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Abstract
Introduction: Experiences of violence during youth contravene young people’s rights and increase the risk of depression and
poor human immunodeficiency virus (HIV) care outcomes among youth living with HIV (YLWH). Intervention targets for miti-
gating the negative psychosocial effects of violence are needed, particularly in areas like rural South Africa where violence
remains pervasive and mental healthcare is limited. This study aims to quantify the associations between physical and sexual
violence and depressive symptoms in YLWH in rural South Africa and explore the modification of these associations by key
measures of psychosocial well-being.
Methods: We conducted a cross-sectional survey among 362 YLWH ages 12 to 24 in rural South Africa to ascertain partici-
pants’ history of physical and sexual violence, current depressive symptoms (Center for Epidemiological Studies-Depression
Scale) and levels of social support (Medical Outcomes Social Support Scale), resilience (Conner-Davidson Resilience Scale) and
self-esteem (Rosenberg Self-Esteem Scale). Log-binomial regression was used to estimate the association between history of
physical or sexual violence and clinically meaningful depressive symptoms (scores ≥16). Effect measure modification by high
versus low resilience, social support and self-esteem was assessed using likelihood ratio tests (α = 0.20).
Results: A total of 334 individuals with a median age of 21 (interquartile range: 16 to 23) were included in this analysis. Most
participants were female (71.3%), single (81.4%) and attending school (53.0%). Ninety-four participants (28.1%) reported a his-
tory of physical or sexual violence and 92 individuals (27.5%) had clinically meaningful depressive symptoms. Meaningful
depressive symptoms were significantly higher among participants with a history of physical or sexual violence as compared to
those with no history of violence (adjusted prevalence ratio: 2.01; 95% CI: 1.43, 2.83). However, this association was signifi-
cantly modified by social support (p = 0.04) and self-esteem (p = 0.02).
Conclusions: In this setting, the prevalence of meaningful depressive symptoms was significantly higher among YLWH with a
history of physical or sexual violence as compared to those without a history of violence. However, higher levels of self-esteem
or social support appeared to mitigate this association. Programmes to improve self-esteem and social support for youth have
the potential to minimize depressive symptoms in YLWH who have experienced physical or sexual violence.
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1 | INTRODUCTION

Violence against young people is a worldwide crisis with inter-
personal violence commonly cited as a leading cause of death
among youth in most parts of the world [1]. Global estimates
suggest nearly 1.5 billion children under the age of 18 have
experienced some form of violence or neglect within the past
year [2]. In the World Health Organization’s Africa region, it is
estimated that 50% of children ages 2 to 17 have experienced
bullying, witnessed violence, or experienced physical, sexual or

emotional violence within the past year [2]. In South Africa,
42.2% of school-going youth ages 15 to 17 in a nationally rep-
resentative survey reported prior experiences of neglect, or
physical, sexual or emotional maltreatment [3].
There is mounting evidence illuminating the long-term psy-

chological effects of violence experienced during early life
[1,4]. In one South African study, young people who had expe-
rienced sexual abuse were over two times as likely to report
symptoms of anxiety and depression than those without expe-
riences of sexual abuse [3]. Hsiao et al. also found that serious
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mental illness could be reduced by 10%, and self-harm by
23%, if physical violence against children was prevented [5].
Poor mental health is a leading cause of health-related disabil-
ity among youth worldwide and should be prioritized to
improve individuals’ long-term health outcomes [6].
Youth and adolescents living with human immunodeficiency

virus (HIV) are at an even higher risk of violence and poor
psychological outcomes than their peers [7]. HIV-related
stigma and discrimination, the stress of navigating complex
HIV care systems and the intra- and interpersonal difficulties
surrounding disclosure of one’s HIV status, can compound the
emotional difficulties characteristic of this period in the life
course [8-10]. Experienced violence and poor mental health
can subsequently lead to poor HIV care outcomes (e.g.
antiretroviral treatment (ART) non-adherence) [4,11-16]. In a
study of 1060 South African youth living with HIV (YLWH),
physical abuse by caregivers, witnessing domestic violence,
teacher violence and verbal victimization by healthcare staff
were all independently associated with ART non-adherence
[11]. Murphy et al. (2005) estimated that the hazard of treat-
ment non-adherence among depressed individuals was 2.21
times that of non-depressed individuals [15].
Despite recent efforts to quantify the magnitude and detri-

mental effects of violence against youth, these efforts have
not garnered the political or financial commitments necessary
to fast-track the elimination of the issue in South Africa. As a
result, other avenues of mitigating violence against youth, and
the poor psychological outcomes stemming from experienced
violence, must be explored. Social support, resilience and self-
esteem have been found to improve mental health [9,17-22]
and HIV care outcomes [23-27]. These domains could serve
as potential intervention targets for mitigating the negative
psychological effects of violence in YLWH.
This study aims to quantify the prevalence of experienced

physical and sexual violence and clinically meaningful depres-
sive symptoms in YLWH in rural South Africa. We also esti-
mate the association between history of physical and sexual
violence and current depressive symptoms and assess the
modification of these estimates by social support, resilience
and self-esteem. Our goal is to identify potential intervention
targets that can aid in mitigating the negative psychological
effects of violence against YLWH in this context.

2 | METHODS

2.1 | Setting

This study was conducted in the Agincourt Health and
Socio-Demographic Surveillance System (HDSS) study area
located in rural Mpumalanga Province, South Africa, approxi-
mately 500 km northeast of Johannesburg [28]. The
research area is home to over 120 000 individuals and is
characterized by high levels of poverty [29], intimate part-
ner violence [30], migration [31] and HIV [32]. Over half of
20-year-olds living within the study area are still enrolled in
primary or secondary school, and few local post-school eco-
nomic opportunities exist, yielding high proportions of unem-
ployment and migrant laborers in young adults [33,34].
Access to public sector services and mental healthcare is
severely limited [28], with almost no differentiated care for
youth specifically.

2.2 | Study population

We aimed to recruit all YLWH ages 12 to 24 who had a docu-
mented HIV-positive test result in either: (1) Tier.net, South
Africa’s national electronic HIV treatment and care register
[35]; or, (2) Clinic Link, the HDSS clinic system created to link
medical record data from patients in nine publicly funded area
healthcare facilities to HDSS census data [36] for study partic-
ipation. To maximize enrollment, participant recruitment was
completed by study research assistants, area healthcare provi-
ders and area home-based care providers who regularly inter-
act with in and out of care YLWH in their respective coverage
areas. Individuals were considered ineligible if they: (1) were
pregnant; (2) received most of their HIV care outside the nine
publicly funded healthcare facilities in the HDSS; (3) were
enrolled in any other HIV treatment or care studies or (4)
were outside the ages of 12 to 24 at enrollment. All eligibility
criteria were determined through participant self-report.

2.3 | Study design and data collection

We conducted a cross-sectional survey between April 2019
and August 2019 to ascertain the healthcare-seeking experi-
ences, psychosocial well-being and history of violence of
YLWH in the study area. The survey was administered by
locally trained research assistants resident to the study site
and fluent in English and Xitsonga – the local language. Sur-
veys were conducted in a private location near the partici-
pants’ residence in the participants’ language of choice.
Responses were recorded electronically on study tablets by
the research assistants. Questions regarding participants’
experiences with violence were self-administered using audio-
assisted self-interview technology to minimize social desirabil-
ity bias often induced when asking sensitive questions.

2.4 | Measures

2.4.1 | Violence

Participants’ experiences with physical and sexual violence
were captured using items developed by the World Health
Organization [37]. Though this instrument was designed to
assess experiences of violence in women, it has since been uti-
lized among adolescents and men in sub-Saharan Africa [37-
42]. Using this tool, participants were asked to indicate if a
partner, family member or friend had ever slapped or thrown
things at them, pushed or shoved them, hit them, kicked,
dragged or beat them, choked or burnt them, or used or
threatened to use a gun, knife or other weapon against them.
Individuals were also asked to indicate if such violence had
occurred within their lifetime and the prior 12 months, and
how often it had occurred within the prior 12 months.
Sexual violence data were captured by asking participants if

anyone had physically forced them to have sexual intercourse
when they did not want to and if they had had sexual inter-
course that they did not want because they were afraid of
what the other person might do. Participants were asked to
indicate if either of these events had occurred within their
lifetime and the prior 12 months, what their relationship was
with perpetrators of any reported sexual violence, and how
often the violence occurred within the prior 12 months.
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Previous experiences with physical violence alone, sexual
violence alone, physical or sexual violence and experiences
with both physical and sexual violence were considered. The
composite outcome (any physical or sexual violence) was the
primary outcome of interest.

2.4.2 | Depressive symptoms

Depressive symptoms were measured using the 20-item Cen-
ter for Epidemiological Studies-Depression Scale (CES-D)
[43,44], which has been previously validated in South African
adolescents [45]. Cronbach’s alpha for this study was 0.76.
Possible scores range from 0 to 60 with scores of 16 or
higher indicative of clinically meaningful depressive symptoms
[46].

2.4.3 | Social support

Social support was captured using a modified 8-item Medical
Outcomes Social Support Survey [47]. Versions of this scale
have been used among South African YLWH with high reliabil-
ity (α = 0.85) [48]. Cronbach’s alpha for this study was 0.92.
Possible scores range from 8 to 40 with higher scores indica-
tive of greater social support. Scores were dichotomized at
the median to represent those with higher versus lower social
support, given there is no standard cut point.

2.4.4 | Resilience

Resilience was captured using the 25-item Conner-Davidson
Resilience Scale (CD-RISC) [49], which has been used in South
African adolescents with high reliability (α = 0.93) [50]. Cron-
bach’s alpha for this study was 0.93. Possible scores range
from 0 to 100 with higher scores indicative of greater resili-
ence. Scores were dichotomized at the median to represent
those with higher versus lower resilience, given there is no
standard cut point.

2.4.5 | Self-esteem

Self-esteem was captured using the 10-item Rosenburg Self-
Esteem Scale [51], which has been used throughout South
Africa with moderate to high reliability (α ranging from 0.78
to 0.94) [52-55]. Cronbach’s alpha for this study was 0.77.
Possible scores range from 0 to 30 with higher scores indica-
tive of greater self-esteem [51]. Scores were dichotomized at
the median to represent those with higher versus lower self-
esteem, given there is no standard cut point.

2.4.6 | Other covariates

Specific covariates of interest included age (continuous), self-
reported gender (male/female/transgender/gender-fluid) and
relationship status (single/partnered). These were determined
a priori and captured through self-report.

2.5 | Ethical review and informed consent

To be eligible for study participation, participants 18 and older
were required to provide written informed consent. Those
under the age of 18 were required to provide written assent

and obtain written informed consent from a parent or guar-
dian at least 18 years of age. Ethical approval for this study
was obtained from the University of North Carolina at Chapel
Hill’s Institutional Review Board, the University of the Witwa-
tersrand’s Human Research Ethics Committee and Mpuma-
langa Provinces’ Provincial Health Research Committee. Clinic
and community access was facilitated through the MRC/Wits-
Agincourt Unit’s Public Engagement Office.

2.6 | Analysis

Descriptive statistics (counts/proportions or medians/in-
terquartile ranges (IQR)) were utilized to characterize the
study population overall and by history of physical or sexual
violence. Key demographic characteristics of those included
versus excluded and with and without a history of violence
were compared using chi-square tests and Wilcoxon-rank sum
tests. To account for missingness of individual scale items,
missing items were imputed using the mean of an individual’s
non-missing scale items, given less than 30% of items were
missing [56].
In our primary analyses, eight log-binomial regression mod-

els were run to estimate the unadjusted and adjusted associa-
tions between (1) prior history of physical violence; (2) prior
history of sexual violence; (3) prior history of physical or sex-
ual violence and 4) prior history of both physical and sexual
violence, and clinically meaningful depressive symptoms.
Adjusted analyses controlled for age [57,58], self-reported
gender [57,58] and relationship status [59-61], which com-
prised the minimally sufficient adjustment set in the directed
acyclic graph.
In our secondary analyses, the modification of the main esti-

mate of association between history of physical or sexual vio-
lence and depressive symptoms by high or low levels of (1)
social support, (2) self-esteem and (3) resilience was assessed
using three additional models which each included an interac-
tion term between the exposure and modifier of interest. Like-
lihood ratio tests were used to assess meaningful effect
measure modification at α = 0.20.

3 | RESULTS

A total of 362 individuals participated in this study, with 28
(7.7%) excluded from the analysis because of missing violence
data. There were no significant differences in participants who
were included versus excluded. Among included individuals,
most self-identified as female (71.3%), were aged 18 or older
(70.7%), single (81.4%) and attending school (53.0%). Among
those who were not attending school, most were unemployed
(84.7%). About half of the respondents (50.3%) were orphans
(Table 1).
Ninety-two individuals (27.5%) had meaningful depressive

symptoms (Table 1). Median scores on the Medical Outcomes
Social Support Scale, Conner-Davidson Resilience Scale and
Rosenberg Self-Esteem scale were 38 (IQR: 32 to 40), 73
(IQR: 65 to 81) and 21 (IQR: 18 to 24) respectively. No signif-
icant differences were observed in the proportion of males
and females reporting meaningful depressive symptoms
(p = 0.49), higher self-esteem (p = 0.45), higher resilience
(p = 0.62) or higher social support (p = 0.15).
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Table 1. Key characteristics of 334 young people living with HIV in the Agincourt health and socio-demographic surveillance sys-

tem site in Mpumalanga Province, South Africa

Total

n(%)/(n = 334)

No history of violence

n(%)/(n = 240)

History of violence

n(%)/(n = 94) p-value

Age (median, IQR) 21 (16 to 23) 20 (15.5 to 23) 21 (19 to 23) 0.15

Self-reported gender

Male 96 (28.7) 73 (30.4) 23 (24.5) 0.28

Female 238 (71.3) 167 (69.6) 71 (75.5)

Education

None/some primary 67 (20.1) 52 (21.7) 15 (16.0) 0.04

Completed primary 155 (46.4) 101 (42.1) 54 (57.4)

Completed secondary+ 112 (33.5) 87 (36.2) 25 (26.6)

Orphanhood status

Non-orphan 166 (49.7) 119 (49.6) 47 (50.0) 0.77

Single 122 (36.5) 86 (35.8) 36 (38.3)

Double 46 (13.8) 35 (14.6) 11 (11.7)

Relationship status

Single 272 (81.4) 207 (86.2) 65 (69.2) <0.00

Partnered 62 (18.6) 33 (13.8) 29 (30.8)

Depressive symptoms

Non-meaningful symptoms (<16) 242 (72.5) 189 (78.8) 53 (56.4) <0.00

Meaningful symptoms (16+) 92 (27.5) 51 (21.2) 41 (43.6)

Social support

Low 153 (45.8) 104 (43.3) 49 (52.1) 0.15

High 181 (54.2) 136 (56.7) 45 (47.9)

Resilience

Low 160 (47.9) 109 (45.4) 51 (54.3) 0.15

High 174 (52.1) 131 (54.6) 43 (45.7)

Self-esteem

Low 164 (49.1) 105 (43.8) 59 (62.8) <0.00

High 170 (50.9) 135 (56.2) 35 (37.2)

Table 2. Estimates of association between each type of violence and depressive symptoms

Total

N (col %)

Depressive

symptoms

N (row %) uPR (95%CI) aPR (95% CI)a

Physical violence

No history 254 (76.0) 56 (22.1) Ref Ref

Some history 80 (24.0) 36 (45.0) 2.04 (1.46, 2.85) 2.02 (1.43, 2.84)

Sexual violence

No history 298 (89.2) 72 (24.2) Ref Ref

Some history 36 (10.8) 20 (55.6) 2.30 (1.61, 3.28) 2.25 (1.58, 3.19)

Physical or sexual violence

No history 240 (71.9) 51 (21.2) Ref Ref

Some history 94 (28.1) 41 (43.6) 2.05 (1.47, 2.87) 2.01 (1.43, 2.83)

Physical & sexual violence

No history 312 (93.4) 77 (24.7) Ref Ref

Some history 22 (6.6) 15 (68.2) 2.76 (1.96, 3.90) 3.01 (2.06, 4.39)

aPR: adjusted prevalence ratio; CI: confidence interval; uPR, unadjusted prevalence ratio.
a

Adjusted for age, self-reported gender and relationship status.
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Ninety-four participants (28.1%) reported at least one expe-
rience of physical or sexual violence within their lifetime. Of
these individuals, 58 (61.7%) reported a history of physical
violence only, 14 (14.9%) of sexual violence only and 22
(23.4%) of both types of violence (Table 2). Of the 80 individ-
uals reporting a history of physical violence, 53 (66.3%) and
56 (70.0%) participants reported perpetration of violence by
partners and family members respectively. Of the 36 individu-
als reporting a history of sexual violence, 11 (30.6%), 4
(11.1%) and 5 (13.9%) individuals reported being forced to
have sex by a partner, family member or another individual
respectively. Eighteen (50.0%) individuals reported having sex
with someone (relationship unspecified) because they were
afraid of what the person might do. Fifty-nine individuals
(17.7%) reported physical or sexual violence within the prior
12 months. No significant differences were observed between
those with a history of violence by self-reported gender
(Table 1). However, partnered individuals, those who had com-
pleted primary school, those with low self-esteem and those
with depressive symptoms were more likely to have experi-
enced violence than their counterparts (Table 1).
The prevalence of clinically meaningful depressive symptoms

was significantly higher among those with a history of physical
violence, sexual violence, physical or sexual violence and both
physical and sexual violence as compared to those without a
history of each type of violence (Table 2). The prevalence of
depressive symptoms was highest in individuals who had expe-
rienced both physical and sexual violence (Table 2).
Social support and self-esteem significantly modified the

association between history of physical or sexual violence and
clinically meaningful depressive symptoms (Table 3). Among
individuals with low social support, those with a history of
physical or sexual violence were more likely to report mean-
ingful depressive symptoms than those with no history of
physical or sexual violence (adjusted prevalence ratio (aPR)
=2.44; 95% confidence interval (CI): 1.66, 3.59). However, no
significant association was observed between a history of
physical or sexual violence and depressive symptoms among
individuals with high levels of social support (aPR: 1.09; 95%
CI: 0.56, 2.17). Among individuals with low self-esteem, those
with a prior history of physical or sexual violence were more
likely to report meaningful depressive symptoms than those
with no history of physical or sexual violence (aPR = 2.50;
95% CI: 1.63, 3.83). However, no significant association was

observed between a history of physical or sexual violence and
depressive symptoms among individuals with high levels of
self-esteem (aPR: 1.03; 95% CI: 0.51, 2.07). There was no evi-
dence of effect measure modification by resilience (Table 3).

4 | DISCUSSION

This study estimated the association between physical and
sexual violence and clinically meaningful depressive symptoms
among YLWH in rural South Africa. To our knowledge, it is
the first study to assess the modification of this association by
social support, resilience and self-esteem. Our results highlight
the fact that improved self-esteem and social support systems
could mitigate the negative psychological effects of violence.
Depressive symptoms were common among study respon-

dents with over 25% of participants reporting clinically mean-
ingful symptoms. Recent studies of mental health among
South African and Malawian YLWH estimated that just 8%
and 19% of participants were depressed respectively [9,62].
Although these studies used different depression measures,
and caution should be taken when drawing direct compar-
isons, our results remain of consequence, highlighting the
unmet need for mental healthcare within the HDSS. Given the
resource constraints of the study area, it is unlikely that clinic-
based mental healthcare and pharmacological treatment will
sufficiently improve to meet the needs of resident YLWH in
the near future. Less resource-intensive interventions that
incorporate lay counsellors, peer support groups and commu-
nity action teams, should be implemented as they are both
feasible and effective at improving mental health in YLWH
[63,64].
While national estimates suggest 18% of individuals have

experienced physical violence by the age of 18, 24% of study
participants reported experiences of physical violence [3,65].
This heightened estimate was expected, given a majority of
study participants were 18 or older. On the other hand,
national estimates of sexual violence are similar to study esti-
mates at 12% [65] and 11% respectively. Consistent with the
literature, partnered individuals and those who had completed
primary school were more likely to report a history of vio-
lence than single individuals and those with more or less
schooling [66]. Violence prevention efforts should target these
individuals most-at-risk.

Table 3. Modification of the associations between history of physical or sexual violence and depressive symptoms by social sup-

port, self-esteem and resilience

Effect measure modifier Value aPR (95% CI)a LRT p-value

Social support (Medical Outcomes Social Support Scale) High (scores ≥ 38) 1.09 (0.56, 2.17) 0.04

Low (scores < 38) 2.44 (1.66, 3.59)

Self-esteem (Rosenberg Self Esteem Scale) High (scores ≥ 21) 1.03 (0.51, 2.07) 0.02

Low (scores < 21) 2.50 (1.63, 3.83)

Resilience (Conner-Davidson Resilience Scale) High (scores ≥ 73) 1.67 (0.96, 2.92) 0.46

Low (scores < 73) 2.17 (1.41, 3.34)

aPR, adjusted prevalence ratio; CI, confidence interval; LRT, likelihood ratio test.
a

Adjusted for age, self-reported gender, relationship status, the modifier of interest and an interaction term between the modifier and history of
violence.
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Our results indicate the prevalence of meaningful depres-
sive symptoms is significantly higher in individuals with a his-
tory of physical or sexual violence when compared with those
without a history of violence. The prevalence of depressive
symptoms was highest in individuals with a history of both
physical and sexual violence. These results are similar to study
findings in a range of settings [67-70] and suggest that mini-
mizing physical and sexual violence against youth could
decrease depressive symptoms later in life. Unfortunately,
interventions aimed at minimizing violence against youth, and
the consequences of violence (e.g. economic interventions,
parental support and coaching interventions, gender and vio-
lence norms interventions, etc.) have yielded mixed effects
[71-77]. While the Responsible, Engaged and Loving Fathers
intervention decreased perpetration of physical violence
against children in Uganda [75], and the Common Elements
Treatment Approach intervention decreased intimate partner
violence against young women in Zambia [76], the Creating
Opportunities through Mentorship, Parental Involvement and
Safe Spaces caregiver training had no effect on violence
against adolescent girls and young women in the Democratic
Republic of the Congo [77].
Results from our modification assessment suggest the asso-

ciation between physical or sexual violence and depressive
symptoms is mitigated in individuals with higher social support
or self-esteem. Although a number of interventions aimed at
improving social support or self-esteem among South African
YLWH have proven ineffective, interventions from similar set-
tings have demonstrated success [78,79]. The Zvandiri pro-
gramme, which began as a single support group in Zambia,
aims to ensure the physical, social and mental well-being of
YLWH to improve HIV care outcomes. Since its inception, this
programme has evolved to offer clinic and community-based
health services and peer psychosocial support for YLWH, sig-
nificantly improving psychosocial and HIV care outcomes
among participants [25,80]. The Family Strengthening inter-
vention, which aims to improve parenting skills, increase family
connectedness, provide psychoeducation and strengthen social
support, has also improved psychosocial outcomes in HIV-af-
fected Rwandese youth [81]. With the scale-up of evidence-
based interventions that strengthen young people’s social sup-
port networks and self-esteem, it is possible to minimize
depressive symptoms associated with experiences of physical
or sexual violence in YLWH.
This study makes significant contributions to the literature

on YLWH. However, there are limitations. We aimed to inter-
view all YLWH ages 12 to 24 in the HDSS who were not
pregnant and met additional study inclusion criteria. Despite
our multi-pronged recruitment approach, a number of eligible
individuals, likely those out of care and most vulnerable to vio-
lence and poor psychological outcomes, could not be located
or refused to participate. Pregnant women, who are at height-
ened risk of violence [82,83], were excluded at the request of
the ethical review boards. As a result of these study popula-
tion limitations, our results may underestimate the prevalence
of violence and depressive symptoms among YLWH overall.
Generalizability of study findings should be limited to non-
pregnant YLWH in similar settings who were linked to care
after diagnosis. Given the cross-sectional nature of the study,
recall bias, whereby participants with depressive symptoms
are more likely to recall experiences with violence, is a threat

and could bias our results away from the null [84]. Self-inter-
view technology was utilized to reduce under-reporting of
experienced violence. However, participants fearing a breach
in confidentiality of study data may still have under-reported
experienced violence, particularly if they felt vulnerable to
subsequent violence. Finally, these results are not directly
comparable to studies of violence against children, as the
majority of participants were 18 or older and may have
reported experiences of violence occurring in young adult-
hood.
Despite these challenges, our method of participant recruit-

ment allowed us to interact with YLWH who were both in and
out of HIV care. In addition, the inclusion of participants ages
12 to 24 allowed us to gain perspectives of YLWH as they
navigate the difficult transition from adolescence into young
adulthood. More broadly, this study quantifies the magnitude
of violence against YLWH and characterizes the psychosocial
well-being of a hard-to-reach population in a resource-con-
strained setting where increased access to adequate care and
social programming is crucial to upholding the rights of and
improving the long-term health of this population.
Future studies should aim to recruit more YLWH and

actively engage with individuals from the point of diagnosis in
order to characterize the effects of violence over time and
identify opportunities to intervene. Low resource interventions
that are proven to improve the self-esteem, social support
and overall emotional well-being of YLWH, such as the Zvan-
diri programme, should be implemented, tested for efficacy,
and scaled up accordingly. It is imperative that we act to meet
the mental healthcare needs of young people, and uphold
their rights through violence prevention.

5 | CONCLUSIONS

Physical and sexual violence persists among YLWH in the
Agincourt HDSS, significantly contributing to depressive symp-
toms within this population. Efforts to minimize the occur-
rence of physical and sexual violence against youth should be
implemented. Moreover, we found that the association
between violence and depressive symptoms was mitigated in
those with high self-esteem or social support. Efforts to
reduce violence against youth should be coupled with inter-
ventions that aim to improve social support networks and the
self-esteem of young people in order to achieve the maximum
reduction in depressive symptoms among YLWH in this set-
ting.
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