
RESEARCH ARTICLE

Childhood traumas as a risk factor for HIV-risk

behaviours amongst young women and men

living in urban informal settlements in South

Africa: A cross-sectional study

Andrew Gibbs1,2*, Kristin Dunkle1, Laura Washington3, Samantha Willan1, Nwabisa Shai1,

Rachel Jewkes1,4

1 Gender and Health Research Unit, South African Medical Research Council, Pretoria, South Africa,

2 Health Economics and HIV/AIDS Research Division (HEARD), University of KwaZulu-Natal, Durban, South

Africa, 3 Project Empower, Durban, South Africa, 4 School of Public Health, University of Witwatersrand,

Johannesburg, South Africa

* Andrew.gibbs@mrc.ac.za

Abstract

Childhood traumas, in the form of physical, sexual, and emotional abuse and neglect, are

globally widespread and highly prevalent, and associated with a range of subsequent poor

health outcomes. This study sought to understand the relationship between physical, sexual

and emotional childhood abuse and subsequent HIV-risk behaviours amongst young people

(18–30) living in urban informal settlements in Durban, South Africa. Data came from self-

completed questionnaires amongst 680 women and 677 men comprising the baseline of the

Stepping Stones and Creating Futures intervention trial. Men and women were analysed

separately. Logistic regression models assessed the relationship between six HIV-risk

behaviours and four measures of trauma: the form of trauma, the severity of each trauma,

the range of traumas, and overall severity of childhood trauma. Childhood traumas were

incredibly prevalent in this population. All childhood traumas were associated with a range

of HIV-risk behaviours. This was for the ever/never trauma, as well as the severity of each

type of trauma, the range of trauma, and overall severity of childhood trauma. Despite the

wider harsh contexts of urban informal settlements, childhood traumas still play a significant

role in shaping subsequent HIV-risk behaviours amongst young people. Interventions to

reduce childhood traumas for populations in informal settlements need to be developed. In

addition, trauma focused therapies need to be considered as part of wider HIV-prevention

interventions for young adults.

Trial registration: ClinicalTrials.gov NCT03022370

Introduction

Childhood traumas, in the form of physical, sexual, and emotional abuse and neglect, are glob-

ally widespread and highly prevalent [1, 2]. A systematic review of population-based studies

estimated that amongst 2–17 year olds, the minimum prevalence of past-year physical abuse
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was at least 50% for Africa, Asia, and Northern America and over 30% for Latin America [1].

For youth aged 2 to 14, estimated prevalence of past-year violence was up to 80% in Africa [1].

In South Africa, a multi-community sample of children aged 10–17, found prevalence of life-

time physical abuse was 56.3%, emotional abuse 35.5% and sexual abuse 9% [3]. Overall, in the

South African multi-community sample of children just over two-thirds (68.9%) reported any

lifetime abuse and a quarter (27.1%) reported experiencing multiple forms of abuse [3]. In a

young adult rural population (15–26) in South Africa, 39.1% of women and 16.7% of men had

experienced sexual abuse, while 89.3% of women and 94.4% of men had experienced physical

punishment as children [4].

As well as being a human rights violation, experiences of childhood traumas have short and

long-term impacts on people’s health. Women and men who have experienced childhood

traumas are more likely to report a range of sexual risk behaviours [5], including more likely

to trade sex for cash [6], experience or perpetrate intimate partner violence (IPV) [7, 8], engage

in risky alcohol use, and drug use [4, 5], and have more sex partners [6]. In South Africa, a lon-

gitudinal study showed those who experienced childhood traumas were also more likely to

acquire HIV [4].

Globally, urban informal settlements are rapidly growing as the global population urbanises

[9]. Urban informal settlements, while providing substantial opportunities associated with

urban economies, are also settings with significant health challenges. Studies suggest that

HIV prevalence and violence against women in informal settlements are higher than in formal

settlements [10–12]. There is some suggestion that urban residency may also increase experi-

ences of childhood traumas [13]. Despite this, there is little evidence about the relationship

between childhood traumas and current HIV-risk behaviours amongst residents of informal

settlements.

In this paper, we seek to describe the associations between sexual, physical, and emo-

tional childhood traumas amongst women and men resident in informal settlements in

eThekwini, South Africa and their subsequent HIV-risk behaviours. We draw on data from

the baseline of the Stepping Stones and Creating Futures trial, a cluster randomized control

trial (RCT) assessing the impact of this gender transformative and livelihood strengthening

intervention on women’s experience, and men’s perpetration, of IPV [14]. We assess

whether experience of each type of childhood trauma is independently associated with HIV-

risk; whether there is a dose response for each type of childhood trauma and HIV-risk;

whether the range of childhood traumas experienced is independently associated with HIV-

risk; and whether the overall severity of childhood trauma is independently associated with

HIV-risk.

Methods

Data are drawn from N = 680 women and N = 677 men who participated in the baseline

assessment for the Stepping Stones and Creating Futures RCT, carried out in urban informal

settlements near Durban, South Africa between September 2015 and September 2016.

Women and men between 18 and 30, who were out of school, not in formal work and resi-

dent in an informal settlement, were eligible to participate. We worked with Project Empower,

a local implementing agency, experienced in informal settlement interventions, to identify

potential participants through community meetings and snow-ball sampling. The study com-

prised 34 clusters with 19–21 women and 16–22 men per cluster [14]. At recruitment, partici-

pants were not blinded to study arm. Those in the intervention arm received R100 (~US$7)

and those in the control arm received R300 (~US$21) for completion of the baseline survey

instrument. Ethical approval for the study was received from the University of KwaZulu-Natal
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and the South African Medical Research Council. Further information on procedures is

described elsewhere [14].

Data collection

Once enrolled into the study, participants self-completed structured questionnaires. Question-

naires were on study provided cellphones, and available in isiZulu, Xhosa, and English and

had built in logic and skip patterns. Questionnaires had been tested prior to roll-out with

young people from informal settlements, and young people were confident in using cellphones

and this approach to data collection. If literacy was an issue, same sex trained fieldworkers

were able to support questionnaire completion, through face-to-face interviews with partici-

pants entering the data, and interviewers reading out questions. Few participants (<5%)

required this support, and as such, it was unlikely to influence responses given the small num-

ber of cases.

Measures

Six variables, which have been associated with HIV-risk in a range of studies from across

Africa, were identified as outcome variables for the analysis.

Transactional sex in the past year with a casual or once-off sexual partner. Five questions

asked about whether a woman had sex with a man because she expected to receive, or did

receive a range of items, including cash, a place to stay, drugs, school fees, airtime, or anything

else she could not afford [15]. One, or more, positive responses to any of the five questions was

coded as engaging in transactional sex. Men were asked whether they thought a woman had

sex with them because she expected to receive items [16].

Sexual partners in past year. We asked three questions about sexual partners in the past

year. We asked about the number of main sexual partners, casual sexual partners or khwa-
pheni, and once-off sexual partners. In each instance, a cutoff score of 4 or more was used in

the logistic regression and analysis kept each type of sex partner separate.

Condom use at last sex. A single question asked about condom use in last sex act. Responses

were either yes or no.

Physical and/or sexual IPV perpetration (men) and experience (women) in the past year.

Eight items, five physical IPV and three sexual IPV, were asked. Men were asked about perpe-

tration and women about experience of IPV. Questions were based on the WHO multi-coun-

try survey on violence against women [17] and adapted and extensively tested in South Africa

[18]. Responses for each item were never, once, few, and many. A positive response to any of

the eight items led to a person being coded as having perpetrated IPV (men) and experienced

IPV (women) in the past year.

Non-partner sexual violence perpetration (men) and experience (women) in the past year.

Six items asked about women’s experience and men’s perpetration of non-partner sexual vio-

lence, including gang rape. Scales had been developed and extensively tested in South Africa

[19]. Responses were never, once, few and many.

Harmful alcohol use. Alcohol use was assessed using the Alcohol Use Disorder Identifica-

tion Test (AUDIT) scale. Ten items asked about past year alcohol use, with scores summed. A

cut-off score of 8 or more indicated potential harmful alcohol use [20], and the same cut-off

score was used for women and men.

Childhood traumas were the exposure variable. Eleven items asked about childhood trau-

mas and were based on the on the short form of the Childhood Trauma Questionnaire [21]

and modifications already undertaken in South Africa [4]. As all participants were 18 or older,

participants were asked, “before I reached 18 I. . .” Five items asked about emotional abuse and
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neglect. Three items asked about physical abuse and witnessing of violence. Three items asked

about experiencing sexual abuse. Responses were on a four-point Likert scale, never, some-

times, often, very often.

Childhood traumas were summarized in four ways. First, each type of trauma (emotional,

physical, sexual) was dichotomized into a never/ever binary. Second, a straight score of severity

for each type of trauma was created through simple summation of scores for individual items.

Third, the range of traumas was assessed by classifying participants into those who had experi-

enced no trauma, only one type, two types, or all three types. Finally, a direct summation of all

items provided an overall childhood trauma severity score.

Socio-demographic measures includes age, educational level including whether a person

had passed matric (high school leaving), and household food insecurity. Depression was

assessed using The Centre for Epidemiologic Studies Depression Scale (CES-D) scale [22] and

had been used in South Africa previously [23, 24]. Twenty items asked about depressive symp-

toms in the past week, with responses ranging from never to everyday (α = 0.88).

Analysis

Men and women were analysed separately, and analyses included adjustment for cluster sam-

pling. Descriptive statistics for the socio-demographic measures and each HIV-risk behaviour

were first constructed. We then compiled descriptive statistics of the different forms of child-

hood traumas, including summaries for each type and the range of traumas.

For analysis, Gaussian regression models, reporting odds ratios and adjusting for clustering,

age education, current food security, earnings, depressive symptoms, length of time living in

community and study arm, were constructed for each HIV-risk behaviour. Model 1 examined

whether a person had experienced childhood trauma (emotional, physical, sexual) at all and

whether it was significantly associated with each HIV-risk variable. In model 2, each childhood

trauma was treated as a score to indicate the severity of the trauma and assessment was made

as to whether this independently predicted each HIV-risk behaviour. Model 3 assessed

whether the range of traumas experienced was independently associated with each HIV-risk

behaviour. Model 4 looked at overall severity of childhood trauma and its relationship to each

HIV-risk behaviour.

Results

In total 680 women and 677 men were recruited into the study. There were few differences

between women and men in terms of age and education level (Table 1). More men than

women reported HIV-risk behaviours, particularly transactional sex with a causal or once-off

partner, and the number of all sexual partners in the past year. Condom use in the last year

was similar, as was IPV experience/ perpetration and non-partner sexual violence experience/

perpetration. Men reported higher levels of harmful alcohol use than women (43.3% and

23.1% respectively). Mean AUDIT scores for men were 7.8 (min-max scores 0–40), and for

women 4.3 (min-max scores 0–38).

Overall prevalence of childhood traumas were high. Table 2 shows the distribution of differ-

ent forms of childhood abuse. Emotional abuse was very common with almost three-quarters

of women (72.4%) and just over three-quarters of men (77.9%) reporting emotional abuse or

neglect growing up. All types of emotional abuse were common, with the exception of parents

being “too drunk or drugged to look after me”, where only around one quarter of women and

men reported this. Physical abuse and witnessing of violence in the home was common and

reported by about three quarters of participants. The most common form of physical abuse

was being beaten with a belt, stick, or something hard, with about two-thirds of women and
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men reporting having experienced this at least once. Sexual abuse was the least form of child-

hood trauma, although still very high. One third of women (36.0%) and almost a half of men

(47.9%) reported at least one type of sexual abuse. Experiencing more than one form of child-

hood abuse was also common. For women, 39.1% reported two forms of childhood abuse, and

27.7% three types of childhood abuse, while for men 31.6% reported two forms, and 40.2% all

three forms of childhood abuse.

For women, transactional sex in the past year was associated with ever experiencing emo-

tional abuse, severity of emotional abuse, ever experiencing sexual abuse, and severity of sexual

abuse (Table 3). Having four or more main sexual partners in the past year, and having four or

more casual sexual partners in the past year were both associated with any sexual abuse, and

severity of sexual abuse for women. Women reporting more than four once-off sexual partners

in the past year were more likely to report ever being sexually abused. Non-condom use was

associated with ever experiencing emotional abuse, and ever experiencing physical abuse. Past

year IPV experience was associated with any emotional abuse, ever physical abuse, severity of

physical abuse, any sexual abuse and severity of sexual abuse in childhood. Experience of non-

partner sexual violence and harmful alcohol use were both associated with any emotional

abuse, severity of emotional abuse, any physical abuse and severity of physical abuse, and any

sexual abuse and severity of sexual abuse.

For men, transactional sex in the past year was associated with ever experiencing emotional

abuse and severity of emotional abuse, severity of physical abuse, and any sexual abuse, and

severity of sexual abuse. Four or more main sexual partners in the past year was associated

with severity of emotional abuse, any physical abuse, severity of physical abuse, any sexual

abuse and severity of sexual abuse. Four or more casual sexual partners in the past year was

associated with any emotional violence and severity of emotional violence, severity of physical

violence, and any sexual abuse, and severity of sexual abuse. Four or more once-off sexual part-

ners was associated with any emotional abuse, severity of emotional abuse, any physical abuse,

and any sexual abuse, and severity of sexual abuse. Not using a condom at last sex was associ-

ated with any experience of physical abuse. Perpetration of IPV and non-partner sexual

Table 1. Distribution of socio-demographic characteristics and HIV-risk behaviours amongst women and men.

Women (n = 680) Men (n = 677)

Socio-demographics n(%) n(%)

Age: 18–19 84(12.4) 70(10.3)

20–24 325(47.8) 355(52.4)

25–30 271(39.9) 252(37.2)

Education Primary only 55(8.1) 77(11.4)

Secondary (no matric) 419(61.6) 393(58.1)

Matric or beyond 206(30.3) 207(30.6)

HIV-risk behaviours

Transactional sex past 12m 275(42.6) 338(50.7)

4 or more main sexual partners past 12m 61(9.5) 156(23.4)

4 or more causal sexual partners past 12m 19(3.0) 122(18.3)

4 or more once off sexual partner past 12m 13(2.0) 129(19.3)

Condom use at last sex 320(54.1) 395(60.3)

IPV experience/perpetration past 12m 443(65.2) 384(56.9)

Non-partner sexual violence experience/perpetration past 12m 224(32.9) 262(38.8)

Harmful alcohol use 157(23.1) 294(43.4)

Mean alcohol use scores (range) 4.3(0–38) 7.8(0–40)

https://doi.org/10.1371/journal.pone.0195369.t001
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violence and harmful alcohol use were all associated with ever experiencing emotional abuse,

severity of emotional abuse, ever physical abuse, severity of physical abuse, and ever sexual

abuse. IPV perpetration, and non-partner sexual violence perpetration was also associated

with severity of sexual abuse.

For women the range of childhood abuse experienced was significantly associated with

transactional sex, four or more main sexual partners, four or more causal sexual partners,

experiencing IPV, non-partner sexual violence, not using a condom use at last sex and harmful

alcohol use. The overall severity of childhood trauma for women was associated with transac-

tional sex, four or more casual partners in the past year, past year experience of IPV, non-

partner sexual violence, and harmful alcohol use. For men, the range of childhood abuse expe-

rienced and overall childhood trauma scores had similar associations. They were both inde-

pendently associated with transactional sex, four or more main partners, casual partners or

once off partners, and IPV and non-partner violence perpetration, and harmful alcohol use.

The range of childhood abuse experienced for men was also independently associated with not

using a condom at last sex.

Table 2. Frequency and range of childhood traumas amongst women and men.

Women Men

Emotional abuse/neglect Never, n

(%)

Sometimes, n

(%)

Often, n(%) Very often,

n(%)

Never, n

(%)

Sometimes, n

(%)

Often, n(%) Very often,

n(%)

I lived in different households at different times 406(59.7) 169(24.9) 63(9.3) 42(6.2) 355(52.6) 203(30.1) 67(9.9) 50(7.4)

I was told I was lazy or stupid or weak by

someone in my family

384(56.5) 180(26.5) 72(10.6) 44(6.5) 360(53.3) 220(32.6) 49(7.3) 46(6.8)

I was insulted or humiliated by someone in my

family in front of other people

398(58.5) 185(27.2) 51(7.5) 46(6.8) 382(56.6) 197(29.2) 51(7.6) 45(6.7)

one or both of my parents were too drunk or

drugged to take care of me

552(81.2) 69(10.2) 28(4.1) 31(4.6) 497(73.6) 101(15.0) 45(6.7) 32(4.7)

I spent time outside the home and none of the

adults at home knew where I was

487(71.6) 139(20.4) 38(5.6) 16(2.4) 383(56.7) 213(31.6) 47(7.0) 32(4.7)

Physical abuse/witnessing

I saw or heard my mother being beaten by her

husband or boyfriend

476(70.0) 128(18.8) 39(5.7) 37(5.4) 439(65.0) 143(21.2) 54(8.0) 39(5.8)

I was beaten at home with a belt or stick or whip

or something else which was hard

262(38.5) 275(40.4) 72(10.6) 71(10.4) 223(33.0) 289(42.8) 88(13.0) 75(11.1)

I was beaten so hard at home that it left a mark

or bruise

428(62.9) 154(22.7) 55(8.1) 43(6.3) 412(61.0) 177(26.2) 44(6.5) 42(6.2)

Sexual abuse

someone touched my buttocks or genitals or

made me touch them when I did not want to

545(80.2) 102(15.0) 21(3.1) 12(1.8) 474(70.2) 139(20.6) 38(5.6) 24(3.6)

I had sex with a wo(man) who was more than 5

years older than me

533(78.4) 77(11.3) 46(6.8) 24(3.5) 460(68.2) 153(22.7) 44(6.5) 18(2.7)

I had sex with someone because I was threatened

or frightened or forced

567(83.4) 65(9.6) 31(4.6) 17(2.5) 554(82.1) 82(12.2) 26(3.9) 13(1.9)

Never, n

(%)

Ever, (n%) Never, n

(%)

Ever, (n%)

Emotional abuse ever 188(27.7) 492(72.4) 154(22.8) 521(77.9)

Physical abuse ever 197(29.0) 483(71.0) 167(24.7) 508(75.3)

Sexual abuse ever 435(64.0) 245(36.0) 352(52.2) 323(47.9)

Range of Abuse None n

(%)

One Form, n

(%)

Two Forms,

n(%)

Three

Forms, n(%)

None n

(%)

One Form, n

(%)

Two Forms,

n(%)

Three

Forms, n(%)

102(15.0) 124(18.2) 266(39.1) 188(27.7) 78(11.6) 113(16.7) 213(31.6) 271(40.2)

https://doi.org/10.1371/journal.pone.0195369.t002
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Discussion

The experience of violence and abuse during childhood for this vulnerable, and relatively

young population, was exceedingly high: 75.0% of women and 88.4% of men reported

experiencing any childhood trauma. All forms of childhood trauma were associated with a

range of current HIV-risk behaviours, and this was true for ever experiencing a variety of types

Table 3. Adjusted odds ratios for women and men for each HIV-risk behaviour and form of childhood trauma.

Emotional abuse

ever (model 1)

Emotional abuse

score (model 2)

Physical abuse

ever (model 1)

Physical abuse

score (model

2)

Sexual abuse

ever (model

1)

Sexual abuse

score (model

2)

Range of abuse

(none-three,

model 3)

Childhood

trauma score

(model 4)

Women aOR(95%CI) aOR(95%CI) aOR(95%CI) aOR(95%CI) aOR(95%CI) aOR(95%CI) aOR(95%CI) aOR(95%CI)

Transactional sex 1.85(1.25–

2.75)��
1.14(1.06–

1.22)���
1.17(0.80–

1.69)

1.06(0.97–1.16) 1.52(1.07–

2.16)�
1.23(1.09–

1.39)��
1.30(1.09–

1.55)��
1.07(1.03–

1.11)���

Main partners

past12m

1.16(0.60–2.24) 1.06(0.96–1.17) 1.09(0.58–

2.05)

1.04(0.91–1.20) 2.44(1.38–

4.29)��
1.19(1.03–

1.38)�
1.35(0.99–1.84) 1.04(0.99–1.10)

Casual partners

past12m

1.87(0.50–7.00) 1.16(0.98–1.38) 0.99(0.33–

2.98)

1.12(0.90–1.40) 6.17(2.05–

18.51)��
1.25(1.00–

1.56)�
2.00(1.08–3.71)� 1.09(1.00–1.18)

Once off sexual

partners past12m

1.85(0.38–9.08) 1.11(0.90–1.37) 1.10(0.28–

4.33)

1.03(0.77–1.38) 4.74(1.34–

16.78)�
1.13(0.83–

1.53)

1.89(0.90–3.96) 1.05(0.94–1.17)

Condom use at last

sex

0.68(0.46–1.01)� 0.97(0.91–1.04) 0.60(0.41–

0.88)��
0.97(0.89–1.06) 1.07(0.75–

1.52)

0.98(0.88–

1.10)

0.84(0.71–1.00) 0.99(0.95–1.02)

IPV (experience) 1.76(1.21–

2.56)��
1.06(0.99–1.14) 2.16(1.51–

3.10)���
1.13(1.02–

1.25)��
1.44(1.00–

2.08)�
1.17(1.02–

1.34)�
1.46(1.23–

1.74)���
1.05(1.01–1.10)��

Non-partner sexual

violence (experience)

2.67(1.69–

4.21)���
1.22(1.14–

1.31)���
1.66(1.11–

2.48)��
1.15(1.05–

1.26)��
2.71(1.90–

3.88)���
1.33(1.18–

1.50)���
1.81(1.48–

2.21)���
1.11(1.07–

1.15)���

Harmful alcohol use 2.74(1.61–

4.68)���
1.19(1.11–

1.29)���
1.96(1.21–

3.19)��
1.14(1.04–

1.26)��
2.26(1.51–

3.39)���
1.30(1.15–

1.46)���
1.80(1.42–

2.28)���
1.10(1.06–

1.14)���

Emotional abuse

ever (model 1)

Emotional abuse

score (model 2)

Physical abuse

ever (model 1)

Physical abuse

score (model

2)

Sexual abuse

ever (model

1)

Sexual abuse

score (model

2)

Range of abuse

(none-three,

model 3)

Childhood

trauma score

(model 4)

Men aOR(95%CI) aOR(95%CI) aOR(95%CI) aOR(95%CI) aOR(95%CI) aOR(95%CI) aOR(95%CI) aOR(95%CI)

Transactional sex 1.72(1.15–

2.58)��
1.18(1.10–

1.26)���
1.36(0.93–

1.98)

1.09(1.00–

1.19)�
2.90(2.07–

4.05)���
1.52(1.32–

1.74)���
1.54(1.30–

1.84)���
1.09(1.06–

1.13)���

Main partners

past12m

1.24(0.77–1.99) 1.11(1.03–1.19)�� 1.19(0.76–

1.85)

1.11(1.01–

1.22)�
2.63(1.76–

3.91)���
1.29(1.15–

1.46)���
1.39(1.13–

1.71)��
1.07(1.03–1.11)��

Casual partners

past12m

1.79(1.01–3.17)� 1.14(1.05–1.23)�� 1.59(0.95–

2.69)

1.13(1.02–

1.25)�
2.57(1.65–

4.00)���
1.31(1.15–

1.48)���
1.57(1.23–

2.01)���
1.08(1.04–

1.12)���

Once off sexual

partners past12m

2.04(1.14–3.66)� 1.10(1.02–1.19)� 1.65(0.98–

2.77)

1.10(0.99–1.21) 2.82(1.81–

4.40)���
1.32(1.16–

1.50)���
1.67(1.31–

2.14)���
1.06(1.02–1.11)��

Condom use at last

sex

0.85(0.56–1.28) 0.95(0.89–1.01) 0.58(0.39–

0.86)��
0.95(0.87–1.03) 0.87(0.63–

1.21)

0.99(0.89–

1.10)

0.84(0.71–1.00)� 0.98(0.95–1.01)

IPV (perpetration) 2.02(1.36–

2.99)���
1.14(1.06–

1.22)���
1.91(1.32–

2.77)��
1.16(1.06–

1.27)��
2.32(1.67–

3.22)���
1.39(1.21–

1.58)���
1.60(1.35–

1.89)���
1.09(1.05–

1.13)���

Non-partner sexual

violence

(perpetration)

2.21(1.42–

3.45)���
1.17(1.10–

1.25)���
1.85(1.23–

2.77)��
1.15(1.05–

1.25)��
3.98(2.80–

5.67)���
1.68(1.47–

1.92)���
1.92(1.58–

2.34)���
1.11(1.07–

1.15)���

Harmful alcohol use 1.97(1.29–

3.00)���
1.23(1.06–

1.20)���
2.11(1.42–

3.15)���
1.15(1.06–

1.26)��
1.74(1.25–

2.43)��
1.10(0.99–

1.22)

1.50(1.26–

1.79)���
1.06(1.03–

1.10)���

All models control for: age, education, food security, earnings, depression, intervention arm, length of time living in community

Levels of significance:

�p<0.05;

��p<0.01;

���p<0.0001

https://doi.org/10.1371/journal.pone.0195369.t003
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of trauma, the severity of trauma, the range of traumas experienced, and overall severity of

childhood trauma.

The high prevalence of childhood trauma observed here is somewhat higher than other

studies in South Africa, suggesting that childhood abuse remains a major challenge that needs

tackling in South Africa. It also reinforces the growing evidence suggesting informal settle-

ments are particular sites of vulnerability for childhood trauma [13] as well as sites of poor

health more widely [11], and yet under-resourced in terms of access to services and less

focused on by interventions [10, 12, 25]. The models adjusted for length of residency in the

community, but did not specifically assess where participants had grown up, nor where they

had experienced the childhood traumas they reported.

For men, there was a much higher prevalence of sexual abuse in childhood than in many

other studies in South Africa. In this study, 47.9% of men reported any form of childhood sex-

ual abuse. This is much higher than a younger, rural cohort, where 16.7% reported any sexual

abuse [4], and 9% in a much younger (10–17) probability sample [3]. While in a representative

household sample of men in South Africa, 9.6% reported any sexual victimisation (rape) by a

man [26]. However, the rate of sexual abuse seen is only slightly higher than a school-based

survey where 36.8% of male students reported any form of sexual abuse [27]. The high levels of

reported sexual abuse was not driven by any single item; 29.8% reported being touched against

their will, 31.9% reported sex with woman 5 years older, and 17.9% reported being raped and

coerced into sex, suggesting that it was not an issue with translation or comprehension of

questions.

The analysis suggests that broadly for women and men, all forms of childhood traumas are

associated with current HIV-risk behaviours. This relationship holds true whether the analysis

is looking at ever experience of different forms of childhood trauma, or the severity of child-

hood traumas experienced. This reflects a growing body of global research that also outlines

the close relationship between childhood trauma and HIV-vulnerability for women and men

[4–6, 28].

There was some variation in the relationships across women and men however. For women

and men sexual abuse was independently associated with all HIV-risk behaviours (apart from

condom use), reflecting the fact that sexual abuse seems to be a major driver of long-term

health impact. For women, the number of past year sex partners tended not to be as strongly

associated with physical or emotional abuse, or the range or overall severity of childhood

trauma, but this was not the case with men. This may reflect different approaches to internaliz-

ing and externalizing of behaviours, whereby there is a tendency for men to externalize trau-

matic behaviours, while women internalize following traumatic experiences [28].

It was also evident from the analysis that the range of childhood trauma (model 3) and the

cumulative severity of childhood trauma (model 4) were both independently associated with

HIV-risk. In other populations, including those experiencing significant trauma during adult-

hood, a similar relationship is seen [28–30], suggesting that the impact of childhood traumas

continues to shape people’s lives over and above any subsequent traumatic experiences. Fur-

thermore, approximately two-thirds of women and men experienced two or more types of

trauma, highlighting the close overlap between different trauma types and that there is likely to

be a cumulative impact.

The analysis also highlighted how women and men who experienced physical abuse or wit-

nessed violence in their home were more likely to perpetrate IPV (men) or experience it

(women) later in life. This co-occurrence of physical abuse and witnessing violence in child-

hood is increasingly recognized as a key driver of IPV [31] and has been seen in multiple set-

tings globally [8, 31].
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The data suggested that there were weaker relationships between childhood traumas and

condom use at last sex for women and men. For women not using a condom at last sex was

only associated with ever emotional abuse, ever physical abuse, and the range of abuse experi-

enced. While for men, it was only associated with ever physical abuse and the range of abuse

experienced. There are a number of possible explanations for the relatively weak associations

compared to other HIV-risk behaviours examined. First, we did not control for type of partner

that people reported last having sex with. Condom use amongst couples trying to get pregnant,

in long-term relationships, or women on long-term contraceptives will decrease [32, 33]. Sec-

ond, condom use is often poorly reported in surveys, and as such these relationships are poorly

understood.

The exceedingly high levels of sexual abuse amongst this sample, alongside the particularly

consistent and strong relationship between sexual abuse and HIV-risk behaviours in this pop-

ulation, as well in other studies, highlights sexual abuse in childhood as a key driver of poor

health [6, 34] and suggests there is need for further research on this topic. At a very basic level,

understanding why the levels of sexual abuse in the population are so high is critical. In addi-

tion, this study did not ask about the sex of perpetrators of sexual abuse (apart from in one

item). There is research in South Africa showing that boys and young men experience sexual

abuse by women as well as men [26, 35]. There may be important differences by sex of perpe-

trator in terms of prevalence, and long-term impacts. Understanding the prevalence, forms

and impacts of childhood sexual abuse amongst young men and boys remains a key research

challenge to enable a meaningful response to be constructed.

There are a number of limitations to the study. Data are cross-sectional and as such rela-

tionships may be bi-directional, and longitudinal studies are required to establish the tempo-

rality of associations. The retrospective nature of questions may mean reporting of childhood

experiences is weaker, and there may be some level of confusion around when specific acts

occurred i.e. before or after the age of 18 for some participants. Studies suggest that recall bias

may lead to an under-reporting of events in childhood [36], as such, the impact of retrospec-

tive reporting of childhood traumas on the analysis is unclear, again suggesting the need for

prospective studies. Finally, the sample were self-selecting into an intervention evaluation and

are therefore not representative of the population of young people living in urban informal set-

tlements. Inclusion criteria mean those in formal employment or school were not included in

the study.

The analysis highlights the importance of reducing all forms of childhood traumas as a way

to reduce subsequent HIV-risk amongst young women and men. An increasing number of

interventions have shown the potential to reduce harsh parenting across the global south [37]

and modifying and implementing these in informal settlements remains a critical challenge.

Another response to this analysis is to consider how the range of current HIV and IPV-preven-

tion interventions already being implemented can include components on reducing the trau-

matic effects of childhood trauma as part of their wider intervention. A range of trauma-

focused cognitive behavioural interventions [38, 39] may have an important role to play in

achieving this.

Conclusion

Despite the huge challenges for people living in informal settlements such as poverty, gender

inequalities, and lack of access to services, which independently shape HIV-risk behaviours,

this study highlights that childhood traumas remained a salient driver of HIV-risk behaviours

amongst young people. As the analysis showed, young people’s experiences of all forms of

childhood trauma, specifically emotional abuse and neglect, physical abuse, and sexual abuse

Childhood traumas and HIV-risk behaviours
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were exceedingly high in this population. Additionally, there were incredibly consistent find-

ings across women and men, whereby childhood traumas, assessed in a wide variety of ways

were consistently associated with a range of HIV-risk behaviours. As such, despite the immedi-

acy of many of the problems of young people living in informal settlements, there remains a

pressing need to reduce the experiences of childhood traumas and their long-term effects.
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