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Abstract 

Background  Sexual coercion is one of the major public health concerns globally. This is even more worrying 
among young people with disabilities (YPWDs). This study assessed the prevalence and factors associated with sexual 
coercion among in-school young people with disabilities in Ghana.

Methods  Using a cross-sectional study design, pre-tested questionnaires were used to collect data from 979 YPWDs 
in 15 special schools for the visually and hearing impaired in Ghana. Sexual coercion was the outcome variable. Both 
descriptive (frequencies and percentages) and inferential analysis (binary logistic regression) were conducted.

Results  About 68% reported that they had been sexually coerced at some point in their lifetime. This was higher 
among males (69.9%) compared to females (66.8%). Those aged 15–19 (72.19%) had the highest prevalence com‑
pared to those aged 20–24 (61.74%). YPWDs in Junior High School [JHS] [aOR = 1.722; CI = 1.227,2.417], and those 
in the coastal zone [aOR = 1.616; CI = 1.068,2.443] had higher odds of being coerced. However, those belonging 
to the Islamic religion [aOR = 0.266; CI = 0.0764,0.928] and the visually impaired [aOR = 0.477; CI = 0.318,0.716] had 
lower odds of being coerced compared to those with no religion, and the hearing impaired, respectively.

Conclusion  There is a relatively high prevalence of sexual coercion among in- school YPWDs in Ghana. This is signifi‑
cantly associated with level of education, ecological zone, religion, and the type of disability. This calls for a concerted 
effort by policy makers such as the Ghana Education Service, Ghana Federation of the Disabled, Ministry of Education, 
Ministry of Gender, Children and Social Protection to intensify sex education and put in pragmatic steps to halt this 
serious public health issue.
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Background
Globally, approximately 16% of the world’s population 
comprises persons with disabilities [1]. From this group, 
about 80% face significant challenges in their daily activi-
ties [1]. The prevalence of disabilities is higher in low-
and middle-income countries compared to high-income 

countries [1]. In Ghana, approximately 8% of the popu-
lation lives with disabilities [2]. Persons with disabilities 
are recognized as one of the marginalized groups facing 
diverse challenges, with young people with disabilities 
(YPWDs) experiencing even more pronounced difficul-
ties [3]. Worldwide, sexual coercion is a significant issue 
perpetrated against YPWDs [4–6]. It is defined as the 
act of forcing someone into a sexual act against their will 
[7]. Essentially, it involves the use of power to engage in 
sexual intercourse with a less powerful individual, usu-
ally without a formal agreement between the parties 
involved. In this study, it is regarded as sexual activity 
against a young person’s will. The World Health Organ-
ization (WHO) reports that the majority of sexually 
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coerced survivors and most sexual violence cases involve 
people with disabilities with YPWDs being more suscep-
tible [8].The prevalence of sexual coercion among young 
people varies globally, ranging from 14.8% in Botswana 
[9] to 25.2% in Ghana [10]. Among those with disabilities, 
the prevalence ranges from 24.6% in Nigeria [11] to 31% 
in Canada [6].

Coerced sex perpetrated against YPWDs could expose 
them to various adverse health outcomes [12]. For exam-
ple, in cases where YPWDs cannot negotiate for safer 
sex, they are at a higher risk of being exposed to sexu-
ally transmitted infections including HIV/AIDS, gonor-
rhoea, syphilis, among others [13]. Additionally, female 
YPWDs could be exposed to gynaecological complica-
tions, including excruciating pain due to injured repro-
ductive organs, bleeding, perforation of the uterus, 
infertility, painful menstruation, pelvic pain, and genital 
infections and discharges [14]. Apart from the physical 
consequences, survivors, their families, and neighbours 
may experience long-term psychological trauma [14, 15]. 
For instance, survivors of sexual coercion may experience 
depression and suicidal tendencies [16, 17]. The danger 
of sexual coercion and prejudice among YPWDs is influ-
enced by factors such as poverty, gender inequality, and 
disability, indicating that in-school YPWDs, especially 
girls, may be particularly at risk [18]. However, existing 
research often overlook gender disparities or gather data 
on the identity of those who commit acts of violence. In 
fact, only 12 of the 17 studies included in a systematic 
review stated who the perpetrator was [18].

Previous studies on sexual coercion among students 
have been conducted in Canada [6], Ethiopia [19, 20], 
Nigeria [21], Botswana [9] and Ghana [10, 22, 23]. Most 
of these studies are limited in scope or considered the 
general tertiary student population. For example, those 
in Ghana focused on tertiary students [22, 23] or adoles-
cents [10]. The few studies conducted among students 
with disabilities have focused only on those in tertiary 
institutions [24]. However, those who are more vulner-
able are those in basic and secondary schools [10]. Also, 
among the general population, the available studies only 
looked at sexual violence against women with disabilities 
[25] and coerced first sexual intercourse among Ghana-
ian women [26].

Despite the documented detrimental effects of 
coerced sex towards YPWDs, there is limited research 
focus on this phenomenon in the Ghanaian context, 
especially among YPWDs who are already considered 
a marginalized group [27]. Moreover, having a disability 
sometimes puts a person at greater risk of sexual coer-
cion than persons without disabilities due to depend-
ence on others for some daily activities [5]. This study, 

therefore, aims to fill these gaps by examining the 
prevalence of sexual coercion among in-school YPWDs 
and its associated factors in Ghana. The findings are 
expected to inform policy and practice in the Ghana-
ian education sector and guide the development of 
pragmatic strategies to address sexual coercion against 
YPWDs.

Theoretical framework
The study was situated in the Bronfenbrenner’s [28] 
ecological systems model. The model has been used in 
different disciplines since it was first conceptualised to 
understand the relationship between human growth 
and behaviour in their environment [29, 30]. The model 
argue that people are nested within a group of four 
interrelated systems, including microsystems, mesosys-
tems, ecosystems, and macrosystems [31]. These hier-
archical systems are connected in a way that the macro 
system ultimately determines how an individual acts 
or behaves toward an object or referent by interacting 
with the mesosystem, which also turn to interacts and 
informs the ecosystem [32]. These systems have a sig-
nificant impact on how young people interact with one 
another and behave in specific situations [31, 32].

A  person’s interactions with their social ecology or 
the milieu in which they find themselves directly influ-
ence how they involve or experience certain sexual 
behaviours [32]. Demographic characteristics and traits 
of an individual are included at the microsystem level. 
In this study the immediate social context, including 
the peer group, fellow students, the school, the fam-
ily, and self-reported religious affiliation of the YPWD, 
could be referred to as the mesosystem. It could also 
refer to the social setting in which a young person par-
ticipates in school activities with their peers as well as 
school-related administrative concerns such the regu-
lations and laws governing sexual behaviour and the 
kinds of extracurricular activities. Lastly, the macrosys-
tem refers to the wide societal elements that determine 
how young people will engage in sexual activity, such 
as region or ecological zones, socioeconomic position, 
cultural ideas, and practices connecting young people’s 
sexual behaviour, and the influence on how they will act 
sexually. YPWDs experience of sexual coercion is an 
example of a complicated, multi-dimensional phenom-
enon where a number of factors interact [32].

Methods
Ethical considerations
The study obtained ethical approval from the University 
of Cape Coast Institutional Review Board (UCCIRB/
EXT/2017/13). In the Informed Consent Form, 
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respondents were informed of the study’s goal, confi-
dentiality, and the right to decline or withdraw at any 
time. Permission was also obtained from the heads of all 
the sampled schools. Both verbal and written informed 
consent was obtained from the respondents. For those 
who were minors, their legal guardians (the heads of the 
schools) also granted their approval before the minors 
assented. The procedure of obtaining heads of schools’ 
consent was approved by the ethical committee. The 
study adhered to all the ethical procedures as outlined in 
the Helsinki declaration.

Study design and sampling
The data used for this present study forms part of a larger 
project in Ghana titled “Sexual and Reproductive Health 
and Leisure Needs of Young People with Disabilities in 
Ghana” supported by the Directorate of Research, Innova-
tion and Consultancy (DRIC), University of Cape Coast. 
The larger project employed cross-sectional study design 
to collect quantitative data from YPWDs across the 16 
administrative regions of Ghana (previously 10 regions). 
These administrative regions are strategically distrib-
uted across three overarching ecological zones, namely 
the Coastal, the Middle (forest belt), and the Northern 
(savannah) regions. The data collection period spanned 
from November 1 to December 22, 2017 [33, 34].

Out of the 35 special schools in Ghana, the study pur-
posively sampled 16 schools catering to the visually 
impaired and the hearing impaired, with 14 schools for 
the hearing impaired and two schools for the visually 
impaired. One of the sampled schools declined to par-
ticipate. The inclusion criteria in the study were: (a) being 
a student in the special school for the visually impaired 
or visually impaired, (b) students aged between 10 and 
24 years (c) having either a visual impairment or hearing 
impairment, and (d) providing informed consent/assent 
to participate in the survey. The exclusion criteria were 
students with multiple disabilities, students less than 10 
years or above 24 years of age and those who did not con-
sent to participate in the survey. The total enrolment of 
students in the 15 schools was 4,180. From this number 
those that were eligible to participate in the study were 
2,840 however 2,114 (74.4%) of them consented to partic-
ipate in the study. The number of male pupils or students 
who participated in the study was more (1163;55.0%) 
than the females (951;45.0%). More than half (54.8%) of 
the respondents were in the middle ecological zone [33, 
34]. However, for this present study 979 YPWDs who 
indicated that they have ever had sex constituted the 
study sample.

Methods of data collection
After obtaining approval from the heads of schools dur-
ing the data collection, information about the study cap-
tured in the information sheets was shared with eligible 
students in their classrooms. Questionnaires, includ-
ing a braille version for the visually impaired, were 
administered separately to visually impaired and hear-
ing impaired in different classrooms, allowing time for 
responses to each question before proceeding to the 
next. The adapted questionnaire was pre-tested in a spe-
cial inclusive school in Cape Coast. Two sections of the 
questionnaire (socio-demographic characteristics of the 
respondents and sexual coercion) sections were used for 
this study.

The respondents were guided to self-respond to the 
questionnaire. They were given time to respond to each 
question after it had been explained before the next ques-
tion. Three field assistants, selected for their expertise in 
special education and knowledge of sexual and reproduc-
tive health related issues, were engaged and trained for 
two days before the questionnaire pre-testing and the 
actual data collection. The team included a certified sign 
language interpreter and two Master of Philosophy stu-
dents from the Departments of Population and Health 
and Special Education at the University of Cape Coast, 
Ghana. Details of the study methodology is published 
previously [33, 34].

Study variables
The outcome variable for the study was sexual coercion. 
It was derived from the question “The first time you had 
sexual intercourse, would you say you had it because you 
wanted to, or because you were forced to have it against 
your will? [22] The responses were: a) I forced, b) I per-
suaded, c) Boy/girlfriend persuaded, d) Boy/girlfriend 
forced, and e) Both willing. These were transformed to 
derive a dichotomous variable, where a-d were catego-
rised as sexually coerced (1) and not sexually coerced (0). 
The independent variables comprised: sex (Male, female), 
age (years)  (10–14, 15–19, 20–24), level of education 
(Primary, Junior High School [JHS], Senior High School/
Technical/Commercial), Religion (No religion, Christian-
ity, Islam), ecological zone (Northern, Middle, Coastal), 
and disability type (hearing impaired, visually impaired).

Data analyses
The study employed both descriptive and inferential 
statistics to analyse the data. Specifically, frequencies 
and percentages were used for the descriptive analy-
sis. This was used to describe the socio-demographic 
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characteristics of the respondents and the prevalence of 
sexual coercion. Chi-square analysis was also employed 
to determine whether there were statistically significant 
differences in the prevalence of sexual coercion across 
the independent variables. At the inferential level, binary 
logistic regression analysis was conducted to assess the 
factors associated with sexual coercion. The results were 
presented as crude odds ratios and adjusted odds ratios 
(aOR) and their corresponding 95% confidence intervals. 
Statistical significance was pegged at p < 0.05. All analysis 
were conducted using Stata version 14.

Results
Background characteristics and prevalence of sexual 
coercion among young people with disabilities
As shown in Table  1, the prevalence of sexual coercion 
was 68.6%. This was higher among males (69.9%) com-
pared to females (66.8%). The chi-square analysis also 
showed that age(p = 0.011), educational level (p < 0.001), 
ecological zone(p = 0.014) and disability type (p < 0.001), 
are associated with experience of sexual coercion 
(Table 1).

Factors associated with sexual coercion among young 
people with disabilities in Ghana
Table  2 shows the results from the regression analysis 
on the factors associated with sexual coercion among 
YPWDs in Ghana. Those in JHS [aOR = 1.722;95%CI = 
1.227,2.417], and those in the coastal zone [aOR = 1.616; 
CI = 1.068,2.443] had higher odds of being coerced. On 
the other hand, those belonging to the Islamic religion 
[aOR = 0.266;95%CI = 0.0764,0.928] and the visually 
impaired [aOR = 0.477; 95%CI = 0.318,0.716] had lower 
odds of being coerced compared to those with no reli-
gion, and the hearing impaired respectively.

Discussion
Sexual violence is a major public health concern glob-
ally. This study assessed the prevalence and factors asso-
ciated with sexual coercion among in-school YPWDs. 
The results showed that about 68 out of every 100 in-
school YPWDs who participated in this study have ever 
been sexually coerced. Although, males had relatively 
higher prevalence of experiencing sexual coercion than 

Table 1  Background characteristics and prevalence of sexual coercion among young people with disabilities

JHS Junior High School, SHS Senior High School

Variable Frequency Percentage Sexually coerced X2(p-value)

No
n (%)

Yes
n(%)

Sex 1.00 (0.316)

  Male 584 59.65 176 (30.14) 408 (69.86)

  Female 395 40.35 131 (33.16) 264 (66.84)

Age (Years) 9.09 (0.011)

  10–14 170 17.36 58 (34.12) 112 (65.88)

  15–19 579 59.14 161 (27.81) 418 (72.19)

  20–24 230 23.49 88 (38.26) 142 (61.74)

Education 20.7 (< 0.001)

  Primary 305 31.15 109 (35.74) 196 (64.26)

  JHS 499 50.97 125 (25.05) 374 (74.95)

  SHS/Tec/comm 175 17.88 73 (41.71) 102 (58.29)

Religion 5.6 (0.062)

  No religion 25 2.55 4 (16.00) 21 (84.00)

  Christianity 796 81.31 244 (30.65) 552 (69.35)

  Islam 158 16.14 59 (37.34) 99 (62.66)

Ecological zone 8.5 (0.014)

  Northern 248 25.33 90 (36.29) 158 (63.71)

  Middle 503 51.38 162 (32.21) 341 (67.79)

  Coastal 228 23.29 55 (24.12) 173 (75.88)

Disability type 13.9 (< 0.001)

  Hearing impaired 852 87.03 249 (29.23) 603 (70.77)

  Visually impaired 127 12.97 58 (45.67) 69 (54.33)

Total 979 100.0 307 (31.36) 672 (68.64)
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females, both the chi-square and the regression analy-
sis did not show any statistically significant associations. 
This is similar to a previous study conducted by Gbagbo 
et al. [24] among tertiary students with disabilities. How-
ever, the findings are contrary to what was found by 
Keetile and Rakgoasi [9] among adolescents in Botswana 
that females were more likely to experience sexual coer-
cion than males. They argued that in general females are 
usually the survivors of gender-based violence and sex-
ual harassment [35]. In our study, the males were more 
than the females, this could also be a reason for the high 
prevalence.

Overall, the prevalence of sexual coercion is similar to 
previous studies that showed high sexual coercion among 
people with disabilities [4–6, 15, 36]. A possible reason 
for this finding may be because of the stereotypical per-
ception and misconception that people with disabilities 
are less powerful or easily targeted for indiscriminate 
sexual behaviours [4–6, 15, 36]. For instance, individuals 

with disabilities may be less likely to defend themselves 
from sexual coercion and may be less likely to recog-
nise and prevent any possible sexual coercive strategies 
[6, 37, 38]. This finding calls for policy makers to imple-
ment  stringent measures such as prosecution to deter 
habitual perpetrators and people who intend to sexually 
coerced YPWDs.

YPWDs in JHS had higher odds of being sexually 
coerced compared to their counterparts in primary 
school. The probable explanation is that most of those 
in JHS might be more sexually matured compared to 
those in primary schools. A previous study  by Jahanfar 
et  al. [39] corroborates this finding. Jahanfar et  al. [39] 
also argued that  YPWDs in JHS are more knowledge-
able about sexual and reproductive health issues includ-
ing sexually transmitted infections, hence, they may be 
unwilling to commit to sexual relationships which might 
expose them to be sexually coerced. This finding suggests 
that the authorities at the JHS level should develop more 
support structures for YPWDs in schools.

The study also found that those in the coastal zone 
had higher odds of being sexually coerced compared 
with their peers in the northern ecological zone. Dis-
cussing this within the ecological model [29, 30], a pos-
sible reason for this finding could be the normalization 
of sexual behaviours at the coastal zones [40]. It may be 
linked with increased risky sexual behaviours among 
coastal dwellers, increasing the likelihood of YPWDs in 
the coastal areas to be sexually coerced. However, further 
research is needed to better understand the risks unique 
to coastal regions. On the other hand, those belonging to 
the Islamic religion were less likely to be sexually coerced 
compared with those with no religion. This finding is 
perhaps because the Islamic religion frowns upon irre-
sponsible sexual behaviours which deters perpetrators to 
sexually coerce muslim YPWDs [41, 42].

Akin to the findings of a previous study Mailhot 
Amborski [15], the study found that the visually impaired 
had lower odds of being sexually coerced compared 
to those with hearing impairment. However, this find-
ing contradicts the observation of a previous study [43] 
which reported a higher likelihood of sexual coercion 
among individuals living with visual impairment. Pre-
vious studies have also found high prevalence of sexual 
violence against the hearing impaired [15, 36, 44]. The 
possible explanation is that compared to the visually 
impaired, the hearing impaired might be unable to eas-
ily report or prevent sexual coercive behaviours through 
communication. In some societies, there is also an erro-
neous impression that silence in response to certain 
sexual advances means consent. However, further stud-
ies are warranted to advance knowledge regarding these 
inconsistencies in the literature.

Table 2  Factors associated with sexual coercion among young 
people with disabilities in Ghana

Model II adjusted for sex, age, education, religion, ecological zone and disability 
type

cOR Crude odds ratio, aOR adjusted odds Ratio, Ref Reference Category, 
JHS Junior High School, SHS Senior High School, Tec Technical, Com Commercial, 
Voc Vocational

Model I Model II
Variable cOR [95%CI], p-value aOR [95%CI], p-value

Sex
  Male Ref Ref

  Female 0.869 [0.661,1.144], 0.317 0.869 [0.654,1.154], 0.332

Age (Years)
  10–14 Ref Ref

  15–19 1.344 [0.933,1.938],0.113 1.134 [0.767,1.677], 0.530

  20–24 0.836 [0.552,1.264], 0.395 0.769 [0.481,1.228], 0.272

Education
  Primary Ref Ref

  JHS 1.664 [1.221,2.268], 0.001 1.722 [1.227,2.417], 0.002

  SHS/Tec/com/voc 0.777 [0.531,1.138], 0.195 0.799 [0.504,1.266], 0.339

Religion
  No religion Ref Ref

  Christianity 0.431 [0.146,1.269], 0.127 0.329 [0.0971,1.116], 0.074

  Islam 0.320 [0.105,0.977], 0.045 0.266 [0.0764,0.928], 0.038

Ecological zone
  Northern Ref Ref

  Middle 1.199 [0.871,1.650], 0.266 1.356 [0.954,1.929], 0.090

  Coastal 1.792 [1.202,2.670], 0.004 1.616 [1.068,2.443], 0.023

Disability type
  Hearing impaired Ref Ref

  Visually impaired 0.491 [0.336,0.718], < 0.001 0.477 [0.318,0.716], < 0.001

N 979 979
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Strengths and limitations
There are strength and limitations inherent in the study 
worth acknowledging. First, to the best of our knowl-
edge this is the first study in Ghana to assess the preva-
lence and factors associated with sexual coercion among 
YPWDs. Second, the sample size was relatively large. It 
also included young people from all the major special 
schools in Ghana. Third, the study was guided by the eco-
logical systems theory [29, 30]. Despite these, the study 
adopted cross-sectional design, hence the findings can 
only be interpreted in terms of associations. The same 
questions were adopted for the various age groups, how-
ever, to ensure appropriateness, the wording of the ques-
tionnaire items was adjusted for different age categories 
to make the questionnaire age-appropriate, avoiding con-
fusion among students and ensuring accurate responses, 
thereby ensuring the validity of the data and subsequent 
conclusions [34]. Again, sexual coercion was measured 
with a single item. There are common sexual coercion 
tactics, including guilt-tripping, threats, for example, 
breaking up or going elsewhere for sex, emotional black-
mail, and giving drugs or alcohol, mainly to lower inhi-
bitions. The study was also limited to only two types of 
disabilities, hearing impairment and visual impairment. 
In addition, due to the sensitive nature of the study, there 
is the possibility of social desirability biases which could 
lead to either over or underreporting of sexual coercion. 
In addition, there is the possibility of mistakes in the 
transcription of the braille version of the questionnaires 
that were used for the data collection and the general 
challenges inherent in data collection among persons 
with disabilities [33, 34, 45, 46].

Conclusion
The study concludes that there is relatively high preva-
lence of sexual coercion among in-school YPWDs in 
Ghana. This is significantly associated with level of edu-
cation, ecological zone, religion, and the type of disability. 
The results call for a concerted effort by policy makers 
such as the Ghana Education Service, Ghana Federation 
of the Disabled, Ministry of Education, Ministry of Gen-
der, Children and Social Protection to intensify sex edu-
cation and put in pragmatic steps to halt this problem. A 
qualitative study is required to gain deeper understand-
ing of sexual coercion among these young people.

Abbreviations
aOR	� adjusted odds Ratio
cOR	� Crude odds ratio
WHO	� World Health Organization
YPWDs	� Young people with disabilities

Acknowledgements
We acknowledge the study participants for their participation in the study. We 
also appreciate the research assistants’ contribution to the data collection.

Authors’ contributions
Conception and design of study: AS, AK-K and EKMD; analysis and/or inter‑
pretation of data: AS and EKMD; drafting the manuscript: AS; revising the 
manuscript critically for important intellectual content; AS, AK-K and EKMD. All 
authors have read and approved the final manuscript for publication.

Funding
Not applicable.

Availability of data and materials
Data will be made available by the corresponding author upon reasonable 
request.

Declarations

Ethics approval and consent to participate
The study obtained ethical approval from the University of Cape Coast Insti‑
tutional Review Board (UCCIRB/EXT/2017/13). In the Informed Consent Form, 
respondents were informed of the study’s goal, confidentiality, and the right 
to decline or withdraw at any time. Permission was also obtained from the 
heads of all the sampled schools. Both verbal and written informed consent 
was obtained from the respondents. For those who were minors, their legal 
guardians (the heads of the schools) also granted their approval before the 
minors assented. The procedure of obtaining heads of schools’ consent was 
approved by the ethical committee. The study adhered to all the ethical 
procedures as outlined in the Helsinki declaration.

Consent for publication
No consent to publish was needed for this study as we did not use any details, 
images or videos related to individual participants.

Competing interests
The authors declare no competing interests.

Received: 29 March 2023   Accepted: 16 April 2024

References
	1.	 WHO. Global report on health equity for persons with disabilities. Geneva: 

WHO; 2022. p. 1–312.
	2.	 GSS. Ghana 2021 Population and Housing Census report on difficulty in 

performing activities. 3F. Accra: GSS; 2021. p. 1–81.
	3.	 Gréaux M, Moro MF, Kamenov K, Russell AM, Barrett D, Cieza A. Health 

equity for persons with disabilities: a global scoping review on bar‑
riers and interventions in healthcare services. Int J Equity Health. 
2023;22(1):236.

	4.	 Basile KC, Breiding MJ, Smith SG. Disability and risk of recent sexual 
violence in the United States. Am J Public Health. 2016;106(5):928–33.

	5.	 Fomba H, Ouedraogo HG, Cissé K, Kouanda S. Prevalence and factors 
associated with the occurrence of sexual violence among people with 
disabilities in Burkina Faso. AIDS Care. 2022;34(sup1):11–7.

	6.	 Stermac L, Cripps J, Badali V, Amiri T. Sexual coercion experiences among 
Canadian University students with disabilities. JPED. 2018;31(4):321–33.

	7.	 Atteberry-Ash B, Walls NE, Kattari SK, Peitzmeier SM, Kattari L, Langen‑
derfer-Magruder L. Forced sex among youth: accrual of risk by gender 
identity, sexual orientation, mental health and bullying. J LGBT Youth. 
2020;17(2):193–213.

	8.	 Violence against adults and children with disabilities. http://​www.​who.​
int/​disab​iliti​es/​viole​nce/​en/.

	9.	 Keetile M, Rakgoasi SD. Factors associated with first heterosexual sex; 
sexual coercion and sexual risk behaviors among adolescents in Bot‑
swana. Sex Res Social Policy. 2021;18:261–70.

	10.	 Tenkorang EY, Amo-Adjei J, Kumi-Kyereme A, Kundhi G. Determinants of 
sexual violence at sexual debut against in-school adolescents in Ghana. J 
Fam Violence. 2021;36:813–24.

	11.	 Oladunni TM. Sexual behavior and practices among adolescents with 
disabilities in Southwest Nigeria. Sex Disabil. 2012;30:289–99.

http://www.who.int/disabilities/violence/en/
http://www.who.int/disabilities/violence/en/


Page 7 of 7Seidu et al. BMC Public Health         (2024) 24:1223 	

	12.	 Parekh T, Gimm G, Kitsantas P. Sexually transmitted infections in 
women of Reproductive Age by disability type. Am J Prev Med. 
2023;64(3):393–404.

	13.	 Williams CM, Clear ER, Coker AL. Sexual coercion and sexual violence 
at first intercourse associated with sexually transmitted infections. Sex 
Transm Dis. 2013;40(10):771.

	14.	 Violence Against Women. https://​www.​who.​int/​news-​room/​fact-​sheets/​
detail/​viole​nce-​again​st-​women .

	15.	 Mailhot Amborski A, Bussieres E-L, Vaillancourt-Morel M-P, Joyal CC. 
Sexual violence against persons with disabilities: a meta-analysis. Trauma 
Violence Abuse. 2022;23(4):1330–43.

	16.	 Apatinga GA, Tenkorang EY, Issahaku P. Silent and lethal: consequences 
of sexual violence against married women in Ghana. J Interpers Violence. 
2021;36(23–24):NP13206–13228.

	17.	 Spencer CN, Khalil M, Herbert M, Aravkin AY, Arrieta A, Baeza MJ, Bustreo 
F, Cagney J, Calderon-Anyosa RJC, Carr S, et al. Health effects associated 
with exposure to intimate partner violence against women and child‑
hood sexual abuse: a burden of proof study. Nat Med. 2023;29:3243–58.

	18.	 Plummer S-B, Findley PA. Women with disabilities’ experience with physi‑
cal and sexual abuse: review of the literature and implications for the 
field. Trauma Violence Abuse. 2012;13(1):15–29.

	19.	 Bekele T, Deressa W. Experience of sexual coercion and associated factors 
among female students of Ambo University in Ethiopia. Sci J Public 
Health. 2014;2(6):532–8.

	20.	 Yemsrach K, Aliye K, Bisrat Z, Robera O. Sexual coercion and associated 
factors among female private university students in Bishoftu Town, East 
Shewa Ethiopia. J Womens Health Issues Care. 2017;6(4):2.

	21.	 Odu BK, Olusegun GF. Determinant of sexual coercion among university 
female students in South-West Nigeria. J Emerg Trends Educ Res Policy 
Stud. 2012;3(6):915–20.

	22.	 Rominski SD, Moyer CA, Darteh EK, Munro-Kramer ML. Sexual coer‑
cion among students at the University of Cape Coast, Ghana. Sex Cult. 
2017;21:516–33.

	23.	 Konlan KD, Dangah MM. Students’ experiences of sexual harassment; a 
descriptive cross-sectional study in a college of education. Ghana Heli‑
yon. 2023;9(4):e14764.

	24.	 Gbagbo FY, Rockson GNY, Quansah F, Ameyaw EK. Sexual coercion and 
harassment of students with disabilities in a Public University in Ghana. J 
Sex Marital Ther. 2023;1(18):798–815.

	25.	 Opoku MP, Huyser N, Mprah WK, Badu E, Alupo BA. Sexual violence 
against women with disabilities in Ghana: accounts of women with dis‑
abilities from Ashanti Region. Disabil CBR Incl Dev. 2016;27(2):91–111.

	26.	 Tenkorang EY, Owusu YA. Coerced first sexual intercourse among women 
in Ghana: evidence from the demographic and Health Survey. Sex Cult. 
2013;17:167–84.

	27.	 Mfoafo-M’Carthy M, Grischow JD, Stocco N. Cloak of invisibility: 
a literature review of physical disability in Ghana. SAGE Open. 
2020;10(1):2158244019900567.

	28.	 Bronfenbrenner U, Ceci SJ. Nature-nuture reconceptualized in develop‑
mental perspective: a bioecological model. Psychol Rev. 1994;101(4): 568.

	29.	 Christensen LS. The new portrayal of female child sexual offenders in the 
print media: a qualitative content analysis. Sex Cult. 2018;22:176–89.

	30.	 Merrill N, Fivush R. Intergenerational narratives and identity across devel‑
opment. Dev Rev. 2016;40:72–92.

	31.	 Tudge JR, Mokrova I, Hatfield BE, Karnik RB. Uses and misuses of Bronfen‑
brenner’s bioecological theory of human development. J Family Theory 
Rev. 2009;1(4):198–210.

	32.	 Christensen J. A critical reflection of Bronfenbrenner s development ecol‑
ogy model. Probl Educ 21st Century. 2016;69(1):22–8.

	33.	 Kumi-Kyereme A. Sexual and reproductive health services utilisation 
amongst in-school young people with disabilities in Ghana. Afr J Disabil 
(Online). 2021;10:1–9.

	34.	 Kumi-Kyereme A, Adam I, Adongo CA, Oduro GY, Darteh EKM, Adjakloe 
YA. Influence of leisure on sexual behaviour of young people with hear‑
ing and vision loss in Ghana. Ann Leis Res. 2022;1(21):253–73.

	35.	 Agardh A, Odberg-Pettersson K, Östergren P-O. Experience of sexual 
coercion and risky sexual behavior among Ugandan university students. 
BMC Public Health. 2011;11:1–12.

	36.	 Anderson ML, Kobek Pezzarossi CM. Violence against deaf women: effect 
of partner hearing status. J Deaf Stud Deaf Educ. 2014;19(3):411–21.

	37.	 Benedet J, Grant I. Hearing the sexual assault complaints of women 
with mental disabilities: evidentiary and procedural issues. McGill LJ. 
2007;52:515.

	38.	 Benedet J, Grant I. Sexual assault and the meaning of power and author‑
ity for women with mental disabilities. Fem Legal Stud. 2014;22:131–54.

	39.	 Jahanfar S, Ahmadpour P, Mirghafourvand M. Forced sex and its predic‑
tors among students attending university: a cross-sectional study. Arch 
Public Health. 2022;80(1):1–10.

	40.	 Béné C, Merten S. Women and fish-for-sex: transactional sex, HIV/AIDS 
and gender in African fisheries. World Dev. 2008;36(5):875–99.

	41.	 Dollahite DC, Lambert NM. Forsaking all others: how religious involve‑
ment promotes marital fidelity in Christian, Jewish, and Muslim couples. 
Rev Religious Res. 2007; 4(3):290–307.

	42.	 Ghaffari M, Gharghani ZG, Mehrabi Y, Ramezankhani A, Movahed M. Pre‑
marital sexual intercourse-related individual factors among Iranian ado‑
lescents: a qualitative study. Iran Red Crescent Med J. 2016;18(2):e21220.

	43.	 Harrell E. Crime against persons with disabilities, 2009-2015-Statistical 
tables. In: Bureau of Justice Statistics Retrieved July 2017. 2017. p. 13.

	44.	 Anderson ML, Leigh IW. Intimate partner violence against deaf female 
college students. Violence against Women. 2011;17(7):822–34.

	45.	 Kumi-Kyereme A, Seidu A-A, Darteh EKM. Factors contributing to 
challenges in accessing sexual and reproductive health services 
among young people with disabilities in Ghana. Global Social Welf. 
2021;8:189–98.

	46.	 Mprah WK. Perceptions about barriers to sexual and reproductive health 
information and services among deaf people in Ghana. Disabil CBR Incl 
Dev. 2013;24(3):21–36.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

https://www.who.int/news-room/fact-sheets/detail/violence-against-women
https://www.who.int/news-room/fact-sheets/detail/violence-against-women

	Self-reported sexual coercion among in-school young people with disabilities in Ghana
	Abstract 
	Background 
	Methods 
	Results 
	Conclusion 

	Background
	Theoretical framework

	Methods
	Ethical considerations
	Study design and sampling
	Methods of data collection
	Study variables
	Data analyses

	Results
	Background characteristics and prevalence of sexual coercion among young people with disabilities
	Factors associated with sexual coercion among young people with disabilities in Ghana

	Discussion
	Strengths and limitations
	Conclusion
	Acknowledgements
	References


