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ABSTRACT

¥ HIV/AIDS is the biggest challenge facing humankind today and can no longer be
compared to other health disasters. One of the greatest challenges it presents is that of
nurturing healthy children to become competent, adaptive adults despite the numerous
negative effects of the pandemic. Of concern is the Jack of interventions that address the
psychosocial needs of children affected by HIV/AIDS, poverty and violence. The present
research study aims to evaluate a group therapy programme that has been developed to
address this lack.

The therapy programme used in this study is embedded in Bronfenbrenner’s (1979)
ecological model, which focuses on the interaction between person and environment.
The model proposes that this interaction is two directional and reciprocal. It also draws
on the literature conceming risk and resilience in children, which aims to understand
personal, familial and social factors that create and sustain resilience in children. Thus,
the programme aims to intervene on many levels and to give the children the opportunity
to deal with and gain mastery over their past experiences and feelings. In addition, it
aims to develop resilience, self-esteem and internal coping resources and enables them to
access external support systems in the future.

In order to evaluate the programme, a sample of 43 vulnerable children was drawn from a
peri-urban community in Pietermaritzburg, KwaZulu-Natal. The sample was randomly
divided into a control group and two experimental groups, that later merged into one
experimental group. Pre-test data was collected from all the participants in the form of a
questionnaire consisting of 4 quantitative tools: the Trauma Symptom Checklist for
Children (TSCC), the Culture Free Self Esteem Inventory (CFSEI), the Reynolds Child
Depression Scale (RCDS) and a Social Support Scale (SSS).

The group therapy programme, consisting of 15 sessions was then run with the
experimental group. The control group engaged in 15 sessions involving games, singing,



drawing and other activities. Post-test data using the same questionnaire was collected
from all the participants.

The data was analysed quantitatively. No statistically significant differences were noted
between any of the overall pre- and post-test data, except that of the TSCC. The
graphical representations of the results showed a reduction in tfrauma symptoms and
depression, and a raise in self-esteem, however the p-values were not significant. This is
thought to be the result of the small sample size. The result also indicated that the CFSEI
cannot be considered a reliable tool in this study.

This study emphasises the need for further research in the field of vulnerable children in
South Africa and the development, implementation and evaluation of interventions for

this subgroup.
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CHAPTER 1 INTRODUCTION

Rationale for the study

Children affected by HIV/AIDS, poverty and violence are faced with an enormous and
unique set of challenges, and the need for effective child based programmes for these
vulnerable children is evident and urgent. “We are aware of the significance of the
psychosocial problem” says Dr Isaye Ndombi, UNICEF Chief of Health Division in Dar
Es Salaam, “ but we have no material or method as yet” (cited in Madorin, 2002).
Furthermore, the number of vulnerable children in South Africa is increasing and there is
a necessity for an effective intervention that addresses the immediate and future
psychological, social and community oriented problems caused by AIDS, poverty and
violence in South Africa. As Foster and Williamson (2000) point out, little attention has
been paid to the psychological needs of children affected by HIV/AIDS. These authors
call for a greater understanding of the impact of HIV/AIDS on children, in order to assist
them effectively.

Since July 1997, Madérin (2002) has been investigating how psychosocial support can be
developed for AIDS orphans in Tanzania and other parts of Africa. He has developed a
multi-faceted programme, based within the ecological framework, which considers the
individual as existing in a multi-systemic environment (Bronfenbrenner, 1979). The
programme has been declared the UNAIDS best practice model for vulnerable children
(Madérin, 2002). The first part of the 15-session programme aims to investigate the
children’s past experiences and the emotions such as anger and grief that are connected to
these experiences. The second part of the programme addresses the future, and aims to
develop and instil resilience in the children. The programme, which has been successfully
implemented in Tanzania, is intended to be holistic and includes community based
workers from the children’s community. Thus it addresses the child’s psychosocial needs
within the child’s context.



Recognising the immense need for a similar programme in South Africa, Madbrin’s
group psychotherapy programme has been adapted to the South African context (Killian,
2002). This research project underiakes to evaluate the effectiveness of the adapted
programme and assess whether it meets the needs of vulnerable children in South Africa.
The empirical evaluation of the programme is important in terms of programme
development and future implementation of the programme countrywide.



CHAPTER 2 DREN AND HIV/AIDS

Introduction

This chapter focuses on the HIV/AIDS pandemic, its prevalence and manifestation
around the world, especially in Africa, as well as exploring the effect and affects of
HIV/AIDS on children, with reference to parental illness, disclosure, childhood
bereavement and orphanhood.

HIV and AIDS

HIV/AIDS is an illness like no other and its effects are felt all over the world (Whiteside
& Sunter, 2000). The acronym AIDS, stands for Acquired Immune Deficiency
Syndrome, and it is caused by a virus, the Human Immunodeficiency Virus or HIV (van
Dyk, 1999). HIV, like all viruses, can only reproduce itself inside another living cell.
What makes the HI virus unique is that it is a retrovirus, meaning it can transcribe DNA
from an RNA template (Whiteside & Sunter, 2000). The virus uses the T-cells of the
immune system for this purpose. It enters this specific and vital cell of the immune
system to reproduce and destroys the T-cell in the process (Boyle & Olscheid, 2000). As
a result, the virus disrupts the entire immune system and a person loses their ability to
fight off infections, thus rendering them helpless to opportunistic infection and disease
(van Dyk, 1999). Therefore, it's a spectrum of immunodeficiency that occurs and as the
patient’s T-cells or CD4 count falis, the person is at risk for various infections and certain
cancers (Boyle & Olscheid, 2000). When the patient’s CD4 count falls roughly below
200, they become defined as having AIDS (Whiteside & Sunter, 2000). Therefore, AIDS
is not a specific illness but many conditions (including pneumonia, TB and other
infections) that the immune system infected by HIV cannot fight (van Dyk, 1999).

There are many theories as to the origins of HIV. The most widely accepted theory is that
HIV crossed over from primates to humans through infected blood entering the wounds
of those who killed the primates for food (van Dyk, 1999; Whiteside & Sunter, 2000).



HIV is present in all body fluids, but the concentration is especially high in blood, semen
and vaginal fluid (van Dyk, 1999). Hence, HIV is transmitied through blood and body
fluids, such as contaminated blood and blood products in transfusions or sharing blood-
contaminated needles or syringes (Boyle & Olscheid, 2000; Whiteside & Sunter, 2000).
HIV can also be transmitted from infected mother to child during pregnancy, childbirth or
breastfeeding (Brown & Lourie, 2000). However, the most common mode of
transmission is through sex, where the virus is transmitted from one person to another in
vaginal fluid and semen (Boyle & Olscheid, 2000).

More than 60 million people world-wide have been infected with HIV since the virus was
discovered. In 2002, 42 million people around the world were living with HIV/AIDS,
with an estimated 28.9 million people having died from AIDS since the beginning of the
pandemic (USAID, 2003). With almost 14,000 new infections per day, AIDS is the
fourth leading cause of death globally and the leading cause of death in sub-Saharan
Africa (USAID, 2003).

HIV/AIDS in Africa

Approximately 95% of people living with HIV/AIDS live in developing countries
(USAID, 2003). Parts of Asia and Latin America are experiencing severe HIV/AIDS
epidemics at a national level with Eastern Europe and Central Asia being the regions with
the fastest growing AIDS epidemics (USAID, 2003). However, 70% of HIV positive
people in the world live in Africa (Guest, 2001), with sub-Saharan Africa being the most
severely affected region (HSRC, 2003). Sub-Saharan Africa has been described as the
epicentre of the virus, with 23,3 million people estimated to have HIV or AIDS
(Whiteside & Sunter, 2000). For Africa, HTV/AIDS is deadlier than war, tyranny, malaria
or any other disease and it is sweeping through the continent tearing apart households and
leaving millions dead (Guest, 2001).

South Africa has recently surpassed India as the nation with the greatest number of
people living with HIV/AIDS, and it is clear that South Africa is among the worst



affected countries in the world (USAID, 2002). An estimated 13% of South African
adults are infected and there are 1,700 new infections every day in South Africa (Guest,
2001). In 2001 a prevalence of 2.34 million women and 1.71 million men living with
HIV was recorded (Rehle & Shisana, 2003). This figure is expected to fall slightly until
2010 and then remain stable until 2020 (Rehle & Shisana, 2003). Other models of
projections suggest that infection is on the increase, with researchers estimating that
AIDS deaths will rise from 120,000 in 2000 to as many as 383,000 in 2005 and 635,000
in 2010 (Women’s International Network News, 2001). The differences in prediction
centres around difficulties with sampling (Whiteside & Sunter, 2000) as well as
differences in the estimation of the impact of prevention programmes (Rehle & Shisana,
2003). However, despite differences in projections, KwaZulu-Natal (KZN) consistently
has the highest recorded prevalence of HIV (Whiteside & Sunter, 2000). Figure 1 shows
the number of AIDS deaths predicted in KZN in the years to come. The prevalence of
AIDS deaths is expected to rise until 2008, when it will level off. This figure may
change, as treatment becomes available to HIV positive people.

120 S e

100 — T H

g 80 ilibabibl

§ 60 - | IS1 ISR (Bl

E 40 ﬁ H H HHHH

20 -I— H e mi N
ol |

m.w.glm‘mloiglwlglq t‘_)ltplr“_lmlglo

o o o o O o o o o o -

2EEEERIRRRERIRRE

Year

Figure 1: Projected AIDS deaths in KwaZulu-Natal, taken from Whiteside and Sunter
(2000).

Furthermore, Africa is home to 95% of the entire world AIDS orphans (Guest, 2001) and
according to Kamali et al. (1996) orphan rates in Africa have increased by 50% in the last
two decades. Even if HIV infections are beginning to level off and the annual number of



deaths peaks, sub-Saharan Africa will have an unusually high rate of orphans for years to

come, as shown in figure 2 below.
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Figure 2: Graph of cumulative estimated total number of orphans for 19 African
countries, adapted from Foster & Williamson (2000).

Reports predict that South Africa will have 1 million AIDS orphans under the age 15 by
2005 (Women’s International Network News, 2001), and the number of AIDS orphans in
South Africa is forecast to reach 2.5 million by 2010 (Whiteside & Sunter, 2000). Most
estimates of the number of AIDS orphans define an orphan as a child whose mother has
died since it is easier to obtain information about the child’s biological mother than the
biological father (Foster & Williamson, 2000). However, projections of the number of
children expected to be orphaned in the future include children who will lose either their
mother or their father or both, as predictions are made based on the number of already
existing infections. Figure 3 shows the projection of orphan for KZN (Whiteside &
Sunter, 2000). It is clear that the number of orphans in KZN is on the increase and the
province will face an immense challenge with regard to meeting the needs of these
vulnerable children.
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Figure 3: Projected number of AIDS orphan for KwaZulu-Natal, taken from Whiteside
and Sunter (2000)

The statistics paint a grim future for Africa and the question that is frequently asked is:
why are so many people living in Africa infected? (Guest, 2001). The answer is complex
and multi-factorial. Ignorance about the transmission of HIV plays a role (Serpa, 2002).
Generally, education has been inadequate and the government’s effort to curtail the virus
has been largely insufficient. Most people believe they will not contract the virus,
thinking that AIDS only happens to members of other groups such as gay men, drug
addicts and prostitutes (Guest, 2001). Many South Africans still do not know the facts
about HIV/AIDS and the government’s initial denial of the link between HIV and AIDS
has resulted in further confusion (Guest, 2001). Educational campaigns focusing on the
use of condoms have not been effective. This is due to the fact that in some areas there
are difficulties in obtaining and using condoms and men generally dislike this method of
contraception (Bamett & Blaik, 1992). Additionally, customs make it difficult for the
distribution and use of condoms and myths about witchcraft and curses increase

confusion and undermine preventive campaigns (Guest, 2001).

Africa’s overwhelming poverty has also accelerated the spread of the virus and many
cannot afford antibiotics for sexually transmitted diseases, which increase the risk of
transmission (Guest, 2001; Whiteside & Sunter, 2000). Poverty has also forced



individuals into dangerous jobs like prostitution. Labour migration, mobility and
relocation also contribute to the spread of HIV (HSRC, 2003). Many South African men
(such as truck drivers and mine workers) travel far from home to seek work and are
separated from their wives for long periods of time and tend to turn to prostitutes to meet
their sexual needs, thus spreading the virus (Guest, 2001). A survey in Carltonville, a
gold mining area near Johannesburg, revealed that 60 percent of the 88,000 miners had
come from other parts of South Africa or from the neighbouring countries of Lesotho,
Malawi and Mozambique (USAID, 2002). One-fifth of miners were HIV-positive, and
75% of the 400 to 500 sex workers who serviced the miners were HIV-positive (USAID,
2002).

Other factors that contribute to the prevalence of HIV/AIDS in Africa include cultural
and social elements. The tendency to avoid talking about sex, ambivalent attitudes
towards sex, the disintegration of traditional values and an increase in promiscuity in
African communities assists in the spread of the virus (Serpa, 2002; Baylies & Bujra,
2000). A UNAIDS report (2000, in Guest, 2001) revealed that people living in Africa
tend to become sexually active at a younger age and asking individuals to abstain or
remain monogamous is unrealistic in terms of social norms. Traditionally, male
promiscuity is accepted in African communities, with men tending to have more than one
partner before and during marriage (Baylies & Bujra, 2000). Furthermore, the subservient
position of women in the African culture results in women having little say in protection
during sex, leaving them unable to protect themselves and their families (Baylies &
Bujra, 2000). Additionally, rape and gang rape, which is on the increase in Africa, has
become a potent method of spreading the virus (Whiteside & Sunter, 2000).

Furthermore, practices such as circumgcisions and the cutting of ritual scars with razors
that have not been sterilised aids the spread of the virus (Guest, 2001). In parts of rural
South Affica, traditional healers have told infected patients that injecting someone with
their blood will rid them of the disease (Serpa, 2002). In addition, superstitions, such as
believing that sex with a virgin will cure HIV, have caused an increase in child rapes
(Serpa, 2002). Sexual practices common in African communities such as ‘dry sex’, which



increase the risk of abrasions and tears making the transmission easier, also increase the

transmission rate (Whiteside & Sunter, 2000).

Finally, Africa has minimal resources to cope with the results of this growing pandemic.
Health care resources, drug therapy and good nutrition, which are accessible to many
Western suffers are often unavailable to the overwhelming number of Africans with
HIV/AIDS. Much research and development has gone into the development of a vaccine
and a cure. To date neither is fully developed, resulting in a steady increase in the number
of those infected (Whiteside & Sunter, 2000; Barnett & Blaik, 1992). As a result, very
few South African communities, families and children can claim to be unaffected by the
HIV/AIDS pandemic (Guest, 2001).

Definition of children affected by HIV/AIDS

HIV/AIDS can affect children in numerous different ways besides that of being orphaned
by the illness. Many South African children are in fact HIV-positive. The 2002 Nelson
Mandela/HSRC study of HIV/AIDS (HSRC, 2003) found that 5.6% of South African
children between the ages 2-14 years old are HIV positive. Most of these children are
infected through mother to child transmission (Brown & Lourie, 2000). A number of
children are also infected though sexual abuse and rape (Stolar & Fernandez, 1997).

Furthermore, many children live in an AIDS afflicted household, i.e., households where
the impact of the epidemic has been direct. In some of these households a family member
is ill or has died from the illness (Bamnett & Blaik, 1992) or the household has lost
income, labour or support due to illness and stigmatisation or because an orphan has
joined the family (Sherr, 1995). However, no matter the association between HIV/AIDS
and a child, the effects of HIV/AIDS are far reaching and leave many children with
unmet social, educational and health needs (Sherr, 1995).



Parental illness

One of the more direct and palpable ways that the HIV/AIDS epidemic has affected
children is by impacting directly on the effectiveness of parenting (Miller & Murray,
1999). Approximately 85% of women with AIDS are of reproductive age at the time of
diagnosis and the majority of these women already have children (Forsyth, Damour,
Nagler & Adnopoz, 1996). Thus, many parents are contracting the virus either before or
whilst having their children and ofien fall ill while their children are still young.

The course of the illness is unpredictable, resulting in parents oscillating between
prolonged periods of illness or absence due to hospitalisation and periods of wellness.
This makes it difficuit for them to meet the emotional and physical needs of their children
consistently (Wild, 2001). A parent’s poor health and lack of energy, as well as having to
deal with the side effects of drug therapy, may result in children missing out on usual
child and family activities (Miller & Murray, 1999). In some families, children may miss
developmental milestones due to the lack of supervision and stimulation that results from
parental illness (Miller & Murray, 1999). Not only are these parents unable to care for
their children, they are unable to watch them grow to maturity (Wilfert et al., 1999).
Likewise, many of these children never know their parents as healthy and able role
models and some may have been deprived of the opportunity to form a strong attachment
to their parent because of the illness. A strong mother-child attachment is often
jeopardised very early in the relationship as infected mothers are often advised not to
breast feed, depriving an infant and mother of that close physical and emotional bond
(Miller & Murray, 1999).

Children with HIV positive parents are faced with the unique situation of watching their
parents or siblings get ill, follow the distressing and uncertain clinical course of the
iliness and then dic (Miller & Mumray, 1999). Siegel et al. (1992) looked at the
psychosocial adjustment of school-aged children of terminally ill parents. They found
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