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Abstract

Community violence is a prevalent form of interpersonal violence in
South Africa for children living in low-income areas. Trauma arising from
violence exposure is of concern in contexts where access to treatment
is often unattainable. As simultaneous multisectoral strategies show higher
potential to counter interpersonal violence than single interventions, the
World Health Organization with partners created INSPIRE. INSPIRE takes
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an integrated approach coordinated across formal and informal settings
of civil and private society. Responding to research paucity on methods
that counter community violence in LMIC settings, this study employed a
cross-sectional correlational design consisting of a sample of 2,477 children
aged 10 to 17 years from the Young Carers 2009-2010 study conducted
in a low-income, HIV-endemic province of South Africa highly affected
by community violence. Multiple logistic regressions assessed individual
and dose associations between four INSPIRE-based violence prevention
strategies—positive parenting, basic necessities, formal social support, and
school structural support—and direct and indirect community violence
outcomes. Three strategies had significant associations with community
violence outcomes: necessities (direct p < .001; adjusted odds ratio [AOR]
= .57; indirect p < .01; AOR = .62), formal support (direct p < .05; AOR
= .83; indirect p < .05; AOR = .73), and school support (direct p < .001;
AOR = .53; indirect p < .001; AOR = .49). Combined interventions in
direct and indirect community violence analyses demonstrated that children
reporting a higher number of strategies were less likely to have experienced
community violence. This outcome extends the results of longitudinal
studies in South Africa highlighting social protection with care as a means to
overcome structural deprivation strains, thereby reducing the likelihood of
children’s exposure to community violence. Moreover, these findings uphold
the INSPIRE model as an effective cross-sectoral approach to prevent and
reduce the community violence that children experience.

Keywords
community violence, violence exposure, youth violence, homicide, cultural
contexts

Background

Community Violence and Its Consequences in South Africa

Many children in South Africa experience violence not as a singular event,
but as a condition of life, with few safe spaces from exposure and threat
(Finkelhor et al., 2007; Leoschut & Kafaar, 2017; Martin et al., 2013;
Schwab-Stone et al., 1995). Whether children experience violence directly
and indirectly as witnesses of violence (Hillis et al., 2017), any exposure to
violence is an adverse childhood experience (ACE; Felitti et al., 1998) that
can cause immediate and long-term harm to children (Bacchini et al., 2015).
Community violence is a prevalent violence exposure in South Africa for
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children living in low-income areas (Leoschut & Burton, 2006). Community
violence refers to violent episodes experienced or seen outside the home;
these exclude domestic violence and media portrayals viewed electronically
or in theaters (Fowler et al., 2009; Richters & Martinez, 1993). In a multina-
tional study of teen boys and girls (n = 2,041) from urban centers in Nairobi,
Kenya, and Cape Town, more than 80% of participants reported at least one
exposure to community violence in their lifetime. The most cited were wit-
nessing violence in streets, neighborhood, or at school; being robbed or
assaulted directly; or witnessing a family member being hurt or killed (Seedat
et al., 2004). A Western Cape study of 617 South African students aged 12 to
15 years revealed a nearly universal phenomenon (98.9%) of witnessing
weapons violence (Kaminer et al., 2013).

Besides immediate social and economic impacts, interpersonal violence
has long-term consequences for public and mental health (Anda et al., 2010;
Banyard et al., 2017; Mathews & Benvenuti, 2014). Studies conducted in
sub-Saharan Africa show that children who experience violence report con-
sistently poorer outcomes in physical and mental health than peers who have
not experienced violence (Meinck et al., 2016). Poor outcomes include
increased risk of posttraumatic stress disorder (PTSD; O’Donnell et al.,
2011), depression (Nothling et al., 2016), and teen suicidality (Cluver et al.,
2015).

Fear of community violence can prevent adolescents from seeking needed
health care services (Mmari et al., 2016). This finding is significant for those
living with HIV/AIDS in South Africa—in 2016 cited as 20% of all those
living with HIV/AIDS globally (The Joint United Nations Programme on
HIV/AIDS [UNAIDS])—as a South African community violence study
(Skeen et al., 2016) found that children living in households with HIV-
positive adults and children were particularly at risk of violence exposure. In
addition, research in South Africa shows that living in a high-violence com-
munity is associated with risk for adolescent HIV, along with poverty indica-
tors such as food insecurity and informal housing (Cluver et al., 2016). As
adolescents are sub-Saharan Africa’s most vulnerable members as the only
age group with increasing rates of HIV infection, and for whom AIDS is the
leading cause of death (Davies et al., 2015), prevention and response to com-
munity violence exposure is crucial.

The potential long-term trauma from community violence exposure is
augmented in contexts where access to secondary and tertiary treatment are
frequently unattainable by those affected. Prevention is crucial, both to pro-
tect children from harm and to reduce the potential of ongoing perpetration
from children who grow up experiencing the damaging cycle of abuse
(Abramsky et al., 2011; Jennings et al., 2015). However, prevention can be
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challenging as both the experience of and exposure to violence is not attached
to a single societal risk factor. Rather, an interplay of cultural, biological, and
individual risk factors escalates children’s danger of violence exposure
(Know Violence in Childhood, 2017).

A socioecological view (Bronfenbrenner, 1979) considers embedded vio-
lence factors whose influences and interactions within and between societal
levels—from the micro level of individuals and families, to meso level con-
nections of school and community at large, to the macro rings of cultural
beliefs, norms, and values—make some children more vulnerable to vio-
lence (Krug, Mercy, Dahlberg, & Zwi, 2002; World Health Organization
[WHO], 2016). Supporting this approach, simultaneous interventions across
societal sectors have shown greater effectiveness than single sector interven-
tions in countering violence in low-resource settings of high-income coun-
tries (WHO, 2016). In South Africa, cross-sectoral intervention efficacy has
been supported by studies assessing social protection as a protective factor
against child violence (Cluver et al., 2014, 2016, 2018). Social protection
refers to the spectrum of public and private sector policies and programs
targeted to prevent, reduce, and eliminate economic and social susceptibili-
ties to structural deprivation (Cluver et al., 2015; UNICEF, 2012). Although
most known for its conditional and unconditional cash transfers (Cluver
et al., 2016), psychosocial support, or “care,” also falls under the broad
heading of social protection. Findings from studies conducted in South
Africa confirm the benefit of psychosocial support from parents or other
adults in protecting children from violence in and outside the home (Cluver
etal., 2016,2017,2018). Combined interventions of “cash + care” are asso-
ciated with reduced structural and psychosocial pathways to HIV risks in
South Africa (Cluver et al., 2014), notably to those most severely disadvan-
taged (Cluver et al., 2016).!

Development of the INSPIRE Model and Its Components

A global response to the elevated prevalence and consequences of violence
generated the collaboration of organizations in the Global Partnership to End
Violence Against Children (End Violence Against Children, n.d.). The poten-
tial effectiveness of cross-sectoral interventions motivated WHO, with nine
partners (the Centers for Disease Control and Prevention, End Violence
Against Children, Pan American Health Organization, the U.S. President’s
Emergency Plan for AIDS Relief, Together for Girls, UNICEF, United
Nation’s Office on Drugs and Crime, USAID, and the World Bank), to create
INSPIRE. INSPIRE is a comprehensive plan of policies, programs, and
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practices with an integrated approach to violence prevention and response
coordinated across formal and informal settings of civil and private society.
It encompasses seven strategies: (a) Implementation and enforcement of
laws, (b) Norms and values, (c) Safe environments, (d) Parent and caregiver
support, (¢) Income and economic strengthening, (f) Response and support
services, and (g) Education and life skills (WHO, 2016). INSPIRE’s inte-
grated strategy aims to address directly the causes of violence, activating
collaboration to diminish violence exposure (WHO, 2016).

This study used data from an existing data set, the 2009-2010 Young
Carers household health survey (YC; Casale et al., 2015). This data set con-
tained indicators supporting four of INSPIRE’s strategies: Parent and care-
giver support, Income and economic strengthening, Response and support
services, and Education and life skills. The YC study, conducted with 2,477
South African children aged 10 to 17 years and living in two low-income,
HIV-endemic communities, investigated the impact of residing in an HIV/
AlIDS-affected family on the well-being of children to identify protective and
risk factors that could effectively inform policy and practice. The potential
impact of these four INSPIRE strategies on the prevention or elimination of
violence are discussed below, with references to empirical studies from the
South African context where available or from those in the broader sub-Saha-
ran African region.

Parent and caregiver support. Parenting programs show promise for reducing
violence exposure by improving family function in low-resource settings. A
South African study revealed enhanced parent—child relationships with
heightened communication through the replacement of punitive practices
with nonviolent disciplinary methods (Cluver et al., 2018). In a related South
African study, caregiver praise with parental monitoring of the child’s activi-
ties was shown to be important in the reduction of sexually risky behaviors,
which are often linked to increased probabilities of violence exposure (Clu-
ver et al., 2016; Kuo et al., 2016; Meinck et al., 2015). Globally, positive
parenting methods avert separation of children from their homes and reduce
the risk of child maltreatment (WHO, 2016).

Income and economic strengthening. Household economic strengthening seeks
to improve families’ financial stability, thereby diminishing adult stress that
may increase the likelihood of child maltreatment and domestic abuse. In this
way, economic strengthening has the potential to indirectly protect children
from direct and indirect violence (Butchart et al., 2016), thus decreasing the
likelihood of their becoming perpetrators (WHO, 2016).
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Response and support services. Formal social support is the only INSPIRE
strategy comprising both prevention and response to violence. By providing
psychosocial services and support distinct from the informal support of fam-
ily and friends, it reaches both victims and perpetrators to break cycles of
violence (WHO, 2016). For students, school staff and teachers can mitigate
the effects of community violence on children. For children in low-resource
areas, these adult connections may be the only social support outside the
home (Errante, 1997). Moreover, enlarging and improving response and sup-
port services can reduce repeated violence (Richter et al., 2009).

Education and skills training. Schools that recognize and address psychosocial
challenges such as trauma can support student learning while offering respite
from chaos and violence in the home and community (Errante, 1997). As
school attendance is linked to lower victimization and perpetration of certain
kinds of violence (notably childhood sexual violence, early marriage, domes-
tic violence, and youth violence), educational support interventions can
shield children from violence and its consequences, such as unintended preg-
nancy, heightened HIV risk, and other sexually transmitted infections (WHO,
2016). Among orphaned Zimbabwean girls who received help in the form of
fee payment, school supplies, uniforms, and health and hygiene articles,
school dropout was reduced by 82%, with early marriage decreasing by 63%
(Hallfors et al., 2011).

Study Focus

The elevated prevalence of community violence in sub-Saharan African set-
tings and the concurrent scarcity of trauma recovery resources underscore the
need for contextually relevant child protection, which breaks the cycle of
violence. Many studies have analyzed child vulnerabilities to physical, emo-
tional, and sexual violence (Kaminer et al., 2013; Meinck et al., 2015, 2016,
2017; Peterman et al., 2017), yet few have investigated the connections
between family and community support as protective factors (Hillis et al.,
2010) against community violence. This secondary analysis responds to the
gap in sub-Saharan African empirical research by investigating INSPIRE’s
cross-sectoral model, using a data set from South African communities highly
affected by violence. It focuses on the protective effects against violence of
four INSPIRE strategies for which indicators were available from the YC
2009-2010 health survey with 2,477 children aged 10 to 17 years living in
the two low-income, HIV-endemic communities in South Africa (Casale
et al., 2015): Parent and caregiver support, Income and economic strengthen-
ing, Response and support services, and Education and life skills. These four
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INSPIRE strategies have proven effective in counteracting violence within
low-resource communities of high-income countries (WHO, 2016). However,
less is known regarding their efficacy in low- and middle-income countries
(LMICs) where children bear a disproportionate burden of abuse (WHO,
2016).

The current article had two aims. The first was to assess the potential pro-
tective associations of the four individual violence prevention strategies for
direct and indirect experiences of community violence among South African
children living in HIV-affected resource-scarce communities. The second
objective was to examine potential protective dose associations of these four
strategies, determining whether a greater number of types of violence preven-
tion strategies was associated with a lower risk of direct or indirect commu-
nity violence. Overall, this analysis contributes to the evidence base by
examining whether single or combined protective factors are associated with
lower odds of violence for children living in HIV-affected resource-scarce
settings within LMICs such as South Africa.

Method
Field Research Sampling and Method

This secondary analysis employed a correlational design with cross-sectional
data from an original household health survey conducted in 2009-2010 with
2,477 children aged 10 to 17 years. This age span was guided by WHO’s defi-
nition of adolescence (10—19 years of age; WHO, 2019), allowing partici-
pants to fall between these parameters at both baseline and follow-up. The
participants resided in two low-income, HIV-endemic communities in South
Africa’s KwaZulu-Natal province. These sites, one rural and one urban, were
selected due to their provincial health deprivation indices (Noble et al., 2006).
The rural site in the uMhlabuyalingana municipality bordered Mozambique;
the urban site was in the eThekwini municipality, 20 km south of Durban.
Consecutive door-to-door household selection was conducted via stratified
systematic random sampling of the geographical areas representing the
smallest political units. One child in each chosen household was surveyed.
Random selection (e.g., by coin toss or rolling dice) determined which child
to interview in households with more than one eligible child. In a private set-
ting, each child completed an anonymous, 60-min guided self-report ques-
tionnaire with the help of interviewers trained in working with vulnerable
children. Strict confidentiality was maintained. All participants received
refreshments and a certificate of participation. Ethics approval was obtained
from the Universities of KwaZulu-Natal and Oxford for field research, and
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Clemson University for its secondary analysis. Relevant national govern-
ment, municipal, and community-level authorities also gave their approval
for the survey research.

Measures

Measures were chosen for their psychometric properties, whether they could
be reliably administered via self-report through a nonclinician interview and
whether they had been validated and/or utilized in South Africa or analogous
contexts and population. The survey tools were translated into the local lan-
guage (isiZulu), and then backtranslated into English. The questionnaire was
prepiloted to ensure both age-appropriateness and cultural validity.

Violence prevention strategies. A binary variable was created and scored as 1
(ves, the child experienced this) or 0 (no, the child did not) for each violence
prevention strategy. The indicators used to measure the four INSPIRE-based
components are described below.

The strategy of parent and caregiver social support, represented by the
measure “positive parenting,” assessed authoritative nonviolent parenting.
Positive parenting encompassed seven items, six of which comprise the
Alabama Parenting Questionnaire (APQ; Frick, 1991), with one additional
item measuring caregiver praise for home help (oo = .75 in a South Africa
orphan study; Cluver & Gardner, 2007; Cluver et al., 2007). The original
items were both negatively and positively phrased with options of never,
almost never, sometimes, often, and always. For this analysis, all seven items
were phrased positively. Together, they assessed consistent discipline (e.g.,
“You talk your caregiver out of punishing you when you have done some-
thing wrong”) and praise for the child’s character or performance at home or
school (e.g., “Your caregiver compliments you when you have done some-
thing well””). Response frequencies of offen and always were coded as yes.
Children who reported yes to all seven items, demonstrating the caregiver’s
habit of positive parenting, received the score of “1” (see Table 1).

The strategy of income and economic strengthening, represented by the
measure “basic necessities,” assessed the household’s capacity to provide the
child’s everyday life requirements. Basic necessities is a measure of poverty,
comprised of eight socially perceived necessities for children identified by
the Center for South Africa Social Policy in the Indicators of Poverty and
Social Exclusion Project (Wright, 2008), corroborated by over 80% of the
South African population in a nationally representative survey (South African
Social Attitudes Survey 2006; Pillay et al., 2006). Seven items assessed the
household’s ability to provide three meals, clothing to keep the child warm
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and dry, more than one pair of shoes, toiletries to wash daily, medical atten-
tion when ill, and school fees and equipment. An eighth item on the original
survey—the ability to provide a school uniform—was removed as a school
uniform was in the strategy of education and life skills. Children who reported
ves to all seven items, demonstrating the household’s capacity to meet their
basic needs, received the score of “1” (see Table 1).

The strategy of response and support services, represented by the measure
“formal social support,” assessed children’s connections to formal commu-
nity services using two items from the Social Support Scale (Adolescent
Pathways Project, 1992). The original scale of 24 items was used in a prior
study of AIDS-orphaned children in Cape Town (Cluver & Gardner, 2007,
Cluver et al., 2007). In this study, formal social support included two items—
religious leader social support and teacher or school principal social sup-
port—assessing whether the child viewed a community religious leader,
teacher, or administrator as a source of psychosocial support outside the
informal realm of friends and family. Children who reported yes to either of
these community psychosocial support resources received the score of “1”
(see Table 1).

The strategy of education and life skills, represented by the measure
“school structural support,” assessed whether the child had structural support
to sustain educational progress. Using four items developed by the YC team
in collaboration with the South Africa Department of Education, school
structural support examined whether the child received school meals, free
uniforms, free transport, or free textbooks in the past school year. Children
who reported yes to one or more items of educational support items received
the score of “1” (see Table 1).

Violence outcomes

Direct community violence. Direct community violence, assessed by four
items overall, measured a child’s experience of community violence at large
and at school (see Table 1). The community violence at large indicator was
assessed by two items from the Child Exposure to Community Violence
Checklist (CECV; Richters & Martinez, 1993) adapted by the YC study to
reflect the most frequent types of community violence reported by South
African Police Statistics (SAPS Strategic Management, 2005): whether the
child ever experienced (lifetime) physical assault or robbery in the past year
in the community at large. Children reporting either form of community vio-
lence at large received the score of “1.” “Community violence at school” was
assessed with two items from the standardized Social and Health Assessment
Peer Victimization Scale adapted from the Multidimensional Peer Victimiza-
tion Scale (Ruchkin et al., 2004) for Cape Town AIDS-orphanhood studies
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(Cluver & Gardner, 2007; Cluver et al., 2007): whether the child had experi-
enced personal loss through theft or property damage by vandalism. Children
experiencing either of these direct forms of community violence by a school
peer in the past year received the score of “1.” A score of “1” was assigned
for the overall measure of direct community violence if a child scored “1” in
one or both categories of this exposure (see Table 1).

Indirect community violence. Indirect community violence measured the
firsthand witness of violence in an unspecified venue. Witnessing community
violence was assessed with two items from the adapted YC 39-item Child
Exposure to Community Violence (CECV) Scale (Richters & Martinez,
1993; SAPS Strategic Management, 2005): whether a child had witnessed
either a shooting or a stabbing in a location outside of the home. Children
reporting one of these indirect forms of community violence over their life-
time received the score of “1” (see Table 1).

Sociodemographic variables. Due to their potential associations with violence
against children, all analyses controlled for covariates of age, gender, and
location. The child’s age, spanning 10 to 17 years, was dichotomized accord-
ing to United Nations Educational, Scientific and Cultural Organization’s
(UNESCO, 2002) definitions of children (10-14 years of age) and youth
(15—17 years of age). Gender was used in the binary categories of male or
female. Similarly, the location was binary, either urban or rural, using survey
categories from the 2001 South African Census (Statistics South Africa,
2003).

Analyses

This study utilized multivariate regression analyses to examine whether four
INSPIRE violence prevention strategies—parent and caregiver support,
income and economic strengthening, response and support services, and edu-
cation and life skills—were associated individually and collectively with
lower odds of experiencing community violence directly as victims or indi-
rectly as witnesses.

The analysis was conducted in three stages using SPSS 24.0 (IBM
Corporation, 2016). First, descriptive statistics explored the demographics of
age, gender, and location, the frequencies of individual and combined
INSPIRE strategies, as well as violence outcome measures. Bivariate testing
further assessed the prevalence of community violence reported within each
INSPIRE intervention. Second, multiple logistic regressions assessed asso-
ciations of the individual INSPIRE strategies with direct and indirect
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Table 2. Socio-demographic characteristics for the whole sample.

Total Sample

Variables (n = 2,477)
Gender

Female 1,334 (53.9%)

Male 1,143 (46.1%)
Age 13.6 [2.23]

Child (10-14) 1,548 (62.5%)

Youth (15-17) 929 (37.5%)
Location

Rural resident 1,279 (51.7%)

Urban resident 1,198 (48.3%)
School enrollment 2,439 (98.5%)
Uninterrupted studies 2,326 (97.8%)
Positive parenting® LI (44.9%)
Caregiver monitoring® 1,127 (45.5%)
Basic necessities? 1,679 (67.9%)
Formal social support® 909 (36.8%)
School structural support® 2,095 (86.5%)
Direct community violence® 964 (39.0%)
Indirect community violence? 249 (10.1%)

in = 2,473.°n = 2,474. °n = 2,423. 90 = 2,475.

community violence outcomes, controlling for the demographic covariates.
Third, the dichotomous variables, representing the presence or absence of
each strategy, were summed to produce a composite dose measure, with
scores ranging from 0 to 4. Multiple logistic regression assessed whether a
greater number of intervention doses was associated with lower odds of expe-
riencing direct or indirect community violence, controlling for the demo-
graphic covariates. Adjusted odds ratios with 95% confidence intervals
determined significant associations. Inverse adjusted odds ratios interpreted
protective associations of cumulative interventions to community violence
exposure.

Results

Sociodemographic Characteristics of the Sample

Table 2 describes the sample characteristics (n = 2,477). Participants had a
mean age of 13.6 years (SD = 2.23); 62.5% were aged 10 to 14 years, with
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37.5% aged 15 to 17 years. Over half were girls (54%) and most participants
lived in rural locations (52%). Nearly all attended school (98.5%) with few
major interruptions to their educational trajectory (98%). Below one half
(45%) of the participants reported positive parenting, while two thirds
reported (68%) having basic necessities for daily life. One third (37%)
reported formal social support, with 86.5% affirming school structural sup-
port for their education. Overall, 40% reported direct violence at large or at
school, whereas 10% reported witnessing community violence.

Table 3 displays the prevalence of those in each intervention category
reporting direct and indirect community violence. Fewer than one half were
coded “1” (45%) for positive parenting. Of these, 41% reported direct com-
munity violence and 11.0% witnessed community violence. More than two
thirds (68%) were coded “1” for basic necessities. Of these, 35% reported
direct community violence and 9.5% witnessed community violence. Formal
social support was least reported, with just over one third coded “1” (36.8%).
Of these, 36% reported direct community violence and 8% witnessed com-
munity violence. School structural support was most reported with more than
five sixths coded “1” (86.5%). Over one third (37.5%) reported direct com-
munity violence and 8% witnessed community violence. All the responses of
direct and indirect community violence were reported independent of each
other, meaning that overlap between these exposures is possible.

Associations Between Sociodemographic Variables and
Community Violence Indicators

There was a parallel trend regarding the covariate associations of all four
individual (see Tables 4 and 5) and cumulative INSPIRE strategies with both
community violence exposures. Regarding direct exposure, age showed sig-
nificant associations in each strategy such that younger children were less
likely to experience direct community violence than their older counterparts.
Regarding indirect exposure to community violence, all the covariates had
significant associations, with older children, males, and urban dwellers being
more likely to witness community violence than their younger, female, and
rural counterparts.

Associations Between Individual Strategies and Community
Violence Indicators

Tables 4 and 5 highlight multiple logistic regression analyses testing associations
between individual INSPIRE strategies and the two forms of community violence.
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Table 4. Results of Multiple Regression Analysis Testing Associations Between
Individual Prevention Strategies and Direct Community Violence Exposure,
Controlling for Age, Gender, and Location.

Violence Prevention Strategy Interventions
AOR [95% ClI]

School
Direct Positive Basic Formal Social Structural
Victimization® Parenting Necessities Support Support
Violence 1.17 0.57%%% 0.83* 0.53%%%
prevention [l.00, 1.38] [0.48,0.69] [0.70,0.98] [0.41, 0.68]
strategy
Age 0.82% 0.81%* 0.81 * 0.80%%*
[0.69,0.97] [0.68,0.96] [0.69,0.96] [0.67,0.95]
Gender 1.12 1.09 1.10 .13
[0.95, 1.32] [0.93, 1.29] [0.93, 1.29] [0.96, 1.33]
Location 0.98 1.18 0.98 0.82*

[0.83, 1.15]  [0.99, 1.40]  [0.84, I.16]  [0.68, 0.98]

Note. AORs = adjusted odds ratios controlling for age, gender, and location; Cl = confidence
interval; bold cells indicate that the 95% Cl does not include |.

?Prevalence of direct victimization ranged from 35.3% to 39.0% with n = 2,423 in school
structural support and n = 2,473 for all others.

*p < .05. ¥p < .01, FFFp < .001.

Three of the four strategies were associated with both direct and indirect violence
outcomes: Basic necessities and direct community violence (p < .001; n = 2,476,
67.9% = 1; AOR = .57; 95% CI = [.48, .69]) and indirect community violence
(p <.01; AOR = .62; 95% CI = [.46, .84]), formal social support and direct com-
munity violence (p < .05; n = 2,476, 36.8% = 1; AOR = .83; 95%
CI = [.70, .98]) and indirect community violence (p < .05; AOR = .73; 95%
CI = [.55, .98]), and, finally, school structural support and community violence (p
<.001; AOR = .53; 95% CI = [ .41, .68]) and indirect community violence (p <
00L;n = 2,411, 86.9% = 1; AOR = .48; 95% CI = [.34, .69]). The strategy of
positive parenting was not associated with either form of community violence.

Associations Between Cumulative Strategies and Community
Violence Indicators

Table 6 shows the results between the number of interventions and the odds
of direct or indirect community violence exposure. Chi-square testing
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Table 5. Results of Multiple Regression Analysis Testing Associations Between
Individual Prevention Strategies and Indirect Community Violence Exposure,
Controlling for Age, Gender, and Location.

Violence Prevention Strategy Interventions
AOR [95% Cl]

Indirect Positive Basic Formal Social ~ School Structural
Witness? Parenting Necessities Support Support
Violence .17 0.62%* 0.73*% 0.49%%*

prevention  [0.90, 1.53]  (0.46,0.84] [0.55,0.98]  [0.34, 0.70]
strategy

Age .67 1.66%%% .65 %+ 1.46%*
[1.28,2.18] [1.27,2.17] [1.27,2.16]  [I.11,1.92]

Gender 1.38% 1.37%% 1.35% 1.46%%
[1.06,1.80] [1.05,1.78] [1.04,1.76]  [I.11,1.92]

Location .88 2.24%%x .89 1.53%%

[1.43,2.46] [1.66,2.98] [1.44,2.48]  [l.12,2.09]

Note. AORs = adjusted odds ratios controlling for age, gender, and location; Cl = confidence
interval; bold cells indicate that the 95% Cl does not include 1.

Prevalence of indirect victimization ranged from 9.7% to 10.1% with n = 2,425 in school
structural support and n = 2,475 for all others.

*p < .05. ¥p < .0]. ¥F¥p < .001.

affirmed that cell sizes were adequate for robust regression results (see Table 3).
The summed strategies had scores ranging from 0 to 4. With low frequencies
in the 0 to 1 range, these categories were collapsed into a single referent
group (17.5%). The majority of participants reported two or three interven-
tions (0 = 41, 1.7%; 1 = 393, 15.9%; 2 = 958, 38.7%; 3 = 847, 34.2%; and
4 = 237, 10.0%). Nearly half (48%) of the referent group reported direct
victimization and 15% reported witnessing violence. Of those with two inter-
ventions, 38.5% experienced direct community violence and 9% reported
witnessing violence; 38% of the three interventions group reported direct vic-
timization and 9% reported witnessing violence; 28% of those with four
interventions reported direct community violence and 7% reported witness-
ing violence.

Multiple logistic regression revealed significant associations at all lev-
els between cumulative interventions and direct community violence,
with diminishing AORs exhibiting a dose effect (2 vs. 0-1, p < .001,
AOR = .68; 95% CI = [.54, .85]; 3 vs. 0—1, p < .001, AOR = .66; 95%
CI = [.52, .84]; 4 vs. 0—1, p < .001, AOR = .43; 95% CI = [.30, .60]).
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Table 6. Results of Dose Variable Multiple Regressions, Testing Associations
Between the Number of Violence Strategy Prevention Interventions and
Community Violence Exposure.

Community Violence Outcome

Direct Victimization? Indirect Witness®
Reported Number _
of Interventions AOR [IAOR] AOR [IAOR]
n = 2,476 [95% ClI] [95% CI]
0-1 Referent Referent
2 0.68%%* [1.47] 0.54%%% [].85]
[0.54, 0.85] [0.38, 0.76]
3 0.66%%* [1.52] 0.54%%% [].85]
[0.52, 0.84] [0.38, 0.78]
4 0.43%%%* [2.33] 0.44%* [2.27]
[.30, .60] [0.25, 0.77]

Note. AORs = adjusted odds ratios controlling for age, gender, and location; IAOR = inverse
adjusted odds ratio for significant negative associations; Cl = confidence interval; bold cells
indicate that the 95% CI does not include .

?Prevalence of direct victimization for direct violence was 964 (39.0%) for n = 2,473.
®Prevalence of indirect violence was 249 (10.1%) for n = 2,475.

*p <05, Fp <01, *p <.001.

Inverse adjusted odds ratios revealed that children with two factors had
nearly 1.5 (1.47) times lower odds of victimization compared with their
counterparts reporting zero to one factor; those with three factors showed
more than 1.5 (1.52) times lower odds of victimization than their counter-
parts reporting zero to one factor. Participants with four factors had more
than 2 (2.33) times lower odds of victimization than their peers with zero
to one factor.

Multiple logistic regression analysis also revealed a significant associa-
tion at all levels between cumulative interventions and indirect community
violence, with an overall trend of diminishing AORs exhibiting a dose-like
effect (2 vs. 0—1, p < .001, AOR = .54; 95% CI = [.38,.76]; 3 vs. 0-1,p <
.001, AOR = .54; 95% CI = [.38, .78]; 4 vs. 0—1, p < .01, AOR = .44; 95%
CI = [.25, .77]). Inverse adjusted odds ratios revealed that the odds of wit-
nessing community violence were nearly 2 times (1.85) lower for children
with two or three factors than their counterparts reporting zero to one protec-
tive factors. Participants with four protective factors had more than 2 (2.27)
times lower odds of witnessing community violence than their peers with
zero to one protective factors.
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Discussion

Although studies have documented the negative consequences of children’s
exposure to physical, emotional, and sexual violence, few have investigated
positive childhood experiences via family and community support as protec-
tive factors for direct and indirect community violence. This analysis responds
to the need for contextualized research in LMICs as the first known study to
investigate single and cumulative associations between INSPIRE-based vio-
lence prevention strategies and the likelihood of experiencing direct and indi-
rect community violence in resource-scant and HIV-endemic communities
within South Africa.

Nearly 40% of study participants reported at least one direct community
violence episode, whether physical assault or robbery in an unspecified loca-
tion or the theft or vandalism of their personal effects at school. Ten percent
(10.1%) reported witnessing at least one shooting or stabbing event in their
community (see Table 2). These results are in part consistent with findings of
a 2013 Western Cape study (Kaminer et al.) with 617 students aged 12 to 15
years, where approximately 40% of youth also stated either receiving a threat
to shoot, stab, or kill them, or experienced direct assault. School violence was
highly correlated to at-large violence. Three quarters (75.8%) reported beat-
ings or threats of being shot, stabbed, or killed at school, or viewing this
violence. However, unlike the current study, the Western Cape youth reported
nearly universal (98.9%) witness of weapons violence, with almost one third
(31.9%) having witnessed a neighborhood homicide. Both of these studies
underscore community violence’s high prevalence for children in some South
African communities.

Individual Associations

Two key findings emerged from the investigation of individual associations
between the violence prevention strategies and community violence. First,
strong associations were seen between single interventions that provide
material supplement for children at home and at school and a lower likeli-
hood of experiencing either form of community violence. This result aligns
with longitudinal study findings showing that conditional and unconditional
grants (“cash”) or other forms of social protection can reduce the violence
children experience. Lessening poverty’s strains on households and commu-
nities may ease the stress that potentially provokes violence toward children
(Peterman et al., 2017), or which makes vulnerable youth prone to risky
behaviors that increase their exposure to violence (Cluver et al., 2014).
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Second, this study highlighted a negative association between formal social
support and both direct and indirect community violence. This result suggests
that meaningful connection between a community figure or social service pro-
vider and a child may play a role in shielding children from exposure to com-
munity violence. Together, these two results extend existing evidence of the
effectiveness of the “cash plus care” approach in reducing violence that chil-
dren experience (Cluver et al., 2014, 2016) to the domains of direct and indi-
rect community violence. However, in LMIC settings, professional social
services are limited. Therefore, the role of informal social support is a key
resource to consider. For example, one South Africa study showed peer sup-
port as a general protective factor against contact sexual victimization, as well
as moderating the relationship between baseline sexual assault and subsequent
sexual abuse (Meinck et al., 2017). Another study in South Africa established
that combinations of informal support from social networks and clinic-affili-
ated support groups had a protective effect for depression and suicidal ideation
among HIV-positive adolescents (Casale et al., 2019), a population most sus-
ceptible to community violence exposure (Skeen et al., 2016). Informal com-
munity social support mechanisms warrant further research in the prevention
and reduction of community violence that children experience.

Cumulative Associations

Positive parenting interventions were not associated with reduced violence
exposures. Caregiver warmth and nonpunitive discipline may not be ade-
quate measures in this domain. However, parental monitoring studies have
shown associations between parental monitoring and reduced sexually risky
behaviors that diminish violence exposure among adolescents (Cluver et al.,
2016; Kuo et al., 2016; Meinck et al., 2015). Future family-based interven-
tion studies should investigate the protective effects of parental monitoring
on all aspects of community violence.

Findings of this study suggest that combined interventions of caregiver
social support, income and economic strengthening, response and support ser-
vices, along with education and life skills, have the potential to reduce the risk
of both the direct experience and the witnessing of community violence.
Findings displayed robust graded dose-like associations for both direct and
indirect community violence exposures, proposing greater protective effects
with increasing numbers of interventions. Though positive parenting was not
significantly associated with a lower likelihood of violence exposures as a sin-
gle intervention, the cumulative strategies showed a negative association with
both direct and indirect violence. These results suggest the potential of multi-
sector strategies to shield susceptible children from the long-term negative
effects of community violence by buffering their exposure to violence. As such,
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this study supports the INSPIRE approach as potentially effective to prevent
and reduce community violence in LMIC settings. These findings have impor-
tant implications for future policy guidelines and field practice, and in particu-
lar for stakeholders seeking effective intervention combinations to reduce
children’s risk of community violence by addressing root causes that harm
them, their families, and their communities.

Limitations

Several study limitations must be acknowledged. First, as the direct violence
exposure measure combined both lifetime and past year time scales and indi-
rect violence measured lifetime violence, temporal precedence cannot be
established for the INSPIRE strategies, limiting the conclusions that can be
drawn. Second, though the INSPIRE model and study design posit causality
based on existing theory and findings of sub-Saharan longitudinal research,
as an observational and correlational study, this cannot be inferred. Addressing
these two limitations, future randomized longitudinal studies should examine
these pathways in prospective data sets, broadening their investigations to
other known risk factors such as being a member of a household with some-
one living with HIV/AIDS (Skeen et al., 2016) or experiencing the abandon-
ment or loss of a caregiver (Nyberg et al., 2012). Studies using marginal
analysis may evidence effective combinations of interventions, as well as on
how to tailor combined interventions for specific groups vulnerable to these
violence exposures. Third, we used conservative coding of parental mea-
sures, requiring endorsement of all items as “always” or “often” to evidence
the positive parenting strategy. Similarly, in income strengthening and eco-
nomic strengthening, positive affirmation was required of all seven items to
demonstrate family provision of basic child necessities. These constraints
may have excluded portions of the population. In addition, we were restricted
by the indicators available in the original YC data, neither conducting a com-
prehensive analysis of INSPIRE’s individual strategies nor fully assessing
the collective impact of its entire span. This narrow scope of the primary
outcome measures limits study conclusions. Finally, there may be potential
violence exposures missing in the analyses. However, the large representa-
tive sample gave depth to the analyses, highlighting robust individual and
combined associations to both aspects of community violence exposures.

Conclusion

Despite the limitations described above, to our knowledge this is the first
study to investigate cross-sectional single and cumulative associations
between four INSPIRE-based violence prevention strategies and the
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likelihood of experiencing direct and indirect community violence in
resource-scant, HIV-endemic communities in South Africa. This is an increas-
ingly important question, particularly in this setting, of the ways in which
community violence affects children and the strategies that may protect
against its negative consequences. These findings extend evidence that con-
current family and community interventions buffering poverty’s impact,
while providing formal social support, may be effective in shielding children
from exposure to community violence. Moreover, these findings uphold the
INSPIRE model as an effective strategy in LMIC settings to prevent and
reduce the community violence that children experience. As such, this study
of a large representative sample of an understudied at-risk population signifi-
cantly contributes to the growing body of literature on violence prevention,
with its special focus on family, community, and societal factors rather than
individual or relational characteristics. It is our hope that future research will
probe the gaps that remain to better address the root causes of community
violence in all its forms.
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Note

1. Social protection in the form of direct cash subsidies to at-risk youth have helped
to reduce child sexual abuse and exploitation as found in studies conducted in
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Kenya, Zambia, Zimbabwe, Malawi, and Tanzania. Cash transfers are able to
address the underlying structural factors of poverty within the socioecological
landscape (The Transfer Project Team, 2017). Social protection grants in South
Africa have been effective in reducing household poverty while improving child
outcomes, especially in reducing HIV risk behavior and infection (Cluver et al.,
2016; Meinck et al., 2015). Other South African studies of social and emotional
adolescent development found that support from families and other caring adults
were critical for healthy behaviors and may be linked to reduced adolescent sex-
ual risk (Cluver et al., 2014). The combination of unconditional government cash
transfers and psychosocial care was associated to risk reduction by pathways
directly mitigating adolescent HIV risk behavior onset. These “cash + care”
findings reinforce studies showing the synergy of clustered versus single inter-
ventions (Cluver et al., 2016).
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