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This longitudinal study focuses on children with HIV/AIDS on antiretroviral treatment and their problems in 

psychosocial  functioning. Chronic illness in children can lead to the development of psychosocial problems, and 

therefore attention for mental health is needed for these children. Because no research is available concerning the 

psychosocial functioning of children with HIV/AIDS in the developing world, this study aims to look at the mental 

health problems of HIV/AIDS-infected children in South-Africa. The results of this study can contribute to the 

development of support programs for diseased children. This study follows a longitudinal design with three waves, in 

which children with HIV/AIDS are being compared to children without HIV/AIDS regarding ‘depression/anxiety’, 

‘withdrawal’ and ‘social problems’. Results show no significant differences between the two groups in most waves. 

However, significant differences between the experimental group and the control group were found for 

‘depression/anxiety’ in wave two, and for ‘social problems’ in wave one and two. No effects were found for age and 

traumatic experiences. Only one effect for time was found on ‘social problems’, indicating the counterintuitive effect  

that ‘social problems’ decreased over time for both groups. Besides psychosocial problems, also ‘social support’ was 

studied. Results show that the experimental group experience more ‘transactions of social support’ than the control 

group. Besides this result, negative correlations were found between the ‘total score on social support’ and score for 

‘satisfaction of social support’ and all different forms of psychosocial problems for both groups. The negative 

correlations with ‘depression/anxiety’ and with ‘withdrawal’ were stronger for the control group than for the 

experimental group. These results reflect that children who receive less social support have more psychosocial 

problems and plead for more attention of social support in intervention programs for children. 

 
 

Introduction 

HIV/AIDS 

One of the most wide spreading diseases of our time is AIDS (Acquired Immuno-Deficiency 

Syndrome, with HIV as it’s preceding virus), which caused approximately 2.9 million deaths in 

2006 only. Sub-Saharan Africa is the world's region with the highest AIDS prevalence and 

Southern-Africa is in this region the epicentre, with 32% of all infected people who live here and 



34% of all AIDS deaths that occurred here in 2006 (UNAIDS, December 2006). 

HIV destroys CD4+ T-cells (lymphocytes) that normally organise the immune system, 

which protects the human body in case of infection. This makes the human body more vulnerable 

for opportunistic infections which can cause major medical suffering and shall cause death 

eventually. At this moment, no medication is available to cure AIDS (Kumar & Clark, 2002). 

HIV/AIDS is being treated with antiretroviral drugs (ARV's). ARV’s are said to be very 

effective in increasing the CD4+ T cells and in decreasing the viral response, and is therefore 

responsible for a better disease prognosis of people with AIDS. ARV’s are able to reduce the rate 

of clinical progression to AIDS or death by 86% (Sterne, Hernan, Ledergerber, Tilling, Weber, 

Sendi, Rickenbach, Robins, Egger, & the Swiss HIV Cohort Study, 2005). Many lives are being 

prolonged because of ARV’s, and people are able to live a more human existence despite of their 

infection with HIV/AIDS.  

 

Mental health consequences of HIV/AIDS 

Although ARV treatment programmes are a big success, most of the time the psychological well 

being of chronically diseased people is being forgotten. People with AIDS will live a longer life 

due to effective ARV’s, but have to face more problems in physical, psychological and social 

ways as a result of being chronically ill (Tate, Paul, Flanigan, Tashima, Nash, Adair, Boland, & 

Cohen, 2003). It is known that chronically ill people are at increased risk of having psychosocial 

problems, like low self-esteem, problems in psychological well-being (depression), and problems 

in behavioural and social functioning compared to people without a chronic condition (Huurre, & 

Aro, 2002). Studies suggest that people infected with HIV often suffer from depression and 

anxiety disorders as they adjust to the diagnosis, struggle with the meaning of a positive HIV test 

result, adapt to life with a chronic and life threatening disease, anticipate and receive news of the 

disease's advance, and witness the death of relatives and friends (Collins, Holman, Freeman, & 

Patel, 2006). Other risks in mental health as a result of HIV-infection are cognitive impairment 

and dementia due to viral infection of the brain, depression and anxiety due to the impact of the 

infection on the person's life, alcohol and drug abuse as a coping mechanism which lead to more 

risk behaviours, the psychiatric side-effects of some antiretroviral drugs, and the social 

difficulties faced as a result of stigma and discrimination (Freeman, Patel, Collins, & Bertolote, 

2005).  



Mental illness in its turn can also be a risk factor for becoming HIV infected. Substance 

abuse (including injection drug use), practising non-safe sex, having multiple partners, being 

socially isolated and having a cognitive impairment, all increase vulnerability to HIV infection 

and are related to some psychiatric disorders (Collins, et. al., 2006). Besides all this, mental 

illness has a bad influence on adherence to medication and disease progression (Freeman et. al., 

2005) and leads to a more rapid course of illness and a decline of the functioning of the immune 

system (Taylor, 2003). 

 

Children with HIV/AIDS and their mental health 

In 2006, there were 2.3 million children (under 15 years) worldwide infected with HIV/AIDS and 

there were 380 000 AIDS deaths among children in that year (UNAIDS, December 2006). More 

than 90% of all HIV infections in children are acquired through vertical transmission and occurs 

during pregnancy, at delivery or through breastfeeding after birth (Thorne, 1997).   

For children the psychological suffering as a result of the AIDS epidemic may even be 

greater than the suffering for infected adults. Children have to cope with their own infection and 

their lack of knowledge about the disease. Children feel physically ill without knowing their 

status. Many children (60%) under 14/15 years old don't know their diagnosis, disclosure occurs 

in 91% of all children after this age by their primary caregivers (Thorne, 1997). 

Chronically ill children also are at more risk of mental illnesses. Children with HIV/AIDS 

have to deal with much emotional pain and complex feelings of loneliness, guilt, anger, 

confusion, depression and fear. Clinical anxiety and depression is common in children with HIV, 

as a result of recurrent and cumulative losses. Children with HIV/AIDS also have more traumatic 

experiences including dealing with the death of family members (from AIDS-related illnesses), 

living in poverty, violence, sexual abuse, and comprehending their own mortality (Domek, 2006). 

Children with HIV/AIDS have worries, anxieties, and other emotional problems that most 

children their age do not have. Infected children do not feel "normal" en HIV determents the 

child's identity (Fielden, Sheckter, Chapman, Alimenti, Forbes, Sheps, Cadell, & Frankish, 2006).  

Besides the vulnerability of children to develop mental health problems directly due to 

their chronic illness, children with HIV/AIDS live in poor households and are often stigmatised 

and discriminated (Domek, 2006) and are vulnerable to abuse (Lancet, 2006). 

 



Orphanhood as a result of HIV/AIDS 

Children with HIV/AIDS are very dependent of their environment by means of access to 

medication, information, general care and loving. However, in developing countries like South 

Africa where the AIDS pandemic is grand, children grow up in a diseased environment what 

makes them even more vulnerable than they already are. There are many parents who can't take 

good care of their own children, because they themselves are diseased too. Many parents will die 

an AIDS death eventually, what makes their children orphans (Freeman,& Nkomo, 2006). 

HIV/AIDS in Sub-Saharan Africa has already orphaned a generation of children. Orphanhood 

means in most cases automatically material problems (including access to money, food, clothing, 

shelter, health care and education), emotional problems (including experience of love, caring, 

support, space to grieve and containment of emotions), and social problems (including lack of a 

role model and of guidance in difficult times and situations) (Andrews, Skinner, & Zuma, 2006). 

Most orphans are being cared for by the extended family, but the family’s ability has been 

jeopardized by the increasing number of orphans, stigmatisation around HIV/AIDS, and poverty 

(Thorne, 1997). Orphanhood contributes to the child's feelings of not being "normal" (Fielden, et. 

al., 2006), and affects therefore their mental and physical health in a negative way. 

 

Consequences of age on HIV/AIDS  

Whereas many children who become chronically ill, adjust to the radical changes in their lives 

quite successfully, others are not that resilient. Age and developmental stage are factors that can 

influence a child’s adjustment to a chronic illness. 

 A considerable influence on the child’s potential to modify the developmental process is 

the age of a child. A toddler faces very different problems and developmental issues compared to 

an adolescent, even when confronted with the same disease. A child who has lived with an illness 

since infancy, has different issues than a child of the same age who has recently been diagnosed 

with a similar illness (Midence, 1994). Besides this, in general, diseased children experience an 

extra challenge in adjusting to their chronic condition because of the developmental tasks that 

have to be accomplished. Their needs to complete these tasks interact with their chronic condition 

in a negative way (Patterson, & Geber, 1991).  

 Also the way children deal with AIDS related deaths in their environment is age and 

developmental stage related. Research shows that children in the age of nine have a realistic 



perception of the meaning of death (Boyd-Franklin, Steiner & Boland, 1995). Children under the 

age of nine do not see death as inevitable and final and do not understand the meaning and the 

consequences of the disease (Taylor, 2003). 

 

Trauma as a consequence for children who are  infected or affected by HIV/AIDS 

As mentioned above children with HIV/AIDS have had more traumatic experiences than children 

without HIV/AIDS and many children with HIV/AIDS live in orphanhood. However, HIV/AIDS 

also plays a significant role in the lives of non-infected children who have important others who 

suffer or died as a result of HIV/AIDS. In example, not all orphans are HIV-infected themselves 

but through the death of a parent by AIDS they are certainly affected by this disease.  

Many orphans are being traumatized by the death of their parents and experience major 

social and emotional dysfunction. Their sense of security will decline, which can lead to low self-

esteem, depression, anxiety and occasionally aggression. When AIDS is the cause of the death of 

one or both parents the ordeal will have started earlier, as the parent or caregiver succumbs to 

illness and loses the ability to support his or her children (Marais, 2005). In line with this, 

research shows that children of diseased mothers have higher levels of depression, anxiety and 

aggressiveness, when mothers have a lower level of physical functioning and more physical 

symptoms related to their HIV-status (Murphey, Greenwell, Mouttapa,  Brecht, & Schuster, 

2006). The traumatic experiences of these children will be higher in number than they will be for 

children without HIV/AIDS who not have been affected by the disease. 

 

Mental health treatment programmes 

With this closer look on the HIV/AIDS pandemic and its contribution to societies where infected 

people suffer on a grand scale in physical and psychological ways, it is imaginable that besides 

medication treatment, psychological care too is very important. In a certain way this importance 

may even be greater for children than it may be for adults, because of their vulnerability. In the 

developed world there is a lot of attention for HIV infected people and their psychological well 

being. People living there have access to different forms of psychological intervention treatments 

like psychotherapy. In the developing countries however the attention for mental health in 

general is almost nil. Chronically ill people in specific are being forgotten when it comes to 

psychological interventions (Freeman, et. al., 2005). This is striking because many studies have 



addressed the need for mental health care in HIV-infected people (Collins, et. al., 2006). 

Psychological treatment for those who are infected not only will have the benefits at a direct 

mental level, but also their adherence to medication will improve (despite the unpleasant side-

effects) which has a good influence on their disease progression (Freeman, et. al., 2005).  

 

Present study 

The present study has been set up to take a closer look at to what extent HIV-infected children in 

South Africa develop psychosocial problems, and therefore are in need of psychological 

treatment. This study is conducted in cooperation with the South African Catholic Bishop 

Conference (SACBC) Aids office in Pretoria, who takes care of the ARV roll out at different sites 

throughout South Africa. Besides the roll out of antiretroviral medication, the SACBC Aids 

Office is also active in the development of different programmes that are reaching out to people 

who are infected and affected by HIV/AIDS.  

The main focus of this study is whether there is a difference in psychosocial problems 

between HIV-infected children who are receiving ARV’s and children without HIV/AIDS and 

whether there is an effect of age and traumatic experiences on the amount of experienced 

psychosocial problems. There will also be attention for the development of psychosocial 

problems over time in children with HIV/AIDS in comparison with children without the virus. 

Therefore, this study has a longitudinal character and uses three different periods of time in 

which the measurements were conducted.  

The first research question is whether there is a difference between children with 

HIV/AIDS receiving ARV’s and children without HIV/AIDS on their levels of 

‘depression/anxiety’, ‘withdrawal’ and ‘social problems’. It is expected that HIV-infected 

children experience higher levels of ‘depression/anxiety’, ‘withdrawal’ and ‘social problems’ 

than children without HIV/AIDS.  

The second research question is whether there is an effect of traumatic experiences on the 

total amount of psychosocial problems in children with HIV/AIDS. It is expected that children 

with more traumatic experiences will have more psychosocial problems than children without 

traumatic experiences. 

The third research question is whether there is an effect of age on the total amount of 

psychosocial problems in children with HIV/AIDS. It is expected that when children become 



older and begin to understand the consequences of the disease and begin to create a realistic view 

of death they will experience more problems in social and emotional functioning. 

The fourth research question is whether the differences on the levels of psychosocial 

functioning between the two groups differ over time. Again the three different scales to measure 

psychosocial functioning (‘depression/anxiety’, ‘withdrawal’ and ‘social problems’) will be used. 

The expectation is that the reported psychosocial problems of children without HIV/AIDS will be 

stable over time, whereas the psychosocial problems of HIV-infected children will increase.  

 

Social support 

Also the amount of social support children with AIDS/HIV receive in comparison with children 

without HIV/AIDS will be studied.  

Social support is being seen as the coping resource that helps chronically ill people best in 

dealing with their condition. In addition to this, the most used coping strategy among chronically 

ill people and their families is not the active seeking of support but are the more passive coping 

techniques (Martin, Wolters, Klaas, Perez, & Wood, 2004). Social support in chronic illness is 

important because the absence of external support could negatively affect psychological and 

physical well-being. However, research shows that children with a chronic illness report lower 

perceptions of support and smaller support networks than healthy children (Martin, et. al., 2004). 

More attention for social support could be a method in mental health treatment programs to 

improve chronic diseased children's psychosocial and physical functioning.  

As a fifth research question, this study will look at whether there is a difference in the 

way children with HIV/AIDS perceive social support compared to children without HIV/AIDS 

and whether this perceived social support shows negative correlations with the amount of their 

reported psychosocial problems. It is being expected that children who report more psychosocial 

problems, perceive less social support from their environment than children who report less 

psychosocial problems. In line with the expectations of the first research question, more 

psychosocial problems and less social support are being expected in the group with HIV-infected 

children in comparison with the group that consists of children without HIV/AIDS.        

 

 

 



Methods 

Subjects 

In wave one the experimental group (children with HIV/AIDS who receive ARV’s), consists of 

69 children, age 4-12 year. Among them are 39 males and 30 females (mean age= 7 years, 8 

months, sd.= 2.33). The control group (children without HIV/AIDS) in wave one consists of 69 

children, age 4-12. Among them are 32 males and 37 females (mean age= 9 years, 2 months, sd.= 

1.96). 

In the second wave, the experimental group consists of 58 children, age 4-13 year. Among 

them are 31 males and 28 females (mean age= 8 years, 5 months, sd.=2.35). The control group at 

that time consists of 55 children, age 4-14 year. Among them are 26 males and 29 females (mean 

age= 9 years, 11 months, sd.=1.95).  

In wave three the experimental group consists of 50 children, age 4-14 years. Among 

them are 25 males and 25 females (mean age= 8 years, 10 months, sd.= 2.40). The control group 

consists of 51 children, age 6-13. Among them are 26 males and 25 females (mean age= 10 years, 

3 months, sd.= 1.95). 

The groups in the different waves differ from each other in number en composition, 

because of a few children who moved out of the area, finished school and in one case died.  

All children in the experimental group are recruited via the SACBC Aids Office, and are linked 

to an ARV roll-out site throughout South-Africa. The children in the control group are 

demographically linked to the children in the experimental group, and are all approached via 

different elementary schools and orphanages. Because of the use of existing groups the 

participants were not random chosen and that makes this study quasi-experimental. 
 

Instruments 

Psychosocial functioning 

A questionnaire was compiled to measure psychosocial functioningi. This questionnaire consists 

of components of the Child Behaviour Checklist 6-18 (CBCL) and components of the Strengths 

and Difficulties Questionnaire 3-16 (SDQ). The CBCL is a questionnaire (120 items) that 

measures children’s behavioural, social and emotional functioning (divided in eight different 

constructs). The CBCL is being perceived in clinical and scientifical practice as very useful 

because of its validity and reliability, and its extended norms both for normal and clinical 

populations in different countries (Verhulst, van der Ende, & Koot, 1996). The SDQ is a 



questionnaire (25 items) that, like the CBCL, measures behavioural, social and emotional 

functioning (divided in five constructs). Its scores are highly correlated with the scores of the 

CBCL. Both questionnaires are equally able to detect internalising and externalising problems 

and to discriminate psychiatric from other cases (Goodman & Scott, 1999).  

This study uses the scale ‘anxiety/depression’ of the CBCL together with the scale 

‘emotional problems’ of the SDQ to measure ‘depression/anxiety’ (19 items), the scale 

‘withdrawal’ of the CBCL to measure ‘withdrawal’ (9 items), and the scale ‘social problems’ of 

the CBCL together with the scales ‘peer relationship problems’ and ‘prosocial behaviour’ to 

measure ‘social problems’ (18 items).   

All items are measured on a three-point-scale with the answer-possibilities not ‘true’, 

‘sometimes true’ and ‘very true’. Cronbach’s alpha to measure the homogenity of the three 

constructs in this study was .91 for depression/anxiety, .85 for withdrawal and .75 for social 

problems, and .93 for these three scores together as the ‘total score of psychosocial problems’.  

 

Traumatic experiences 

To measure traumatic experiences the primary caregivers of the children were asked in wave one 

to state anything they thought of as being a traumatic experience for the child. The answers were 

reduced into the following seven categories, based on their prevalence: (1) severe illness, (2) 

often ill, (3) parent(s) died, (4) unstable care, (5) abandoned, (6) sexual abuse and (7) parents 

separated. 

The inter-rater reliability was calculated to secure an accurate alteration of the answers 

given to the open question about traumatic experiences of the questionnaire into the seven 

categories stated above. Consistency among the categorizers can be inferred with an inter-rater 

reliability of 88.4% for the experimental group and 94.2% for the control group.   

 

Social support 

To measure social support in this study, an other compiled questionnaire was usedii in wave three. 

This questionnaire consists of the Social Support Questionnaire for Transactions (SSQT) and the 

Social Support Questionnaire for Satisfaction with the supportive transactions (SSQS). Social 

support is said to consist in general out of two concepts, namely actual ‘supportive transactions’ 

and the perception of being supported or the ‘satisfaction with the provided social support’ 



(Doeglas, Suurmeijer, Briancon, Moum, Krol, Bjelle, Sanderman, & van den Heuvel, 1996). Both 

concepts were taken into account in this study. Besides these concepts, another concept was 

created and included. This concept was the amount of ‘social support given by the child’s 

primary caregiver’. The questionnaire as used in this study contained 11 items with each three 

sub items (in example: 1a, 1b and 1c). Each item has it’s focus on a specific part of social support 

(in example: affection or sympathy), and each sub item has it’s focus on the ‘transaction’ (a-

items), ‘satisfaction’ (b-items), and ‘support by the primary caregiver’ (c-items)iii. In example: 

 
 

 A. Does it ever happen to him/her that other people are warm and affectionate towards 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 warmth and affection do you give to 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 for the three different concepts measured is .86 for the SSQT, .88 for 

the SSQS, and .89 for the questions about the social support given by the child’s primary 

caregiver. These scales together form the ‘total score on social support’ which has a Cronbach’s 

alpha of .91. 

 

Procedure 

The repeated measures of this longitudinal study took place in 2005 and 2006, with an interval of 

nine months between wave one and wave two, and an interval of six months between wave two 

and wave three. 

All primary caregivers of the participating children were being approached via the 

manager of the ARV roll-out sites or via the director of the schools and orphanages. The 

interviews were being held with the child’s primary caregiver for the children in the experimental 

group. The primary caregivers of the children in this group were parents, grandmothers, aunts, 



siblings or professional caregivers (employees of orphanages or home-based caregivers). The 

interviews regarding the children in the control group were being held with the class teacher of 

the child. The assumption was that these respondents had sufficient knowledge of the child’s 

well-being and behaviour to answer the questions. Unfortunately some respondents who 

participated in the first wave differed from the ones who participated in the following waves.  

The interviews, if possible, were being held in a quiet surrounding without the child 

present. The questions were being read out loud in English by the researcher. In most cases, a 

translator was needed to explain the questions to the respondents. Besides the translation of the 

questions, a lot of examples and explanations of the questions were needed for the respondent’s 

understanding. The interviews had an average duration of half an hour per child. 

 

Analyses 

For the analyses, the acquired data has been processed into the analytical computer software 

programme SPSS (Statistical Package for the Social Sciences).  

A general linear model for repeated measures was used to answer the research questions 

regarding psychosocial functioning, with dependent variables ‘depression/anxiety’, ‘withdrawal’ 

and ‘social problems’. ‘Time’ was a within subject factor, and ‘group’ a between subject factor 

with ‘age’ and ‘traumatic experiences’ as covariates.  

As post-hoc analysis an independent sample T-test was used to explore the differences on 

the three different psychosocial problems between the experimental and the control group during 

the three waves. This post-hoc analysis was done to make sure that no small effects per wave 

between the two groups were being neglected through the strict analysis of the general linear 

model.  

For social support, a independent sample T-test was used to look at the differences in the 

amount of social support children in the experimental group receive in comparison with the 

children of the control group. To answer the question if social support is related to the amount of 

psychosocial problems in diseased children, the total scores on ‘depression/anxiety’, ‘withdrawal’ 

and ‘social problems’ were each being correlated (Pearson’s r) with the ‘total score on social 

support’ and on the three different levels of social support in specific(SSQT, SSQS and the 

amount of social support by the caregiver) for both the experimental- and the control group 

separately. A significant negative correlation means that the more social support is being received 



by children, the less they show psychosocial problems. Also the differences between the control 

group and the experimental group regarding these negative correlations have been analysed with 

help of the Fisher r-to z transformation. 

Results 

Psychosocial functioning 

Depression/Anxiety 

The results regarding ‘depression/anxiety’ show no main effects and interaction effect for group 

and time with use of the repeated measures ANOVA, meaning that children in the experimental 

group do not show more ‘depression/anxiety’ than children in the control group and that there is 

no significant difference visible regarding the development of ‘depression/anxiety’ in children 

over the three waves.  

The independent sample T-test shows that there is no significant difference between the 

experimental group and the control group regarding ‘depression/anxiety’ in wave one (exp. group 

mean 9.41, sd. 5.36; con. group mean 8.31, sd. 7.84). For wave two there is a significant 

difference (t=2.47, df=93, p=.02) visible between the experimental group and the control group 

regarding ‘depression/anxiety’ (ex. group mean 11.18, sd. 8.25; con. group mean 7.20, sd. 7.49) 

by two-tailed testing. However, the results for ‘depression/anxiety’ in wave three show that there 

is again no significant difference between the two groups (ex. group mean 9.06, sd. 7.07; con. 

group mean 8.67, sd. 7.78). Table 2 shows the means per construct for the three different waves. 
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Figure 1. Means of depression/anxiety for waves one, two and three 

 
 

 



Withdrawal 

No main effects and interaction effect regarding ‘withdrawal’ were found for time and group, 

meaning that children in the experimental group don not show more ‘withdrawal’ than children in 

the control group and that there is no significant difference visible regarding the development of 

‘withdrawal’ in children over the three waves.  

The post-hoc analysis also shows no significant differences between the experimental 

group and the control group in all three waves (wave one: ex. group mean 3.88, sd. 2.92; con. 

group mean 3.55, sd. 3.84; wave two: ex. group mean 4.36, sd. 4.32; con. group mean 2.78, sd. 

3.96; wave three: ex. group mean 4.46, sd. 3.98; con. group mean 3.80, sd. 4.21). 
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Figure 2. Means of withdrawal for waves one, two and three 
 
Social problems 

Regarding ‘social problems’, a main effect was found for group (F=15.01, p=.00), meaning that 

the experimental group has more ‘social problems’ than the control group. Also a main effect for 

time was found (Wilk’s Lambda=.34, F=89.08, p=.00), meaning that there is a significant 

difference regarding ‘social problems’ between the different waves. Figure 3 shows that this 

difference means a decline of ‘social problems’ over time for both groups. No interaction effects 

were found. 

 The post-hoc analysis shows that the found main effect for group is only valid in wave 

one and two. There are significant differences between the experimental group and the control 

group in wave one (t=2.47, df=99, p=.02; ex. group mean 16.42, sd. 3.23; con. group mean 14.88, 

sd. 3.02) and in wave two (t=3.65, df=93, p=.00; ex. group mean 17.16, sd. 3.87; con. group 

mean 14.46, sd. 3.33) by two-tailed testing. However, the results show no significant difference 



regarding ‘social problems’ between the experimental group and the control group (ex. group 

mean 8.88, sd. 5.42; con. group mean 7.37, sd. 5.13) in wave three. 
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Figure 3. Means of social problems for waves one, two and three 

 
Table 1.  Means and Standard deviations per construct per group for the three time waves 

Construct Wave I 
Exp. group        Con. group 

Wave II 
Exp. group        Con. group 

Wave III 
Exp. group        Con. group 

Depression/Anxiety 
M 
SD 

 
9.42                   8.31 
5.36                   7.84 

 
11.18*                7.20* 
8.25                    7.49 

 
9.06                   8.67 
7.07                   7.78 

Withdrawal 
M 
SD 

 
3.88                   3.55 
2.92                   3.84 

 
4.36                    2.78 
4.32                    3.96 

 
4.46                   3.80 
3.98                   4.21 

Social problems 
M 
SD 

 
16.42*               14.88* 
3.23                   3.03 

 
17.16*                 14.46* 
3.87                     3.33 

 
8.88                   7.37 
7.37                   5.13 

* Difference is significant at two-tailed testing 

 

Effects of and traumatic experiences and age 

The results show that children in the experimental group have had more traumatic experiences 

(mean 1.81) than children in the control group (mean 0.60). This difference is significant; t = 

9.39; df = 131; p=.00 by two-tailed testing. 

However, no main effects and interaction effect are found for traumatic experiences on 

the three different concepts, meaning that children who have experienced more trauma do not 

show significantly more depression/anxiety, withdrawal and/or social problems than children 

who have experienced less trauma. 



There also are no main effects and interaction effect found for age on the three different 

concepts, meaning that there is no difference in the level of depression/anxiety, withdrawal and 

social problems  between children of different ages. 

 

Social support 

The results show that there is no significant difference between the two groups regarding the 

‘total score of  social support’ (SSTot) (ex. group mean 60.90, sd. 15.83; con. group mean 58.86, 

sd. 11.60). When the score of social support is split up in the three concepts ‘transactions’, 

‘satisfaction’ and ‘social support by primary caregiver’, there is one significant difference 

between the two groups and that is on ‘transactions of social support’ (t=3.5, p=.00; ex. Group 

mean 20.13, sd. 6.44; con. group mean 15.67, sd. 6.59). There are no significant differences 

between the two groups regarding ‘satisfaction of social support’ (ex. group mean 18.71, sd. 6.17; 

con. group mean 20.60, sd. 4.79) and ‘social support by primary caregiver’ (ex. group mean 

22.06, sd. 6.90; con. group mean 22.91, sd. 3.72). 

Besides the differences between the two groups also the different scores on psychosocial 

problems have been correlated with the different scores on the levels of social support. These 

correlations are presented in Table 3. 

 
Table 2. Correlations per construct for psychosocial problems and social support for the experimental group 
and the control group 
Construct Transactions of social 

support  
(SSQT) 

Ex. group          Con. group 

Satisfaction of social 
support  
(SSQS) 

Ex. group          Con. group 

Support by primary 
caregiver 

 
Ex. group          Con. group 

Total score on all three 
support levels  

(SSTot) 
Ex. group          Con. group 

Depression/Anxiety 
                Pearson’s r                
 

 
-.19               -.23 

 

 
-.42**           -.68** 
 

 
-.23                .00 

 

 
-.34*             -.39** 

 
Withdrawal 
                Pearson’s r 
 

 
-.38**           -.19 

 

 
-.30*             -.61** 

 

 
-.23               -.10 

 

 
-.37**           -.40** 
 

Social problems 
                Pearson’s r 

 
-.21               -.13  

 

 
-.41**           -.49** 

 

 
-.23                .07  

 

 
-.35*             -.27* 

 
Total score psych. 
soc. problems 
                Pearson’s r 

 
 

-.27                -.22 
 

 
 

-.44**          -.68** 
 

 
 

-.27               -.00 
 

 
 

-.40**           -.40** 
 

* Correlation is significant at the .05 level (two-tailed testing) 

** Correlation is significant at the .01 level (two-tailed testing) 
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The results for the experimental group show that the ‘total score of psychosocial 

problems’ (depression/anxiety, withdrawal and social problems together) has significant negative 

correlations with ‘all levels of social support together’ and with ‘satisfaction of social support’. 

‘Depression/anxiety’ has significant negative correlations with ‘all levels of social support 

together’ and with ‘satisfaction of social support’. ‘Withdrawal’ has a significant negative 

correlation with ‘all levels of social support together’, with ‘transactions of social support’ and 

with ‘satisfaction of social support’. ‘Social problems’ has significant negative correlations with 

‘all levels of social support together’ and with ‘satisfaction of social support’.  

The results for the control group also show a few significant negative correlations for 

each construct. The ‘total scores of psychosocial problems’ has negative correlations with ‘all 

levels of social support together’ and with ‘satisfaction of social support’. ‘Depression/anxiety’, 

‘withdrawal’ and ‘social problems’ each, also have negative correlations with ‘all levels of social 

support together’ and with ‘satisfaction of social support’.  

With use of the Fisher r-to z transformation, the differences between the two groups 

regarding their correlation coefficients of psychosocial problems and received social support 

were analysed. The results show a significant difference regarding the correlations of 

‘depression/anxiety’ and ‘satisfaction of social support’ (z=1.91, p=.03) at one tailed-testing. 

There is also a significant difference regarding the correlations of ‘withdrawal’ and ‘satisfaction 

of social support’ (z=2, p=.05) at two tailed-testing, and regarding ‘total score of psychosocial 

problems’ and ‘satisfaction of social support’ (z=1.74, p=.04) at one tailed-testing. These results 

reflect that the negative correlation of psychosocial problems (in this situation only significant for 

depression/anxiety, withdrawal and total score of psychosocial problems)  with social support (in 

this situation only significant for satisfaction of social support) is stronger for the control group 

than for the experimental group. 

 

Conclusion and discussion 

This longitudinal study focuses on the psychosocial well being of children with HIV/AIDS 

treated with ARV’s living in South-Africa and the amount of social support these children 

receive from their environment. Children who have HIV/AIDS and are being treated with ARV’s 

have been compared with children who do not have HIV/AIDS at different levels of psychosocial 

functioning and social support. Therefore, different research questions have been developed. The 



first one is whether there is a difference between the two groups on the different psychosocial 

problems. The second question concerns the effect of traumatic experiences on psychosocial 

problems and the third question looks at the effect age has on psychosocial problems. The last 

research question regarding psychosocial problems, takes a closer look at the development of 

these problems over time. Besides a research section about psychosocial problems, an other topic 

of attention was social support. This study looked at whether there is a difference in which 

amount children with HIV/AIDS perceive social support in comparison with children without 

HIV/AIDS and whether having psychosocial problems correlates negatively with the amount of 

perceived social support.  

  The results regarding ‘depression/anxiety’ show that there is only at one time a difference 

visible between the two groups. In wave two, children with HIV/AIDS on ARV’s had more 

‘depression/anxiety’ than the children without HIV/AIDS. Remarkable is that this difference was 

not noticeable in wave one and three. An explanation for this is the response bias at measurement 

one. In wave one children just entered the ARV program. This could have caused a response bias 

because of the positive physical effect the medication had in a short time. As a result of a big 

difference before and after the first medication the caregivers evaluated the social and emotional 

functioning of the child positively in contrast with their functioning before they started the 

medication. Measurement two was taken almost a year after the first medication. Therefore, in 

wave two children were being evaluated based on their true behavior instead of making a 

comparison with their behavior when they were ill. Although this could be an explanation for the 

results in wave one and two, this does not give a plausible explanation for the results in wave 

three. Another explanation could be that the conditions during the measurement in wave two 

were different from the conditions in wave one and three. However, we have no indications for 

this, so further studies would be needed to test the occurrence of the response bias we described 

as explanation for the high score in wave two. 

 The results regarding ‘withdrawal’ do not show any significant differences between 

children with HIV/AIDS and children without HIV/AIDS. The expectation that children with 

HIV/AIDS show more withdrawal than children without infection is therefore not confirmed in 

this study. 

 The results regarding ‘social problems’ show that there is a difference between children 

with and without HIV/AIDS in wave one and two. However, wave three does not show this 



difference. More striking is the result that children of both groups show significant less social 

problems in wave three than during wave one and two, a result that could point to a general 

developmental pattern of less social problems over time in both groups. 

There are no effects of age on psychosocial problems. A possible explanation for this lack 

of effect is that the illness becomes more crucial only when children reach puberty (which the 

children in the two groups did not). During puberty romantic relationships and sexual activity 

becomes more important and therefore the virus becomes critically important (Domek, 2006). 

Presumably, when more participants reach puberty there will be an effect of age. Although results 

show that children with HIV/AIDS have more traumatic experiences than children without 

HIV/AIDS, there are no effects for traumatic experiences on psychosocial problems, which 

remains a surprising finding. 

The results regarding ‘social support’ show that there is only a significant difference 

between children with HIV/AIDS and without HIV/AIDS regarding ‘transactions of social 

support’, meaning that children with HIV/AIDS experience more transactions of support than 

children without HIV/AIDS. An explanation for this could be that the environment of a diseased 

child pays more attention to the child by means of checking health conditions and providing 

medication, that could be interpreted as social support by the caregiver. However, this is more an 

intervention in medical way than it is a form of social support.  

When we looked at the correlations between psychosocial problems and social support it 

was very obvious that children who experience more psychosocial problems receive less social 

support. Results show that the ‘total score on social support’ has a negative correlation with all 

psychosocial problems. This is mainly due to the strong negative correlation that ‘satisfaction of 

social support’ (as a part of the ‘total score on social support’) has with all psychosocial 

problems, whereas the other levels of ‘social support’ do not show any correlation with 

psychosocial problems at all. Besides the strong correlation of ‘satisfaction of social support’ 

there is a correlation between ‘transaction of social support’ and ‘withdrawal’. This correlation is 

only valid for the experimental group. Remarkable is that the correlations for ‘satisfaction of 

social support’ and ‘depression/anxiety’, ‘withdrawal’ and the ‘total score of social support’ are 

significant stronger for children without HIV/AIDS than for children with HIV/AIDS, which is 

otherwise than expected. The stronger correlations for the group without HIV/AIDS could be 



statistically explained by more variance to be explained in this group, as compared to the group 

with HIV/AIDS, in which the general level of support already is higher. 

 There are a few factors that could have had some influence on these sometimes 

counterintuitive findings.  

Probably as one of the main factors it has to be mentioned that doing research in a foreign 

country, with a different culture and way of life sometimes can be very hard. Especially when it 

comes to interviewing people who are not well educated and do not speak English, it is very 

difficult to measure concepts through verbal interviewing. Even with help of a translator it is not 

always sure that messages are being put through properly. It also could be that the tension of a 

participant to give social desirable answers is higher, when a foreign researcher is involved and 

when participants have not much experience with the language of the questionnaires.    

A factor that also contributes to the hardship of interviewing South-African people about 

children, is that the way they are raising their children is slightly different than the way this is 

done in the Western world, because of different cultural values. This fact, taken together with the 

fact that many people have no knowledge at all of psychological concepts and dysfunctions in 

behavioural way, makes it very hard to talk with a caregiver about to which extend specific 

behaviour actual occurs. 

An other factor that could have had its influence on not finding the expected results was 

that, although the target children remained the same, the respondents in wave two and/or three 

differed from the respondent who have been interviewed the wave before. However, in most 

cases, there was only one respondent per child who was being interviewed during al the waves. 

Unfortunately, there were also caregivers who were not able or not willing to participate in more 

than one wave. 

During this study, confusion was experienced regarding children who suddenly changed 

of name or date of birth due to new found identity papers. Imagine that in South-Africa, 

especially in orphanages, the personal identity data of children is not that organised as should be. 

Although we made a great effort in tracing down all the specific children who also participated in 

the waves before, it was in a single case not guaranteed that the same child was being 

approached.  

Besides these factors that are associated with the design of this study, it is also worth considering 

in which way social economic status has its influence on the results of this study. On the one 



hand, it is expected that people living in poverty experience more problems in their daily life than 

people who have a higher economic status. It could be that these problems also trigger the 

development of psychosocial problems, meaning that people with a low social economic status 

evidently experience more psychosocial problems regardless their medical health status. On the 

other hand, it is for this people in specific very difficult to report problems of psychosocial kind 

because of their preoccupation with economic related problems. Also the lack of knowledge 

about psychological concepts in people with a low social economic status plays in this situation a 

role, because of their lack of realising that they are having problems at a psychosocial level. In 

this study, most children of the control group were being recruited via elementary schools, 

whereas the experience is that children who are living in poverty do not attend school at all. This 

study does not include these children, whereas many children in the experimental group are 

indeed of a low social economic status. Future research must pay more attention to the effect of 

social economic status described above. 

Future research also has to look at more solutions for the development of intervention 

programs, as this study only did regarding social support. At this moment people in South-Africa 

are being reached for medication programs on a great scale. It is clear that now there is a base for 

providing care for people in need, providing mental health care can not stay behind.  
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i The questionnaire used in this study to measure psychosocial functioning is included in appendix 1 
ii The questionnaire used in this study to measure social support is included in appendix 2 
iii The SSQT and SSQT are normally self-report questionnaires, for this study all items have been changed into a 

parental report version 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 



                                                                                                                                                        
 
Appendix I 
 

Checklist Child Behaviour and Social Problems (age 4-18) 
 

Child’s Name……………………………………………………………………………… 

Date of Birth………………………………………………………………………………. 

Child’s Gender:  

0 Male 

0 Female 

 

Year of HIV-infection…………………………………………………………………...... 

Nature of infection: 

       0   Mother to child  

       0  Later in life 

 

Primary caregiver of the child…………………………………………………………… 

 

Has the child been exposed to traumatic events (e.g. personal abuse, exposure to violence)? 

        0   Yes 

        0   No 

 

If yes, what kind of events? 

…………………………………………………………………………………………………. 

This form is filled in by: ………………………………………………………………………. 

Your relation to thechlid: ………………………………………………………………………  

0   Male 

                  0   Female  

 

This checklist consists of two parts, A and B. Please be sure to fill out both parts. The personal 

information you share will remain just that, personal. Your confidentiality will be respected. 



                                                                                                                                                        
A  

Below is a list of items that describe children and youths. For each item that describes the child 

now or within the past 6 months, please circle the 2 if the item is very true or often true of the 

child. Circle the 1 if the item is somewhat or sometimes true of the child. If the item is not true 

of the child, circle the 0. Please answer all items as well as you can, even if some do not seem to 

apply to a child. 

 
 Not 

True 
Sometime
s True 

Very 
True 

 
 

1 0 1 2 Acts too young for his/her age  
2 0 1 2 There is very little he/she enjoys 
3 0 1 2 Clings to adults or too dependent 
4 0 1 2 Complains of loneliness 
5 0 1 2 Cries a lot 
6 0 1 2 Doesn’t get along with other kids 
7 0 1 2 Fears he/she might think or do something bad 
8 0 1 2 Feels he/she has to be perfect 
9 0 1 2 Feels or complains that no one loves him/her 
10 0 1 2 Feels others are out to get him/her 
11 0 1 2 Feels worthless or inferior 
12 0 1 2 Gets teased a lot 
13 0 1 2 Would rather be alone than with others 
14 0 1 2 Nervous, high strung, or tense 
15 0 1 2 Not liked by other kids 
16 0 1 2 Too tearful or anxious 
17 0 1 2 Feels too guilty 
18 0 1 2 Overweight 
19 0 1 2 Poorly coordinated or clumsy 
20 0 1 2 Prefers being with younger kids 
21 0 1 2 Refuses to talk 
22 0 1 2 Secretive, keeps things to self 
23 0 1 2 Self-conscious or easily embarrassed 
24 0 1 2 Too shy or timid 
25 0 1 2 Stares blankly 
26 0 1 2 Sulks a lot 
27 0 1 2 Suspicious 
28 0 1 2 Under active, slow moving, or lacks energy 
29 0 1 2 Unhappy, sad, or depressed 
30 0 1 2 Withdrawn, doesn’t get involved with others 
31 0 1 2 Worries 



                                                                                                                                                        
B 

Below is a list of items that describe children and youths. For each item, please mark the box for 

Not True, Somewhat True or Certainly True. It would help us if you answered all items as best 

you can even if you are not absolutely certain or the item seems daft! Please give your answers 

on the basis of the child’s behaviour over the last six months or this school year 

 
 Not 

True 
 

Somewha
t True 

Certainly 
True 

 
 

32    Considerate of other people’s feelings  
33    Often complains of headaches, stomach-aches or sickness 
34    Shares readily with other children (treats, toys, pencils etc.) 
35    Rather solitary, tends to play alone 
36    Many worries, often seems worried 
37    Helpful if someone is hurt, upset or feeling ill 
38    Has at least one good friend 
39    Often unhappy, down-hearted or tearful 
40    Generally liked by other children 
41    Nervous or clingy in new situations, easily loses confidence 
42    Kind to younger children 
43    Picked on or bullied by other children 
44    Often volunteers to help others (parents, teachers, other kids) 
45    Gets on better with adults than with other children 
46    Many fears, easily scared 
 
 
 
 
 
 
 

 

 

 

 

 

 

 



                                                                                                                                                        
Appendix II 
 

Social Support Questionnaire for Transactions and Satisfaction (SSQT/SSQS)  
(shortened, only measuring Daily Emotional Support 1tm5 and Problem-Oriented Emotional Support 6tm11) 

 

 

1A. Does it ever happen to him/her that other people are warm and affectionate towards 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 warmth and affection do you give to 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 

    

2A. Does it ever happen to him/her that people are friendly towards 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 friendliness do you give to 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 

   

3A. 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 to 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 

  

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

 

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

 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 are you willing to lend him/her a friendly ear? 

 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 

 

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

 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 do you make him/her feel at ease?  

 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 

   

7A. Does it ever happen to him/her that people give him/her a nudge in the right direction, as it were?  

 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 do you give him/her a nudge in the right 

direction? 

 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   

 

8A. Does it ever happen to him/her that people perk him/her up or cheer him/her up?  

 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 do you perk him/her up or cheer him/her up? 

 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 

 

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

   

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

  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 do you tell him/her not to lose courage? 

 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 

    

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

 0 seldom or never 

 0 now and then 

 0 regularly 

 0 often 

 

   B. Is this just as much as she needs?  C. How much does he/she can rely on you? 

 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 

    

  

   

   

  

 


