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Background: Violence during childhood may affect short and long-term educational factors. There is scant literature on younger children from resource poor settings.
Methods: This study assessed child violence experiences (harsh punishment and exposure to domestic or community violence) and school enrolment, progress and attendance in children attending community-based organisations in South Africa and Malawi (n=989) at baseline and at 15 months’ follow-up, examining differential
experience of HIV positive, HIV affected and HIV unaffected children.
Results: Violence exposure was high: 45.4% experienced some form of psychological violence, 47.8% physical
violence, 46.7% domestic violence and 41.8% community violence. Primary school enrolment was 96%. Violence
was not associated with school enrolment at baseline but, controlling for baseline, children exposed to psychological violence for discipline were more than ten times less likely to be enrolled at follow-up (OR 0.09; 95%
CI 0.01 to 0.57). Harsh discipline was associated with poor school progress. For children HIV positive a detrimental
effect of harsh physical discipline was found on school performance (OR 0.10; 95% CI 0.02 to 0.61).
Conclusion: Violence experiences were associated with a number of educational outcomes, which may have
long-term consequences. Community-based organisations may be well placed to address such violence, with
a particular emphasis on the challenges faced by children who are HIV positive.
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Introduction
The experience of violence in childhood is all too common.1 A
recent WHO report documented that a quarter of adults report
abuse of some form in childhood.2 Childhood exposure to violence
is associated with a range of negative adult outcomes.2 A number
of researchers have proposed deﬁnitions and ways to codify
violence.3 The nature of the experience allows for distinctions
between physical,4 psychological and sexual violence.5 Yet describing the acts may not fully capture the impact of the violence on a
child where the same act may have differential impacts.6 Violence
has been examined from the home, school and community perspectives.7 However, there may be overlap and interconnection
between these.8 Violence in one domain may have ramiﬁcations
for outcomes in another, and cumulative or multiple violence
exposure may occur across domains.9
There is solid evidence for the effects of violence on child mental
health. A recent systematic review10 showed the link between child

maltreatment and mental disorders, drug use, suicide attempts,
sexually transmitted infections and risky sexual behaviour. Children
witnessing violence or experiencing abuse themselves are affected
in terms of behavioural problems11 and child aggression.12
The evidence for the impact on educational outcomes is not as
substantive.13 Educational outcomes are measured in a number
of ways, including years of school completed, post-school education, school performance, school attendance, school progress and
school dropout.14 Maltreated children perform lower on standardised tests15 and on other academic outcomes such as reading
ability.16 Yet not all children exposed to violence struggle academically.17 A recent review13 examined links between childhood maltreatment and school achievement. Most studies are retrospective
with children and youth recalling experiences—predominantly multiple maltreatment,18 early onset of violence and out of home care.
Many of the studies are skewed as they draw their sample from
children within special educational or welfare sectors,19 and psychiatric populations.20 Educational outcomes are often measured
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with single items. Many studies are conﬁned to adolescence, and
younger children are not well represented. Furthermore, many
studies are cross-sectional and do not follow up the children over
time. The speciﬁc forms of violence experienced may need to be
examined, as well as contextual factors such as poverty, unemployment, migration and HIV infection.
There is also limited data from low- and middle-income countries (LMICs), even in the context of high levels of violence.21,22
In both South Africa and Malawi, high community violence rates
have been recorded.23,24 In Malawi, violence is a key barrier for
girls attending and performing well in school25 and impedes academic progress.26 A large South African study27 examined adolescent risk pathways and found that both community violence
and child abuse contributed to multiple negative outcomes for
children. Exposure to maltreatment for instance predicted adolescent transactional sex.28 Educational outcomes were affected by
HIV/AIDS orphanhood and caregiver HIV/AIDS sickness, mediated
by living in poverty and child internalising problems. However,
these studies focus on adolescent samples (10–17 years) and it
would be of interest to track such effects on younger children.28
This study examined the relationship between exposure to violence at home or in the community and educational outcomes for
young children aged 4–13 years in South Africa and Malawi at
baseline and follow-up (12–15 months later). Given the literature
on HIV, orphanhood and educational outcomes,29 speciﬁc attention was given to children who were HIV positive and HIV affected
children (deﬁned here as those who are HIV negative themselves
but live in a household with someone who is HIV positive) in
order to explore the effects of HIV as a driver of either violence
experience or educational risk in this age group.

Methods
The study reports on data from the Child Community Care study, a
longitudinal study of children affected by HIV/AIDS enrolled at
community-based organisations (CBOs) in South Africa and
Malawi. Baseline data were collected in 2011–2012 with followup 12–15 months later.

Sample
CBOs were recruited by drawing up a list of all funded programmes
from 11 partner organisations: UNICEF, Save the Children, Bernard
van Leer Foundation, Firelight Foundation, World Vision, Comic
Relief, REPSSI, Stop AIDS Now, HelpAge, Diana Memorial Fund
and the AIDS Alliance. The 588 CBOs that were provided (524 in
South Africa and 64 in Malawi) were stratiﬁed by funder and geographical region and 28 were randomly selected for inclusion (24
in South Africa and 4 in Malawi—prorated according to population
size). Consecutive children aged 4–13 years and their primary
caregiver were interviewed from each CBO with a 99% response
rate. Interviews were conducted by trained data collectors using
mobile phone technology.30

Measures
Child education status
Three education measures were used. School enrolment was measured based on whether the children were enrolled in school.
School progress was measured by whether the children were in
their age appropriate grade. School attendance was measured by
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how often children attended school (4=regularly, 3=sometimes,
2=rarely or 1=never). All three items were measured using carer
report based on the Child Status Index education domain31 and
Pediatric Quality of Life inventory.32
Child violence measures
Exposure to four types of violence was measured. Domestic
violence was measured using child-report scale items from a
UNICEF survey tool for orphans and vulnerable children33 that
enquired about children’s exposure to violence in the household
as a witness. Exposure was measured with two items: if they
ever saw their caregivers hit each other or if they ever saw their
caregivers shout at each other. Answers were dichotomous
(1=yes, 2=no). Having ever experienced either of the two qualiﬁed
as having witnessed domestic violence.
Harsh discipline practices that involved punishment or maltreatment in the household were reported by the carer using
items from the Parent-Child Conﬂict Tactics Scale34 and from
the International Society for the Prevention of Child Abuse and
Neglect (ISPCAN) screening tools35—generating a psychological
and a physical violence score. For psychological violence, caregivers were asked four questions about whether and how often
they used several psychological strategies to discipline their
children (i.e. threatening to send them away, sending them to
bed without food, threatening with ghosts or calling them
names). Answers ranged from 1=weekly to 4=never. Having ever
used any such strategy (answering 1=weekly, 2=monthly or
3=less often) qualiﬁed as the caregivers using any harsh psychological discipline. For physical violence, caregivers were asked two
questions about whether and how often they used several physically violent measures to discipline their children (i.e. slapping
them or hitting them with a stick/hard object). Answers ranged
from 1=weekly to 4=never. Having ever used any of these disciplinary strategies qualiﬁed as the caregivers using any harsh physical discipline.
Exposure to community violence was assessed using child-report
scale items from the UNICEF survey tool that enquired about child’s
exposure to different forms of violence within the community, both
as a victim and witness. Exposure to community violence was measured using three items: whether the children had ever beaten
anyone up, whether they had been beaten up outside the home
or had ever seen anyone else attacked on the street. Answers
were dichotomous (1=yes, 2=no). Having ever experienced any of
the three qualiﬁed as having experienced community violence.

Data analysis
The data were analysed using SPSS V.22, IBM Corp, Armonk, NY36.
After descriptive analysis to explore frequency data, logistic regressions were used for binary outcomes variables. Linear regressions
were used for scale outcomes variables. All analyses were controlled for country, child gender and age, whether the child had
lost either or both biological parents, and caregiver education. All
types of violence were added in the regression models simultaneously and are thus controlling for each other.

Results
Participants included 989 children (503; 50.9% girls) aged 4–13
years (mean 8.91 years, SD=2.84) attending CBOs in South Africa
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and Malawi together with their primary caregiver. Of the 989 children, 135 (13.7%) were HIV positive, 222 (22.4%) HIV negative
but someone else in their household had HIV, and 632 (63.9%)
were neither HIV infected nor affected. Altogether, 19.1% (189)
of the caregivers said that they were HIV positive. Out of all the children, 453 (45.8%) had at least one parent die, 574 (58%) reported
living in a comfortable home and 856 (86.6%) reported having
enough to eat most of the time.
Children who were lost to follow-up (n=156; 15.8%) were more
often from South Africa (145; 92.9%) than those who were followed up (129; 82.7%; χ2(1)=10.42; p=0.001). They were also
more likely to live in a shack (39; 25.3%) than those who were
followed up (18; 13.8%; χ2(1)=12.61; p<0.001), and were less
likely to live in a comfortable home (50.7% [79] vs 60.0% [500];
χ2(1)=4.47; p=0.035), but those lost to follow-up were more
often food secure (80.1% [125] vs 71.8% [598]; χ2(1)=4.65;
p=0.031). Children who were lost to follow-up and children who
were followed up did not differ signiﬁcantly on any of the violence
measures at baseline, nor on school progression and attendance.
However, those who were lost to follow-up were less often
enrolled in school at baseline (145; 92.9%) than those who were
followed up (125; 96.9%; χ2(1)=5.64; p=0.018). Those lost to
follow-up did not differ on any other demographic variables.

Violence experiences and educational measures
Table 1 describes violence experiences and educational measures.
School enrolment was high (952; 96.3%) overall. Yet only 68.3%
(675) were in the correct class for their age (only half of children
HIV positive were in the correct class [65; 50.0%] compared to
170 [79.1%] of the HIV affected children and 440 [72.5%] of the
HIV unaffected children). Attendance was high with 911
(95.7%) attending regularly. Children with HIV had slightly lower
attendance (91.5% [119] vs 95.8% [206] of the HIV affected children and 96.5% [586] of the HIV unaffected children).
A third of the sample (354; 36.4%) had seen someone attacked
near their home. For discipline, 17.1% (169) of children had been
threatened to be sent away, 15.8% (156) had been threatened
with ghosts and 3.5% [35] had meals withheld. Name calling was
common (29.7%; 294), as was hitting with a stick (45.4%; 449).
Overall, 449 children (45.4%) reported any form of psychological violence, 473 (47.8%) any form of physical violence, 441 (45.4%) witnessed domestic violence and 413 (42.5%) reported exposure to
community violence. Violence burden was calculated to examine
how many children experienced none of the four violence measures
(15.7%; 155), one type (25.7%; 254), two types (29.3%; 290), three
types (19.8%; 196) or all four types of violence (9.5%; 94).

Violence and school performance at baseline
School enrolment
No violence measures were signiﬁcantly associated with school
enrolment for the total sample or for the sample according to
HIV status. Overall school enrolment was high (96.3%; 952) and
represents a ceiling effect.
Grade progression
Experiencing any physical violence as a form of discipline was
associated with a lower odds of being in the correct class (OR

0.57; 95% CI 0.38 to 0.85; see Figure 1). This ﬁnding was not
different between HIV infected, affected and unaffected children.
However, domestic violence was found to be positively associated
with grade progression, but only for children in households with
no HIV (OR 2.02; 95% CI 1.24 to 3.29). No association was found
for children HIV positive (OR 0.56; 95% CI 0.20 to 1.55) or for HIV
affected children (OR 0.85; 95% CI 0.34 to 2.13). No other type of
violence was associated with school progression at baseline.
School attendance
A multiple linear regression analysis showed no association of any
form of violence with school attendance at baseline.

Longitudinal effect of violence variables on school
performance
School enrolment
A multiple logistic regression analysis on the entire sample showed
an effect of using psychological violence to discipline the child on
school enrolment at follow-up. Controlling for school enrolment
at baseline, the children of caregivers using psychological violence
for discipline were more than ten times less likely to be enrolled in
school at follow-up if they had not been enrolled at baseline
(OR 0.09; 95% CI 0.01 to 0.57; see Figure 2). An analysis broken
down by HIV status could not be performed because too few children HIV positive and HIV affected children were not enrolled in
school. No other type of violence was found to have an effect on
school enrolment at follow-up.
Grade progression
No form of violence exposure predicted grade progression at followup for the whole sample. However, breaking down the analysis by
HIV burden, it was found that for HIV positive children (OR 0.10;
95% CI 0.02 to 0.61), but not for the HIV affected (OR 0.59; 95%
CI 0.20 to 1.72) and HIV unaffected children (OR 1.31; 95% CI
0.76 to 2.26) using physical violence to discipline the child had a detrimental effect on grade progression (see Figure 3). This indicated
that children HIV positive were much less likely to be in the appropriate grade at follow-up when experiencing physical violence at baseline, controlling for grade at baseline. No effect was found for any of
the other types of violence on grade progression at follow-up.
School attendance
No effect of any type of violence was found on school attendance at
follow-up, controlling for school attendance at baseline (see Table 2).

Discussion
This study tested the effect of exposure to home and community
violence and harsh discipline practices on selected educational
outcomes in South Africa and Malawi for primary school children
aged 4–13 years. There is very little data available on the relationship between violence and educational outcomes in young children from Sub-Saharan Africa and this is one of the ﬁrst
longitudinal studies to track violence exposure and educational
outcomes over time.
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Table 1. Baseline descriptive statistics on the occurrence of different kinds of violence and performance in school for the total sample and the
sample split by HIV status

Educational measures
Enrolled in school
Correct class
Attendance
Regularly
Sometimes
Rarely
Never
Violence measures
Discipline: any psychological violence
Disciple: threaten to send child away
Weekly
Monthly
Less often
Never
Discipline: threaten with ghosts
Weekly
Monthly
Less often
Never
Discipline: withhold meals
Weekly
Monthly
Less often
Never
Discipline: call dumb, lazy or names
Weekly
Monthly
Less often
Never
Discipline: any physical violence
Discipline : use sticks belts or hard object to hit the child
Weekly
Monthly
Less often
Never
Discipline: slap or punched the child – head or face (ever)
Weekly
Monthly
Less often
Never
Any domestic violence
Adults at home hit each other
Adults shout at each other
Any community violence
Seen someone being attacked outside home
Been attacked outside the home
Beaten someone up ever

Total sample
N=989

HIV postive
N=135

HIV affected
N=222

HIV unaffected
N=632

χ2 (p-value)

952 (96.3%)
675 (68.3%)

130 (96.3%)
65 (50.0%)

215 (96.8%)
170 (79.1%)

607 (96.0%)
440 (72.5%)

0.29 (NS)
35.22 (<0.001)

911 (95.7%)
32 (3.4%)
4 (0.4%)
5 (0.5%)

119 (91.5%)
7 (5.4%)
3 (2.3%)
1 (0.8%)

206 (95.8%)
8 (3.7%)
–
1 (0.5%)

586 (96.5%)
17 (2.8%)
1 (0.2%)
5 (0.5%)

15.56 (0.016)

449 (45.4%)

60 (44.4%)

112 (50.5%)

277 (43.8%)

2.96 (NS)

3 (0.3%)
11 (1.1%)
155 (15.7%)
820 (82.9%)

–
1 (0.7%)
27 (20.0%)
107 (79.3%)

–
3 (1.4%)
43 (19.4%)
176 (79.3%)

3 (0.5%)
7 (1.1%)
85 (13.4%)
537 (85.0%)

8.41 (NS)

4 (0.4%)
20 (2.0%)
132 (13.3%)
833 (84.2%)

–
3 (2.2%)
16 (11.9%)
116 (85.9%)

1 (0.5%)
7 (3.2%)
34 (15.3%)
180 (81.1%)

3 (0.5%)
10 (1.6%)
82 (13.0%)
537 (85.0%)

3.96 (NS)

1 (0.1%)
1 (0.1%)
33 (3.3%)
954 (96.5%)

1 (0.7%)
–
3 (2.2%)
131 (97.0%)

–
1 (0.5%)
6 (2.7%)
215 (96.8%)

–
–
24 (3.8%)
608 (96.2%)

10.97 (NS)

23 (2.3%)
24 (2.4%)
247 (25.0%)
695 (70.3%)
473 (47.8%)

4 (3.0%)
1 (0.7%)
32 (23.7%)
98 (72.6%)
63 (46.7%)

5 (2.3%)
8 (3.6%)
57 (25.7%)
152 (68.5%)
124 (55.9%)

14 (2.2%)
15 (2.4%)
158 (25.0%)
445 (70.4%)
286 (45.3%)

3.47 (NS)

4 (0.4%)
30 (3.0%)
415 (42.0%)
540 (54.6%)

–
5 (3.7%)
56 (41.5%)
74 (54.8%)

3 (1.4%)
8 (3.6%)
108 (48.6%)
103 (46.4%)

1 (0.2%)
17 (2.7%)
251 (39.7%)
363 (57.4%)

13.90 (0.031)

1 (0.1%)
4 (0.4%)
66 (6.7%)
918 (92.8%)
441 (45.4%)
201 (20.7%)
417 (42.9%)
413 (42.5%)
354 (36.4%)
132 (13.6%)
309 (31.6%)

–
–
9 (6.7%)
126 (93.3%)
57 (42.2%)
25 (18.5%)
53 (39.3%)
57 (42.2%)
50 (37.0%)
21 (15.6%)
44 (32.6%)

1 (0.5%)
–
24 (10.8%)
197 (88.7%)
125 (56.8%)
58 (26.4%)
118 (53.6%)
112 (50.9%)
95 (43.2%)
41 (18.6%)
83 (37.6%)

–
4 (0.6%)
33 (5.2%)
595 (94.1%)
259 (42.0%)
118 (19.1%)
246 (39.9%)
244 (39.5%)
209 (33.9%)
70 (11.3%)
182 (29.2%)

13.93 (0.030)

NS: not signiﬁcant; –: is indicative of zero participants within the group.
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7.49 (0.024)

15.04 (0.001)
5.63 (NS)
13.40 (0.001)
8.57 (0.014)
6.09 (0.048)
7.87 (0.020)
5.33 (NS)
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Figure 1. Odds ratio of being in the correct class as a function of type of violence experienced at baseline. Any physical violence was the only signiﬁcant
factor, having a negative effect on whether the child is in the right class or not. *p<0.01. This ﬁgure is available in black and white in print and in color at
International Health online.

Figure 2. Difference in school enrolment at baseline and follow-up
between children who do and do not experience psychological violence
as a form of discipline. Children who did not experience psychological
violence had signiﬁcantly lower enrolment at follow-up controlled for
baseline enrolment than children who did not experience psychological
violence (OR 0.09; 95% CI 0.01–0.57). This ﬁgure is available in black and
white in print and in color at International Health online.

In this sample of young children, exposure to violence at home
and in the community was very high. Over half had been exposed
to two or more types of violence, whereas less than one in six
reported no violence exposure at all. At both baseline and at followup, we did not ﬁnd a relationship between community violence and
school enrolment, attendance or grade progression. However, we
did ﬁnd a link between violence experienced in the home and
schooling outcomes. In terms of enrolment, there was no link
between exposure to violence and school enrolment at baseline,
but at follow-up children were signiﬁcantly less likely to be enrolled
in school if they were exposed to harsh psychological discipline.
Children who experienced harsh physical punishment were less
likely to be in the correct grade for their age at baseline. At followup, this was still the case, but only for HIV positive children. Witnessing domestic violence was not associated with school enrolment,
attendance or grade progression for the full sample at baseline or
follow-up. At baseline we noted that exposure to domestic violence
predicted higher rates of grade progression at baseline for HIV

Figure 3. Odds ratio of being in a correct class at follow-up when having
experienced physical violence as a form of discipline at baseline as a
function of HIV status. For children with HIV, physical violence results in
a much lower chance of being in the correct class follow-up, whereas
this was not the case for the HIV affected and HIV free children.
*p<0.05. This ﬁgure is available in black and white in print and in color at
International Health online.

unaffected children. However, this relationship was not present
at follow-up. The relationships between violence exposure and
child development is an intricate one, especially in a CBO
context. An explanation for this counterintuitive ﬁnding may be
that children experiencing domestic violence got more help
and attention at the CBO, compensating for the otherwise negative experience.
Our data reveal some important ﬁndings. First, there are high
rates of violence exposure in this population. This has been
noted previously in other studies from these countries and the
region in general.21,22,36,37 A report on the use of corporal punishment in LMICs found that corporal punishment was very prevalent
in several sub-Saharan African countries, with more than 80% of
children in the region reporting being beaten at home.38 In both
Malawi and South Africa there are also high rates of community
and domestic violence. In South Africa, rates of perpetration of
physical violence against a partner are as high as 40%,39 while
in Malawi 28.5% of women report being exposed to abuse by
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Table 2. Overview of found effects in the current study of different types of violence on several educational measures
School enrolment

School attendance

School progress

Discipline

Baseline

Follow-up

Baseline

Follow-up

Baseline

Follow-up

Psychological violence
Physical violence
Domestic violence

No effect
No effect
No effect

Signiﬁcant effect
No effect
No effect

No effect
No effect
No effect

No effect
No effect
No effect

No effect
Signiﬁcant effect
Only for HIV unaffected children

No effect
Only for HIV infected children
Signiﬁcant effect

their partners.40 Children in these countries are also witnesses to
violence; in South Africa, 45% of children have witnessed their
mother being beaten.41
Second, we found that this exposure to violence has an impact
on education outcomes. Speciﬁcally, we found an impact of harsh
punishment on school enrolment and performance. In terms of
enrolment, both countries have policies of universal primary education—with R1 (which should be universally implemented in
South Africa) for 4–5 year olds and reception grades commencing
at 6 years. We found high school enrolment rates of 96.2% in
South Africa and 96.8% in Malawi. However, in spite of this, we
found that harsh psychological punishment predicted signiﬁcantly lower school enrolment at follow-up. This is concerning, as
universal primary school education is a core global development
priority, with school dropout rates dropping by nearly 50%
between 2000 and 2015.42 Research into children being out of
school in South Africa has identiﬁed costs of transport, child
labour in the home or elsewhere, illness, disability and poor
school performance as drivers of dropout.43 In Malawi, reasons
for non-enrolment include long distances to school and poor
quality of available schooling and infrastructure. We located one
study from Malawi in which researchers found a high prevalence
of violence against girls at home, in the community and at
school. The research noted that violence against girls had a negative impact on girls attending and performing well in school.44
However, emotional abuse has not previously speciﬁcally been
identiﬁed as a major barrier to enrolment and may need to be considered more carefully in future research. In addition, this study
found that harsh physical violence appeared to affect grade progression—a possible proxy measure for school performance.
Finally, our ﬁndings also highlight that children who are HIV positive in particular appear to be most at risk of poor educational outcomes in the context of high exposure to violence. This is likely to be
due to a range of inter-related risk factors that affect educational
outcomes. We know that many of the risk factors for violence
against children are prevalent in families and communities affected
by HIV/AIDS.45 Children who are HIV positive have been shown to
perform more poorly than their peers on a range of cognitive
tests and are also more likely to have mental health problems.46
Further, other factors such as parental death, shifting care arrangements, change in school, illness-induced poverty and increased
caregiving responsibilities might affect a child’s ability to access
schooling and perform well in the context of HIV.47
Given that in this study educational outcomes were speciﬁcally
linked to exposure to harsh punishment, as opposed to community or domestic violence, CBOs providing services for children
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affected by HIV/AIDS may be key to intervening on this issue.
There is growing interest in the development and implementation
of parenting programmes in LMIC settings, with two recently completed reviews of research on this topic indicating a small but
growing evidence base.48,49 Current efforts, such as WHO’s Parenting for Lifelong Health programme,50 are focused on developing
and implementing evidence-based parenting interventions that
are appropriate for roll-out in LMIC settings. There is also existing
evidence for the role of trained community workers in the rollout
of such interventions.51,52 CBOs are well-placed to work with marginalised and isolated families, and support of children in the
context of their homes not just at formal services such as clinics
or schools,53 and should be engaged in these efforts.
The study has a number of limitations. The sample was drawn
from community-based organisation attendees and as such is a
group who are already in receipt of some form of intervention;
thus, ﬁndings cannot automatically generalise to the population
at large. Previous studies on violence and educational outcomes
focus mainly on school-based violence. The violence measures
in this study were conﬁned to the home and the community,
and it may well be that children are also being exposed to violence
in schools, which was not monitored. Measures were self-report
rather than observational, but both caregivers and children
reported on outcomes. Response rate at follow-up was 86%
and, although high, there may be speciﬁc limitations as a result.
These ﬁndings suggest that in high HIV endemic countries,
younger children are at risk of exposure to a number of harsh discipline practices and witness both domestic and community violence,
which in turn may affect educational progress, through enrolment
or progression in the ﬁrst place or attendance and achievements
within the classroom setting. Younger children are particularly vulnerable and educational achievement in the early years is an important prerequisite for ongoing educational milestones.
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