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Abstract: This study investigated the quality of the environment children with HIV/AIDS on ARV 

treatment in childcare centres live in, and  the social support given by the primary caregivers and 

relatives to these children. The quality of environment and social support were measured at ten 

different sites with a total number of 61 children and 35 caregivers. These caregivers were questioned 

using the Home Observation for Measurement of the Environment (HOME) inventory. Social support 

was also assessed using a compiled questionnaire of the Social Support Questionnaire for 

Transactions (SSQT) and the Social Support Questionnaire for Satisfaction (SSQS). Results showed 

that the quality of environment was highly moderate to good at the different sites. However there were 

significant differences found between the sites. The amount of social support a child received 

appeared to be just as much as the child needs according to the caregivers. However there were also 

significant differences found between the different sites regarding social support. Age also appeared 

to play a part in the amount of social support a child receives. The results point out the importance of 

equal distribution of money between the different sites and perhaps social support workshops to 

increase knowledge about this concept. 
 

Introduction 
 

HIV/AIDS in South-Africa 
 
Human immunodeficiency virus, also known as HIV, progressively destroys the body’s 

ability to fight infections and cancers by killing cells of the body’s immune system. 

Eventually HIV can cause the acquired immunodeficiency syndrome (AIDS). People who are 

diagnosed with AIDS are HIV infected people who have less than 200 CD4+T cells per cubic 

millimeter of blood (www.niaid.nih.gov, 2007). 

HIV and AIDS are epidemics particularly relevant in Africa in the 21st century. 

Predominately Swaziland and South-Africa are parts of Africa where HIV and AIDS 

epidemics are considered to be the worst in the world (Marcus, 2004). In 2005 there were 

approximately 5.5 million people in South-Africa living with HIV. Round about 240.000 of 

these people were children younger than 15 years living with HIV (UNAIDS, 2006). The 

epidemic mostly affects young women (17%) because they are four times more likely to 

become HIV- infected than are young men (4.4%) (Shisana et al., 2005 in UNAIDS, 2006). 

A great concern with HIV in South-Africa is that a large part of the population does 

not believe itself to be at risk of becoming infected with it, and therefore are unaware of the 
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risk in transmitting the virus to others. Most people only become aware of their status when 

they start showing HIV symptoms (UNAIDS, 2006). 

 

Interventions 

 
One form of intervention that can help South-Africa see its way through the HIV and AIDS 

epidemics is antiretrovial treatment (ARV). Access to ARV therapy for people who really 

need it, however, is a huge challenge many international health organizations still deal with 

(WHO, 2003). ARV treatment is essential for people suffering from HIV/AIDS since it often 

effectively reduces viral load and increases CD4 cells (Czerny, 2006). 

Besides positive medical effects of the program, ARV treatment also has a 

preventative function. First of all, because of the ARV program people are aware of their HIV 

status. Secondly, it reduces stigmatisation and discrimination by making HIV more acceptable 

among people, which will help to keep families intact. Next to that women and children who 

are the most vulnerable and at-risk group are being protected by the ARV program (WHO, 

2003). 

However the ARV treatment program also experiences some difficulties. First of all 

the cost of the drugs themselves are really high for people who cannot afford it. Another 

difficulty of the ARV treatment program is that it requires adherence to maintain long-term 

health benefits and avoid development of drug resistance (Czerny, 2006). This also means 

life-long treatment regimes and medical monitoring which is not always possible. Another big 

concern is that the ARV treatment is not reaching everyone who needs it. Only about 8% of 

the people in the ARV program are children. For that reason enthusiasm as well as pessimism 

for the ARV treatment should well be considered (Czerny, 2006 & Marcus, 2004). 

 

Orphans 

 

Most of the children that receive ARV treatment nowadays are institutionalised and therefore 

mostly orphans. Predictions show that approximately 16% of South-African children will be 

orphaned by 2010 (UNAIDS, 2006).  Adherence to ARV treatment is very important for long 

term health benefits of a child. However, not only do drugs benefit the child’s health, proper 

nutrition as well as a healthy environment also contribute to a child’s well being. 

Research has shown that institutionalisation is highly correlated to malnutrition, a lack 

of cognitive development and socio emotional development. Children who are 
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institutionalised show developmental impairments as a result of a lack of sensory and social 

stimulation. Previous studies also showed that stimulation solely has no effect on 

developmental outcomes but has to be accompanied by stimulation of interpersonal contact 

between children and caregivers (Frank, Klass, Earls & Eisenberg, 1996). 

Since orphans usually spend a great amount of time in an orphanage or childcare 

center, it is important to focus research on the quality of the environment these children grow 

up in. The environment does not only mean the physical environment, for example, safety and 

toys but also the emotional environment like punishment and giving children a listening ear. 

One aspect that is closely related to the emotional environment is the social support these 

children receive from their caregivers and relatives. 

 

Present Study 

 
The main aim for present study is to look at the quality of the environment children with 

HIV/AIDS on ARV treatment in childcare centres live in. Next to this, a special focus will be 

on an aspect closely related to the emotional environment, the social support given by the 

primary caregivers (SSPC) and relatives (SSQT). 

The first research question is: how is the quality of the environment of children 

affected by HIV/AIDS on ARV treatment ? Expected is that children affected with HIV/AIDS 

on ARV treatment who grow up in a childcare center have a moderate to high quality of 

physical environment and a low quality of emotional environment. Research showed that the 

physical needs of children in childcare centers are most often met. However, psychosocial 

stimulation in childcare centers is often neglected by the primary caregivers (Taneja, et al., 

2001). 

The second research question is: how is the social support for children affected by 

HIV/AIDS on ARV treatment? Expected is that children who are affected by HIV/AIDS on 

ARV treatment, who are younger, receive more social support than children who are older of 

age. In addition girls are expected to receive more social support than boys since girls show 

their emotional feelings more than boys do. Previous studies show that women either report 

more perceived support than men, or that there is no difference in gender in the perceived 

support. Studies also show that the perceived support decreases with age (Turner & Marino, 

1994). 

In line with the first two research questions, the third research question is: are there 

differences between the childcare centers regarding the quality of the environment and the 
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social support children with HIV/AIDS on ARV treatment receive? It is expected that 

childcare centers differ regarding the quality of the environment and the social support. Next 

to that it is expected that the child-caregiver ratio is of influence on the differences. According 

to De Schipper, Riksen-Walraven & Geurtsthe (2006) the child-caregiver ratio is a factor of 

great influence on the child’s development. When caregivers have fewer children in their care, 

caregivers are more responsive, sensitive, warm, nurturing and provide more developmentally 

activities. 

The last reasearch question is: is there a correlation between the social support given 

by relatives and caregivers and the quality of environment children with HIV/AIDS on ARV 

treatment live in? Literature on this subject shows that environmental factors are not isolated 

but interact with personality factors (Schaffer, 1996, chap. 8). Expected is that children who 

live in a qualitively higher environment receive more social support than children who live in 

a qualitatively lower environment. 

 

Quality of environment 

 

Bronfenbrenner (1977) emphasizes the fact that the way in which a child develops is related 

to the environment a child grows up in directly or indirectly. A key aspect of an adequate 

stimulation in the family environment is the proximal process between children and adults. 

These proximal processes are according to Bronfenbrenner nested within each other and 

cannot be seen independently of each other. These four layers respectively known as: 

microsystem, mesosystem, exosystem and macrosystem all together help children develop 

their perception and guide their behaviours. Next to that these four layers help children gain 

knowledge by building up their own physical and social environment (Bronfenbrenner, 1977 

in Schaffer, 1996, chap. 7 pp.335-337 ). 

Environment can be defined as: ‘every aspect of an individual and his or her 

surroundings except the genes themselves’ (Gray, 2002, p.55). Previous studies (Bradley et 

al., 1989; Coscia et al., 2001; Ramey & Ramey, 1998) have shown the correlation between 

environmental stimulation and cognition. Apparently mothers who stimulated their babies 

through a variety of experiences with people as well as objects and symbols, contributed to 

positive cognitive developmental outcomes in the long run. An essential part of the cognitive 

development of children is the socialization, which they learn partly from the family they 

grow up in (Andradea et al., 2005). 
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The quality of the environment a child lives in, can either protect or put children at 

risk for their development. Known risk factors are reported to be a low social economic status 

and week family ties. When children are at risk of those factors it could impair their ability for 

problem solving, social skills, memory and language skills. Children that live in an 

environment where there is little to no interaction at all between adults and children are also at 

risk of having developmental problems. In addition poor social-emotional attachment and 

control through restriction and punishment can also be potentially harmful for a child’s 

development. (Andradea et al., 2005; Skinner et al., 2006). 

Aspects of parenting that have shown positive effects on cognitive development of 

children are, among others, encouragement of exploration, a rich verbal environment, nurture 

and warmth. Primary caregivers need to provide an environment that is playful and nurturing, 

is rich in conversation and that is balanced between safety and freedom-to-explore (Shonkoff 

& Philips, 2003). Dennis (1973) did a study about children who were reared in a middle- 

eastern orphanage. His study showed that children that were institutionalised in an orphanage, 

where they were not or hardly stimulated by their caregivers, showed a lower intellectual level 

of knowledge than children who were reared in a stimulating environment. Stimulation in this 

orphanage meant giving children individual attention, educational facilities and recreational 

facilities ( Dennis, 1973 in Schaffer, 1996, chap.8). 

 
 

Social support 
 

Another concept embedded in the quality of environment is social support. The primary 

caregiver should not only provide the child with physical primary needs but also provide the 

child with emotional needs for adequate emotional development (Skinner et.al., 2006). One 

way in providing the child his/her emotional support is to support the child socially. Social 

support can be defined as ‘the degree to which a person’s basic social needs are gratified 

through interaction with others’ (Thoits, 1982). It has been argued that supporters do not only 

provide coping assistance but also builds someone’s self-esteem. For example, the 

encouragement of a supporter sustains the competence of the person who is supported (Turner 

& Marino, 1994). 

Recent research (Richter, 2004) has shown that children who are exposed to multiple 

severe stresses without compensating support are more likely to show disordered behavior. 

Interesting to note is that social support received from parents/primary caregivers and not 
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secondary caregivers tend to be most effective when a child faces stress situations (Schaffer, 

1996, chap. 8).When children lack any form of emotional support they are of higher risk in 

developing antisocial behaviours by not showing empathy for others. However when children 

do receive social support from others than their parents/caregivers there appears to be less 

impact on the child. (Richter, 2004). 

Bowlby's theory regarding institutionalisation and socio-emotional development. states 

that in order for a child to develop normally, a non-interchangeable selective relationship with 

an adult primary caregiver is necessary. This however is almost impossible to provide in an 

institutionalised setting. As a consequence early social deprivation can cause long term 

disturbance in personality of children institutionalised. Research has also shown that long 

term effects of institutionalised children mostly effects the social, emotional and behavioral 

development and to a lesser extent the cognitive development of a child (Frank, Klass, Earls 

& Eisenberg, 1996). Therefore it is of great importance that children with HIV/AIDS do not 

lack any form of social support by their primary caregiver. 

 

Methods 

Previous Studies 

 
This study is embedded within a bigger longitudinal project regarding the possible coherence 

of children with HIV/AIDS on ARV treatment and psychosocial problems. Results of these 

previous studies have shown contrasting results (Wierda et al., 2007). 

Other previous studies show that not only HIV/AIDS can be a risk factor for having 

psychosocial problems but also the quality of environment a child lives in can be a predictor 

for psychosocial problems as well as cognitive development (Skinner et al., 2006). Previous 

studies (Bradley et.al, 1989; Coscia et.al, 2001; De Jong & Meijer, 1985; Ramey & Ramey, 

1998) therefore show the importance of the quality of the environment a child lives in. 

Previous longitudinal studies also looked at the social support and its effect on 

psychosocial problems of children with and without HIV/AIDS. Results of this research show 

that children who experience more psychosocial problems received less social support. 

Results also showed that children with HIV/AIDS experience more transactions of support 

than children wihout HIV/AIDS (Wierda, 2006). 
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Because previous research questioned whether the significant differences in 

transactions of social support can be due to the environment a child with HIV/AIDS lives in, 

it would be interesting to see if the quality of environment correlates with social support. 

 

Subjects 

 

The subjects in this study were randomly chosen at the different sites at the beginning 

of the first longitudinal research study in 2005. However we have to take into account the fact 

that some of the children in the experimental group of the previous study were not present at 

the sites anymore. This was the case because of reasons such as death, movement and 

adoption/ fostering. 

There were also three new sites included in the experimental group to have a larger 

research population. These ten sites all included children with HIV/AIDS on ARV treatment 

and were all funded by the SACBC AIDS Office. The present study contained 61 children in 

total (49% boys and 51% girls) with an average age of nine years and five months (sd.=2.66). 

For more specific information about these subjects, see Table 1. 

 

Table 1. Number of children and caregivers at the different sites 

Location Male (n) Female (n) Children (n) Caregivers (n) 

Site1 4 8 12 3 

Site2 0 2 2 1 

Site3 4 2 6 2 

Site4 4 4 8 5 

Site5 4 3 7 6 

Site6 3 3 6 2 

Site7 3 5 8 8 

Site8 5 0 5 2 

Site9 0 2 2 1 

Site10 3 2 5 5 

Total 30 31 61 35 
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Instruments 
 

Quality of environment 

 

To measure the quality of environment in the childcare centers, the Home Observation for 

Measurement of the Environment (HOME-inventory) was used. This is an observation 

instrument to measure how parents design the environment for their children mostly used as a 

screening instrument. The HOME-inventory was developed by Caldwell et al. (1973). The 

main goal of constructing this instrument was to give an indication of the quality of social, 

emotional and cognitive support of the home environment to young children (De Jong, & 

Meijer, 1985). 

A number of studies have reported significant correlations between the scores on the 

HOME inventory and IQ scores, cognitive and language development and school 

performance. Important to note is that these findings were found across different ethnic 

groups with a variety of socio-economic status. The HOME contains items for infants and 

toddlers, preschool aged children and elementary children. In this research the HOME 

inventory of elementary aged children was used since most children included in this study are 

of this age (Bradley et al., 1989). 

However because of the fact that a parent cannot simply be replaced by a caregiver 

and Western standards do not have to be South African standards, some items were left out or 

replaced by suitable items. Since observation is not always easy and manageable in an 

orphanage/center, caregivers were asked some concrete questions that were written down. 

The final questionnaire of the HOME inventory of elementary aged children contained 

a total of 15 items regarding: emotional environment (responsiveness, encouragement of 

maturity, emotional climate and development stimulation) and physical environment 

(materials and outside play environment). Most of the answers that could be given were 

measured using five response categories, ranging from 1 ‘never’ to 5 ‘very often’. Other items 

were measured using a two-point scale (yes or no). See Appendix 1. 

Because it was not possible to group the items into reliable scales, there were no scales 

measured but those items that showed a great variance. There were a few items left out of the 

analyses since they showed little variance. For example item 10 (Does the child have a special 

place in which to keep possessions?) 80 % of the caregivers answered yes, which shows that 
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there is hardly variance in this item and for that reason was left out of the analyses. The same 

applied to items 8 (physical punishment), item 9 (general punishment), item 11 (a nickname) 

and item 13 (access to reading books). Table 2 shows the items selected by amount of 

variance divided into the two different categories known as emotional environment and 

physical environment. 

 

Table 2: items of the HOME divided into two categories 
 Items Variance 

Emotional Environment 1. Praising 1.66 

 2. Encourage read 2.80 

 3. Schedule 1.81 

 4. Selfcare routines 2.67 

 5. Put away clothes 2.18 

 6. Set limits 1.85 

 7. Lose temper 1.54 

 14. Motorskills 2.85 

Physical Environment 12. Instrument* .25 

 15. Safety outside 1.25 

*This is an item measured with a two point scale 
 

 

Social support 

 
Former research showed that social support is closely related to health outcomes (Van 

Sonderen, 1991; Gallaghan & Morrissey, 1993; Sherbounce & Stewart, 1991; Helgeson, 

1993). 

Social support can be divided into two key concepts known as perceived support or 

satisfaction with the provided social support and the actual supportive transactions. Therefore 

it is relevant to research perception and satisfaction of social support as well as the actual 

support the child receives from the primary caregiver and relatives (Doeglas et al., 1996). To 

accomplish this, both the Social Support Questionnaire for Transactions (SSQT) and the 

Social Support Questionnaire for Satisfaction (SSQS) were used to measure social support 

given by other people than caregivers, relatives. A third concept was created and added to the 

research known as the amount of social support given by the child’s primary caregiver 

(SSPC) (Wierda et al., 2007). See Appendix 2. 
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The final questionnaire contained 11 items regarding daily emotional support and 

problem-oriented emotional support. These 11 items contained three sub-items regarding 

actual interaction, satisfaction with these interactions and support given by the caregiver. In 

example: 

 
 

A. Does it ever happen to him/her that other people sympathize with  him/her? 

0 seldom or never 

0 now and then 

0 regularly 

0 often 

 

B. Is this just as much as he/she needs?  C. How much sympathy do you give him/her? 

0 Much less than he/she needs  0 Much less than he/she needs 

0 Less than he/she needs   0 Less than he/she needs 

0 Just as much as he/she needs  0 Just as much as he/she needs 

0 More than he/she needs   0 More than he/she needs 

 

 

Cronbach’s alpha to measure the homogeneity of the three constructs in this study is 

.88 for the ‘SSQT scale’, .81 for the ‘SSQS scale’ and .78 for the ‘SSPC scale’. The three 

constructs all together form the ‘total score on social support’ scale, and has a Cronbach’s 

alpha of .91. 

Procedure 

 
Before questioning the caregivers of the different sites, a general email was sent from the 

SACBC Office to the childcare centres to inform them about present study. After informing 

them, an oral appointment was made through the telephone to visit the sites. 

At the sites the primary caregivers of the subjects filled in the two questionnaires 

about each child. The researcher sat in a quiet place with the caregiver to read the English 

questions out loud and explain the questions when needed. This took place without the 

questioned/target child being present in the room. 

At some of the sites where none of the caregivers could speak English, a translator was 

used as means of understanding the questions. It took the caregivers approximately 20 

minutes to complete both questionnaires for each child, and the researcher was present at all 

times. 
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Statistics 

 
To analyse the acquired data, the analytical computer software programme SPSS (Statistical 

Package for the Social Sciences) was used. 

The first research question: how is the quality of the environment of children affected by 

HIV/AIDS on ARV treatment? This was analyssed using a frequencies table to see how the 

caregivers scored on the selected items seperately that covered the emotional and physcial 

aspects of the environment. 

In line with the first research question, the second research question is: how is the 

social support for children affected by HIV/AIDS on ARV treatment? This was also analysed 

using a frequency table to see how the caregivers scored on the different subscales. For this 

research question the independent t-test was also used to see whether there were differences in 

gender and age regarding the social support. 

The third research question is are there  differences between the childcare centers 

regarding the quality of the environment and the social support children with HIV/AIDS on 

ARV treatment receive? To determine the differences between the childcare centers regarding 

the quality of the environment and the social support, a one-way ANOVA was used. When 

looking at the differences between the childcare centers, the different categories were 

measured regarding the items that cover the quality of enviroment and social support and 

controlled for by the child-caregiver ratio. This was done to see which aspects of the 

environment and social support these childcare centers differ. 

The final research question is is there a correlation between the social support given 

by relatives and caregivers and the emotional environment children with HIV/AIDS on ARV 

treatment live in? This research question was answered using Pearson’s correlation. 

All research questions were analysed using a significance level of .05 

Results 

 
Quality of the Environment 

 
Table 3 shows the average scores on the selected items that cover emotional as well as 

physical aspects of the environment. Table 3 shows that the average scores differ among the 

items. When looking at the emotional environment it appears that the encouragement of 

maturity is moderately to highly moderately according to the caregivers. On emotional level 
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however, caregivers claim to lose their temper hardly ever with the children. Caregivers claim 

that they hardly help children to achieve motor skills. It appears that the emotional 

responsiveness differs amongst the items. Caregivers claim to have a rigid daily schedule for 

the child and to encourage the child to read on his/her own more than moderately. However 

caregivers note that they praise the child hardly ever for doing something. 

When looking at the items that cover the physical environment it appears that 

according to the caregivers, the outside play environment is almost completely safe and free 

of hazards for the children. A large number of children have access to musical instruments. 

 

Table 3: Average scores on HOME items 

N=61 Mean Sd. 

1. Praising 1.97 1.29 

2. Encourage read 3.62 1.67 

3. Schedule 4.23 1.34 

4. Selfcare routines 3.72 1.63 

5. Put away clothes 4.02 1.47 

6. Set limits 3.33 1.36 

7. Lose temper 2.05 1.24 

12. Instrument 3.02 1.68 

14. Motorskills 1.48 .50 

15. Safety 4.52 1.12 

 

However significant differences were found between childcare centers regarding some 

items on emotional environment and physical environment. On items regarding emotional 

environment there was not one childcare center that scored high on the items. Only one 

childcare center scored low on the items. The scores differed per item but in general, site 8 

had the overall best scores on emotional environment and site 6 the lowest scores on the 

various items (see table 4). However post-hoc analysis showed that the differences found 

were most likely coincidental ( >.05). 

When looking at the child-caregiver ratio (see table 1) it appears that there is no 

cohesion between the scores on emotional environment and the child-caregiver ratio. For 

example at site 7 the child-caregiver ratio is one on one, however they do not have higher 

scores on the items regarding emotional environment as the other sites. 
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Table 4: Mean scores of items on emotional environment 
Items                   Sites Site1 Site2 Site3 Site4 Site5 Site6 Site7 Site8 Site9 Site10 

1.Praising * 2.38 1.00 1.43 2.92 1.67 2.00 2.88 1.00 1.20 1.00 

2.Encourage read 4.25 3.67 3.29 3.33 4.50 1.50 3.13 5.00 3.20 4.20 

3.Schedule * 3.13 5.00 4.71 4.33 4.67 5.00 3.00 5.00 4.20 5.00 

4.Selfcare routines* 2.25 3.17 4.86 4.17 3.83 1.00 3.63 5.00 4.20 4.20 

5.Put away clothes 4.38 4.50 4.14 4.00 4.67 1.50 3.25 3.50 3.60 4.80 

6.Set limits 3.50 3.33 3.00 2.75 4.33 4.00 3.13 5.00 2.80 3.60 

7.Lose temper* 2.25 1.00 1.71 2.42 2.67 3.50 2.75 2.50 1.00 1.00 

14.Motorskills* 2.38 5.00 1.86 3.42 2.83 3.00 1.63 3.50 3.00 4.60 

*Significant differences between sites at .05 level 

 

On items regarding physical environment, site 2 and 8 scored the  highest. Site 5 

appears to have the lowest safety in the outside play environment (n=61) (F(9,51)= 6,643; 

p<.05 and site 6 appears to have the least amount of access to musical instruments (n=61) 

(F(9,51)=2,970; p<.05. See table 5. However post-hoc analysis showed that just like the 

results on emotional environment,  the differences found are most likely based on coincidence 

( >.05). 

When looked at the child-caregiver ratio (see table 1), there appears to be no cohesion 

between the scores on physical environment and child-caregiver ratio. Site 8 has less 

caregivers on the amount of children than site 2, however site 8 scored higher on the items 

regarding physical environment than site 2. 

 
Table 5: Mean scores of items on physical environment 
Items                   Sites Site1 Site2 Site3 Site4 Site5 Site6 Site7 Site8 Site9 Site10 

12.Instrument * 1.63 2.00 1.14 1.25 1.50 1.00 1.75 2.00 1.20 1.40 

15.Safety outside* 2.50 5.00 5.00 4.92 4.33 4.50 4.63 5.00 5.00 5.00 

*Significant differences between sites at .05 level 

 

Social support 

 
The average score on the social support questionnaire in total was 3.1, which means that the 

overall social support to the child is just as much as he/she needs. The average score on the 



 15 

amount of social support specifically given by the primary caregiver (SSPC) is 3.4. This 

means that the caregivers give the children just as much social support the child needs, to 

almost more than the child needs. Primary caregivers claim that the children receive social 

support regularly from relatives and they believe this is just as much as the child needs. For 

the average scores on these subscales see table 5. 

 

Table 5: Scores on Social Support Questionnaire 

N=61 SSQT SSQS SSPC 
       Total  

Social Support 

Mean 2.86 3.03 3.41 3.10 

Sd. 0.68 0.39 0.34 0.40 

Variance 0.47 0.15 0.12 0.16 

 

Results of the Independent Sample t-test show that there was no significant difference 

between boys and girls regarding the total amount of social support they receive (t=0.22; 

df=49,88; p>.05). However children who are younger than nine years of age receive 

significant more social support than children older than nine years (t=-1.61; df=43,10; p<.05). 

Significant differences were found between the ten different childcare centers and the 

amount of social support the children receive from relatives (n=61) (F(9,51) =4,540; p<.05). 

The children of site 9 received the most social support from relatives according to their 

primary caregivers and the children of site 7 receive the least amount of social support from 

relatives. The post-hoc analyses show that the differences are significant between these two 

childcare centers and therefore mostl likely not based on coincidence. Fourty-four percent of 

the differences between the childcare centers can  be explained by the social support children 

receive from relatives (η²= 0.44). 

There were also significant differences between the childcare centers in the 

satisfaction of the social support other people give the children (n=61) (F(9,51) =3,641; 

p<.05). The caregivers from site 9 are most content about the support children get from 

relatives. The caregivers from site 7 however are the least content of all childcare centers 

about the social support relatives give the children. The post-hoc analyses showed that the 

differences were significant between these two childcare centers Thirty-nine percent of the 

differences between childcare centers can be explained by contentness of the amount of 

support given by relatives (η²= 0,39). 



 16 

There was a significant difference found between the childcare centers in the amount 

of support given by the primary caregivers themselves (n=61) (F(9,51) =2,881; p<.05. 

Children of site 2 received the most social support from the caregivers themselves, while the 

children of site 8 received the least social support from the caregivers. However post-hoc 

analysis show that the differences between these childcare centers are not significant and 

therefore mostly based on coincidence. 

When looking at the overall social support there also appears to be a significant 

difference between the childcare centers (n=61) (F(9,51) =4,535; p<.05.). Site 9 appears to 

give the most overall social support, while site 7 appears to give the least amount of overall 

social support. Post-hoc analysis show that the differences between these chilcare centers are 

significant. For more details about the mean scores see table 6. 

 

Table 6: Mean scores on Social Support Questionnaire 
Childcare 

Center 
N (children) N (caregivers) SSQT SSPC SSQS 

      Total 

Social Support 

Site1 8 8 2.29 3.28 2.89 2.82 

Site2 6 2 3.22 3.80 3.09 3.37 

Site3 7 6 2.71 3.46 2.89 3.02 

Site4 12 3 3.05 3.28 3.06 3.13 

Site5 6 2 2.89 3.27 3.00 3.05 

Site6 2 1 2.86 3.36 2.86 3.03 

Site7 8 5 2.18 3.27 2.73 2.73 

Site8 2 1 2.68 3.22 3.13 3.01 

Site9 5 2 3.58 3.80 3.74 3.70 

Site10 5 5 3.50 3.43 3.05 3.33 

Df   9 9 9 9 

Total 61      

 

When looking at the child-caregiver ratio there appears to be no correlation between 

the child-caregiver ratio and the scores on the social support questionnaires. Site 9 scored 

highest overall and has fewer caregivers per child compared to site 7 who scored lowest of all 

sites. 

After using the Pearson correlation, there appears to be a small significant correlation 

between social support given by relatives and some of the items on emotional and physical 
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environment. Social support given by relatives is positively correlated with the safety of the 

playground and helping the child to achieve motorskills. It appears that there is a small 

negative correlation between losing temper with the child and the amount of social support 

the child receives from relatives and primary caregivers. See table 7. 

 

Table 7: Correlation Social support and Quality of environment 
 
 

 
SSQT 
(relatives) 

 
SSPC 
(primary caregivers) 
 

1. Praising -.22 -.20 
2. Encourage read .16 -.08 
3. Schedule .09 -.02 
4. Selfcare routines .00 .01 
5. Put away clothes -.03 -.15 
6. Set limits .00 -.10 
7. Lose temper -.29* -.31* 
12. Instrument -.14 -.02 
14. Motorskills .33* .18 
15. Safety .32* .15 
* Correlation is significant at the .05 level (two-tailed testing) 

 

Conclusion 

 
The purpose of this study was to look at the quality of the environment children with 

HIV/AIDS on ARV treatment live in and the amount of social support a child with HIV/AIDS 

on ARV treatment receives. To achieve this goal different research questions have been 

constructed. 

The first research question was how is the quality of the environment children with 

HIV/AIDS on ARV treatment live in? The environment was divided into two categories 

known as emotional and physical environment. Expected was that the physical environment 

was moderate to high and the emotional environment is of low quality due to neglection of 

psychosical stimulation. Results showed that according to the caregivers the phyisical 

environment is as expected highly moderate. The emotional environment is in general 

moderate to high with exception of the caregiver losing temper with the child, prasing the 
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child and helping the child to achieve motorskills which caregivers claim to hardly do. A 

possible explanation for these results can be that caregivers are too busy providing the 

children with basic needs they hardly get a chance to stimulate them. For example, when these 

children play outside caregivers just let them play with each other and not specifically teach 

them things like how to throw a ball. Recent research (Blanchette, Smith, Fernandes-Penney, 

King & Read, 2001) however show that children with HIV/AIDS appear to take longer in 

reaching developmental stages in life. Therefore it is of great importance that these children 

get developmentally stimulated on a more than average level at an early age. 

The second research question was: how is the  social support for children affected by 

HIV/AIDS on ARV treatment? Expected was that age and gender are of influence on the social 

support these children receive. Results showed that the social support the child receives from 

relatives and from the primary caregivers themselves is just as much as he/she needs to almost 

more than the child needs according to the primary caregivers. Gender does not appear to 

influence the amount of social support; age however does. Younger children receive more 

support than older children. A possible explanation can be that caregivers feel that younger 

children need more attention and help because they are younger of age. 

In line with the first two research questions, the third research question was: are there 

differences between the childcare centers regarding the quality of the environment and the 

social support children with HIV/AIDS on ARV treatment receive? It was expected that 

childcare centers differ regarding the quality of the environment and the social support. It was 

expected that the child-caregiver ratio is of influence on the differences. Results showed that 

there are significant differences between the childcare centers regarding emotional 

environment. However post hoc analysis show that the results are probably due to 

coincidence. Results of the social support show that there are also significant differences 

between the ten childcare centers. Post hoc analysis show that these findings, except for the 

social support given by primary caregivers, are not due to coincidence. A possible explanation 

for the results regarding social support is the difference in financial means. Some of the sites 

put in a lot of effort in psychosocial well-being of children. Some of the children with 

HIV/AIDS, for example, visited psychologists on regular basis. The child-caregiver ratio 

appears to be of no influence on the quality of environment or social support whatsoever. This 

can be explained by the small number of children at the sites. In relation there is still a high 

child-caregiver ratio which makes it difficult to compare. 

The last research question was: is there a correlation between the social support given 

by relatives and caregivers and the quality of environment children with HIV/AIDS on ARV 
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treatment live in? Expected was that a high quality of environment is correlated with a high 

amount of social support. Results, however, showed that there are just a few environment 

items that have a small positive correlation with social support given by relatives, namely, 

safety and motorskills. A positive correlation between social support and safety on the 

playground can be explained by the idea that relatives who give these children social support 

are also interested in the safety of the child and therefore makes sure the child stays at a 

childcare center where there is a safe playground. Children who are supported socially are 

more exploratory and have a stronger personality therefore they are more willing to ask for 

help when for example playing outside. The caregiver becomes aware of the need of the child 

to receive help in, for example, learning to ride a bike and therefore helps the child to achieve 

motorskills (Turner & Marino, 1994). In addition to the small positive correlations there is 

also a small negative correlation between losing temper with the child and the amount of 

social support the child receives from relatives and caregivers. It is most likely that a 

caregiver who gives the child social support does not lose his or her temper with the child. 

When caregivers are empathic towards a child they are more than willing to explain things to 

a child instead of losing his or her temper (Schaffer, 1996). 

 

 

Discussion 

 

What do the above stated conclusions mean for implementation in practice? Since the target 

group only existed of 61 children with HIV/AIDS on ARV treatment, these results cannot be 

generalised to all the children with HIV/AIDS on ARV treatment in South-Africa. There were 

only ten sites funded by the SACBC AIDS Office who were included in this research, which 

means these results cannot be generalised to all the SACBC funded sites either.  

Besides the lack of generalisation, there are some factors that could have influenced 

the above stated results. It is important to realise that this study can contain a cultural bias. 

Although the researcher tried to be as objective as possible, there can be Westernised 

interpretations regarding the founded results. Another limitation of this study is the language 

barrier and lack of education. Since the questions were asked in English and not in their 

mother tongue it was difficult for some of the caregivers to understand the questions. Some of 

the caregivers required translators to comprehend the questionnaires which affected the 

validity of the answers. The last limitation of this study is the social desirability of given 

answers. Caregivers felt that especially to a foreign researcher with different cultural values 
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certain answers were expected from them. These above stated limitations need to be kept in 

consideration when looking at the results and conclusion. 

It is clear that there are significant differences between the childcare centers regarding 

the quality of the environment and especially the social support. A suggestion would be to put 

more money and effort into the design of the environment a child lives in because it can be of 

great consequence of their further developmental growth. However, it has to be noted that the 

average scores on the various items were almost all moderately or higher which means that 

none of the childcare centers provided a qualitatively bad environment for the children to live 

in. This was also the case for the amount of social support the children received from the 

caregivers and others. 

Although there were differences between the childcare centres, the average scores 

were not far below average. However to make sure that the amount of social support will be 

more equalised between the childcare centres perhaps a social support workshop can be 

started. This in order to give caregivers an idea about the social support concept and its 

importance in the child’s life. Since most children attend school, it is of great importance that 

the quality of environment and social support a teacher gives is optimal since school also has 

a great influence on the child’s development. 

In future it is important to do more research about the quality of environment children 

with HIV/AIDS on ARV treatment live in, since it is of great importance for their further 

development. Perhaps it is interesting to determine in future whether there is a correlation 

between the quality of the environment a child lives in and psychosocial problems or 

cognitive development of these children, since literature assumes that there is a positive 

correlation between these two aspects. 
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Appendix 1 

 
 
Home Observation for Measurement of the Environment Inventory 

(HOME) 

 

Name of the SITE: 

Name of the child 

Birth date of child 

Sex of child: 

Name of caregiver: 

Number of years working at this site: 

 

This questionnaire is about the interaction between child and caregiver. Can you please fill in 

this questionnaire by putting a circle around the answer? The questionnaire contains 15 items 

and will take approximately 5 minutes to fill in. If you do not understand a question please 

tell me so that I can explain the question to you. 

Thank you for your cooperation. 

 

 
 
Eva van der Kleij 

e.vanderkleij@hotmail.com 

 
June/July/August 2007 
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HOME for caregivers of elementary aged children (6-and up) 

 

Emotional and verbal responsiveness Never 
1 

Some-
times 
2 3 

Not 
much 
4 

Often 
5 

1 How much have you praised the child 

during the past week for doing something? 
Never 

1 2 3 4 

Often 

5 

2. How much do you encourage the child to 

read on his/her own? 
Never 
1 2 3 4 

Often 
5 

3. Do you have a fairly regular and 
predictable daily schedule for the child (for 
example: meals, bedtime)? 

No struc- 
ture 

1 2 3 4 

Very 
rigid 

5 

Encouragement of maturity 
 

 

4. How much do you require the child to 

carry out selfcare routines like making the 

bed, cleaning his/her room and bathing 

him/her self? 
Never 

1 2 3 4 

Often 

5 

5. How often does the child put his dirty 

clothes, night clothes in a special place? 
Never 
1 2 3 4 

Often 
5 

6. How often do you set limits for the child 

and generally enforce them? 
Never 

1 2 3 4 

Often 

5 

Emotional Climate 
 

 

7. How often have you lost your temper 

with the child during the previous week? 
Never 

1 2 3 4 

Often 

5 

8. How often have you physically punished 

the child during the past month? 
Never 
1 2 3 4 

Often 
5 

9. How often have you punished the child 

harshly when he/she expresses negative 

feelings towards you? 
Never 

1 2 3 4 

Often 

5 

10. Does the child have a special place in 

which to keep his possessions? 
No 
1  

Yes 
2 
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11. Do you have a nickname for the child? 
No 

1 

Yes 

2 

Growth fostering materials and 
experiences 

 
 

12. Does the child have free access to 

musical instruments? 
No 

1 

 

Yes 

2 

13. Does the child have free access to at 

least ten appropriate reading books? 
No 
1 

Yes 
2 

Family participation in developmentally 

stimulating experiences 
 

 

14. How much do you help the child to 
achieve motorskills (for example: ride a 
two wheel bike, play ball)? 

Never 
1 2 3 4 

Often 
5 

Aspects of the physical environment 
 
 

15. Is the outside play environment safe and 
free of hazards for the child? 

 

Very 
unsafe 

1 2 3 4 

Comple-
tely safe 

5 
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Appendix 2 

 
 
Social Support Questionnaire for Transactions and Satisfaction 

(SQQT/SSQS) 

 

Name of the SITE: 

Name of the child 

Birthdate of child 

Sexe of child: 

Name of caregiver: 

Number of years working at this site: 

 

This questionnaire is about the social support of a child given by the caregiver. Can you 

please fill in this questionnaire by choosing the most appropriate answer and check this box. 

The questionnaire contains 33 items and will take approximately 10 minutes to fill in. If you 

do not understand a question please tell me so that I can explain the question to you. 

Thank you for your cooperation. 

 

 

Eva van der Kleij 

e.vanderkleij@hotmail.com 

 
June/July/August 2007 
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1A. Does it ever happen to him/her that other people are warm and affectionate 
towards him/her? 

seldom or never □ 

now and then □ 

regularly □ 

often □ 

 

B. Is this just as much as he/she needs? 

Much less than he/she needs □ 

Less than he/she needs □ 

Just as much as he/she needs □ 

More than he/she needs □ 

 

C. How much warmth and affection do you give to him/her? 

Much less than he/she needs □ 

Less than he/she needs □ 

Just as much as he/she needs □ 

More than he/she needs □ 

 
2A. Does it ever happen to him/her that people are friendly towards him/her? 

 

seldom or never □ 

now and then □ 

regularly □ 

often □ 

 

B. Is this just as much as he/she needs? 

Much less than he/she needs □ 

Less than he/she needs □ 

Just as much as he/she needs □ 

More than he/she needs □ 

 

C. How much friendliness do you give to him/her? 
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Much less than he/she needs □ 

Less than he/she needs □ 

Just as much as he/she needs □ 

More than he/she needs □ 

 
3A. Does it ever happen to him/her that other people sympathize with him/her? 

seldom or never □ 

now and then □ 

regularly □ 

often □ 

 

B. Is this just as much as he/she needs? 

Much less than he/she needs □ 

Less than he/she needs □ 

Just as much as he/she needs □ 

More than he/she needs □ 

 

C. How much sympathy do you give to him/her? 

Much less than he/she needs □ 

Less than he/she needs □ 

Just as much as he/she needs □ 

More than he/she needs □ 

 
4A. Does it ever happen to him/her that people show their understanding for him/her? 

 

seldom or never □ 

now and then □ 

regularly □ 

often □ 

 

B. Is this just as much as he/she needs? 

Much less than he/she needs □ 

Less than he/she needs □ 
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Just as much as he/she needs □ 

More than he/she needs □ 

 

C. How much understanding do you give to him/her? 

Much less than he/she needs □ 

Less than he/she needs □ 

Just as much as he/she needs □ 

More than he/she needs □ 

 
5A. Does it ever happen to him/her that people are willing to lend him/her a friendly 

ear? 

 

seldom or never □ 

now and then □ 

regularly □ 

often □ 

 

B. Is this just as much as he/she needs? 

Much less than he/she needs □ 

Less than he/she needs □ 

Just as much as he/she needs □ 

More than he/she needs □ 

 

C. How much are you willing to lend him/her a friendly ear? 

Much less than he/she needs □ 

Less than he/she needs □ 

Just as much as he/she needs □ 

More than he/she needs □ 

 
6A. Does it ever happen to him/her that people make him/her feel at ease? 

 

seldom or never □ 

now and then □ 
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regularly □ 

often □ 

 

B. Is this just as much as he/she needs? 

Much less than he/she needs □ 

Less than he/she needs □ 

Just as much as he/she needs □ 

More than he/she needs □ 

 

C. How much do you make him/her feel at ease? 

Much less than he/she needs □ 

Less than he/she needs □ 

Just as much as he/she needs □ 

More than he/she needs □ 

 
7A. Does it ever happen to him/her that people point him/her in the right direction? 

 

seldom or never □ 

now and then □ 

Regularly □ 

Often □ 

 

B. Is this just as much as he/she needs? 

Much less than he/she needs □ 

Less than he/she needs □ 

Just as much as he/she needs □ 

More than he/she needs □ 

 

C. How much do you point him/her in the right direction? 

Much less than he/she needs □ 

Less than he/she needs □ 

Just as much as he/she needs □ 

More than he/she needs □ 
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8A. Does it ever happen to him/her that people cheer him/her up? 

 

seldom or never □ 

now and then □ 

Regularly □ 

Often □ 

 

B. Is this just as much as he/she needs? 

Much less than he/she needs □ 

Less than he/she needs □ 

Just as much as he/she needs □ 

More than he/she needs □ 

 

C. How much do you cheer him/her up? 

Much less than he/she needs □ 

Less than he/she needs □ 

Just as much as he/she needs □ 

More than he/she needs □ 

 
9A. Does it ever happen to him/her that people reassure him/her? 

 

seldom or never □ 

now and then □ 

Regularly □ 

Often □ 

 

B. Is this just as much as he/she needs? 

Much less than he/she needs □ 

Less than he/she needs □ 

Just as much as he/she needs □ 

More than he/she needs □ 
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C. How much do you reassure him/her? 

Much less than he/she needs □ 

Less than he/she needs □ 

Just as much as he/she needs □ 

More than he/she needs □ 

 
10A. Does it ever happen to him/her that people tell him/her not to lose courage? 

 

seldom or never □ 

now and then □ 

Regularly □ 

Often □ 

 

B. Is this just as much as he/she needs? 

Much less than he/she needs □ 

Less than he/she needs □ 

Just as much as he/she needs □ 

More than he/she needs □ 

 

C. How much do you tell him/her not to lose courage? 

Much less than he/she needs □ 

Less than he/she needs □ 

Just as much as he/she needs □ 

More than he/she needs □ 

 
11A. Does it ever happen to him/her that he/she can rely on other people? 

 

seldom or never □ 

now and then □ 

Regularly □ 

Often □ 

 

B. Is this just as much as he/she needs? 
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Much less than he/she needs □ 

Less than he/she needs □ 

Just as much as he/she needs □ 

More than he/she needs □ 

 

C. How much can he/she rely on you? 

Much less than he/she needs □ 

Less than he/she needs □ 

Just as much as he/she needs □ 

More than he/she needs □ 

 
 


