violence cases [16,23].
Rapes involving women with mental illness were twice

as common in the adult group (Table 1). It is estimated
that almost fifty percent of women with severe mental ill-
ness will suffer sexual violence at least once during their
life [26]. It is possible that the limited autonomy of these
patients and their association with known or related per-
petrators contributes to sexual violence remaining hidden
and underreported, which may explain the small number
of cases found in this study [27].
Other conditions of vulnerability recognized by Brazilian

law were found in a smaller percentage of cases (Table 1).
These include the use of alcohol, severe and debilitating
diseases, and physical disabilities [25]. The use of drugs
that act on the central nervous system is also covered by
this law. Usually such drugs are used without the vic-
tim’s knowledge in order to reduce consciousness and
decrease resistance, thereby facilitating sexual crime
[25,28]. Benzodiazepines are the drug most commonly
used for this purpose, identified in 82% of cases of sex-
ual violence involving drugs.
A majority of perpetrators were unknown to the victim

in both the adult group (88.1%) and the adolescent group
(72.3%). It is possible that some of the victims have
concealed the identity of the perpetrator fearing retaliation
for reporting the violence. This is the more plausible when
the fact that 82.4% of the cases involved some relevant
form of threat is taken into account (Table 2).
In contrast to findings from this study, perpetrators

known to the victim are commonly reported in sexual
offences against adolescent and young adult women
[29-31]. In some studies, unknown perpetrators are in-
volved in up to 70% of cases of sexual violence, similar
to our data [19,32]. It is considered that underreporting
of sexual violence may be more common when the per-
petrator is related or known to the victim. The sample
and study design may be critical to identifying situations
in which sexual violence is committed by perpetrators
known to the victim [32].
Although unknown perpetrators have been reported by

most teenagers (Table 2), there were often twice the num-
ber of perpetrators identified in this group (27.6%). Fur-
thermore in the adolescent group perpetrators related to
the victim were reported almost eight times more fre-
quently than in the adult group. These features show a
similarity to the characteristics of childhood sexual abuse,
which is usually perpetrated by adults the child knows and
trusts [18]. In Mexico City, 86.7% of known perpetrators
were relatives or friends of the family [30]. This privileged
position generates different barriers to reporting sexual



Table 2 Characteristics of the perpetrator of the sexual violence against adolescent and adult women

Adolescents Adults Total

Perpetrator’s identification n % n % n % p Value CI 95%

Unknown 395 [72.3] 504 [88.1] 899 80.4 [< 0.001] 0.35 (0.25-0.49)

Known 151 27.6 68 11.9 219 19.6

Total 546 100 572 100 1118 100

Relationship with the victim n % n % n % p Value CI 95%

Related 63 [41.7] 9 [13.2] 72 32.9 [< 0.001] 4.69 (2.06-10.99)

Non related 88 58.3 59 86.8 147 67.1

Total 151 100 68 100 219 100

Perpetrator’s typification n % n % n % p Value CI 95%

Biological father 21 13.9 6 8.9 27 12.3 0.289 1.67 (0.60-4.89)

Stepfather 16 [10.6] 0 [0] 16 7.3 [0.005] 1.50 (1.36-1.66)

Maternal/paternal uncle 14 [9.4] 1 [1.4] 15 6.8 [0.034] 6.85 (0.91-142.43)

Paternal/maternal grandfather 0 0 1 1.4 1 0.4 0.135 0.00 (0.00-7.83)

Brother 7 4.6 0 0 7 3.2 0.071 1.47 (1.34-1.61)

Cousin 5 3.4 1 1.4 6 2.7 0.440 2.29 (0.25-52.93)

Resident in the community 42 27.8 19 27.9 61 27.8 0.984 0.99 (0.50-1.98)

Former intimate partner 9 [5.9] 10 [14.8] 19 8.6 [0.033] 0.37 (0.13-1.04)

Current intimate partner 4 [2.6] 7 [10.4] 11 5.0 [0.016] 0.24 (0.06-0.95)

Known from work 8 5.3 5 7.3 13 5.9 0.551 0.70 (0.20-2.60)

Other acquaintance 25 16.5 18 26.5 43 19.7 0.087 0.55 (0.26-1.16)

Total 151 100 68 100 219 1,000

Number of perpetrators n % n % n % p Value CI 95%

Unique 500 91.6 527 92.1 1,027 91.8 0.733 0.93 (0.59-1.46)

Multiple 46 8.4 45 7.9 91 8.2

Total 546 100 572 100 1,118 100

São Paulo. 2012
CI 95%: confidence interval of 95%.

Table 3 Activity or situation of the adolescent and adult women at the moment of the sexual assault

Adolescents Adults Total

Activity or situation n % n % n % p Value CI 95%

Displacement from school or work * 155 [28.4] 228 [39.9] 383 34.2 [< 0.001] 0.60 (0.46-0.77)

Daily activity 190 34.8 177 30.9 367 32.8 0.170 1.19 (0.92-1.54)

Victim’s residence 83 15.2 76 13.3 159 14.2 0.359 1.17 (0.82-1.66)

Perpetrator’s residence 23 [4.2] 8 [1.4] 31 2.8 [0.004] 3.10 (1.31-7.60)

Leisure activity 82 15.0 69 12.1 151 13.5 0.148 1.29 (0.90-1.84)

Workplace 10 1.8 14 2.4 24 2.1 0.477 0.74 (0.30-1.80)

Unknown 3 0.6 0 0 3 0.3 0.075 2.05 (1.93-2.18)

Total 546 100 572 100 1,118 100

Place** n % n % n % p Value CI 95%

Public place 427 78.6 474 82.8 901 80.8 0.073 0.76 (0.56-1.04)

Private place 116 21.4 98 17.1 214 19.2

Total 543 100 572 100 1,115 100

São Paulo. 2012.
CI 95%: confidence interval of 95%.
(*): displacement from school or work.
(**): excluded three cases of unknown place of the sexual violence due to condition of vulnerability.
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crime, which can be a decisive factor in its continuation
until adolescence or early adulthood [18].
The characteristics of perpetrators who were known to

the victim underlines group differences (Table 2). While
uncles and stepfathers were more common perpetrators
against adolescents (20.0%), partners or former intimate
partners were more common perpetrators against adult
women (25.2%). Although they have relevant participa-
tion among known offenders, there is evidence that
underreporting is higher in cases where the perpetrator
is known to the victim [14,16].
Cultural factors lead almost 30% of Brazilian women to

believe they have an obligation to have sex when partners
seek it, even if they do not want it [33]. In rural communi-
ties in Nepal, 42% of young married women admitted that
their husbands used physical force to have sex with them
[5]. A survey of almost 1,400 young men from 70 commu-
nities in South Africa showed that 16% practiced sexual
acts against the will of their partner and that 8% admitted
to using some form of violence during intercourse [34].
In 8.1% of cases more than one perpetrator participated

in the violence (Table 2). In these cases the number of un-
known offenders varied from two to six. Multiple offender
cases are reported less frequently in other studies, typically
accounting for about 20% of cases of sexual violence [15].
Psychological sequelae may be more severe when the
crime involves multiple perpetrators. It is also believed
that the higher the number of perpetrators the greater the
risk of transmission of STDs including HIV [16].
The place where victims were approached, or their ac-

tivity when approached, appears to be closely related to
the characteristics of the perpetrator (Table 3). Public
spaces were the site of the approach with similar fre-
quency in both groups, consistent with the high frequency
of perpetrators unknown to the victim. The number of
women approached on their way to work (34.2%) was par-
ticularly striking.
It is even more complex and difficult to report sexual

crimes committed by intimate partners, where the ap-
proach usually occurs domestically, this explains the very
small number of cases in this study [36]. The lower rec-
ognition by women of domestic sexual violence and the
risks they face from an intimate partner may contribute
to underreporting of this type of crime. This also makes
it difficult to provide appropriate care services for vic-
tims of these sexual offences [1,33-37].
Crimes committed in the perpetrator’s residence were

three times more frequent in the adolescent group,
when compared to other studies’ findings [16,17,19]. An
approach in private space was less frequent in the adult
group, suggesting greater vulnerability of adolescents
to offenders belonging or related to their nuclear family,
giving these cases a similarity to cases of childhood
sexual abuse.
The vulnerability of adolescents to sexual crimes sug-
gests that they require the same legal protection mea-
sures that are applied to children, the high rate of
intrafamilial sexual abuse provides supporting evidence
for this need. However, this study found a significant
proportion of adolescents face sexual violence in situa-
tions similar to those experienced by adult women,
something that has been less frequently reported in the
literature. This seems to be characteristic of urban situa-
tions, consistent with the prevalence of perpetrators
unkonwn the victim, who approached or threatened the
victim in public spaces.
Our findings suggest that public health services

trained in the treatment of sexual crimes can be identi-
fied by the victims as local host, support and care. At
the same time, that sex crimes committed by known or
related perpetrators in private spaces was the lowest fre-
quency category in the adolescent group pointing to the
limited ability of the health service to act in cases of
intrafamilial sexual abuse.
The most important limitation of our study is that the

data were collected retrospectively from existing patient
files, a method which carries the usual limitations of re-
corded patient information, including certain gaps and
possible errors.

Conclusion
Sexual crimes showed similar characteristics in both age
groups studied. A significant portion of the cases was as-
sociated to acts of unprotected vaginal penetration, imply-
ing risk of unwanted pregnancy and sexually transmitted
diseases. Unknown perpetrators used mainly the threat of
death to intimidate the victims, usually addressed in pub-
lic spaces during daily activities. Among the situations of
vulnerability established by legislation, mental illness was
more common among adolescents, whereas adult women
prevailed in other forms of prevention of resistance or
consent.
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