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Abstract 

Interpersonal violence among adolescents is an issue of global public health concern, leading 

to adverse physical and psychological outcomes among children and young people under the 

age of 18 years. This paper discusses the prevalence of interpersonal violence and identifies 

their associated factors among school going adolescents of ages 13-17 years using the data 

from the Sri Lankan Global School-Based Health Survey conducted in 2016. Of the 3,262 

students who participated, 35.1% (95% CI- 31.0%-39.5%) were physically attacked and 

44.2% (95% CI- 39.2%-49.4%) were in a fight with peers, one or more times during the 12 

months prior to the survey,. Being bullied by peers, male sex, 13-15 year age group, smoking 

and alcohol use, considering or attempting suicide, missing classes without permission and 

parents not being aware of students’ activities were associated with violence. The study 

highlights the need for violence prevention programmes to address the risk factors among 

schooling adolescents. 
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Introduction 

Interpersonal violence is a major public health concern, which is associated with many 

adverse outcomes including high mortality.    It is estimated that in year 2016, 5.2 homicides 

per 100,000 population have taken place globally, with the highest rate been reported for the 

15-29 years age group(1). Interpersonal violence is also associated with many non-fatal 

injuries, seen commonly among young adults (2). 

 

Adolescence, which is the 10-19 year age group, marks the transition from childhood to 

adulthood through complex physiological, psychological and social changes. These changes 

make the adolescent highly vulnerable to engage in violence (3). Violence among adolescents 

has escalated to an issue of global public health concern (4, 5). In year 2015, interpersonal 

violence has led to 51,000 deaths among adolescents worldwide, and it is the second most 

common cause of death among males of 15 to 19 years of age (5).   In addition to deaths, they 

are also associated with adverse physical and psychological outcomes (4).  Among school 

going adolescents, these effects may ultimately lead to a deterioration of school performance 

(5, 6). 

 

In 2001, World Health Organization (WHO), in collaboration with The United Nations Joint 

Programme on HIV/AIDS (UNAIDS), The United Nations Educational, Scientific and 

Cultural Organization (UNESCO), and United Nations Children's Fund (UNICEF), and with 

technical assistance from the US Centres for Disease Control and Prevention (CDC), 

developed the Global School-based Student Health Survey (GSHS) to provide data on health 

and social behaviours among school going adolescents.  
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Adolescents consist of 16.1% of the total population in Sri Lanka. Of them 70% belong to the 

school going population (7). Since 2003, Ministries of Health and Education in Sri Lanka have 

been using the GSHS to periodically monitor the prevalence of important health risk 

behaviours in this population. The GSHS conducted in 2008 revealed that among the students 

of 13-15 year age group, 47.3% (95% CI- 42.9-51.6) had been physically attacked while 

47.1% (95% CI-43.2-51.1) was involved in a fight. In order to address the issue effectively, it 

is required to assess the magnitude and trend of interpersonal violence and also to gain a 

thorough understanding on the factors that influence interpersonal violence among 

adolescents in Sri Lanka. 

 

Thus, the aim of this paper is to estimate the prevalence of violence s and their correlates 

among school going adolescents of ages 13-17 using the data of the most recent GSHS done 

in Sri Lanka, which was conducted in 2016. 
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Methods 

This study involved secondary analysis of existing data from the Sri Lankan Global School-

Based Health Survey conducted in 2016. The GSHS intends to provide data on health 

behaviours and associated risk and protective factors among school going adolescents. 

Students of grades 8, 9, 10, 11 and 12 in government schools of Sri Lanka were recruited for 

the survey. Data collection was done during the period of 1st of October to 31st of November 

2016.  
 

Sample size and sampling. 

The estimated sample size was 3125 based on a desired precision of ±5 percent and an 

expected response rate of 80%. A two-stage cluster sample design was employed to produce 

a representative sample of students in grades 8 to 12 in Sri Lanka. In the first stage, the 

sampling frame consisted of all schools containing grades 8-12 in the country.  Out of them, 

40 schools were selected by probability proportional to school enrollment size. All 40 schools 

consented to participate in the study. Systematic equal probability sampling with a random 

start was used to select classes from each selected school in the next step. All students in the 

selected classes were eligible to participate in the survey.  

 

The questionnaire. 

Data were collected via a self-administered, standard GSHS questionnaire which was adopted 

to the Sri Lankan culture and translated to Sinhala and Tamil. Two questions were included 

in the questionnaire to obtain information relevant to violence. They inquired about the 

number of times the respondent was actively engaged in a fight and the number of times the 

respondent was physically attacked by peers, where the he or she was not actively engaged in 

the fight, during the 12 months prior to the survey. Each question had eight responses, 
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ranging from 0 times to 12 or more times. In addition, questions related to socio demographic 

data, students’ feelings and friendships, substance use and parental engagement in students’ 

life were used for the assessment of associations.  

 

Data analysis. 

Data were analyzed using SPSS version 21.0 software. A weight was associated with each 

questionnaire to reflect the likelihood of sampling each student and to reduce bias by 

compensating for differing patterns of non-response. The weight used for estimation is given 

by: 

W = W1 * W2 * f1 * f2 * f3 

W1 = the inverse of the probability of selecting the school; 

W2 = the inverse of the probability of selecting the classroom within the school; 

f1 = a school-level non-response adjustment factor calculated by school size category 

(small, medium, large). The factor was calculated in terms of school enrollment instead of 

number of schools. 

f2 = a student-level non-response adjustment factor calculated by class. 

f3 = a post-stratification adjustment factor calculated by grade. 

Prevalence of being physically attacked and being engaged in a fight  are reported using 

frequencies with 95% confidence intervals.  

 

Correlates of interpersonal violence were identified by conducting bivariate analyses 

followed by multivariate analyses. Separate analyses were carried out for the two dependent 

variables: engaging in physical fights and being physically attacked. The independent 

variables selected for the analyses were all categorical in type and included: age (13-15 years 

and 16-17 years), sex, being bullied, feeling lonely most of the time, considering suicide, 
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attempting suicide at least once, having at least one close friend, having attended anger 

management teaching sessions in school, parents not understanding students’ problems, 

parents knowing what students did during the free time, current use of cigarette smoking, 

alcohol or recreational drugs. Unadjusted odds ratios with 95% confidence intervals were 

obtained through bivariate analyses following which a backward logistic regression was 

carried out using variables which had a p value of 0.05 or less in bivariate analysis. The 

adjusted odds ratios with 95% confidence intervals were obtained for variables retained in the 

final model. 

 

Administrative requirements and Ethical clearance. 

The approval of the study protocol was obtained from the Ministry of Education and relevant 

zonal education directors and principals. Ethical clearance was obtained from ethical review 

committee of Colombo Medical Faculty. 
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Results 

Of the selected 3650 sampled students, 3263 completed questionnaires and 3262 

questionnaires were usable after data editing, giving a response rate of 89%. 

 

Description of the study sample. 

Most of the students who responded belonged to the 13-15 age group (66.5%). The study 

group consisted of a slightly higher proportion of females (51.1%) than males. The 

characteristics of the study sample are given in table 1. 

 

Interpersonal violence was a common occurrence among the study group. Nearly half of the 

study group (44.2%) reported being in a physical fight with other students (95% CI- 39.2%-

49.4%), while one third of the students admitted that they were physically attacked at least 

once (35.1%, 95% CI- 31.0%-39.5%) during the 12 months prior to the survey. 

 

 Physical fights were significantly more common among boys (55.4%, 95% CI-50.5-60.1)) 

than in girls (33.5%, 95% CI-27.4-40. 1). Further, students in 13-15 age groups were more 

involved in fights (46.3%, 95% CI-40.9-51.8) compared to students in 16-17 years age group 

(38.3%, 95% CI-32.0-45.0), which was statistically significant.  

Similarly, a significantly higher proportion of boys (43.3%, 95% CI-39.1-47.6) had been 

physically attacked, compared to girls (26.7%, 95% CI-22.4-31.6), while a significantly 

higher proportion of students in the 13-15 years age group were physically attacked (38.2%, 

95% CI-33.3-43.3) compared to 16-17 years age group (28.2%, 95% CI-22.9-34.1). 
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Factors associated with violence and injury. 

Bivariate analysis depicted that male sex, 13-15 age group, being bullied , feeling lonely most 

of the time, considering or attempting suicide,, substance use, missing classes without 

permission, parents not understanding students’ problems  and not knowing what they did 

during their free time were significantly associated with being in a physical fight (Table 3).  

The same factors were associated with being a victim of physical attacks (Table 4). 

   

However multivariate analysis revealed that only a number of these factors were associated 

with engaging in fights. Being bullied by peers was an important correlate, where students 

who were bullied were 2.9 times more likely to engage in physical fights than those who 

were not bullied [aOR (95%CI): 2.9 (2.5-3.5)]. Smoking [2.5 (1.2-5.1)], consuming alcohol 

[2.0 (1.1-3.9)], male sex [2.0 (1.7-2.4)], 13-15 year age group [1.5 (1.3-1.8)], considering 

suicide [1.6 (1.2-2.1)], missing classes without permission [1.3 (1.1-1.6)], parents not 

knowing about students’ free time activities [1.3 (1.1-1.5were the other correlates (Table 3). 

 

Table 4 gives the variables that were significantly associated with physical attacks in the 

logistic regression model. Being bullied had the strongest positive association, where bullied 

students were 4 times more likely to be attacked by peers [4.1 (3.4-4.8). Other variables 

included in the final logistic regression model were, male sex [1.7 (1.,4-2.0)], 13-15 year age 

group [1.6 (1.3-1.9)], attempting suicide [1.5 (1.0-2.1)], missing classes without permission 

[1.4 (1.1-1.7) and parents not knowing what the students did during their free time [1.6 (1.4-

2.0)]. 
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Discussion 

Adolescents are more prone to be involved in physical assaults and fights. This survey 

indicated a high prevalence of interpersonal violence in the form of physical assaults and 

fights among school going adolescents. Approximately one-third of the students were 

physically assaulted at least once in the past year, and almost one out of two students reported 

being in a physical fight. Similar proportions of physical violence have been reported by 

national level as well as local studies conducted in Sri Lanka. Global School Health survey 

conducted in year 2008 reported that close to 50% of students were involved in some form of 

physical violence (8).  A study carried out in year 2003 among 630 school children in 

Kaluthara district has reported that the prevalence of physical violence was over 50% (9).  

This finding has been re-confirmed in 2010, by a study conducted among grade 10 students in 

Colombo district (10). A study conducted among 1,700 school children aged 13-15 years in 

Gampaha district has revealed that while 77.6% of the students were victims of violence, a 

further 60% were perpetrators of physical violence (11).  Evidence from these studies suggests 

that physical violence among adolescents is an emerging public health concern in Sri Lanka.  

 

This trend has been observed throughout the world, and analysis of GSHS data in 27 

countries has reported a prevalence of physical fighting varying from 58% in Djibouti to 16% 

in Myanmar (12).  Many other studies carried out in different parts of the world support these 

findings (13-15).  Therefore, interpersonal violence in school is common and is said to be 

accepted by students as a component of the school ‘culture’ (6). 

 

The grave nature of violence has also been shown by the National Youth Survey conducted in 

Sri Lanka in 2013, which revealed that 3.7% (95% CI 2.7- 4.9) of male and 1.5% (95% CI 

0.9-2.3) of female youth aged 15-19 years were involved with a fight during the 12 months 
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prior to the survey which needed medical treatment. Furthermore, 1.3% (95% CI 0.8-2.1) of 

males and 0.6% (95% CI 0.3-1.2) of female youth aged 15-19 years were not able to engage 

in routine work due to the last incidence of violence (16). 

 

Interpersonal violence has adverse consequences on students’ overall health and school 

performances and should be addressed promptly. Implementation of remedial actions requires 

knowledge on factors associated with these incidences. Current study has revealed several 

such important factors, such as 13-15 year age group, male sex, being bullied, smoking and 

alcohol use, suicidal ideations or attempts, missing school without permission, lack of 

parental supervision in terms of parents not being aware of how their children spend their free 

time. Some of these factors, such as male sex, being a victim of bullying, alcohol use and 

smoking, lack of parental support are recognized risk factors of interpersonal violence among 

adolescents (2, 17). 

 

Being bullied by peers was the most significant correlate of both physical fights and assaults 

identified by the current study. The adverse relationship between being bullied and engaging 

in interpersonal violence has been established repeatedly (13-15, 18). The students who are 

bullied have reported poor psychosocial health and are prone to much anti-social behaviour. 

They are also known to carry weapons to schools in order to protect themselves (18). 

Therefore, they may be at an increased risk of being perpetrators of violence. In Beijing, 

Hazemba et al has established a dose response relationship between bullying and physical 

fights where increasing frequency of being a victim of bullying was associated with increased 

odds of engaging in a fight (19). 
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The current study demonstrated that boys were more likely to be involved in physical assaults 

and fights than girls, and this trend has been observed in similar studies carried out in Sri 

Lanka as well as in other countries (4, 5, 11, 15, 20).  A number of theories exist to explain this, 

the most prominent ones being that boys have impulsive and active behaviours and are more 

prone to engage in risk taking activities. Also during adolescent period both sexes tend to 

adjust their behaviours to according to the gender stereotypes, where males are perceived to 

be strong, powerful and aggressive, increasing the risk of boys engaging in violence and 

obtaining injuries (12, 21). 

 

Studies have found that parental supervision was negatively associated with physical fights 

(13).  Similarly, the current study has demonstrated that students whose parents did not know 

what they did during their free time were more prone to engage in interpersonal violence and 

sustain injuries. However, the variable “parents not understanding their problems” was not 

identified as a significant correlate.  It must also be noted that, parental involvement in the 

child’s life can affect the violent behavior of the child in either way. Studies have revealed 

that while children avoided interpersonal violence if they perceived that their parents 

disapproved it, corporal punishment by parents increased the child’s risk of engaging in 

violent acts (22). However, this issue was not assessed in depth by the GSHS. 

 

Adverse social behaviours such missing classes without permission and substance use were 

positively associated with interpersonal violence and injury. Students with suicidal ideations 

also showed high odds of being involved in interpersonal violence. These correlates have 

been elicited by many other similar studies (13-15, 20, 23).  However, as the current study is a 

cross sectional analysis, the temporal relationship of these associations could not be 

established. Positive relationships between factors such as substance use and suicidal 
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ideations, and physical violence has been demonstrated by Brown et al, who suggests that 

these behaviours are coping mechanisms for violence (24).   These behaviours could become 

habitual, which may lead to long-term health implications, adding to the burden of violence 

and injuries. Therefore, determination of temporality of the associations and implementation 

of appropriate interventions would be beneficial for the individual child as well as the health 

system as a whole. 

 

Among the participants, 62.5% have stated that they were taught anger management at 

school. School based programs for violence prevention has been recommended by the WHO 

as a remedial measure for school based inter personal violence (2). Though school based anger 

management programmes have reported significant improvements in the behavior of the 

students, (25, 26) current study did not find an association between anger management teaching 

and violent activities.  However, the methods and the extent of the teaching were not 

analyzed by the study, which may significantly affect the effectiveness of such programmes. 

The need for the school based preventive programmes in Sri Lanka to be more 

comprehensive has been addressed by earlier studies as well. These programmes should be 

effective in addressing identified risk factors and should also include all relevant stakeholders 

such as parents/ guardians, teachers and health staff (11). 

 

Conclusion & Recommendations 

The proportion of students who reported being physically attacked and being involved in a 

physical fight were found to be unacceptably high and similar to the situation as found in 

GSHS 2008.Male sex, 13-15 year age group, being bullied, use of cigarettes and alcohol, 

suicidal ideations and attempts, missing school without permission, parents not being aware 

of how their children spend their free time are some of the factors associated with violence 
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and serious injuries. Therefore, preventive interventions should be developed focusing mainly 

the male students and young adolescents, and they should also address the modifiable risk 

factors found in the current study. Interventions to address the risk factors should be 

incorporated into the school curricula.  The currently available school-based violence 

prevention programmes should be evaluated for their effectiveness and necessary 

improvements should be done.  As the importance of parental involvement in students’ life 

has been shown by this study as well as other studies, the interventions should also include 

parents as a target group. 

 

Limitations of the study 

Our study had following limitations. Firstly, it was conducted only among school going 

adolescents, limiting the ability to generalize the findings to entire adolescent population. The 

non- school going adolescents may be exposed to many adverse circumstances, which may 

give rise to findings that differ significantly from current findings. Secondly, as a cross 

sectional analysis was conducted, temporal direction between associations could not be 

established. As the incidences during the last 12 months were assessed, participants may have 

had difficulties in recalling the information, leading to underestimation or overestimation of 

results. Finally, a self-administered questionnaire was used for data collection, where the 

answers depend on the participants’ interpretation of the question. 
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Table 1: Description of the variables used to assess the correlates of violence in the 
study sample  

Characteristic (N) Number* Percentage** 
Sex (3262) Male 1437 48.9 
 Female 1805 51.1 
Age (3261) <13 years 66 2.1 
 13-15 years  2196 66.5 
 16-17 years 977 30.7 
 >17 years 22 0.7 
Was Bullied (3196) Yes 1208 38.6 
 No 1988 61.4 
Felt lonely most of the time (3250) Yes 294 9.1 

No 2956 91.0 
Considered suicide (3221) Yes 298 9.4 
 No 2923 90.6 
Attempted suicide (3220) Yes 214 6.9 
 No 3006 93.2 
Current smoking (3244) Yes 107 3.6 
 No 3137 96.4 
Current use of alcohol (3191) Yes 103 3.3 
 No 3088 96.6 
Current use of recreational drugs 
(3217) 

Yes 79 2.7 
No 3138 97.3 

Had close friends  (3245) No 180 5.6 
 Yes  3065 94.4 
Missed classes without permission 
(3238)  

Yes 1080 33.6 
No 2158 66.4 

Lacked parental support (3245) Yes 1214 37.7 
 No 2031 62.2 
Lacked parental supervision (3233) Yes 987 30.8 

No 2246 69.2 
Taught anger management in school 
(3221) 

No/ do not know 1192 37.5 
Yes  2029 62.5 

 

*unweighted frequency **weighted percentage 
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Table 2: Prevalence of engaging in fights or being physically attacked at least once in 
the 12 months prior to survey among study participants  

 Physically attacked (N=3239) Engaged in a fight (N=3258) 

n* %** (95% CI) n* %** (95% CI) 

Total 1119 35. 1 (31.0-39.5) 1420 44.2 (39.2-49.4) 
Sex     

   Males 620 43.3 (39. 1-47.6) 802 55.4 (50.5-60.1) 
   Females 484 26.7 (22.4-31.6) 601 33.5 (27.4-40. 1) 
Age      

   13-15 years 807 38.2(33.3-43.3) 988 46.3 (40.9-51.8) 

   16-17 years 278 28.2 (22.9-34. 1) 378 38.3 (32.0-45.0) 

*unweighted frequency **weighted percentage  
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Table 3: Factors associated with being physically attacked (results of bivariate and 
multivariate analysis) 

Characteristic Bivariate analysis  
OR (95%CI) 

Multivariate analysis  
aOR (95%CI) 

Age 13-15 yrs 1.5 (1.2-1.7) 1.6 (1.3-1.9) 
 16-17 yrs 1 1 

Sex Male 2. 1 (1.8-2.4) 1.7 (1.4-2.0) 
 Female 1 1 

Was Bullied  Yes 4.9 (4.2-5.8) 4.1 (3.4-4.8) 
 No 1 1 

Felt lonely  Yes 2.0 (1.6-2.6) ǂ 
 No 1  

Considered suicide  Yes 1.9 (1.5-2.5) ǂ 
 No 1  

Attempted suicide  Yes 2.4 (1.8-3.2) 1.5 (1.1-2. 1) 
 No 1 1 

Current smoking  Yes 2.3 (1.5-3.4) ǂ 
 No 1  

Current use of alcohol Yes 2.5 (1.7-3.7) ǂ 
 No 

 
1 
 

 

Current use of recreational 
drugs 

Yes 3.2 (1.5-3.5) ǂ 
No 
 

1  

Had close friends  No 1.3 (0.9-.1.7)* ǂ 
 Yes  1  

Missed classes without 
permission  

Yes 1.7 (1.4-1.9) 1.4 (1.1-1.7) 
No 1 1 

Lacked parental support  Yes 1.7 (1.5-2.0) ǂ 
No 1  

Lacked parental 
supervision 

Yes 2.5 (2. 1-2.9) 1.6 (1.4-2.0) 

No 1 1 

Taught anger management 
in school  

No 1. 1 (0.9-1.3)* ǂ 

Yes  1  

*Not significant at p=0.05 level 

ǂ Not included in the final model 
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Table 4: Factors associated with engaging in physical fights (results of bivariate and 
multivariate analysis) 

Characteristic Bivariate analysis  
OR (95%CI) 

Multivariate analysis  
aOR (95%CI) 

Age 13-15 yrs 1.3 (1.1-1.1) 1.5 (1.3-1.8) 
 16-17 yrs 1 1 

Sex Male 2.5 (2.2-2.9) 2.0 (1.7-2.4) 
 Female 1 1 

Was Bullied  Yes 3.9 (3.3-4.5) 2.9 (2.5-3.5) 
 No 1 1 

Felt lonely  Yes 1.5 (1.2-1.9 ǂ 
 No 1  

Considered suicide  Yes 2.1 (1.7-2.1) 1.6 (1.2-2.1) 
 No 1 1 

Attempted suicide  Yes 1.6 (1.2-2.1) ǂ 
 No 1  

Current smoking  Yes 5.2 (3.2-8.4) 2.5 (1.2-5.1) 
 No 1 1 

Current use of alcohol Yes 4.3 (2.7-6.8) 2.0 (1.1-3.9) 
 No 1 1 

Current use of recreational 
drugs 

Yes 5.0 (2.9-8.6) ǂ 
No 
 

1  

Had close friends  No 0.9 (0.7-1.3)* ǂ 
 Yes  1  

Missed classes without 
permission  

Yes 1.7 (1.4-1.9) 1.3 (1.1-1.6) 
No 1 1 

Lacked parental support  Yes 1.6 (1.4-1.9) ǂ 
No 1  

Lacked parental  
supervision 

Yes 1.9 (1.6-2.2) 1.3 (1.1-1.5) 

No 1 1 

Taught anger  
management in school  

No 1. 0 (0.9-1.2)* ǂ 

Yes  1  

 

*Not significant at p=0.05 level 

ǂ Not included in the final model 
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