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Introduction
Children throughout the world are subjected to a multitude of
traumatic experiences which vary from natural disasters,
accidents and war, to political, community and familial
violence. Such exposure can pose a severe threat to a child’s
well-being. 

A child’s vulnerability to the damaging effects of stressors
is greater than that of adults.1 Severe stress triggered by a
traumatic event has been related to increased chances of
children developing psychological problems such as
depression and post-traumatic stress disorder.2,3

Although children’s exposure to violence have occurred in
all societies since the begining of time it is equally true that

there is an increase in the incidence of such traumatic events.4

In the United States of America (USA), 85% of a sample of
African American adolescents had been victims of at least
one act of interpersonal violence, and 91% had witnessed a
violent event.5 In a study among African American and Latino
middle school children in a low income neighbourhood in Los
Angeles, more than three out of every four children reported
high levels of exposure to community violence.6 Of this group,
66% were direct victims. In Finland and Korea 5 -10% of
children experience physical violence. Australia figures for
domestic violence cases where children were present range
from 85- 90 %. A study in Nairobi, Kenya, found that 69 % of
adolescents had witnessed violence within their
communities.8

In South Africa it was found that 95 % of the Xhosa-
speaking children in the Western Cape had witnessed
violence, while 56 % of the children had been victims of
violence themselves.9 A Cape Town survey found that 62.9%
of the grade 10 adolescents studied had witnessed violence
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in the street, neighbourhood, or school, and 31.6 % had been
mugged or robbed.10 Moreover, 58 % of another sample of
adolescents from 18 high schools in Cape Town reported that
they had witnessed violence in the city.8 Alarmingly, 52% of
learners from two high schools in the Northwest Province
reported witnessing a rape within their community, while
56.6% had witnessed a murder.11

Considering these statistics, it is imperative to determine
the psychological sequelae experienced by South African
children exposed to such high degrees of violence. Although
research in the area of community violence is, relatively
speaking, still in its infancy, it is disconcerting that basic data
are lacking in respect of many aspects of children’s mental
health in South Africa. Additionally, relatively little cross-
cultural research has been done concerning the
epidemiology of mental disorders in different ethnic groups,
in particular the black ethnic groups in South Africa. One
particular area that has largely remained unexplored is the
examination of the psychological effects of exposure to
violence amongst South African adolescents. Specifically as
exposure to violence has been shown in many studies to be
correlated with psychological distress12,13,14, most notably
depression.15,16,17 A range of factors have been identified as
potential mediators or moderators of the impact of violence.

Concerning being a victim of violence versus a witness to
violence conflicting results between studies have been found.
Certain studies have found that witnessing violence may be
as traumatic as direct victimization.18,19,20 On the other hand, it
has been found that victims of violence reported more
depressive symptoms after exposure to violence than
witnesses, for whom no positive correlation was found
between depression and the witnessing of violence.21 In terms
of the additive effect of violent events, individuals who are
both witnesses and victims of violence have been found to
express greater distress reactions than individuals who are
only victims. For example, a study compared abused children
who were also witnesses to interpersonal violence within their
homes with adolescents who were victims of abuse, but who
were not witnesses to domestic violence. Those who were
both victims and witnesses of domestic violence were at a
significantly higher risk of developing depression, separation
anxiety, PTSD, and oppositional defiant behaviour.22

Familial factors can influence whether a child develops
depression after being exposed to a violent event. Higher
maternal education has been correlated with lower levels of
exposure to violence, internalising symptoms, and intrusive
thinking among children.23 Young children living without their
mothers in their homes report more depressive symptoms
after exposure to violence than children living with their
mothers.21 In a study by Fitzpatrick et al.24 it was found that
familial and personal protective factors acted as a buffer
against symptoms of depression. However, exposure to
community violence still significantly predicted symptoms of
depression. Overstreet et al.17 found that, in comparison with
smaller families, a large family size was correlated with fewer
depressive symptoms, after exposure to violence. Gorman-
Smith and Tolan25 found that low family cohesion was related
to an increase in depressive symptoms among youth exposed
to violence. In a study by Martinez and Richters26, it was found
that youth who were victims or witnesses of violent events
involving family members and those familiar to them were

more inclined to report symptoms of distress and
depression than incidents in the case of involving
strangers. Additionally, youth who were exposed to
violence within their homes experienced a greater degree
of distress after exposure to violence than those from non-
violent homes. 

Gender differences appear to exist concerning not only
one’s chances of being exposed to violence, but also the
likelihood of developing psychological distress after
exposure. Boys tend to be exposed to higher overall levels
of violence compared to girls, although they experience
lower levels of depressive symptoms.10,20,27 The explanation
for the latter tendency probably lies in different coping
styles and mechanisms. Govender and Killian12 found that
boys used a more problem-focused coping style that
helped to buffer them from the negative effects of stress.
Girls, on the other hand, were prone to a more emotion-
focused coping style that was not only less effective, but
also seemed to fuel the emotional part of trauma.

Ethnicity may lead to different outcomes following
exposure to violence, specifically regarding post exposure
depression.28,29 However, these differences might simply
reflect different levels of exposure to violence and other
stress variables, rather than to actual ethnic vulnerabilities
e.g. ethnic minority males in the US have been associated
with higher levels of exposure to violence than various
other ethnic groups.27,30 Therefore it seems that they would
be at a higher risk of developing depression since the two
variables have been significantly correlated. However, not
all research corroborates the existence of ethnic
differences in respect of prevalence of depression in
relation to exposure to violence.20,31,32,33 Owing to the
possible contaminating influence of unknown variables, as
well as the fact that relatively little research has been
undertaken in this field, it is difficult to ascertain whether
ethnicity plays a significant role as a risk factor in relation
to the development of depression.

It seems that if an individual’s base level of stress is
already high, this can increase a youth’s vulnerability to
psychological distress after exposure to trauma.5

Furthermore, as the number of adverse childhood
experiences increases, the likelihood of an individual
developing depression in adulthood also increases.34

In view of the paucity of cross-cultural research
concerning the epidemiology of mental disorders in the
black ethnic groups in South Africa35, as well as the
psychological effect of exposure to violence on South
African adolescents, the present study was conducted. The
intention was to not only determine the prevalence of
depression among Venda and Northern Sotho adolescents,
but also to ascertain whether there is a correlation
between experiences of violence and the development of
depression in these groups. In the process gender
differences were also investigated.

Method
Sample
A total of 186 Venda and 151 Northern Sotho adolescents
participated in the study. They were all learners from two
high schools of the Soutpansberg district in the Limpopo
Province. The age of the students, who were in Grades 9 to
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12, ranged from 15 to 18. As far as gender is concerned, 92
Venda and 78 Northern Sotho girls, and 94 Venda and 73
Northern Sotho boys participated. The reason for including
these two cultural groups was twofold. Firstly, almost no
research data in this field exists on Venda and Northern Sotho
adolescents. Secondly, one of the researchers (Bach) lived in
that area for a while, with the result that the participants were
readily available. 

Instruments. 
To achieve the mentioned aims of this study, the following
instruments were used:
• Children’s Depression Inventory (CDI).36 Specifically

created for use with children and adolescents, the CDI
consists of 27 items that are each rated on a three-point
scale. The possible raw score ranges between 0 and 54.
The inventory is indicative of depressive symptoms and
includes five subscales concerning negative mood,
interpersonal problems, feelings of ineffectiveness,
anhedonia and negative self-esteem. As the CDI was
developed for a first-grade reading level, it was expected
that the participants would not experience any difficulty in
reading and interpreting the items. Research in the USA,
several studies in South Africa and other countries such as
Kenya and Kuwait has shown the CDI to be acceptable in
respect of its reliability and validity.21,23,37-39 On this basis
the psychometric properties of the CDI were viewed to be
acceptable.

• Child’s Exposure to Violence Form (CEVF.)40 Exposure to
violence was assessed using a somewhat altered version
of the CEVF. The form was modified so that the questions
were separated into two categories of witnessed and
victimization events. This distinction was made because
the persons who had been directly exposed to violence
may have been more susceptible to depression than those
who had only witnessed it.41 Two questions on the nature
of sexual acts were eliminated and replaced with two new
questions, bringing the total number of items to the
original 34. The additional items concerned whether the
individual had participated in or seen a riot in his or her
community. (Incidents of rioting had recently occurred in
the rural region where the study took place.) This topic is
not covered by the CEVF. The indications are that the
questionnaire has adequate psychometric properties.42,43

For further analysis the questions on violent incidents were
grouped into two categories, namely witnessed events and
events of victimisation. However, not all of the 34 items were
included into this categorisation, owing to the fact that some
of them did not fit into the defined topics. In the statistical
analysis, correlation coefficients were calculated between
each category and the CDI scores.

The two questionnaires administered were published in
English. The principals of both schools reassured the
researchers that the participants were capable of
understanding written English. 

Procedure 
Permission to conduct the study was received from the
Department of Education. The two schools were selected on
the basis of their large size and their ethnicities (language

groups). One of the chosen schools was composed primarily
of Venda learners and the other school was comprised mainly
of Northern Sotho learners. 

Statistical analysis 
To measure the participants’ levels of depression, the
following five subscales of the CDI were used: Subscale A:
negative mood; Subscale B: interpersonal problems; Subscale
C: ineffectiveness; Subscale D: anhedonia and Subscale E:
negative self-esteem. These five subscales together give a
total score of 54. Regarding the exposure to violence a total
score was used. For the purposes of all analyses, only raw
scores were used.

In keeping with the goals of this study, the first aspect to
be investigated was whether the two language groups
differed regarding the various depression subscales. For this
purpose, the Hotelling T²-test was used.

To determine the second aspect, namely whether there
was indeed a positive relationship between the participants’
levels of depression and their exposure to violence, the
Pearson product-moment correlation coefficient (r) was
computed with the SAS software programme.44

The third aspect of this study was to determine whether
the relationships between the two mentioned variables
differed for the two language groups. This was achieved by
computing the Fisher’s r-to-z transformation. The original
correlation coefficients are thus transformed according to
Fisher’s r-to-z transformation before the test statistic value can
be computed.

In order to be able to comment on the practical
importance of statistically significant results which may have
been obtained in this study, the practical significance of the
results were also investigated. As a guideline to practical
significance, effect sizes were computed. In the computation
of the practical significance of the Hotelling T²-value, the
mean vectors were compared, and the effect size (f) was
computed as follows45: ƒ = T/√N.

In order to interpret these effect sizes, the following
guidelines were used: 0.1 = small effect; 0.25 = medium
effect; 0.4 = large effect.

If a statistically significant T²-value was obtained which
also had a considerable practical significance, the analysis
would need to be followed up with post hoc t-tests. The
adjusted effect sizes of these tests would then be determined
as follows:
da = m1 - m2 / √ps²1 + qs²2, where p and q indicate the
proportion of participants from the two respective
populations. The guidelines for interpretation used here were
as follows: |d| = 0.2: small effect; |d| = 0.5: medium effect;
|d| = 0.8: large effect (the absolute value of d is given, as
negative values can be obtained when m1 < m2).

Investigation was also done as to the linear relationship
between the mentioned variables, and in this instance
Cohen45 suggests that the correlation coefficient, viz. p, be
used as effect size. The suggested guidelines for this are as
follows:
p = 0.1: small effect; p = 0.3: medium effect; p = 0.5: large
effect.

Only in instances where statistically significant results (on
the 1 per cent or 5 per cent% level of significance) were
found, were the corresponding effect sizes computed.
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Results 
Tables Ia and Ib, show the distribution of exposure of the
Venda and Northern Sotho adolescents to different types of
violent events, as well as the distribution of exposure between
boys and girls.

According to the preceding table, both language groups
are exposed to incredibly high rates of violence. 

The types and number of violent events that the
participants in the study were exposed to are disconcerting.
An especially alarming finding is that the majority of the total

Table Ia: Numbers and percentages of adolescents exposed to violence (witnesses, victims and total)

Witness to at least Northern Sotho Venda Total
one act of violence

Girls Boys Girls Boys Girls Boys

N % N % N % N % N % N %

Yes 68 87,2 68 93,2 91 98,9 82 87,2 159 93,5 150 89,8
No 10 12,8 5 6,8 1 1,1 12 12,8 11 6,5 17 10,2
Column total 78 100,0 73 100,0 92 100,0 94 100,0 170 100,0 167 100,0

Victim of at least Northern Sotho Venda Total
one act of violence

Girls Boys Girls Boys Girls Boys

N % N % N % N % N % N %

Yes 45 57,7 48 65,8 71 77,2 73 77,7 116 68,2 121 72,5
No 33 42,3 25 34,2 21 22,8 21 22,3 54 31,8 46 27,5
Column total 78 100,0 73 100,0 92 100,0 94 100,0 170 100,0 167 100,0

Exposed to at least Northern Sotho Venda Total
one act of violence

Girls Boys Girls Boys Girls Boys

N % N % N % N % N % N %

Yes 72 92,3 68 93,2 92 100,0 88 93,6 164 96,5 156 93,4
No 6 7,7 5 6,8 0 0,0 6 6,4 6 3,5 11 6,6
Column total 78 100,0 73 100,0 92 100,0 94 100,0 170 100,0 167 100,0

Table Ib: Exposure to violence: language and gender

Exposure to violence N. Sotho total N. Sotho girls N. Sotho boys Venda total Venda girls Venda boys

Yes No Yes No Yes No Yes No Yes No Yes No

Witnessed
Beating 57,1 42,9 53,1 46,9 61,3 38,7 78,6 21,4 78,9 21,1 78,4 21,6
Stabbing 36,9 63,1 36,7 63,3 37,3 62,7 49,6 50,4 58,0 42,0 41,7 58,3
Shooting 54,6 45,4 44,3 55,7 65,5 34,5 39,5 60,5 38,9 61,1 40,0 60,0
Home violence 42,4 57,6 46,9 53,1 37,7 62,3 47,3 52,7 52,8 47,2 41,9 58,1
Dead body 25,8 74,2 21,3 78,7 30,5 69,5 37,1 62,9 34,3 65,7 40,0 60,0
Gun pulled 39,5 60,5 37,5 62,5 41,7 58,3 33,3 66,7 21,7 78,3 44,0 56,0
Homeshooting/stabbing 30,9 69,1 30,0 70,0 31,7 68,3 25,0 75,0 23,0 77,0 27,0 73,0
Knife pulled 59,7 40,3 63,1 36,9 56,2 43,8 54,4 45,6 56,9 43,1 52,0 48,0
Murder 43,1 56,9 38,7 61,3 47,5 52,5 35,2 64,8 31,2 68,8 39,7 60,3
Suicide 44,4 55,6 41,2 58,8 48,2 51,8 44,9 55,1 51,4 48,6 38,4 61,6
Sexual assault 39,4 60,6 36,4 63,6 42,6 57,4 39,9 60,1 43,9 56,1 36,1 63,9
Riot 39,5 60,5 37,1 62,9 42,1 57,9 37,9 62,1 39,1 60,9 36,6 63,4

Victimization
Robbed 29,7 70,3 26,7 73,3 32,8 67,2 27,6 72,4 29,7 70,3 25,4 74,6
Beaten up (threat) 41,1 58,9 43,3 56,7 38,7 61,3 60,8 39,2 60,8 39,2 60,8 39,2
Beaten up 38,4 61,6 33,3 66,7 43,5 56,5 55,1 44,9 53,6 46,4 56,4 43,6
Threatenedwith murder 24,8 75,2 18,5 81,5 31,3 68,7 29,7 70,3 28,6 71,4 31,0 69,0

Note: Majority in bold
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sample had witnessed violent events such as someone
being beaten up or an individual pulling a knife on
another person. Concerning subgroups, the majority of
Venda girls had seen a stabbing, most of the Northern
Sotho adolescents had witnessed a person being shot
and 51 per cent of the Venda girls had witnessed
someone kill themselves or attempt to kill themselves.
Another notable finding relates to victimisation: a
relatively high number (55 per cent) of the Venda group
had been beaten up. 

The average scores concerning witnessed violent
events, direct victimisation and total exposure to violence
were also calculated by means of the t-test for two
independent groups. The results appear in Tables II, III,IV.

From Table II it is clear that there is a significant
difference (at the 1 per cent level) between the average
victimisation scores of the two ethnic groups. The effect
size of –0.30 indicates that the difference is of a practical
value. It is therefore evident that Venda adolescents were
victims of violence to a higher degree than the Northern
Sotho adolescents. However, there were no significant
differences in the scores for witnessed violence, or the
total scores of the two groups. Overall, the two ethnic
groups in the present sample were exposed to the same
degree of violence, which is consistent with the findings
of some international studies.20,46

No significant differences occurred in the average
scores for witnessed violence, or the victimisation or total
scores of the Northern Sotho girls and boys. This finding
is consistent with those of the already mentioned South
African study and studies in the USA.8,42,47

Similar to the results for the Northern Sotho
adolescents, there were no significant differences
between the Venda boys and girls concerning their
average scores for witnessed violence or their
victimisation or total scores. 

In order to calculate the clinical significance for
depression, different raw score cut points are applicable
to the girls and the boys. For girls, the total raw score
threshold on the CDI is 19, and for boys 24. These values
are then translated into T-scores. Although a low score,
approximately three times as many girls suffer from
depression, in comparison to boys. With regard to the
prevalence of depression as established in other studies, it
has commonly been found that girls experience notably
higher rates of depression than boys.10,20 In fact, it has
even been found in the USA that girls outnumber boys 2:1
in respect of depression.48 This finding is quite similar to
the results of the present study. However, in this case, there
is an even larger gap between the gender groups. As
discussed earlier in the literature review, these gender
differences in respect of the prevalence of depression
could be ascribed to different coping styles; but further
exploration of the topic is required.12

The following table provides an overall summary of the
prevalence of depression, differentiated in terms of
gender and ethnicity.

As displayed in Table III the prevalence of depression
among Northern Sotho and Venda girls is very similar.
However, nearly twice as many Northern Sotho boys are
suffering from depression in comparison to the Venda
boys. As discussed previously in the literature review,
differences in prevalence have been found for
psychological distress between ethnic groups within the
same country.28,49,50

In order to achieve the first goal of the study, the vector
means of the depression scores (subscales and total
scores) for the two language groups and the two genders
in each of the two language groups were compared in the
tables below (Table IV and V). To evaluate this comparison,
the Hotelling T2-test was used and the evaluation was
carried out by means of the BMDP P3D programme.54

Table II: Means and standard deviations of the two ethnic groups

Exposure to violence Northern Sotho (151) Venda (n=186) t p D

X s X S

Witnessed 6,91 5,05 6,71 4,88 0,364 0,7161
Victimization 1,75 1,97 2,39 2,18 -2,784 0,0057* -0,30
Total 18,42 12,22 18,43 11,37 -0,005 0,9961

* p ≤ 0,01

Table III: Presence of depression according to ethnic group and gender

Northern Sotho Venda

Presence of depression Girls Boys Girls Boys

N % N % N N %

Yes 20 28,6 8 12,1 27 29,7 6 6,7
No 50 71,4 58 87,9 64 70,3 83 93,3
Total 70 100,0 66 100,0 91 100,0 89 100,0
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A T2-value of 8.83 was computed for the information in
Table IV, leading to an estimated F-value of 1.45 for 6 and 330
degrees of freedom. However, this value was not significant on
at least the 5 per cent significance level (p=0.1948). 

A T2-value of 3.87 was computed for the Northern Sotho
group, leading to an F-value of 0.62 for 6 and 144 degrees of
freedom. However, this value was not significant on at least the
5 per cent significance level (p=0.7110). Consequently, the
deduction could be made that there are no significant
differences between the mean depression scores for
Northern Sotho boys and girls.

A T2-value of 4.86 was computed for the Venda group,
leading to an estimated F-value of 0.79 for 6 and 179 degrees
of freedom. However, this value was not significant on at least
the 5 per cent significance level (p=0.5802). Consequently,
the deduction was made that there are no significant

differences between the mean depression scores for the
Venda boys and girls.

As indicated in the following group of tables, the question
of whether a significant positive relationship exists between
individuals’ depression and their exposure to violence
(witnessed, victimisation and total) was investigated. In order
to conduct this investigation, Pearson’s product moment
correlation coefficient was computed. In the first instance, the
relationship between these variables was computed for the
total group. After this, it was computed separately for the two
language groups as well as the two genders in each language
group. The results obtained are displayed in Tables VI to IX.
Fisher’s r-to-z transformation was used to determine where
there were differences in this regard between the various
language and gender groups.

From Table VI, it is clear that there are significant

Table IV: The means and standard deviations of the depression CDI subscales of both language groups

Depression Northern Sotho Venda

N X s N X S

Depression: Subscale A: Negative Mood 126 3,82 2,10 156 3,76 2,00
Depression: Subscale B: Interpersonal Problems 82 2,78 1,49 101 2,30 1,57
Depression: Subscale C: Ineffectiveness 118 2,89 1,46 150 2,61 1,30
Depression: Subscale D: Anhedonia 131 5,48 2,54 174 5,48 2,93
Depression: Subscale E: Negative Self-Esteem 112 2,46 1,43 148 2,36 1,25
Depression: Total score 136 15,01 6,84 180 13,96 6,83

Table V: The means and standard deviations of the depression subscales of Northern Sotho and Venda girls and boys

Depression Northern Sotho Venda

Girls Boys Girls Boys

N X s N X s N X s N X s

Depression: Scale A 63 3,71 2,20 63 3,92 2,00 83 3,87 2,09 73 3,63 1,90
Depression: Scale B 48 2,88 1,49 34 2,65 1,50 50 2,56 1,78 51 2.04 1,30
Depression: Scale C 58 2,88 1,58 60 2,90 1,35 79 2,72 1,29 71 2.48 1,31
Depression: Scale D 68 5,69 2,63 63 5,25 2,44 90 5,69 2,99 84 5,26 2,87
Depression: Scale E 61 2,57 1,24 51 2,31 1,63 72 2.43 1,33 76 2,29 1,17
Depression: Total 70 15,46 7,02 66 14,53 6.67 91 14,85 7,20 89 13,04 6,35

Table VI: Correlation coefficients between depression and exposure to violence (witnessed and victimization) for the total group
as well as the individual language groups

Depression Witnessed Victimization

Total group N. Sotho Venda Z Total N. Sotho Venda z

Depression: Scale A 0,20** 0,29** 0,11 1,60 0,08 0,10 0,07 -0,17
Depression: Scale B 0,33** 0,48** 0,20* 2,11* 0,16* 0,27* 0,12 -0,76
Depression: Scale C 0,11 0,21* 0,02 1,53 0,04 0,10 0,01 -0,48
Depression: Scale D 0,21** 0,29** 0,16* 1,17 0,06 0,14 0,01 -0,69
Depression: Scale E 0,08 0,09 0,07 0,16 0,11 0,24** 0,03 -1,07
Depression: Total 0,26** 0,38** 0,16* 2,10* 0,14 0,24** 0,09 -0,91

** r ≤ 0,01 (critical -value – two-tailed = 2,58)
* r ≤ 0,05 (critical z-value – two-tailed = 1,96)
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relationships (on the 1 per cent significance level) between
three of the five subscales (Scales A, B and D), as well as the
total depression scores and the witnessing of violence for the
total group. For the Northern Sotho group there were also
significant relationships between four of the five depression
subscales (Scales A, B, C and D) as well as the total score and
the witnessing of violence. On the 5 per cent significance
level there were also significant relationships between two of
the subscales (Scales B and D), as well as the total depression
score and the witnessing of violence for the Venda
adolescents.

Furthermore, from Table VI, significant differences (on the
5 per cent level) in the correlations between the two language
groups regarding subscale B and the total depression score
and the witnessing of violence are indicated. This relationship
was often higher for the Northern Sotho than for the Venda
speakers.

It is also evident that the only significant relationship (on
the 5 per cent level) exists on Subscale B between
victimization and the total group. For the Northern Sotho
group, Subscale B, Subscale E, as well as the total depression
score displayed significant relationships with victimisation. No
significant relationships between the victimisation and
depression scores were found for the Venda group. 

As discussed earlier international studies have found that
victimisation and witnessed violence can have a differential
effect on the corresponding distress experienced for those
exposed. In the case of the present study, it seems that
victimisation has a weaker overall association with depression
than witnessed events, for both groups. 

No significant differences between the two language
groups were found for the correlations in Table VII. However,
significant relationships exist for both the total group (Venda
and Northern Sotho) and the Northern Sotho speakers alone,
between exposure to violence (total) and all the depression
subscales and the total depression score. Furthermore, the
significant correlation that was found for the total group was
mainly owing to the strong relationships that applied to the
Northern Sotho respondents. At the 1 per cent level, for the
Venda, there were no significant correlations between these
variables. The effect sizes for the statistically significant
correlation coefficients were, however, small to medium. 

Furthermore, it seems that there were significant
differences on the 5 per cent level regarding the correlation of

the depression scores and exposure to violence (total score)
for the two language groups. The relationship was higher for
the Northern Sotho than for the Venda-speaking respondents.

To summarise, Subscale A (negative mood), Subscale B
(interpersonal problems), Subscale C (ineffectiveness),
Subscale D (anhedonia) and Subscale E (negative self-
esteem) and the total score on the CDI were all significantly
correlated with the total exposure to violence for the
Northern Sotho participants and the total sample, but no
significant correlations with these variables were found for
the Venda in particular. This suggests that despite the two
groups being exposed to similar overall levels of violence and
despite there being no significant overall differences between
the two groups in respect of the prevalence of depression, the
strengths of the correlations between the two variables of total
violence and depression are different for the groups. 

The same correlation analysis as the one used above is
shown in the following tables for the boys and girls in the
separate language groups. Also included are the witnessed
and victimisation variables. The results of the Northern Sotho
and Venda respondents are displayed in Tables VIII and IX
respectively. 

For the Northern Sotho girls, there is a significant
relationship (on the 1 per cent level) between the witnessing
of violence, victimisation and the total exposure to violence
and the total depression scores, as well as the Subscale B
score. In addition, significant relationships were found

Table VII: Correlation coefficients between depression and
exposure to violence (total) for the language and total groups

Depression Total: Exposure to violence

Total group N. Sotho Venda z

Depression: Scale A 0,20** 0,28** 0,12 1,42
Depression: Scale B 0,31** 0,43** 0,21* 1,63
Depression: Scale C 0,15* 0,23* 0,08 1,22
Depression: Scale D 0,20** 0,31** 0,12 1,69
Depression: Scale E 0,16** 0,20* 0,13 0,57
Depression: Total 0,29** 0,43** 0,18* 2,44*

** r ≤ 0,01 (critical z-value – two-tailed = 2,58)
* r ≤ 0,05 (critical z-value – two-tailed = 1,96)

Table VIII: Correlation coefficients between depression and exposure to violence (witnessed, victimization and total) for the
Northern Sotho boys and girls

Depression Witnessed Victimization Total

Girls Boys z Girls Boys z Girls Boys z

Depression: Scale A 0,39** 0,18 1,25 0,19 -0,01 1,10 0,39** 0,14 1,47
Depression: Scale B 0,37** 0,65** -1,67 0,30* 0,27 0,14 0,39** 0,56** -0,95
Depression: Scale C 0,22 0,20 0,11 0,19 -0,01 1,10 0,28* 0,17 0,62
Depression: Scale D 0,27* 0,33** -0,37 0,23 0,03 1,14 0,35** 0,30* 0,31
Depression: Scale E 0,01 0,16 -0,77 0,20 0,30* -0,55 0,16 0,26 -0,54
Depression: Total 0,44** 0,36** 0,54 0,35** 0,13 1,33 0,51** 0,36** 1,06

** r ≤ 0,01 (critical z-value – two-tailed = 2,58)
* r ≤ 0,05 (critical z-value – two-tailed = 1,96)
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between the depression Subscales A and D and the
witnessing of violence.

A significant relationship on the 1 per cent level was
found for the total depression score and the witnessing of
violence and the total exposure to violence for the
Northern Sotho boys. There were also significant
relationships between depression Subscales B and D and
the witnessing of violence for these boys. The relationship
between the Subscale E and victimisation was also
significant. According to the computed z-value, no
significant differences were found between the
correlations for the two genders.

The total depression score of the Venda girls showed a
significant relationship (on the 1 per cent level) with the
witnessing of violence as well as the total exposure to
violence. There was also a significant relationship on the 1
per cent level between Subscale E and the total exposure
to violence.

For the Venda boys, the only significant relationship on
the 1 per cent level was between the total depression
score and the total exposure to violence. On the 5 per cent
significance level, a significant relationship was found
between Subscale B and the witnessing of violence.

Although no significant relationship was found between
Subscale E and victimisation for the boys and girls, the
computed z-value indicated that these two coefficients
differed statistically from one another to a significant
degree.

Discussion
Particularly concerning is the overall exposure of the
Venda girls, all of whom had been either witnessed or
been victims of a violent event. In comparison with other
South African averages, the results from this sample are
quite similar in respect of their extreme levels. For
example, in a study by Ensink et al.9, 95 per cent of their
Xhosa sample from Khayelitsha had witnessed a violent
event, and 56 per cent had been victims of a violent event.
These results are very similar to those obtained for the
present study’s total group, of whom 95 per cent had
witnessed a violent event, and 68 per cent had been
victims of violence. However, the participants in the
present study had experienced a higher degree of

victimisation. A combined international and local study
revealed comparatively lower levels of witnessed violence
than in the case of the present sample. In the combined
study, 69 per cent of the Kenyan respondents and 58 per
cent of the South African adolescents from the Western
Cape had witnessed violence.8 When these results are
compared to the prevalence of violence in the USA, there
seem to be equal levels of exposure to violence. For
example, Myers and Sanders Thompson5 had a sample in
which 91 per cent of the participants had witnessed
violence and 85 per cent had been victims of violence.
Their rate of victimisation, however, was almost 20 per
cent higher than for the present sample.

Percentages of exposure regarding the types of violent
events in other South African studies varies across
samples, although a common factor is that exposure is
high. For example, 62 per cent of the adolescents from the
Western Cape had been robbed or mugged10 and 61 per
cent of the adolescents in Khayelitsha had been exposed
to taxi violence either as witnesses or as victims.

In Canada and the United States, the prevalence of
depression ranges from 1.2 per cent to 8.8 per cent
among adolescents.52 In South Africa, the prevalence of
depression for adolescents in two studies carried out in
the Western Cape was 6 per cent to 7 per cent.9,53 In
Kenya Ndetei et al54 found that It is clear from the results of
the present study that the female participants, in
particular, experienced a significantly higher degree of
depression than has been found in the rest of South Africa.
In the two other studies the prevalence of depression for
the genders was not differentiated, with the result that it is
not possible to directly compare the prevalence of
depression among girls between all three studies. 

In the comparison with regard to gender, no significant
differences were found in terms of overall exposure to
violence between males and females. With regard to
depression, the total group of girls had a remarkably
higher prevalence of depression. Regarding ethnic
comparison, no significant differences were found in terms
of overall exposure to violence, or for witnessed events.
However, as far as victimisation was concerned, the Venda
had been victims significantly more often. In terms of
depression, Venda and Northern Sotho girls had a similar

Table IX: Correlation coefficients between depression and exposure to violence (witnessed, victimization and total) for the Venda
boys and girls

Depression Witnessed Victimization Total

Girls Boys z Girls Boys z Girls Boys z

Depression: Scale A 0,13 0,12 0,06 0,03 0,13 -0,62 0,11 0,14 -0,19
Depression: Scale B 0,13 0,33* -1,03 0,24 -0,04 1,39 0,23 0,23 0,00
Depression: Scale C 0,10 -0,02 0,73 0,11 -0,09 1,22 0,22 -0,03 1,55
Depression: Scale D 0,19 0,16 0,20 0,02 0,01 0,06 0,13 0,13 0,00
Depression: Scale E 0,14 0,04 0,60 0,20 -0,16 2,18* 0,31** 0,01 1,86
Depression: Total 0,21* 0,16 0,34 0,15 0,05 0,66 0,26* 0,14 0,82

** r ≤ 0,01 (critical z-value – two-tailed = 2,58)
* r ≤ 0,05 (critical z-value – two-tailed = 1,96)
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prevalence of depression, but Northern Sotho and Venda
boys differed significantly. The correlation between
victimisation and total group depression was relatively low
for the Northern Sotho group, and non-existent for the
Venda group. A significant correlation was found between
total exposure to violence and depression for the overall
group. This was mostly owing to the strength of the
Northern Sotho depression and exposure-to-violence
correlations. 

A valuable dimension that was included in the study
was that the violence exposure events were broken down
into two categories, namely witnessed violence and direct
victimisation, which were then compared in terms of their
relative correlations to depressive symptoms. This
provided a more detailed picture of the nature of the
predictor variables. In addition, the sample size was
reasonably large, which adds to the potential
generalisability of the findings for this specific geographic
region. Another notable element of the study was that it
compared the prevalence of depression between specific
language groups, as opposed to using a heterogeneous
sample, in which possible differences between groups
may be overlooked. 

However, the aforementioned does not imply that the
findings should not be interpreted with caution:

An important limitation is that measuring instruments
which are not standardized for the groups that the
participants belong to (Venda and Northern Sotho), were
used. This also applies to the fact that some items of the
CEVF were also rearranged. This lack of data on the
reliability and validity of the instruments could have
impacted negatively on the results. A related limitation
concerns language. The tests administered for the study
were in English, which may not be a language spoken
regularly among the Venda and Northern Sotho
participants. Despite English being a language of
instruction in both schools, it is possible that in certain
cases misinterpretation of the questions occurred, owing
to the words being misunderstood. It could be
hypothesised that if the questionnaires had been
translated into the participants’ home languages, the
results may have provided a more accurate picture.
Several authors such as Edwards and Moldan55 emphasise
that even though participants who have English as their
second language are fluent in English, they can stil
misunderstand certain items in a questionnaire. 

The CDI was developed to assess the depression
symptoms of children between the ages of 12 and 17. Due
to practical reasons the present sample, however, also
included 18-year-old participants. In historically black
schools in South Africa, learners of 18 years and even
older are often in the same grades as much younger
learners. 

It is important that the findings regarding the exposure
to violence should be interpreted against the fact that only
the incidence of violent events was measured - not the
degree of intensity of the specific event. Furthermore, the
specific area (home, school, community, etc) where the
violence occurred, was also not investigated in this study.
The hope is expressed that these lacunas will receive the
necessary research attention in the future.

The fact that variables such as abuse and parental
conflict as contributing factors were excluded as (co-)
causal determinants of the participants’ symptoms, must
be taken into account when interpreting the results.
Another lacuna of this study is its lack of generalisability to
Venda and Northern Sotho adolescents from other
geographic regions. There are possibly significant
differences in the levels of violence experienced between
rural regions, such as the one where this study was
conducted, and urban areas in South Africa. Previous
research has indicated that urban settings often have a
greater incidence of violence than sub-urban and rural
environments.20 Further investigation in this regard is
therefore required in South Africa. Additionally, other
language groups in South Africa may have different
intervening variables from those that are applicable to this
Venda and Northern Sotho sample from the Limpopo
Province. 

It should also be taken into account that the study
relies exclusively on self-reported data, which may not be
entirely accurate, owing to the presence of a possible self-
report bias. Multiple-measurement for depression would
have made the prevalence results more reliable, such as
the inclusion of a clinical assessment from a trained
clinician to determine the presence of depression.

Conclusion
In the light of the prevalence of depression in the study,
the widespread nature of violence occurring in South
Africa, and the correlation between exposure to violence
and depression, it is clear why adolescents’ exposure to
violence and mental health are very serious concerns. It
seems that, when conducting future research in this
regard, it would be advisable to evaluate other intervening
variables that may provide greater insight into the
relationship between depression and exposure to
violence. 

A possible point of departure for intervention in
respect of the mental health situation in South Africa would
be to find out how to enhance the pre-existing strengths
and resources that communities already have, which have
contributed to the resilience of certain people in the face
of adversity. For example, children could be taught
effective coping and problem-solving techniques in
schools to help empower them against the stressors
surrounding them. Moreover, all levels of society must play
an active role in trying to address the current strife going
on in South Africa, from the micro- to the macro-level of
society. Teachers, parents, health care workers and
children need to be educated in how to identify
individuals who may be suffering from depression. This
would assist in getting proper help to those who need it,
before depression seriously affects all levels of a child’s
functioning. Moreover, awareness must be created in
respect of how violence can adversely affect those who
are exposed to it. Where finances are often lacking and
hiring professional mental health care workers is not a
viable option, communities need to be encouraged and
taught how to create support groups within their
neighbourhoods, and especially in their schools, to help
support those who are most vulnerable.
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