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Sexual abuse is a serious global public health issue
with wide-ranging consequences for the physical,
emotional and socioeconomic wellbeing of the survivor
[1]. Worldwide, up to 35% of women are estimated to have
suffered some form of physical and/or sexual violence in
their lifetime, with 20% reporting childhood abuse [2]. In
2012, the United Nations called for a global concerted
effort to improve reporting on sexual abuse to facilitate
strategies to reduce all forms of violence against women
and girls [3]. Our aims were to describe the patterns of
sexual abuse in an ethnically diverse population in Sri
Lanka. In addition, we sought to identify the relationship
between the assailant and survivor. These were according
to categorised guidelines of the United Nations Office on
Drugs and Crime, and the categorisation of sexual abuse
in the Sri Lanka Penal Code [4,5].

cases). This compares to 21 (14.5%) cases reported among
Tamils, and 21 (14.5%) cases reported among Muslims.
Strangers were most commonly named as the perpetrator
89 (61.4%). Seventy six reported cases were classified as
minor offences (52.4%), while the remainder were major
offences 69 (47.6%).

Age

>18 years
16 - 18 years
<16 years

62 (43)
14 (10)
69 (48)

A retrospective descriptive study was carried out of
cases of sexual abuse among women and girls which were
reported to the Police Women and Children’s Bureau in
Ampara district between April 2012 and April 2013. We
obtained population data by gender, ethnicity and
administrative area from the National Census 2012 [6].
Victims of sexual abuse were categorised into three age
groups: <16, 16-18 and >18 years of age. They were further
grouped according to the ethnicity (Sinhalese, Tamil, or
Muslim). The relationship between the victim and
assailant was classified according to guidelines set out
by the United Nations Office of Drugs and Crime [4]. All
reported cases of sexual abuse were also categorised
according to the Sri Lanka penal code into major and minor
offences [5]. Major offences included grave sexual abuse,
rape and sex trafficking. Minor offences included sexual
harassment.

Ethnicity

Muslim
Sinhalese
Tamil

21 (14)
103 (71)
21 (14)

Alleged assailant

Current intimate partner
Relative
blood relatives and
non-blood relatives
Otherwise known to victim
Includes teachers and
neighbours
Stranger

89 (61)

Major offence
Minor offence

69 (48)
76 (52)

We identified 145 reported cases of sexual abuse
among women and girls between April 2012 and April 2013
(Table 1). This included 62 cases among women aged more
than 18 years, 14 cases among girls aged 16-18 years, and
69 cases among girls aged less than 16 years. The number
of reported cases was highest among women and girls of
Sinhalese ethnicity (103 out of 145, 71.0% of all reported

Table 1. Sexual abuse cases reported to the
Women and Children’s Bureau in Ampara
Division, April 2012 – April 2013
Number of cases (%)

Class of offence

36 (25)
9 (6)

11(8)

Our data suggest that the majority of reported
cases were of Sinhalese ethnicity. However, we cannot
exclude the possibility that females from Tamil and
Muslim populations were less likely than their Sinhalese
counterparts to report sexual abuse. Indeed, the literature
suggests that cultural norms and religious practices
associated with particular ethnic groups may influence a
person’s willingness to report sexual abuse [7]. Our
analysis showed a majority of serious offences were
committed against children. A total of 69 major offences
were recorded in all age groups of these, 51 occurred in
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children ≤18 years. Children constitute a vulnerable
group in society and a systematic approach is required to
reduce the burden of childhood sexual abuse and the
accompanying physical and emotional sequelae. Overall,
strangers were most commonly identified as the
perpetrator of sexual abuse in our study. It is possible that
a pre-existing relationship with the assailant influences a
victim’s likelihood of disclosing sexual abuse. Therefore
our finding may not accurately reflect the relationship
between the victim and the assailant.
The large number of major offences involving the
victim’s current intimate partner in girls aged less than 16
years suggests a need for education and discussion about
Sri Lanka’s penal code on sexual offences. This can be
based on the approach in the United Kingdom on sexual
offences in minors within a consensual relationship [8].
The main limitation of our study was its reliance on
data from sexual abuse cases reported to Police stations
in Ampara District. This excludes all unreported sexual
abuse and as a result it is likely that we have significantly
underestimated the actual burden of sexual abuse in the
district. Further research should be conducted in order to
determine the countrywide significance of sexual abuse
among the female population and establish a baseline from
which to develop and implement effective strategies to
prevent this serious human rights violation.
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Education in psychiatry: wider reforms needed – a reply
K Walsh
Ceylon Medical Journal 2014; 59: 108-109

Kuruppuarachch and de Silva have clearly outlined
the problems facing psychiatry in Sri Lanka. [1] There is a
heavy burden of mental illness and a lack of services for
patients. As they outline, there is a clear need for better
undergraduate education in psychiatry. However delivery
of such education may not be enough in itself to make
significant improvements to the system. Other strategies
may have to be developed to deliver a psychiatric service
that the population needs.

All too often those who wish to improve medical
education look to the education of medical students.
However the healthcare workforce that we have now will
by and large continue to be our workforce for the next ten,
twenty or even thirty years. Educating this existing
workforce in psychiatry will have short and long term
positive effects. The priority for education of the existing
workforce must surely be general practitioners (GPs).
Much mental illness presents in primary care, can be
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