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Introduction: Risk-taking and self-harm behavior among adolescent are a global

challenge. This study explored family structure and history of childhood trauma and their

association with risk-taking and self-harm behaviors among adolescents in Swaziland.

Methods: Using a cross-sectional design, a sample of 470male and female adolescents

were sampled through simple random sampling from selected high schools in Swaziland.

They completed a questionnaire assessing family structure, history of childhood trauma,

and risk-taking and self-harm behaviors. Analysis of variance and t-test were used to

analyze the results.

Results: The findings revealed that family structure significantly influence risk-taking

and self-harm behavior among adolescents [F (2,247) = 5.481; P < 0.004] those from

child-headed and single-parent households reported higher risk-taking and self-harm

behaviors. The results also revealed adolescents history of childhood trauma to be more

risk-takers than those without history of childhood trauma t(468) = 3.409, p < 0.001.

Discussion: Study results suggest that family structure and history of childhood trauma

have significant association with adolescents’ risk-taking and self-harm behaviors.

Keywords: family structure, childhood trauma, risk taking behavior, self-harm behavior, adolescents

INTRODUCTION

Globally, the involvement of adolescents in risk-taking behavior has reached an alarming level (1).
In Sub-Sahara Africa where more than eight out of 10 of the world’s HIV-infected adolescents live,
the issue of risk-taking is worse (2). Tull et al. (3) define risk-taking behavior as the “tendency
to engage in behaviors that have the potential to be harmful or dangerous, yet at the same time
provide the opportunity for some kind of outcome that can be perceived as positive.” The major
problematic risky behaviors among young people either in and out of school has been reported to
include tobacco, alcohol, and illicit drug use, risky sexual behavior, and self-harm (4). There have
also been increasing reports of high school student’s engagement in non-suicidal self-injury (NSSI),
which has exacerbated the youth’s suicide incident (5).

Based on vulnerability to risk-taking, adolescents, who are best defined as young people aged
10–19 years, have been labeled as the most susceptible to the adoption of risky behaviors (6). This
is the case because this challenging developmental period is marked by increased levels of curiosity
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and self-doubt which heightens the potential for engaging in
risk-related activities (7). Additionally, significant physical,
cognitive, and psychological changes as well as sexual
development occurs (8) which prompts sexual experimentation
(9). With the developing young men, sexual forces are awakened
which fuels the likelihood of engagement in risky sexual behavior
(10). Adolescent girls experience the appearance of the first
menstruation, their bodies become mature and fruitful and the
sexual urge begins and intensifies (8). Furthermore, adolescent’s
cognitive ability is marked by concrete thinking wherein long
term implications of actions are not perceived (11). Adolescents
also have elevated levels of egocentrism, which refers to a state
of heightened self-consciousness as well as elevated levels of
attention-seeking behavior as they attempt to be noticed or
visible and consider themselves unique which is all linked to
elevated risk-taking behavior like drug use and suicides (8).
Psychologically, adolescence is the period of identity formation,
integration, and commitment whereby adolescents conform
more to peer pressure in their quest to uncover who they are
outside their parents, thus making them more prone to risk
adoption (9).

The subject of risk-taking behavior among the youth of
Swaziland where the study was conducted bears no differences in
relation to global trends. The United Nations Population Fund-
Swaziland (UNPF) (11, 12) reported that almost 30 and 20%
of out of school and in school youth, respectively, reported to
be taking alcohol (66.7%), had engaged in sexual intercourse
coupled with low levels of condom use at first sex and 45%
reported early childbearing experiences (19 years of age) (14)
increasing teenage pregnancy.

The high HIV mortality rates which take the parents who
are the most productive members of society thus leaving many
adolescents to grow up in child-headed families, prone to
exploitation, sexual abuse, poverty, and unwanted pregnancies
(13) greatly contribute to this phenomenon. These high HIV
mortality rates in Swaziland disintegrate the family structure and
takes away the opportunity of growing in the traditional two-
parented family for many young people, which allegedly possess
qualities such as parental warmth and guidance which act as
a buffer to risk-adoption (14) such as self-harm behavior (15),
sex work (16), and substance abuse.

Alcohol and other drugs (AOD) use among adolescents
remains one of this age cohort prominent risk-taking behavior
which has been associated with social issues like crime, including
sexual and grievous bodily harm, assaults and murder (17),
gang activities, vandalism, bullying, and truancy within school
premises (18). Additionally, alcohol is alleged to increases the
risk of engagement in sexual risk behavior, leading to sexually
transmitted infections (STIs) (19) and unplanned pregnancy
which in most cases lead to unsafe abortions which are the
leading cause of death for women aged 15–19 worldwide (20).
There is also a link between substance use and self-harm behavior
in adolescents with female adolescents being three times more
likely and male adolescents being 17 times more likely to attempt
self-harm while under the influence of alcohol (21).

It is against this background that the researchers undertook
the study to explore the association of family structure, history of

TABLE 1 | Demographics, family structure, and history of childhood trauma of the

adolescents (N = 470).

Age

Mean age 16.54

Age range 12–25 years

Gender n (%)

Boys 232 (49.4)

Girls 238 (50.6)

Level of education

Form 1 93 (19.8)

Form 2 94 (20.0)

Form 3 95 (20.2)

Form 4 94 (20.0)

Form 5 94 (20.0)

No. of biological parents alive

None 25 (5.3)

One alive 127 (27.0)

Both alive 318 (67.7)

Biological parents living with

None 52 (11.1)

One parent 210 (44.7)

Both parents 208 (44.3)

History of childhood trauma

Childhood trauma 52 (11.1)

No childhood trauma 418 (88.9)

childhood trauma, and risk-taking behaviors among Swaziland
adolescents. To our knowledge, no other study on the related
influential nature of the aforementioned psychosocial factors on
risk-taking behaviors has been conducted in Swaziland, thus
this study aims to bridge this gap in knowledge and effect
intervention programs.

MATERIALS AND METHODS

Participants
The study was conducted in Manzini region, Swaziland using
a cross-sectional research design. Four hundred and seventy
(n = 470) male (49.4%) and female (50.6%) youth with ages
ranging from 12 to 25 years (mean age was 16.57 years, SD
2.19 years) completed the questionnaires (See detailed sample
characteristics on Table 1). Manzini is one of the biggest and
densely populated region in Swaziland. Manzini is also the
top region by high schools in Swaziland, with a population of
about 55 high schools which account for a greater proportion
of Swaziland’s high schools. Swaziland’s total high schools are
estimated to be around 398 (22). As such the first approach
was to use cluster sampling to divide the schools in to more
manageable units. Secondly, purposive sampling was used to
select the schools intended for the study, namely a mixed school,
a girl’s and boy’s only school, and a rehabilitation school. Lastly,
simple random sampling was thereafter used to select the final
sample within the selected schools of study.

Frontiers in Public Health | www.frontiersin.org 2 October 2020 | Volume 8 | Article 563325

https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles


Maepa and Ntshalintshali Risk-Taking and Self-Harm Behaviors

Procedure
Permission to conduct the study was firstly obtained from the
ethics committee of the North-West University (NWU-HS-2017-
0200). Further permission was obtained from the Ministry of
education in Swaziland and from the principals of the different
participatory schools, which also included permission from the
subject teachers whose time will be utilized for data collection.

Learners were provided with the study information by the
researcher and their teachers. They were given letters that
contained the study information and requests for permission
to give to their parents or guardians. In the letters parents or
guardians were asked to sign consent forms indicating that they
allow their children to take part in this study. Only upon receipt
of signed consent forms from parents, learners were requested
to sign assent forms. The information that was provided to the
learners before signing the assent forms included indicating to
the participants that participation is on voluntary bases and they
are free to withdraw from the study at any given time if they see
the need to do so. Participants were assured that a high degree of
privacy and confidentiality will be maintained and participation
is anonymous.

The participants were given a brief guideline on how the
questionnaires are to be completed. The questionnaires included
written instructions on how questions are to be answered and
that there is no right or wrong answer. Questionnaires were
completed by the learners in the presence of the researcher for
any clarification purposes during the designated times. These
questionnaires were in paper and pencil format. Participants
completed these questionnaires during the free period, not
interrupting with class lessons.

MEASURES

Biographic Information
A questionnaire has a section with demographic information of
participants such as their age, gender, race, location of the school,
and grade.

Family Structure
Family structure is defined as a group consisting of parents
and their children or any other person related by blood
or marriage (23). Family structure was measured through
assessment questions inquiring about the number of biological
parents one has or is living with (both/one/none as informed
by literature.

Childhood Trauma Questionnaire (CTQ)
Childhood trauma is defined as experiences of abuse (physical,
emotional, or sexual abuse), neglect, and household dysfunction
of varying frequency, severity, and duration before the age of
18 (23). Childhood trauma was measured using the Childhood
Trauma Questionnaire (CTQ) which is a 28-item self-report
measure designed to assess five types of negative childhood
experiences: (1) emotional neglect, (2) emotional abuse, (3)
physical neglect, (4) physical abuse, and (5) sexual abuse (24).
Three additional items assess tendencies of respondents to
minimize or deny abuse experiences. Respondents rate the truth

of each statement on a 1–5 scale point Likert scale with responses
ranging from 0 (never) to 5 (always). The CTQ has demonstrated
reliability and validity, including test-retest reliability coefficients
ranging from 0.79 to 0.86 over an average of 4 months, internal
consistency reliability coefficients ranging from a median of 0.66
to a median of 0.92 across a range of samples (25). This scale
has not been used in Swaziland before, thus a pilot study was
first conducted to validate its reliability in the Swazi population.
A Cronbach’s alpha coefficient of 0.77 was obtained for the scale
in the pilot study.

The Risk-Taking and Self-Harm Inventory
for Adolescents Measure (RTSHIA)
Risk-taking behavior (RTB) refers to the tendency to engage in
behavior that has the potential to be harmful or dangerous (26).
The RTSHIA was adopted to assess risk-taking behavior among
adolescents in Swaziland. This is a self-report measure designed
to assess adolescent risk-taking (RT) and self-harm (SH) (27).
The scale consists of 38 items which are rated on a four-point
Likert scale from 0 = Never if the statement does not apply to
one to 3 =Many times if so. The RTSHIA has high reliability for
both components with Cronbach’s alphas ranging 0.85 and 0.93
& 87 and 0.90 (28). This scale has not been used in Swaziland
before, and as a result, a pilot study for this current study with a
smaller sample size yielding a Cronbach’s alpha coefficient of 0.81
for the risk-taking sub- scale and a Cronbach’s alpha of 0.84 for
the self-harm subscale was conducted before the main study.

Statistical Analysis
The IBM Statistical Package for the Social Sciences (SPSS 24)
was used to analyze the data. The one-way Analysis of variance
(ANOVA) was used to examine if there were any observed
associations in risk-taking behavior between adolescents from
single-parent or child-headed households from those from two-
parent households. Additionally, a post-hoc test was used for
additional exploration of the differences between group means.

The Independent samples t-test was also used to examine
if there were significant differences between adolescents with
a history of childhood trauma and those without history of
childhood trauma concerning risk-taking behavior. All tests held
a statistical significance at p < 0.05.

RESULTS

Sample Characteristics
Family Structure and Risk-Taking Behavior
The type of family structure significantly influence risk-
taking behavior among adolescents [F(2,247) = 5.481;
p < 0.004]. Adolescents from child-headed and single-parent
families reported higher risk-taking and self-harm behaviors.
Subsequently, there was a need to compute a post-hoc multiple
comparisons since there was an interaction influence of the type
of family on risk-taking behavior of adolescents.

The post-hoc result in Table 2 showed that adolescents from
child-headed families (M= 14.1458, SD 8) significantly reported
higher risk-taking behavior than those from single-parent family
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TABLE 2 | post-hoc test showing significance of type od family on risk-taking

behavior of adolescents.

Type of family 1 2 3 N M (SD)

1. Child-headed family – 48 14.14 (8.48)

2. Single-parented family 2.682* – 215 11.28 (7.84)

3. Two-parented family 4.247* 1.385 – 207 9.89 (8.55)

Significance level **p < 0.001.

TABLE 3 | Independent sample t-test showing the difference of history of

childhood trauma on risk-taking behavior.

History of trauma N M (SD) DF t P

With history 212 12.39 (8.04) 486 3.409 0.001

Without history 258 9.79 (8.35)

Significance level **p < 0.001.

(M = 11.28, SD = 7.8) and those from two-parent family
(M= 9.89, SD= 8.5).

Childhood Trauma and Risk-Taking Behavior
The result in Table 3 shows there is a significant statistical
difference between adolescents with history of childhood
adversity and those without history of childhood trauma
concerning risk-taking behavior t(468) = 3.409, p < 0.001.
Adolescents with a history of childhood adversity (M = 12.3915,
SD = 8.0445) significantly reported higher risk-taking behaviors
than those without a history of childhood trauma (M = 9.7946,
SD= 8.3583).

DISCUSSION

This study aimed to explore the association of family structure
and history of childhood traumaconcerning risk-taking behavior
among a sample of 470 adolescents in Swaziland. The study
revealed that adolescents from child-headed families, followed
by those from single-parented families engaged in higher risk-
taking behavior than those from two-parented families. These
results coincide with past literature. For example, Kheswa and
Tikimana (29) concluded that due to the death of parental figures
mostly as a result of the HIV/AIDS epidemic, many adolescents
are left in child-headed households and tend to engage in risk-
taking behavior such as unhealthy sexual practices and alcohol
abuse. Additionally, in Swaziland, it has been uncovered that
one of the underlying factors promoting alcohol and substance
usage is the lack of parental guidance due to the high HIV
mortality rates leaving most children parentless thus more prone
to risk adoption (9). This can be explained by the fact that
parents are said to serve as a source of external monitoring
(parental behaviors involving attention to and tracking of
children’s whereabouts and activities) throughout childhood and
adolescence (30). In the early years, parental monitoring is
necessary as a source of protection for children (31). But even
as children mature, high levels of parental monitoring remain an

important factor that predicts adolescent health behaviors such
as drug use, as well as other behavioral problems (31).

Family members (typically parents) are said to form
the foundation for close, important relationships throughout
childhood and adolescence, which act as a protective barrier
against risk adoption (32). However, the pattern of interaction
is such that an association between lack of protective resources
like parental figures and poorer functioning (e.g., higher levels of
substance use) is most clearly evident for youth with relatively
low assessed exposure to adversity about risk (33). However,
a study by Foster (34) defies this finding as they uncovered
that most children from child-headed families in Africa are still
being cared for by members of their extended family, called the
traditional safety net for orphans, which serve as a protective
barrier against vulnerability to risk adoption.

Additionally, this study uncovered that a greater percentage of
the participants live in single-parented households, mostly with
their biological mothers, and was the second-largest group prone
to risk adoption. Bird et al. (35) concurs with these findings
as it was found that Mexican adolescents from single-parented
families (predominantly led by mothers) were 2.0 times more
likely to be current smokers and experienced less or even careless
supervision than those from two-parented households. Single
mothers experience greater parenting stress and have less time
and assistance in supervising children, as well as less time to
develop and maintain the supportive bonds that expressively
control children (36).

However, a study by Zisk et al. (37) views that throughout
childhood, adolescence, and even into the college years, parents,
primarilymothers, remain themost frequently identified primary
attachment, nurturing, and protective figure for youth. Contrary
to that finding, other studies view that the absence of an
important potential source of guidance, nurturance, and support
(being an absent father), can increase the likelihood of both
substance use and violence-related behavior among youth (33).
This indicates that not having a parental figure regardless of
mother or father predisposed youth to risk-taking behavior. Also,
“risky families” (families with high conflict, aggression, and cold,
unsupportive, neglectful, and absent relationships) are said to
being more likely to have children with disruptions in stress-
responsive biological systems, poorer health behaviors (30).

The results of the study further indicated that adolescents
from two-parent households reported lesser risk-taking behavior
compared to other family structures. These findings are validated
by the works of previous writers who documented that
adolescents from such households reported a delay or reduction
of engagement in sexual activity (38); reduced levels of self-harm
compared to those from the stepparent, single-parented or no-
parent groups (19) and receive higher levels of parental closeness
and monitoring, dimensions of a family structure which act as
a buffer against the adoption of risk-taking behavior adolescents
(39). Moreover, emerging data suggest that during childhood and
adolescence, close family relationships can ameliorate the impact
that adversity has on lifespan physical and mental health (30).

The study findings indicates that adolescents who reported
history of childhood trauma have been engaging in risk-
taking behavior. These findings coincide with arguments from
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criminological theories such as general strain theory (40), which
holds that recent adversities are more likely to be associated
with maladaptive behavior such as delinquency, substance abuse,
or criminal behavior because victims are using these methods
to cope with traumatic stress. Furthermore, several past and
present studies validate the study results that exposure to adverse
childhood experiences (ACE) subsequently leads to the adoption
of smoking (41) and early alcohol use among adolescents (42).
Also, an alarming rate of suicide attempts (43) and non-suicidal
self-harm (NSSH) is attributed to early childhood trauma (44).

The experience of adversity in early life is also found to be
associated with increased risk for earlier onset of any physical
disease, and any emotional, nervous, or psychiatric disorder
especially in later life, which shows the lasting legacy of childhood
adversity for not only maladaptive behavior but also disease
risk in later life (45). Childhood adversity may also affect the
child’s ability to connect with school, which is a critical influence
in an adolescent’s development (46). In turn, failure to bond
with the school could increase the risk for deviant behavior and
psychological distress (43).

The association between history childhood adversity
and risk-taking behavior can be understood as a result
of psychosocial negative experiences at both micro-and
macro-level, consisting of negative caregiving environment
(e.g., childhood maltreatment, caregiver psychopathology,
death, and depriving care environment), family context (e.g.,
familial conflict, domestic violence, addiction, and marital
dissolution), community environment (e.g., violence/crime
and poor infrastructure), and societal environment (e.g., overt
discrimination, gender inequality, and political and economic
exclusion) (47). Exposure to such adverse events or environments
in childhood is said to be particularly harmful as early childhood
is an exceptionally salient period for further development of
psychological well-being (48).

CONCLUSION

This study shows that family structure and history of childhood
trauma play a role in adolescents’ engagement in risk-taking and
self-harm behavior. Researchers, therefore, recommend that at-
risk adolescents, i.e., those who come from child-headed and
single-parent families, and those with a history of childhood
trauma receive intervention before engaging in risk-taking
behavior. Some life skills training programs be included in the
school curriculum to help empower leaners in general.

STRENGTHS AND LIMITATIONS

The unique sample as it included adolescents from different
schools with different population characteristics serves as a

strength for this study. The scales of the research were used for
the first time in Swaziland and they were found to be valid and
reliable which can enable other researchers to use this as a point
of reference in future studies.

However, due to the cross-sectional nature of the study,
causality cannot be inferred and the findings cannot be
generalized to the whole Swaziland. Additionally, given that
the participants were sampled using a simple random sample,
the researcher lacked available knowledge concerning the
population, as such, no control over extraneous factors. The
measures were self-report in nature. Additionally, cluster
sampling was used to divide the school population into more
manageable units or clusters which might have not been an
accurate representation of the entire population. Data from
the primary care-givers would have been beneficial to further
understand the family dynamics.

IMPLICATIONS FOR FUTURE RESEARCH

The findings of this study indicate that, future studies are
necessary to understand the dynamics of risk-taking behavior
among adolescents. Future studies can explore the role played
by parenting styles, poverty, and exposure to violence in risk-
taking behavior.
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