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Sexual violence against children (SVAC) is a critical global public health

issue. Nonetheless, the availability of robust and comparable global

and regional prevalence estimates remains limited. To address this gap,

we aimed to provide current and refined estimates of SVAC to enhance
understanding of its magnitude worldwide. We conducted comprehensive
literature searches in the six official United Nations languages across 10
English-language databases, 23 non-English databases and more than 20
grey literature sources for records published between1January 2010 and 1
August 2024. Eligible studies included children under the age of 18 or adults
retrospectively reporting SVAC. Studies were double-screened and extracted
by two authors independently, with risk of bias assessed. A Bayesian
hierarchical model was used to estimate lifetime and past-year prevalence,
accounting for methodological and definitional variations across studies.
This study was registered with PROSPERO (CRD42024495116). Of 64,393
records found and screened, 1,412 studies across 147 countries were included
inthis systematic review and meta-analysis, encompassing responses from
4,070,693 females and 2,910,973 males. Globally, 20.1% (95% uncertainty
interval (Ul),19.8-20.4) of women and 16.8% (95% Ul, 16.5-17.1) of men aged 18
years and older reported experiencing at least one form of SVAC (including
both contact and non-contact forms) prior to age 18. Within this broader
category, 12.4% (95% Ul,12.2-12.6) of women and 10.0% (95% UI, 9.8-10.2)

of men experienced contact childhood sexual violence. In 2024 alone, an
estimated 72.6 million girls and 60.9 million boys experienced at least one
form of sexual violence, including 43.3 million girls and 34.8 million boys
subjected to rape or sexual assault. In most regions, the estimated prevalence
issomewhat higher for girls than for boys, although the global difference is
smaller than reported in previous meta-analyses. Our findings highlight the
alarming global burden of SVAC and the urgent need for evidence-based,
multi-sectoral prevention strategies and intervention programmes to
safeguard children worldwide. More well-designed research using a
standardized approach to data collection is also needed, especially in regions
under-represented by the current data.
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Sexualviolence against children (SVAC) isacritical global public health
and development issue, with devastating consequences for millions
of children worldwide'. According to the United Nations Children’s
Fund (UNICEF) International Classification of Violence Against Chil-
dren (ICVAC), SVACincludes deliberate, unwanted sexual acts against
achild that resultin or have a high likelihood of resulting in injury,
pain or psychological suffering’. SVAC includes both completed and
attempted actsand those perpetrated for exploitative purposes, as well
asexperiences perpetrated by adults and unwanted and coercive acts
by peersand other children’. The UNICEF ICVAC includes both contact
and non-contact forms of SVAC. The consequences of SVAC extend far
beyond theimmediate harm, encompassing a heightened risk of severe
mental, physical and behavioural health disorders throughout the
life-course*°. SVAC is strongly associated with increased risk of sexu-
ally transmitted infections (including HIV), chronic health conditions,
mental health disorders, suicide, self-harm, substance use disorders,
poor employment outcomes, reduced earningsin adulthood and sub-
sequentviolence experiences*®. Experiencing SVAC is also associated
with heightened risk of perpetrating violence, engaging in criminal
behaviour and enduring a diminished quality of life’™’.

These profound adverse outcomes underline the urgency of global
efforts to prevent SVAC and mitigate its effects. Achieving Target 16.2 of
the United Nations (UN) 2030 Sustainable Development Goals (SDGs),
which aimsto eliminate all forms of violence against children, is essen-
tial for safeguarding children and enabling them to reach their full
social and economic potential®'°. Under this target, Indicator 16.2.3
focuses specifically on tracking the proportion of young women and
men aged 18 to 29 years who experienced sexual violence before the
age of 18 (ref. 10).

Efforts to quantify the global prevalence of SVAC, however, are
constrained by considerable data limitations'">. While notable pro-
gress hasbeen made through multi-country nationally representative
surveys such as the Demographic and Health Surveys (DHS), Multiple
Indicator Cluster Surveys (MICS) and Violence Against Children and
Youth Surveys (VACS), many countries still lack such comprehensive
datacollection. Insome contexts, national or subnational surveys using
non-standardized instruments provide critical insights but often vary
in their definitions, methods and measures of SVAC® ™, Discrepancies
infactorssuchasthe age groups assessed, the time frames considered
(for example, lifetime before 18, lifetime before 15, past year or past
three months), frequency thresholds (for example, at least once, at
least twice or at least five times) and whether the violence is perpetrated
by intimate partners, caregivers or others make comparability across
studies challenging™™.

Although the number of studies that measure SVAC prevalence
has grown substantially in the past two decades, few studies have sys-
tematically reviewed and synthesized this body of literature to produce
global prevalence estimates. For example, Stoltenborgh and colleagues
conducted ameta-analysis of 217 publications in 2011 and estimated a
global SVAC prevalence of 11.8% (ref. 16). However, this analysis relied
onliterature published between 1982 and 2008, limiting its relevance
to current trends and the expanded availability of population data from
more recent studies™". A more recent meta-analysis, which searched
databases through April 2021, estimated a pooled prevalence of sexual
violence against female children at 24% (ref. 18). However, this study
included only 28 cross-sectional studies, was limited to females and did
not account for methodological or definitional variations'®. Another
recent systematic review and meta-analysis, incorporating 165 studies
from 80 countries, estimated global prevalence for specific types of
child sexual abuse (CSA) among individuals aged <19 years”. While
this analysis represents progress in estimating global and regional
CSA prevalence, it did not adjust for methodological or definitional
differences. The reported global prevalence is essentially a simple
weighted average of all estimates, without harmonization of key fac-
tors. For example, prevalence estimates based on whether violence

was perpetrated by family members or peers were combined with
violence perpetrated by anyone, without adjustment for comparabil-
ity. Furthermore, the study did notincorporate nested random effects
for super-regions, subregions and countries, nor did they generate
country-level prevalence estimates and then derive regional and global
estimates by weighting those country-level estimates by population®.
Consequently, countries with a high volume of studies, such as the
USA, may have disproportionately influenced the global and regional
prevalence estimates, while countries with fewer studies, even those
with large populations such as India, were under-represented.

Meanwhile, UNICEF’s recent estimates, based primarily on DHS
and MICS data and supplemented by other national and regional sur-
veys, provided valuable insights'?>. However, the methodology dif-
fered for males and females, and estimates were limited to lifetime
prevalence, without capturing past-year prevalence, suggesting areas
where methodological consistency could be further strengthened.
Separately, the most recent study drew on 460 sources from publicly
available data repositories to estimate SVAC prevalence®. Although
it adjusted for differences in case definitions and survey modes, it
focused exclusively on contact sexual violence and did not provide
past-year prevalence estimates for children®.

The objective of this study is to produce baseline reliable, repro-
ducible and internationally comparable global and regional prev-
alence estimates of lifetime and past-year SVAC, disaggregated by
sex. Unlike previous efforts™'**?, this study draws on an extensive
multilingual search across the six UN languages using both general
and language-specific databases, resulting in a more comprehensive
synthesis of the evidence. In addition, we account for definitional and
methodological variation across studies and apply a Bayesian multi-
level framework capable of accommodating sparse and unbalanced
data. By providing robust global and regional estimates of contact and
overall (both contact and non-contact, excluding online) SVAC, this
research offers critical baselines for understanding the magnitude of
SVAC, monitoring global progress and informing evidence-based poli-
ciesandinterventionsto protect children from sexual violence and its
devastating consequences.

Results

Atotal of 53,035 recordsin Englishand 11,358 records in other UN lan-
guages were identified through database searches and grey literature
exploration. After removing duplicates, we screened 39,358 records at
the title and abstract level for eligibility. Subsequently, we reviewed
2,464 records at the full-text stage. We excluded records that lacked
sufficient research data (for example, non-disaggregated results or
lack of representative sampling), duplicated survey data or focused on
special populations. Ultimately, 1,159 records, comprising 1,412 studies
from 147 countries and representing 93% of the global population, met
theinclusion criteriaand were selected for analysis (Fig.1). Collectively,
these studies encompassed responses from 4,070,693 females and
2,910,973 males. Definitions of terms are provided in Table 1. Sample
characteristics are detailed in Table 2.

Lifetime prevalence

Globally, 20.1% (95% uncertainty interval (Ul), 19.8-20.4) of women
and 16.8% (95% UI, 16.5-17.1) of men aged 18 years and older reported
experiencing at least one form of SVAC (including both contact and
non-contact forms) prior to age 18 (Table 3). Regional variations, based
on SDG classifications, indicate that the lifetime prevalence of overall
SVAC amongwomenis the highest in Oceania (33.9%; 95% Ul, 33.1-34.7),
followed by Sub-Saharan Africa (28.4%; 95% Ul, 28.0-28.9), Europe and
Northern America (25.6%; Ul,25.3-25.9), Latin America and the Carib-
bean (23.0%; 95% Ul,22.6-23.3), and Northern Africaand Western Asia
(19.3%; 95% Ul1,17.9-20.9). The lowest prevalence rates were observed
in Eastern and South-Eastern Asia (16.9%; Ul,16.7-17.2) and Central and
Southern Asia (15.8%; 95% Ul, 14.9-16.6).
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53,035 records identified from English-language
databases, grey literature and hand searching

11,358 records identified through other language
databases

l

64,393 recor

ds identified

25,035 duplicates removed

39,358 titles and a

bstracts screened

36,894 records excluded

2,464 full-text records assessed for eligibility

1,305 full-text records excluded

195 identical survey data
18 institutional data

764 non-representative data

42 prevalence not disaggregated by country
9 sample size <100

277 special population

review and meta-analysis
1 Arabic

57 Chinese

1,048 English

27 French

2 Russian

18 Spanish

6 other languages

1,159 records from all languages included in the systematic

Fig.1| PRISMA flow diagram of systematic review. Although 1,159 records
wereincluded, they contained 1,412 extractable studies. Multi-country surveys
contributed multiple studies because each country-level estimate was treated
separately. Some records also included multiple distinct datasets from the same

country (for example, different years or independent samples), which were each
counted as aseparate study in the meta-analysis. Six additional non-UN-language
reports were retained because they were nationally comparable survey reports
(forexample, the DHS), included to maximize country coverage.

Among men, the regional variation in the prevalence of overall
SVAC presents a different pattern. The highest prevalence was foundin
Sub-Saharan Africa (22.1%; 95% Ul, 21.6-22.6), followed by Latin America
and the Caribbean (17.6%; 95% Ul, 17.3-18.0), Oceania (16.7%; 95% UI,
16.1-17.4), Eastern and South-Eastern Asia (16.4%; 95% Ul, 16.2-16.7),
Europe and Northern America (15.8%; 95% Ul, 15.5-16.0), and Central
and Southern Asia (15.7%; 95% Ul, 14.8-16.5). The lowest prevalence was
recordedin Northern Africaand Western Asia (14.5%; 95% Ul,13.3-15.9).

Regarding the global lifetime prevalence of childhood contact
sexual violence, 12.4% (95% Ul,12.2-12.6) of women and 10.0% (95% Ul,
9.8-10.2) of men aged 18 years and older experienced contact sexual
violence at least once before the age of 18 (Table 3). Regional varia-
tionsin thelifetime prevalence of contact SVAC among women largely
mirror the pattern observed for overall SVAC, except that Eastern
and South-Eastern Asia (8.9%; 95% UI, 8.8-9.1) replaced Central and

Southern Asia (9.9%; 95% Ul, 9.2-10.5) as the region with the lowest
contact SVAC prevalence. Oceania remained the region with the highest
prevalence of contact SVAC (24.2%; 95% Ul, 23.5-24.9).

For men, the regional variationin contact SVAC shows asomewhat
different pattern from that observed for overall SVAC. Sub-Saharan
Africa had the highest prevalence (14.0%; 95% Ul, 13.7-14.3), followed
by Latin Americaand the Caribbean (11.4%; 95% Ul, 11.2-11.6), Oceania
(11.1%; 95% UI, 10.7-11.6), Northern Africa and Western Asia (10.3%;
95% Ul, 9.4-11.4), Central and Southern Asia (9.8%; 95% Ul, 9.2-10.4),
Europe and Northern America (9.7%; 95% Ul, 9.5-9.9), and Easternand
South-Eastern Asia (8.6%; 95% UI, 8.5-8.8).

Figure 2 presents mapsillustrating the lifetime prevalence of contact
SVAC and overall SVAC at the subregion level for both women and men.
Amongthe subregions, for women, Australiaand New Zealand reported
the highest prevalence of both contact SVAC (24.5%; 95% Ul, 23.8-25.2) and
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Table 1| Operational definitions of SVAC and indicators

Definition

Overall SVAC Overall SVAC refers to any deliberate, unwanted and non-essential sexual act, whether completed or attempted, involving either contact
or non-contact, that is perpetrated against a child. This definition excludes acts of sexual exploitation and those occurring in an online
context.

Contact SVAC Contact SVAC includes rape and sexual assault.

Rape refers to vaginal, anal or oral penetration of a sexual nature of a child’s body with any bodily part or object, with or without the use

of force, and without consent because the child is too young to consent or consent is not given. Examples include physically forced rape,
pressured or coerced rape, drug- and/or alcohol-facilitated rape, non-consensual sexual penetration without physical force or threat,
incest involving a child, rape in the context of armed conflict and gang-perpetrated rape.

Sexual assault refers to touching a child’s private parts or making a child touch someone else’s private parts (excluding penetration), with
or without the use of force, and without consent because the child is too young to consent or consent is not given. This primarily includes
unwanted groping, fondling or other forms of touching; sexual acts (other than penetration) obtained through threats of physical violence;
sexual acts (other than penetration) obtained through threats to the well-being of family members; the use of force or coercion to obtain
unwanted sexual acts or any sexual activity that the child finds degrading or humiliating; and pulling a child’s clothing up or down to reveal
intimate areas.

Non-contact SVAC

Non-contact SVAC refers to any form of verbal or non-verbal non-physical conduct, whether isolated or persistent, that involves unwanted

references to the body, sexual organs or sexuality of the child, excluding acts occurring in an online context. This includes, but is not
limited to, sexual harassment; sexual threats; exposure of a child to sexual abuse and pornography; sexual bullying and/or unwanted
sexual jokes, taunts or comments; exposing sexual organs; trapping a child and subjecting him/her to sexual advances; subjecting a child
to sexual rumours; persistent leering looks; sexual stalking; sexual extortion; coercion and blackmailing a child for sexual purposes; and
non-consensual image-taking of the sexual organs or sexual activities involving a child.

Lifetime prevalence

The proportion of adults aged 18 years or older who reported experiencing contact or non-contact SVAC at any point before reaching 18

of SVAC years of age.
Past-year The proportion of children under 18 years who reported experiencing contact or non-contact SVAC by anyone at least once within the
prevalence of SVAC  previous 12 months.

The definition of SVAC employed for this study aligns with the operational definitions specified in the UNICEF ICVAC?

overall SVAC (34.2%; 95% Ul, 33.5-35.0), whereas Central Asia recorded
the lowest prevalence for both contact SVAC (3.4%; 95% Ul, 2.0-5.4) and
overall SVAC (5.7%; 95% U, 3.3-8.7). For men, the Caribbean exhibited the
highest prevalence of both contact SVAC (17.1%; 95% UI, 16.3-18.0) and
overall SVAC (25.4%; 95% Ul, 24.3-26.6), while Central Asia againrecorded
the lowest prevalence for both contact SVAC (3.3%; 95% Ul, 2.0-5.3) and
overall SVAC (5.6%; 95% Ul, 3.3-8.7), as shown in Fig. 2 and Table 3.
Across Asia (Central, Southern, Eastern, South-Eastern and West-
ern Asia), as well as in Southern Europe and South America, lifetime
SVAC prevalence is similar between men and women, with less pro-
nounced sex differences than those observed in other regions.

Past-year prevalence

Globally, 6.2% (95% Ul, 6.0-6.3) of female children and 4.9% (95% U],
4.8-5.0) of male children experienced any form of SVAC (including
both contact and non-contact forms) at least once in the past 12 months
(Table 4). The prevalence of overall SVAC in the past year increases
with age. The past-year prevalence is highest among children aged
14-17 years (female: 13.3%; 95% Ul, 13.1-13.6; male: 10.7%; 95% UlI,
10.5-10.9), followed by children aged 10-13 years (female: 9.5%; 95%
UI, 9.3-9.7; male: 7.5%; 95% Ul, 7.4-7.7). Among children aged 0-9 years,
the past-year prevalence of contact SVAC is 1.9% (95% Ul, 1.9-1.9) for
females and 1.4% (95% Ul, 1.4-1.5) for males. For contact SVAC, 3.7%
(95% Ul,3.6-3.7) of female children and 2.8% (95% Ul, 2.8-2.9) of male
childrenunder the age of 18 experienced contact SVAC at least oncein
the past12 months (Table 4). Similar to overall SVAC, the prevalence of
contact SVAC increases with age. The highest prevalence is observed
among children aged 14-17 years (female: 8.1%; 95% Ul, 7.9-8.2; male:
6.3%; 95% Ul, 6.2-6.5).1n 2024, the global prevalence resulted in an
estimated 72.6 million girls and 60.9 million boys who experienced at
least one form of sexual violence, including 43.3 million girlsand 34.8
million boys who were subjected to rape or sexual assault.

Regional variations in the past-year prevalence of contact and
overall SVAC are detailed in Supplementary Information sections 1
and 2. Figure 3 provides amapillustrating the past-year prevalence of
contact SVAC and overall SVAC at the subregion level for both females
and males aged 0-17 years.

Inaddition to presenting regional prevalence estimates based on
SDG regional classifications, we estimated prevalence by the World

Health Organization (WHO), World Bank income group, UNICEF and
Global Burden of Disease regions. These results are provided in Sup-
plementary Information sections 3-6. The references for the studies
included in this systematic review and meta-analysis are provided in
Supplementary Information section 7.

Discussion
Our study confirms that SVAC is highly prevalent globally. One in five
(20.1%) adult women experienced sexual violence as children. Among
them, oneineight (12.4%) women experienced contact sexual violence
inchildhood. Among adult men, around one in six (16.8%) experienced
sexual violence as children, with oneinten (10.0%) experiencing child-
hood contactsexual violence.In2024 alone, an estimated 72.6 million
girls and 60.9 million boys—a total of 133.5 million children—experi-
enced any type of childhood sexual violence excluding online sexual
violence. Amongthem, 43.3 million girls and 34.8 million boys experi-
enced childhood contact sexual violence in the past year.
Comparisons with recent global syntheses indicate that our
findings are broadly aligned with existing evidence while extending
it inimportant ways (Table 5). For females, our lifetime prevalence
estimates for both overall and contact SVAC closely match the 2024
UNICEF assessment. For males, our lifetime prevalence for overall SVAC
is modestly higher than UNICEF’s. This divergence probably reflects
methodological differences: UNICEF inferred male prevalence by
applying a male-female ratio derived from a subset of countries with
nationally representative data, whereas we synthesized all available
male data directly™. Despite drawing on a substantially larger and more
linguistically diverse body of evidence—1,412 studies across six UN
languages—our lifetime estimates remain closely comparable. In con-
trast to our study, however, UNICEF reported only lifetime prevalence
and did not provide past-year estimates for contact or overall SVAC".
Methodological heterogeneity across other recent studies also
contributes to variation in reported prevalence. Cagney et al. relied
on three predefined databases rather than a systematic search and
estimated only lifetime contact SVAC (Table 5). Their global estimates
(18.9% for females; 14.8% for males) exceed both UNICEF’s and ours,
probably owing in part to upward adjustments applied to estimates
obtained via face-to-face interviews. Conversely, the systematic
review by Piolanti et al., based primarily on English-language sources
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Table 2 | Characteristics of the included studies on lifetime and past-year SVAC

Lifetime Past-year
Sample characteristics Female Male Both Female Male Both
Number of participants 3,486,254 2,397,826 7,941,152 858,136 678,186 2,128,833
interviewed
Number of studies 796 532 705 289 170 186
Number of specific 1,632 1119 1,513 583 47 565
observations
Nationally representative 540/796 (67.8%) 329/532 (61.8%) 370/705 (52.5%) 209/289 (72.3%) 113/170 (66.5%) 107/186 (57.5%)
studies
Subnationally representative  93/796 (11.7%) 73/532 (13.7%) 148/705 (21.0%) 35/289 (12.1%) 25/170 (14.7%) 27/186 (14.5%)
studies
City/district/county-level 163/796 (20.5%) 130/532 (24.4%) 187/705 (26.5%) 45/289 (15.6%) 32/170 (18.8%) 52/186 (28.0%)
representative studies
Number of countries 142 94 84 98 60 55
represented
Countries with one study 30/142 (211%) 23/94 (24.5%) 22/84 (26.2%) 35/98 (35.7%) 27/60 (45.0%) 24/55 (43.6%)
Countries with two studies  30/142 (21.1%) 26/94 (27.7%) 19/84 (22.6%) 30/98 (30.6%) 17/60 (28.3%) 16/55 (291%)
Countries with three 29/142 (20.4%) 13/94 (13.8%) 11/84 (13.1%) 11/98 (11.2%) 4/60 (6.7%) 10/55 (18.2%)
studies
Countries with four or 53/142 (37.3%) 32/94 (34.0%) 32/84(381%) 22/98 (22.4%) 12/60 (20.0%) 5/55 (9:1%)
more studies
Number of SDG subregions 20/20 (100.0%) 19/20 (95.0%) 18/20 (90.0%) 19/20 (95.0%) 16/20 (80.0%) 17/20 (85.0%)
represented
Population coverage 93.4% 871% 84.8% 83.6% 66.2% 61.0%
Median date of data 2013 2013 2013 2013 2013 2012
collection
Studies conducted before ~ 82/796 (10.3%) 35/532 (6.6%) 48/705 (6.8%) 23/289 (8.0%) 7/170 (41%) 14/186 (7.5%)
2005
Studies conducted 151/796 (19.0%) 100/532 (18.8%) 127/705 (18.0%) 33/289 (11.4%) 25/170 (14.7%) 23/186 (12.4%)
2005-2009
Studies conducted 248/796 (31.2%) 211/532 (39.7%) 233/705 (33.0%) 112/289 (38.8%) 72/170 (42.4%) 80/186 (43.0%)
2010-2014
Studies conducted 214/796 (26.9%) 141/532 (26.5%) 214/705 (30.4%) 92/289 (31.8%) 54/170 (31.8%) 57/186 (30.6%)
2015-2019
Studies conducted 101/796 (12.7%) 45/532 (8.5%) 83/705 (11.8%) 29/289 (10.0%) 12/170 (71%) 12/186 (6.5%)

2020-2023

andincluding165studies, reported lower lifetime contact SVAC preva-
lence (Table 5). This patternis expected given their lack of adjustment
for definitional differences, categories of relationship with the person
who perpetrated the violence, respondent age and data collection
period. Their analytic approach pooled studies reporting violence
perpetrated by family members only or peers only with those reporting
any relationship, whichmathematically biases pooled estimates down-
ward". Moreover, their past-year estimates predominantly reflect ado-
lescents aged 14-17, since the mean respondent age for most included
studies falls within this range, rather than all children aged 0-17 (ref.
19). Accordingly, their past-year prevalence estimates for contact
SVAC among both females and males are lower than our estimates for
adolescents aged14-17, probably reflecting their lack of adjustment for
definitional differences. However, their past-year estimates exceed our
prevalence estimates for the full 0-17 age range. This difference arises
because contact SVAC prevalenceis substantially lower among younger
children, particularly those aged 0-9, who constitute more than half of
the child population. When this age distribution is incorporated, our
population-weighted past-year prevalence of contact SVAC becomes
lower than theirs despite higher estimates within the 14-17 age group
(Tables 4 and 5). The prevalence estimates of overall SVAC were not
provided in their study.

The meta-analysis by Qu et al. provides the narrowest scope,
based on only 28 studies from three databases'®. Their sole estimate,

lifetime overall SVAC prevalence among females (24%), is modestly
higher than our female lifetime estimate (20.1%). No estimates for
contact SVAC, for males or for past-year prevalence were provided.
Taken together, these comparisons underscore the distinct contri-
bution of the present study. By drawing on an extensive multilingual
search, harmonizing definitional and methodological variation, and
applying aBayesian multilevel framework capable of accommodating
sparse and unbalanced data, we provide the most comprehensive and
internally consistent set of global SVAC prevalence estimates to date,
spanning both sexes, both contact and overall SVAC, and both lifetime
and past-year indicators (Table 5).

Girlsare generally considered to be at substantially higher risk of
sexual violence, a pattern observed in earlier studies and meta-analyses
primarily based in Europe and North America'®*. However, our findings
suggest less pronounced sex differences in some regions, particularly
across Asia, as well as in Southern Europe and South America. The
reasons for these regional variations have not been widely explored.

Inhibited disclosure, in the face of more intense stigma in some
places and for some individuals who experience SVAC, has oftenbeen
hypothesized. But this explanation for sex patterns needs to include
why inhibition varies by sex. Some research suggests thatboys areless
likely to disclose abuse and may experience greater inhibition than
girls”. Over time, as stigma declines, disclosure rates tend to increase,
with little sex difference observed across generations?.
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Table 3 | Regional prevalence estimates of lifetime SVAC by UN SDG super-region and subregion

Contact SVAC (%) Overall SVAC (%)
Female Male Female Male
Central and Southern Asia 9.9 (9.2-10.5) 9.8 (9.2-10.4) 15.8 (14.9-16.6) 15.7 (14.8-16.5)
Central Asia 3.4(2.0-5.4) 3.3(2.0-5.3) 57(3.3-8.7) 5.6 (3.3-8.7)
Southern Asia 10.0 (9.4-10.6) 9.9 (9.3-10.5) 16.0 (15.1-16.8) 15.8 (14.9-16.7)
Eastern and South-Eastern Asia 8.9 (8.8-9.1) 8.6 (8.5-8.8) 16.9 (16.7-17.2) 16.4 (16.2-16.7)
Eastern Asia 8.8(8.7-9.0) 8.6(8.5-87) 16.8 (16.7-17.0) 16.3 (16.2-16.5)
South-Eastern Asia 91(8.7-9.5) 87(8.3-9.2) 171(16.4-17.9) 16.6 (15.9-17.4)
Europe and Northern America 16.5 (16.3-16.8) 9.7(9.5-9.9) 25.6 (25.3-25.9) 15.8 (15.5-16.0)
Eastern Europe 12.3 (11.6-12.8) 8.6 (8.1-9.1) 19.2 (18.4-20.0) 13.9 (13.1-14.6)

Northern America

20.8 (20.6-20.9)

10.2 (10.1-10.3)

31.6 (31.4-31.9)

16.8 (16.6-16.9)

Northern Europe

15.2 (15.1-15.4)

10.2 (10.1-10.4)

24.0(23.7-24.2)

16.7 (16.6-16.9)

Southern Europe

15.6 (15.0-16.2)

14.8 (14.2-15.5)

24.4(23.6-25.3)

23.3(22.5-24.3)

Western Europe

16.4 (16.0-16.8)

5.9 (5.7-6.1)

25.6 (25.0-26.2)

10.0 (9.6-10.3)

Latin America and the Caribbean

15.2 (15.0-15.5)

11.4 (11.2-11.6)

23.0(22.6-23.3)

17.6 (17.3-18.0)

Caribbean

21.9 (21.0-22.9)

171(16.3-18.0)

31.6 (30.3-33.0)

25.4(24.3-26.6)

Central America

16.1(15.6-16.7)

8.4(7.9-8.8)

24.2 (23.4-24.9)

13.2(12.6-13.9)

South America

14.3 (14.1-14.6)

12.4 (12.2-12.6)

21.8 (21.4-22.2)

19.1(18.8-19.5)

Northern Africa and Western Asia

14.1(12.9-15.3)

10.3(9.4-11.4)

19.3 (17.9-20.9)

14.5 (13.3-15.9)

Northern Africa

207 (18.0-23.6)

10.9 (8.6-13.3)

27.9 (24.6-31.5)

15.4 (12.3-18.7)

Western Asia

10.2 (9.4-1.2)

10.0 (9.3-11.0)

14.3 (13.2-15.6)

14.1(131-15.3)

Oceania

24.2(23.5-24.9)

11.1(10.7-11.6)

33.9(331-34.7)

16.7 (16.1-17.4)

Australia and New Zealand

24.5(23.8-25.2)

11.3 (10.8-11.7)

34.2(33.5-35.0)

17.0 (16.4-17.6)

Oceania (excluding Australia and New
Zealand)

23.1(21.7-24.6)

10.6 (9.8-11.5)

32.5(30.8-34.4)

16.0 (14.9-17.3)

Sub-Saharan Africa

18.6 (18.3-18.9)

14.0 (13.7-14.3)

28.4(28.0-28.9)

22.1(21.6-22.6)

Eastern Africa

21.2(20.9-21.5)

16.0 (15.7-16.3)

32.1(31.6-32.6)

25.1(24.6-25.6)

Middle Africa

21.3(20.7-21.9)

16.2 (15.7-16.8)

31.7(30.9-32.6)

25.0(24.3-25.9)

Southern Africa

10.7 (10.5-11.0)

7.8 (76-8.0)

17.4 (17.0-17.9)

13.0 (12.6-13.4)

Western Africa

16.3 (15.9-16.6)

121(11.8-12.4)

25.3(24.7-25.9)

19.5 (18.9-20.0)

World

12.4 (12.2-12.6)

10.0 (9.8-10.2)

20.1(19.8-20.4)

16.8 (16.5-17.1)

The data are presented as percentage (95% Ul).

Table 4 | Global prevalence estimates of past-year SVAC

Age Contact SVAC (%) Overall SVAC (%)
Female Male Female Male

0-9years 11(11-17) 0.8(0.8-0.8) 1.9(1.9-1.9) 1.4 (1.4-1.5)

10-13years 56(55-57) 4.4(4.3-45) 95(9.3-97) 7.5 (7.4-7.7)

14-17years 81(79-8.2) 6.3(6.2-6.5) 13.3(131-13.6) 10.7(10.5-10.9)
10-17years 6.8(6.7-7.0) 5.3(5.2-5.4) 11.4(11.2-11.6) 91(8.9-9.3)
O-17years 37(3.6-37) 28(28-29) 6.2(6.0-6.3) 4.9 (4.8-5.0)

The data are presented as percentage (95% Ul).

Another possible explanation is that, in some regions, boys and
girls may interpret or encounter sexual violence items differently.
Non-contact forms of SVAC such as being told unwanted sexual jokes,
being shown pornographic materials or being made to expose or view
private parts may occur more frequently amongboys in certain cultural
or social contexts? 2, As a result, when surveys include these behav-
iourally specific items, boys may be more likely than girls to endorse
such experiences, contributing to higher overall SVAC prevalence
among males in some regions.

Cultural and sociological factors may also play arole. Patterns of
supervisionand household sleeping arrangements vary across cultures
and sexes, potentially influencing exposure to risk”. Additionally,
accessto pornography, societal expectations for males to gain sexual
experience, masculinity norms and attitudes towards male-to-male
sexual activity may contribute to differential risks and vulnerabilities
forboys across various contexts®, Further researchis needed to under-
stand the complexinterplay of cultural, societal and structural factors
shaping these sex dynamics, as well as how they vary across different
contexts, including within regions where the sex differences appear
minimal, such asin Asia.

Our study includes estimates of both contact sexual violence and
overall SVAC (including both contact and non-contact forms of sexual
violence), providing amore complete picture of children’s experiences
of sexual harm, inline with the UNICEF ICVAC. While contact forms such
as rape and sexual assault represent the most severe physical viola-
tions, non-contact forms—including sexual harassment, exposure, and
coercive or degrading sexualized behaviours—also cause substantial
psychological and developmental harm. By presenting estimates for
both, thisstudy captures the continuum of experiences encompassed
within internationally recognized standards, facilitating cross-study
comparability and ensuring that prevention and response strategies
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Fig.2|Maps of prevalence estimates of lifetime SVACby SDG subregion.
a, Female lifetime prevalence of contact SVAC. b, Male lifetime prevalence of
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prevalence of overall SVAC. Darker shading indicates higher prevalence, whereas
lighter shadingindicates lower prevalence. Basemaps from Natural Earth
(https://www.naturalearthdata.com/).

addressthe full range of behaviours that constitute SVAC. Nonetheless,
fewer studies have included non-contact forms of SVAC, and these
experiences may be more challenging to measure using behaviour-
ally specific approaches. Presenting both estimates allows for amore
comprehensive assessment of the burden of SVAC, capturingboththe
severe physical forms and the broader spectrum of non-contact experi-
ences that contribute to psychological harm and social vulnerability.

Importantly, the adoption of the ICVAC framework provides con-
ceptual clarity and harmonization relative to many earlier syntheses
that relied on broader or less well-defined CSA definitions. By using
standardized and developmentally grounded categories, our study
aimstoensure that the pooled prevalence estimates reflect a consistent
conceptualization of SVAC. At the same time, this standardization may
limit direct comparability with prior meta-analyses'®* thatapplied less
harmonized definitions. Theimplications of this definitional alignment
for interpreting differences in prevalence remain uncertain. Future
meta-analytic work could explore how estimates differ when studies
are classified according to ICVAC-aligned definitions versus legacy
CSA definitions, helping clarify whether this framework substantively
changes epidemiological understanding or primarily reorganizes
existing constructs.

Our findings underscore the pervasiveness of SVAC globally, with
evidence from every region where it has been measured. This high
prevalence highlights the urgent need to strengthen child protec-
tion systems and invest in robust primary prevention programmes,
as well as secondary prevention efforts to facilitate justice and heal-
ing for those who experience sexual violence. In recent years, global
efforts to reduce the burden of SVAC have increasingly emphasized
evidence-based, scalable solutions. One major initiative advancing this
agendaisthe Safe Futures Hub, aglobal knowledge and evidence plat-
form designed to synthesize, curate and disseminate rigorous research
on‘whatworks’ to prevent and respond to childhood sexual violence.
By making high-quality evidence more accessible to policymakers,
practitioners and programme implementers, the Hub plays a critical

roleinbridging the gap betweenresearch and practice, particularlyin
low-and middle-income countries where evidence needs are greatest.

Recent evaluations featured in the Safe Futures Hub and related
global evidence platforms have identified several effective prevention
andresponse interventions. The 2024 Building Safe Futures Evidence
Review for low- and middle-income countries consolidates emerging
evidence on effective strategies, highlighting promising approaches
suchasadolescent development clubs, parenting programmes, teacher
training initiatives and cash-plus programmes?. Likewise, the 2025
INSPIRE Evidence Update reports strong new evidence supporting the
effectiveness of cognitive behavioural therapy for children exposed to
violence and cash-plus life skills training for youth®.

While these findings provide a strong foundation for
evidence-based prevention strategies, these reviews also highlight
critical gaps. A recent outcome measurement rapid review flags the
“mismatch between problem and measurement”, where prevention
programmes measure outcomes related to knowledge or skills rather
than experiences of sexual violence™. The Safe Futures Hub Evidence
Review notes the lack of evaluations specifically assessing the effi-
cacy of multisectoral co-ordination in preventing SVAC%. Despite
the absence of rigorous evaluations, some country-specific evidence
suggests the promise of such approaches. For example, in Kenya, the
repeat nationally representative VACS show that the prevalence of
lifetime sexual violence against girls declined substantially from 36.2%
in2010 t0 25.2%in2019°2. A qualitative study identified key factors that
may have contributed to the reductions following the government’s and
partners’ response to the inaugural VACS and government response
plan,including astrengthened legal framework, increased service pro-
vider capacity andimproved information systems™®. Latent class analy-
sesof adverse childhood experiences between the two survey periods
revealed shiftsinrisk factor patterns. For example, theimportance of
orphanhood co-occurring with sexual and physical violence in males
increased in the second VACS compared with the first, even as overall
prevalence declined, suggesting that vulnerability to violence may
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Fig.3|Map of prevalence estimates of past-year SVAC by SDG subregion.
a, Female past-year prevalence of contact SVAC. b, Male past-year prevalence of
contact SVAC. ¢, Female past-year prevalence of overall SVAC. d, Male past-year

b Male past-year prevalence of contact SVAC
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become concentrated among specific populations when the overall
population prevalence declines*. These findings highlight the crucial
role of prevalence studies not only in quantifying the magnitude of
violence against children but also inidentifying shiftsinits driversand
risk factors over time. Such insights can guide the reprioritization of
prevention, supportandjustice efforts forindividuals who experience
SVAC, ensuring that limited resources are allocated as strategically and
effectively as possible.

Some important limitations of our findings must be acknowl-
edged. Sexual violenceis a highly sensitive and stigmatized experience,
oftenleadingto substantial under-reportingin surveys. The extent of
under-reporting probably varies across countries and regions, poten-
tially distorting global and regional prevalence estimates, particularly
in regions with lower reported rates (such as highly populated areas
of Asia). If inhibited disclosure differs by sex, this could also affect
observed sex differentials.

Additionally, sexual behaviours, attitudes and cultural norms sur-
rounding sexual violence vary widely across the world. Broad survey
prompts may be interpreted differently across regions, potentially
capturing distinct types of experiences—such as bullying content,
exposure to sexualimages, early childhood sexual exploration or con-
sensual homosexual activity—thereby producing misleading impres-
sions of regional differences. As of now, the field lacks a comprehensive
understanding of the factors driving the sometimes-large differences
inprevalence estimates within and across countries. Further research
isurgently needed to investigate these disparities, which may lead to
reinterpretations of the findings presented here.

More broadly, these definitional and methodological inconsist-
encies highlight that global syntheses, including our own and prior
studies, are unavoidably constrained by variability in measurement
quality and conceptual alignment. A larger pool of studies does not
necessarily indicate stronger evidence; rather, expanding the evidence
base may increase exposure to inconsistent designs, weak measures

or problematic question wording. These foundational uncertainties
underscore the need for caution when interpreting pooled global
estimates of SVAC.

Another key limitation is that almost all past-year prevalence
estimates for children under 10 rely on parental or proxy reports,
which are known to substantially under-report sexual violence against
young children'®*. Consequently, past-year prevalence estimates for
the 0-9 age group generated in this study may underestimate the
true prevalence.

Moreover, the Bayesian hierarchical modelling approach usedin
this study applies partial pooling, meaning that estimates for subre-
gions with limited data are influenced by broader regional or global
averages. While this helps stabilize estimates, it may misrepresent
reality if the true prevalencein these subregions is substantially higher
or lower than the pooled estimate.

Furthermore, the current systematic review has not reported
dataonrace or ethnicity, as many of the included studies either did
not report those characteristics due tolocal restrictions or reported
them as descriptive demographics. In addition, the surveys did not
disaggregate the prevalence estimates by those characteristics, so
we excluded them to prevent potential misinterpretation. This study
did not include online SVAC and thus may have underestimated
prevalence estimates. Online sexual violence was excluded due to
limited and non-comparable data. Existing studies are few, recent and
often focus exclusively on online forms, with wide variation across
countriesinInternetaccess, digital use and definitions, precluding
reliable estimation. While this exclusion preserved the validity of
the Bayesian estimates, it represents an important limitation, as
digital contexts are increasingly relevant to children’s experiences
of sexual harm.

It is also important to note that throughout this manuscript,
we aimed to use person-first and non-stigmatizing language when
describing individuals affected by SVAC. Person-first terminology
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Table 5 | Comparison of prevalence estimates and methodological characteristics across five recent studies of SVAC

Current study Quetal.® Piolanti etal.” UNICEF" Cagney etal.”®
Contact SVAC (female) 12.4% Not reported 9.5% About 12.5% (1 18.9%
in 8)

Global Contact SVAC (male) 10.0% Not reported 5.5% About91% (1in11) 14.8%
lifetime Overall SVAC (female)  20.1% 24.0% Not reported About 20.0% (1 Not reported
prevalence in 5)

Overall SVAC (male) 16.8% Not reported Not reported About 14.3% (1 Not reported

in7)

Contact SVAC (female) 3.7% Not reported 7.6% Not reported Not reported
Global
past-year Contact SVAC (male) 2.8% Not reported 4.2% Not reported Not reported
E)Ore;/;:\lence) Overall SVAC (female)  6.2% Not reported Not reported Not reported Not reported

-17 years,

Overall SVAC (male) 4.9% Not reported Not reported Not reported Not reported

Number of studies 1,412 28 165 Not reported 460

included

Systematic review Yes Yes Yes No No

conducted

Databases searched PubMed/Medline, PubMed, Embase PubMed, Embase, Not applicable; Global Health Data

Global Health, and Web of Science  CINAHL, Web of Science,  estimates were Exchange, WHO

PsycINFO, Embase, Web
of Science, Sociological
Abstracts, CINAHL,
ERIC, Criminal Justice
Abstracts, Google
Scholar, 23 non-English
databases and >20 grey
literature sources

PsycINFO, ERIC and APA derived from Global Database

PsycArticles Tier 1 (DHS/ on the Prevalence
MICS) and Tier 2 of Violence Against
(other nationally Women and UN
representative Women Global
surveys) data Database on
sources Violence Against
Women

Search terms in six UN
languages

Search term language
terms only

English search

English search termsonly  Not applicable Not applicable

Search period Publications in any of

From inception

From inception of each Data collected Data collected

Study design the six UN languages of each database database through March between 2010 and  between 1980 and
from1January 2010to1  through April 2021 2022 2021 2023
August 2024
Statistical model Bayesian hierarchical Random-effects Random-effects model Not reported Spatiotemporal
applied model model (UNICEF Gaussian process
notes “several regression
adjustments” but
does not describe
the model)
Adjustment for Yes No No Yes Yes
definitional variation
Adjustment for age Yes No No Yes Yes
effects
Adjustment for data Yes No No No No
collection year
Use of population Yes No No Yes Yes

weighting for regional/
global estimates

helps ensure thatindividuals are not defined by harmful experiences
or behaviours and supports a more prevention-oriented framing of
SVAC*. We recognize the importance of continued attention to lan-
guage in future research to ensure accuracy, respect and alignment
with prevention goals, including prevention of the perpetration of
sexual violence.

Finally, our study estimated overall population prevalence using
general population samples representative at national or subnational
levels. While these samples included individuals of all sexual orienta-
tions and gender identities, subgroup-specific data were rarely avail-
able, limiting separate analyses. Future research should collect and
report data that enable disaggregated analyses by sexual orienta-
tion and gender identity to enhance inclusivity and understanding
of disparities.

Despite these limitations, this study compellingly demonstrates
the persistently high prevalence of SVAC worldwide. Our findings

highlight the urgent need for standardized data collection proto-
cols and expanded research efforts to close critical knowledge gaps.
Comprehensive prevalence studies that include both boys and girls
and measure both lifetime and past-year experiences are essential
for accurately assessing the scope of this issue. The example from
Kenya demonstrates that data-driven awareness, political will and
financial investment can drive impactful policy and programmatic
responses®*, Successful SVAC prevention efforts have shown that
addressing harmful social and cultural norms can reshape the contexts
inwhich violence occurs®. Toachieve lasting progress, a co-ordinated
global response should integrate standardized data collection, rig-
orous research and culturally sensitive, evidence-based prevention
strategies. With strong commitment from governments, policymakers,
researchers, civil society and communities, we can drive transforma-
tive change and substantially reduce the global burden of childhood
sexual violence.
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Methods

Search strategy and selection criteria

We initially conducted searches on 1 March 2023 and updated them
on 20 August 2024. We employed a comprehensive set of search terms
designed to identify studies of SVAC prevalence. These terms corre-
sponded to act-based measures of sexual violence as defined by the
UNICEF ICVAC?, combined with additional terms to specifically limit
the searchto childhood populations and studies reporting prevalence
estimates (see Supplementary Information section 8, Table 9, for the
fulllist of termsin six UN languages).

We searched PubMed/MEDLINE, the Social Science Citation
Index (Web of Science), Global Health, Embase, PsycINFO, CINAHL,
ERIC, Sociological Abstracts (ProQuest), Criminal Justice Abstracts
and Google Scholar, along with key journals in the field of child pro-
tection. Grey literature sources included research from international
non-governmental organizations, UN agencies, community-based
organizations and reports from national governments. We also searched
relevant language-specific databases (see Supplementary Information
section 8, Table 10, for afull list of databases and grey literature reposi-
tories searched). For globally comparable national survey reports (for
example, the DHS and MICS), we retained eligible reports regardless of
publicationlanguage, including those beyond the six UN languages, to
maximize completeness and country coverage of prevalence estimates.

Studieswereincludedifthey (1) were published in one of the six offi-
cial UNlanguages (Arabic, Chinese, English, French, Russian and Spanish)
between1January 2010 and 1 August 2024; (2) reported the prevalence
of SVAC; (3) relied on self-reported datafrom children (individuals under
theage of 18 years), adults recalling childhood experiences (experiences
that occurred prior to age 18) or reports from parents/guardians of
experiences of their minor children; (4) included a measure of contact
or non-contact SVAC, as consistent with the UNICEF ICVAC definitions
(Table1); (5) used general population samples representative at national
orsubnational levels; and (6) had asample size of at least 100.

Studies were excluded if they (1) focused on specific subpopula-
tions unlikely to generalize to the general population (for example,
psychiatric patients, individuals who identify as LGBTQ+ or samples
comprising only individuals who experienced SVAC); (2) did not pro-
vide disaggregated datafor children or adults’experiences as children
(for example, findings for those under 18 years could not be deter-
mined); (3) collected data through controlled studies or qualitative
methods; and (4) only included data on online SVAC.

Eight reviewers screened English studies, and two reviewers
screened studies in each of the other UN languages. For all papers,
two reviewersindependently screened studies using Covidence”. After
initial title and abstract screening and removal of duplicates, studies
meeting the eligibility criteria underwent full-text review. Discrepan-
cieswereresolved by athird reviewer.

At least two authors independently extracted data for each
selected study using astandardized data extraction tool that we piloted
across all language teams (see Supplementary Information section 9
forthe extraction form). Any modifications were agreed on and shared
with all authors. For studies using the same dataset and reporting the
same type of prevalence, we retained only the study with the largest
sample size. We assessed methodological quality using the risk-of-bias
tool from Hoy et al.’®. This tool comprises nine questions evaluating
internal validity (for example, case definition, datasource, instrument
quality, data collection method, numerators and denominators) and
external validity (for example, population representativeness, sam-
pling method and non-response bias). Eachitem was rated as ‘low risk’
(score 0) or ‘high risk’ (score 1), with total scores classifying studies as
low (0-3), moderate (4-6) or high risk (7-9)*.

Data analysis
The lifetime prevalence of SVAC is defined as the proportion of
adults aged 18 years or older who reported experiencing contact or

non-contact SVAC at any point before reaching 18 years of age. The
past-year prevalenceis defined as the proportion of children under 18
years who experienced contact or non-contact SVAC withinthe previ-
ous 12 months. In both measures, consistent with the UNICEF ICVAC
definition, individuals are counted as experiencing SVAC if they were
subjected to atleast one act of sexual violence perpetrated by anyone,
regardless of the relationship of the individual who perpetrated vio-
lenceto the child. For this estimation, we examined two SVAC metrics:
contact SVAC (rape and sexual assault) and the broader category of
overall SVAC, which includes both contact and non-contact forms,
excluding online SVAC (see the definitions in Table 1). Global or regional
estimates for online sexual violence, a form of non-contact violence,
were not produced due to considerable limitations in data availability.
Available studies are few and mostly recent, and they often focus exclu-
sively on online sexual violence without data on other forms, limiting
comparability and precluding imputation®. Prevalence varies substan-
tially with national differencesin Internet access, digitaladoption and
social media use'. Variability in legal definitions, reporting practices
and cultural norms further complicates measurement”. Given these
constraints, we excluded online sexual violence to preserve the validity
of Bayesian estimates for childhood sexual violence.

To estimate SVAC prevalence, we defined an optimal set of observa-
tions. These included data where the case definition encompassed all
acts of sexual violence (for example, at least one experience of any type
of SVAC), did not restrict specific categories of individuals who perpe-
trated violence, and represented both rural and urban populations to
ensure comprehensive coverage. Observations must also have reported
prevalence separately by sex and have used clear, behaviour-specific
questions. For lifetime prevalence, incidents must have occurred before
age 18 (for example, not before 15 or 13), and for past-year prevalence,
within the prior 12 months (for example, not six or three months).

If studies did not meet these criteria, we applied statistical adjust-
ments to align data with the optimal definition. The analysis incorpo-
rated all available observations, differentiating between those aligning
with the optimal definition and those requiring adjustment, thereby
addressing missing data and inconsistencies in sampling and case
definitions”. Details of these statistical adjustments, particularly for
the fixed-effects component of the Bayesian hierarchical model, are
provided later.

We developed a Bayesian hierarchical (multilevel) framework to
estimate the lifetime or past-year prevalence of SVAC across different
regions. We used a Bayesian multilevel model because it offers greater
flexibility and robustness than traditional meta-regression for esti-
mating pooled prevalence™***°, This approach accounts for multiple
sources of variability, such as between-country, regional, temporal and
definitional differences, through random and mixed effects, allowing
a more realistic representation of hierarchical data"*°. The Bayes-
ian framework also handles sparse or unbalanced data effectively by
borrowing strength across units, resulting in more stable estimates,
particularly in settings with small sample sizes or limited observations
for certain subgroups™¥. In addition, it accommodates the bounded
nature of prevalence databy using appropriate likelihoods (for exam-
ple, binomial or beta binomial) and link functions™*, Finally, Bayesian
inference provides full posterior distributions and credible intervals
with direct probability interpretations, offering clearer and more
intuitive uncertainty quantification than conventional methods"*’,

Our model is specified within the generalized linear regression
framework, using abinomial distribution with alogit link function. The
response variable represents the number of SVAC cases observed out of
the total trials*. This framework has four nested levels: (1) countries, (2)
subregions, (3) super-regions and (4) the world. The SDG super-regions
and subregions were defined by the UN Statistics Division to support
reporting and monitoring of progress towards the SDGs. These group-
ings, based on geographical, economic and social similarities, include
seven super-regions further divided into 20 nested subregions (see
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Supplementary Information section 10 for regional classifications)*.
The framework also accounts for various demographic and geographic
factors and includes both fixed and random effects to pool data from
different sources and capture variability at different levels. This multi-
level approachofincluding both fixed and random effects enables us to
‘borrow strength’across units, ensure that the degree of pooling is deter-
mined empirically by the dataand not arbitrarily by the user, and adjust
for definitional and methodological variations across studies™>***°,

The meta-regression modelincludes fixed effects for each type of
violence (contact versus non-contact) and time frame (past-year versus
lifetime) across the seven SDG super-regions. Toaccount for the wide sex
difference in SVAC prevalence acrossregions, the model alsoincludes sex
asbothamaineffectand aninteraction termwith the 20 SDG subregions.
Thisinteractionallows the model to capture regional variationsin SVAC
prevalence between males and females, ensuring that sex-specific differ-
ences are not assumed to be uniformacross all subregions.

We modelled the nonlinear effects of age and the year in which data
collection for the SVAC prevalence study ended using natural splines
with three degrees of freedom, with two knots evenly distributed
across the observed range for each variable. Additional fixed effects
included relationship with the person who perpetrated the violence
(for example, any, parents, partner or peers), frequency of acts (for
example, at least once versus at least twice), prevalence recall period
(for example, prior to age 18, prior to age 15, past 12 months or past 3
months), subtype of violence, sample site and SVAC question format
(behaviour-specificinquiry, mixed or non-behaviour-specificinquiry).
Non-behaviour-specificinquiries use broad or umbrellaterms, placing
reliance on respondents’ subjective interpretation of concepts such
as sexual harassment or sexual abuse. For example, questions may
include “Haveyou ever beensexually harassed?” or “Have you ever been
sexually abused?”. The specific adjusted variables and categories can
be found in Supplementary Information section 11.

We applied nested random effects to the geographical regions
in the hierarchy of super-region, subregion and country, assuming
thata country should be closer to its regional prevalence than to that
of other regions and allowing borrowing strength from other obser-
vations in the same region to improve prevalence estimates™*°. We
modelled subnational observations as having more variability than
those representative at the national level, meaning less weight was
given to subnational observations™*.

The proposed Bayesian model employed weakly informative pri-
ors, specifying normal distributions for the regression coefficients
and a half-¢ distribution for the standard deviations of the random
effects’. This ensured reasonable regularization of the model param-
eters, improving convergence and interpretability. To specify the
hyperparameters (including the number of knots in the splines, the
prior variance for the regression coefficients of the fixed effects and
priors for the standard deviation of the random effects) in the model,
we used the widely applicable information criterion as the model
selection criterion™.

Posterior inferences were obtained using Markov chain Monte
Carlosimulations with10,000iterations with 5,000 burn-ins. Toensure
computational efficiency, we employed parallel processing. We assessed
model convergence using Gelman-Rubin diagnostic statistics with mul-
tiple Markov chain Monte Carlo chains. Model validation was carried out
using posterior predictive checks (including Bayesian Pvalues) and both
in-sample and out-of-sample comparisons. These assessments examined
medianerrors, median absolute errors and the coverage of posterior pre-
dictive intervals™*. The final model produced country-level estimates
ofthe SVAC prevalence accompanied by 95% Uls. To generate aggregate
estimates (thatis, by subregion, by super-regionand globally), we used
population denominators for the 2024 calendar year from the World
Population Prospects (2024 revision)**. We performed all analyses in R
(version4.5.0)** and fitted the model primarily using the brms package®.
The analysis code is publicly available to ensure reproducibility.

The protocol for this systematic review and meta-analysis was
developed following the PRISMA-P standards* and has been registered
on PROSPERO (number CRD42024495116). We adhered to PRISMA*
standards for reporting the results.

Reporting summary
Further information on research design is available in the Nature
Portfolio Reporting Summary linked to this article.

Data availability

Source data are provided with this paper. All other data supporting the
findings of this work are available via the Open Science Framework at
https://doi.org/10.17605/0OSF.IO/EG8TN.

Code availability
All analysis scripts are available via the Open Science Framework at
https://doi.org/10.17605/0OSF.IO/EG8TN.
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Population characteristics Covariates were included in the meta-analysis: gender (male, female, both); respondent age; data collection year; type of
sexual violence (e.g., contact, non-contact); perpetrator (e.g.,anyone, parents/family members, peers, parter); sample site
(rural, urban, both); and time period (e.g., lifetime before 18, past year).
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Study description This study is a quantitative systematic review and meta-analysis synthesizing data from 1,412 studies to estimate the global and
regional lifetime and past-year prevalence of sexual violence against children (SVAC).

Research sample We conducted comprehensive literature searches in the six official UN languages across 10 English-language databases, 23 non-
English databases, and over 20 grey literature sources, covering records published between January 1, 2010, and August 1, 2024.
Eligible studies included children under 18 or adults retrospectively reporting experiences of SVAC. Of 64,393 records identified and
screened, 1,412 studies from 147 countries—representing 93% of the global population—were included in this systematic review
and meta-analysis. Collectively, these studies captured responses from 4,070,693 females and 2,910,973 males.

Sampling strategy This meta-analysis draws on data extracted from existing studies. Studies were included if they: (1) were published in one of the six
official UN languages (Arabic, Chinese, English, French, Russian, Spanish) between January 1, 2010, and August 1, 2024; (2) reported
the prevalence of SVAC; (3) relied on self-reported data from children (individuals under the age of 18 years), adults recalling
childhood experiences (experiences that occurred prior to age 18), or reports from parents/guardians of experiences of their minor
children; (4) included a measure of SVAC (as defined above); (5) used general population samples representative at national or sub-
national levels; and (6) had a sample size of at least 100.

Data collection Data extraction for each selected study was conducted independently by at least two authors using a standardized data extraction
tool piloted across all language teams (see Appendix 2 for extraction form, pp 7). Any modifications were agreed upon and shared
with all authors.

Timing Searches were initially conducted on March 1, 2023, and updated on August 20, 2024.

Data exclusions Studies were excluded if they: (1) focused on specific sub-populations unlikely to generalise to the general population (e.g.,
psychiatric patients, the sexual minorities, or samples comprising only victims or survivors of SVAC); (2) did not provide disaggregated
data for children or adults” experiences as children (e.g., findings for those under 18 years could not be determined); (3) collected
data through controlled studies or qualitative methods; and (4) only included data on online SVAC.

Non-participation As this meta-analysis used previously published data, no participants were directly recruited.
Randomization We relied on the sampling methodologies reported in the original studies to approximate randomization. We included only studies

that used general population samples representative at the national or sub-national level, which helped to minimize selection bias
and support the validity of prevalence estimates.
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