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Abstract

The study is an analysis of baseline data from a pilot psychosocial support intervention for HIV-affected youth and
their caregivers in Haiti. Six sites in Haiti’s Central Department affiliated with Partners In Health=Zanmi Lasante
(PIH=ZL) and the Haitian Ministry of Health were included. Participants were recruited from a list of HIV-positive
patients receiving care at PIH=ZL. The baseline questionnaire was administered from February 2006 to January
2007 with HIV-affected youth (n¼ 492), ages 10–17, and their caregivers (n¼ 330). According to findings at
baseline, the youth reported high levels of anxiety, including constant fidgeting (86%), restlessness (83%), and
worrying a lot (56%). Their parents=caregivers also reported a high level of depressive symptoms, such as low
energy (73%), feeling everything is an effort (71%), and sadness (69%). Parents’ depressive symptoms were posi-
tively associated with their children’s psychological symptoms (odds ratio [OR] ¼1.6–2.4) and psychosocial func-
tioning (OR ¼1.6 according to parental report). The significant levels of anxiety and depression observed among
HIV-affected youth and their caregivers suggest that psychosocial interventions are needed among HIV-affected
families in central Haiti and other high HIV burden areas. The results suggest that a family-focused approach to
service provision may be beneficial, possibly improving quality of life, as well as psychosocial and physical health-
related outcomes among HIV-affected youth and their caregivers, particularly HIV-positive parents.

Introduction

Worldwide, approximately 15 million children have
been orphaned by HIV=AIDS, having lost one or both

parents to the disease.1 Beyond those youth who have been
orphaned by HIV, there are countless others who have been
affected by HIV as their parents or caregivers are living with
HIV. Both children orphaned by HIV and whose parents
are living with HIV are considered vulnerable due to the at-
tendant medical, psychosocial, and economic risks of the
disease—from stigma and isolation to lack of access to edu-
cation and adequate nutrition.2–5 Youth affected by HIV in
resource-poor settings can face a number of significant chal-
lenges on a daily basis including caring for an ill parent, as-
suming a parental role in the household, helping to sustain the

family financially, receiving a reduced level of attention from
caregivers, and having inadequate resources for sustenance or
school. If one or both parents have died, the stress on children
can be exacerbated because they are grieving for this signifi-
cant loss in their lives.4,6–9

As antiretroviral therapy (ART) becomes more widely
available in the developing world, some of this burden has
lessened, yet many youth continue struggling to cope with the
physical and psychological burden of HIV within the family.
In particular, children who have been infected with HIV
perinatally are more likely to survive because of access to
ART. Following these children over time has shown that they
have demonstrated challenges in cognitive development. For
example, one study showed that HIV-positive youth had a
greater likelihood of enrolling in special education classes.10
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In addition to the potential cognitive effects of HIV, among
HIV-infected youth social and emotional development can
also be affected by a sense of social isolation, hopelessness,
anxiety, and depression.11,12

Although there are mechanisms for resilience among youth
and caregivers in HIV-affected families, the significant
stressors encountered by HIV-affected families have been
associated with poor mental health outcomes.6,13–16 Sig-
nificant levels of depression have been observed among HIV-
positive adults.16–20 In particular, up to 80% of HIV-positive
parents have reported elevated levels of mental health
symptoms.21

Studies have demonstrated a significant burden of both
internalizing symptoms (such as withdrawal) as well as ex-
ternalizing symptoms (such as aggressive behavior) among
HIV-affected youth.22 School performance can also be affected
due to problems with attention, memory, and cognitive dif-
ficulties related to these symptoms.22–27

Although Haiti has one of the highest burdens of HIV in the
Western Hemisphere (2.2% according to UNAIDS 2008)1 and
a multitude of other social and economic problems that place
youth and families at risk, the psychosocial impact of HIV on
families in Haiti has not been documented. The present study
fills a critical gap in describing the burden of mental health
symptoms among HIV-affected youth and their parents=
caregivers as well as the effect of parental depressive symp-
toms on their children’s psychosocial functioning. As efforts
to reach orphans and vulnerable children are increased28 it is
critical to understand the needs of the populations affected to
develop appropriate interventions to reduce vulnerability
and maximize psychosocial functioning among these families.

Given the high burden of mental health symptoms ob-
served among HIV-positive adults and HIV-affected youth in
many settings6,21,22 and the limited knowledge available on
this area of inquiry in Haiti, the aims of the study were to: (1)
describe the burden of psychological symptoms and degree of
psychosocial functioning among HIV-affected youth; (2) de-
scribethe burdenofdepressivesymptomsamongtheir parents=
caregivers; and (3) examine the association between depressive
symptoms in parents=caregivers and psychosocial functioning
among HIV-affected youth.

Methods

Setting

The study was performed in Haiti’s Central Department at
six sites affiliated with Partners In Health= Zanmi Lasante
(PIH=ZL) and the Haitian Ministry of Health. Study partici-
pants were recruited from February 2006 to January 2007 from
a comprehensive list of HIV-positive patients at these sites
who have received services through the HIV Equity Initiative
(HEI), a program started in 1998 to provide comprehensive
HIV treatment including antiretroviral therapy (ART) to
people living with HIV.29 At the time the study began in 2006,
over 2000 HIV-positive patients were enrolled on ART at
PIH=ZL sites. Information from patients receiving ART was
entered into the electronic medical record for the HIV pro-
gram (HIV-EMR) and included data on the patients’ medical
history, names and ages of people in the household, socio-
economic and demographic characteristics, laboratory tests,
drug regimens, and other related clinical information.30 The
family members were engaged in care for HIV testing and the

provision of social support as needed; thus, the children were
known to the clinic-based and community level staff. Ad-
ditionally, children known to be orphans because of HIV who
were in the catchment area of the clinic sites were recruited
through the social workers and medical service providers at
each site.

Study population and design

Enrollment criteria included youth who were HIV affected
and between 10–17 years of age. For the purpose of this study,
a youth was HIV affected if: he=she was HIV positive; had a
parent or caregiver who was HIV positive; or had lost one or
both parents to HIV.

All patients who were eligible and receiving care at the six
designated PIH=ZL sites were asked to participate in the
study. Among 576 eligible youth, 492 agreed to participate
(85%). Among those who participated 20 youth were HIV
positive (4%). Given that a number of caregivers had more
than one child participating in the study, 330 caregivers were
enrolled. Informed consent from parents=caregivers and as-
sent from youth were obtained for all study participants. All
eligible individuals screened had access to counseling with a
psychologist or social worker whether or not they consented
to participate in the study. Once consented, adults and chil-
dren in the study population were interviewed by trained
social workers. Institutional Review Board (IRB) approval
was obtained from the Office for Research Subject Protection
at Harvard Medical School and the Zanmi Lasante ethics
committee. The structured interviews targeted psychological
symptomatology and psychosocial functioning described
below and were adapted to the Haitian context.

Measures

Psychological symptoms in youth. Goodman’s Strengths
and Difficulties Questionnaire (SDQ) was used to assess the
level of psychological symptomatology in children.31 The SDQ
is a 25-item questionnaire that assesses 5 domains: conduct
problems, hyperactivity, emotional symptoms, peer problems,
and prosocial behavior. The SDQ has been used widely, is
available in over 40 languages, and has demonstrated good
reliability and validity.32–35 In terms of validity for use in
resource-poor settings, the SDQ was able to discriminate
between emotional disorders, conduct disorder, and hyper-
activity disorder, with estimates for area under the receiver
operating characteristic (ROC) curve ranging from 0.84 to 0.94
for the parent version and 0.81 to 0.89 for the youth version in
Bangladesh.36 The child self-report as well as the parent report
versions were administered verbally with study participants.
Youth who scored in the highest tertile for the SDQ were
compared with those who scored in the bottom two tertiles for
the purposes of this analysis.

Level of psychosocial functioning in youth. To assess
psychosocial functioning in the child, the extended version of
the SDQ was used, which is referred to as the ‘‘impact sup-
plement.’’37 This supplement includes questions to assess
difficulties in a number of areas, including emotions, concen-
tration, behavior, and getting along with others. The extended
SDQ has also demonstrated validity in a resource-poor set-
ting, in which the area under the ROC curve for the extended
SDQ was 0.87 for the parent version and 0.89 for discrimi-
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nating between clinic and community samples of children
based in Dhaka, Bangladesh.36 The parent and youth report
versions of the extended SDQ were used in this study. Those
who had indicated having any difficulty in ‘‘emotions, con-
centration, behavior, or being able to get along with other
people’’ were compared to those who did not report this dif-
ficulty for the analysis.

Symptoms of depression in parents=caregivers. The de-
pression subscale of the Hopkins Symptom Checklist-25
(HSCL-25) was used to assess the level of depressive symp-
tomatology in the parents=caregivers.38 The depression sub-
scale of the HSCL-25 has 15 items designed to obtain severity
of symptomatology on a scale of ‘‘1’’ (not at all) to ‘‘4’’ (ex-
tremely) with respect to the degree to which the symptom
bothered the respondent in the past week. It has been vali-
dated against criteria for major depressive disorder according
to the Diagnostic and Statistical Manual (DSM) of the American
Psychiatric Association (DSM-IV and DSM-III versions)39,40 in
a number of cross-cultural contexts.41,42 Among HIV-positive
women in Tanzania, the 15-item depression subscale dem-
onstrated validity compared to psychiatrists’ assessment of
major depressive disorder using the structured clinical inter-
view for the DSM-IV.42 Caregivers who scored in the highest
tertile for the depression subscale of the HSCL were compared
to those who scored in the bottom two tertiles for the purposes
of this analysis.

Other assessments. Other variables included socio-
demographic information for the youth and their parents=
caregivers, economic status of the household, social support
for youth and caregivers, and role functioning for caregivers.
Social support for youth was measured using the Provisions
of Social Relation (PSR) scale to assess support from family
members as well as friends.43 For social support of parents=
caregivers an assessment by Gielen et al.44 was used that in-
cludes dimensions of: (1) having a confidant; (2) number of
close friends and relatives (network size); and (3) level of in-
strumental support. In addition, role functioning of parents=
caregivers was assessed using the role functioning subscale of
the ACTG Short Form-21 (SF-21), which focuses on the extent
the person’s health keeps him=her from performing daily
activities.45

Statistical analysis

Descriptivestatistics,includingfrequencies,medians,means
and standard deviations, were calculated for sociodemo-
graphic characteristics, economic factors, and prevalence of
psychiatric symptoms among youth and parents=caregivers.
Univariate analyses were performed to measure the associa-
tions between the parents’ depressive symptoms and their
children’s level of psychological symptomatology and psy-
chosocial functioning using w2 tests, odds ratios (OR), and 95%
confidence intervals (CIs).

Multivariable logistic regression was used to control for
confounding variables in the analysis. Given that more than
one child from the same family was included in the sample for
a subset of youth, the GENMOD procedure in SAS was used
to account for correlations between siblings by using an ex-
changeable variance-covariance structure. The multivariate
modeling strategy was based on the ‘‘change-in-estimate’’

approach described by Greenland,46 in which those potential
confounding variables that changed the exposure-disease
(e.g., parents’ depressive symptoms and children’s symptom
levels) OR estimate by more than 5% were retained in the final
multivariate regression models. The percent change was re-
duced from 10% as suggested by Greenland46 to 5% to pro-
vide a more conservative analysis of confounding. Variables
considered as potential confounding variables in the analysis
included: child’s age, child’s gender, parents’=caregivers’ role
functioning, rural=urban residence, caregivers’ educational
level as well as socioeconomic status, social support, death of
a parent from HIV, youth not living with a parent, living with
a step-parent, and living with a grandparent. Statistical
analysis was performed using SAS version 9.1 (SAS Institute,
Cary, NC).47

Results

Approximately half of the youth who participated in the
study were female (51.4%) and the mean age was 13 years
(range, 10–17). Most youth lived with their mothers (79.6%)
and only 33.6% lived with their fathers. Nearly 10% lived with
neither parent and 1.4% represented child-headed house-
holds. Grandparents frequently lived in the home, with youth
reporting 21.8% of households having a grandmother and
12.6% having a grandfather. Nearly 16% of youth were or-
phaned by HIV, of whom 12.8% had lost one parent and over
3% had lost both parents (Table 1).

Although most youth reported that they had ever attended
school (96.5%), school was frequently delayed, interrupted or
terminated prematurely due to lack of money for school fees.
Other sociodemographic and economic characteristics also
reflected pervasive poverty. Over 54% of caregivers indicated
that the monthly household income was less than $50 per
month; with a median household size of 6.2 persons, this falls
far below the international poverty line of $1 per person per
day for many households. The median household size was 2.2
rooms (3 persons per room on average). Over 17% lived in a
house with a thatched roof and only 41.2% had latrines. Ap-
proximately 80% of households spent at least half of their
income on food and 31.6% reported spending all of their in-
come on food. Over 31% of caregivers indicated that they
engaged in farming, 21.3% were market vendors, and 38%
reported being unemployed (Table 1).

The youth demonstrated very high levels of self-reported
anxiety; the most common symptoms reported were constant
fidgeting (85.9%), headaches=stomachaches (84.5%), and
restlessness (82.7%). Other symptoms of anxiety that were
frequently reported included: worrying a lot (55.7%), having
many fears=easily scared (55.5%), and nervousness in new
situations (39.8%). The most prevalent depressive symptoms
among the youth were difficulty concentrating (53.9%) and
feeling isolated—‘‘rather be alone than with people own age’’
(58.2%) and ‘‘gets along better with adults than with children
own age’’ (79.8%). Nearly 48% reported often feeling un-
happy, depressed, or tearful. Externalizing behaviors were
also observed, but were overall less frequent than internaliz-
ing symptoms, with only 1.4% reporting ‘‘not true’’ for the
item ‘‘you usually do as you are told’’ and 14.3% responding
‘‘not true’’ for ‘‘you usually share with others.’’ The most fre-
quent externalizing behavior observed in this population was
‘‘getting very angry=often losing your temper’’ (48.2%; Fig. 1).
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Youth who were HIV positive (n¼ 20) compared with
those who were HIV-negative in the study population dem-
onstrated a higher likelihood of ‘‘problems with attention=
difficulty in completing work’’ (65.0% versus 41.7%, p¼
0.039). They also were more likely to report not offering help if
someone was hurt, upset or ill (55.0% versus 30.2%, p¼ 0.019),
suggesting a greater degree of isolation among the HIV-

positive youth. We also compared those who were HIV pos-
itive and HIV negative for the overall SDQ symptom scale
(self-report), and observed that youth who were HIV positive
were over three times more likely to have an elevated level of
psychological symptoms (in the highest tertile of the distri-
bution) compared with their HIV-negative peers (OR¼ 3.0;
95% CI: 1.1–8.2).

Table 1. Descriptive Characteristics for HIV-Affected Youth and Caregivers

Child characteristics n (%) or Mean=median (range)

Gender (n¼ 490)a Female 252 (51.4%)
Male 238 (48.6%)

Age (n¼ 488) 10–13 291 (59.6%)
14–17 197 (40.4%)

Current guardian (n¼ 492) Mother 385 (79.6%)
Father 157 (33.6%)
Stepmother 24 (5.2%)
Stepfather 76 (16.6%)
Grandmother 101 (21.8%)
Grandfather 58 (12.6%)
Aunt 74 (15.9%)
Uncle 57 (12.3%)
No parent 49 (9.9%)
No adult 7 (1.4%)

Child experienced death of parent
from HIV (n¼ 485)

Yes, one parent 62 (12.8%)
Yes, both parents 15 (3.1%)

Caregiver characteristics n (%) or Mean=median (range)

Age (n¼ 319)b Mean age in years (range) 39.4 (19–84)
Gender (n¼ 320) Female 234 (73.1%)

Male 86 (26.9%)
Residence (n¼ 318) Countryside 132 (41.5%)

Small town 75 (23.6%)
Large city 111 (34.9%)

Education level (n¼ 319) Never attended school 121 (37.9%)
Current marital status (n¼ 320) Married 54 (16.9%)

Living with a partner 122 (38.1%)
Single 47 (14.7%)
Separated 44 (13.7%)
Divorced 0 (0%)
Widowed 53 (16.6%)

Average family income (USD)
per month (n¼ 318)

0 38 (11.9%)
$0.05–$6.25 17 (5.4%)
$6.26–$12.50 23 (7.2%)
$12.51–$18.75 17 (5.4%)
$18.76–$25.00 15 (4.7%)
$25.01–$37.45 34 (10.7%)
$37.46–$43.70 13 (4.1%)
$43.71–$50.00 16 (5.0%)
>$50 87 (27.4%)
Don’t know 58 (18.2%)
Median Income $43.71–$50.00

Number of people sharing family
income (n¼ 276)

Median (range) 6 (2–16)

Income spent on food (n¼ 282) Less than 50% of income spent on food 15 (5.3%)
Approximately 50% of income spent on food 25 (8.9%)
Most of income spent on food 114 (40.4%)
All income spent on food 89 (31.6%)

Type of roof (n¼ 319) Aluminum roof 257 (80.6%)
Thatched or Hay roof 55 (17.2%)
Concrete roof 7 (2.2%)
Wood roof 0

aFor some categories denominator is less than 492 due to missing data.
bDenominators are less than 330 due to missing data.
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According to youth self-report, 28.8% felt that the symp-
toms they reported resulted in difficulties in psychosocial
functioning (i.e., difficulties in ‘‘emotions, concentration, be-
havior, or being able to get along with other people’’). Among
those youth who had reported difficulties, 66.7% indicated
that it was for longer than a year, 26.6% reported that these
day-to-day difficulties distressed them a great deal, and 22.0%
indicated that these difficulties made life harder for those
around them (e.g., family, friends, teachers, etc.) a great deal.
Over 22% of youth reported that they did not have a confidant
to share any of these concerns or other things happening in
their lives.

Among their parents=caregivers, of whom 88.7% were HIV
positive, the most common depressive symptoms reported as
‘‘quite a bit’’ or ‘‘extremely’’ were feeling: low in energy
(73.1%), ‘‘everything is an effort’’ (70.9%), and sadness (69%).
Other prevalent symptoms included feeling lonely (59.7%),
crying easily (47.5%), and feeling hopeless about the future
(46.9%). Nearly 43% had feelings of worthlessness and over
19% of parents=caregivers reported ‘‘thoughts of ending your
life’’ (see Figure 2 for most prevalent symptoms among care-
givers). Nearly 40% indicated that they did not have a confi-
dant to talk about these symptoms or other aspects of their
personal lives. For role functioning, 53.1% reported that their
health prevented them from working at a job, doing work
around the home, or going to school, with 12.8% indicating
that this occurred ‘‘all of the time.’’ Similarly, 57.5% reported
that they have been unable to do certain kinds or amounts of
work, with 11.6% this problem existed ‘‘all of the time.’’

For unadjusted analyses, parents with higher levels of de-
pressive symptoms reported more psychological symptoms

in their children (crude OR¼ 2.1; 95% CI: 1.4–3.2). However,
results from youth report also suggested an association (crude
OR¼ 1.4; 95% CI: 0.96–2.1; data not shown), indicating that
this relationship cannot entirely be explained by the parents’
depressive symptoms. After controlling for confounding in
multivariate analysis (Table 2), the strength of the association
between parents’ depressive symptoms and children’s psy-
chological symptoms increased. This was evident for the
association between parents’ depressive symptoms and chil-
dren’s psychological symptoms according to parents’ report
(OR¼ 2.4; 95% CI: 1.6–3.6, Model 1), after controlling for
urban=rural residence, as well as youth report (OR¼ 1.6; 95%
CI: 1.0–2.5, Model 2), after controlling for urban=rural resi-
dence as well as living with a stepparent, and role functioning
of their primary caregiver. Although HIV-positive status
among the youth was associated with a higher level of psy-
chological symptoms (OR¼ 3.0), we also considered this
variable as a potential confounding variable in the multivar-
iate analysis. The OR estimates for the associations between
caregivers’ depressive symptoms and children’s psychologi-
cal symptoms (according to youth as well as caregiver report)
did not vary by greater than 5%; therefore, this factor was not
included in the final models described in Table 2.

In univariate analyses parents’ level of depressive symp-
toms was not associated with the child’s level of psychosocial
functioning, according to parental report (crude OR¼ 1.3;
95% CI: 0.83–2.0) or youth report (crude OR¼ 1.4; 95% CI:
0.89–2.1; data not shown). However, after controlling for
confounding variables in multivariate analyses, the findings
for this association were marginally significant for parental
report of their children’s psychosocial functioning (OR¼ 1.6;

FIG. 1. Most prevalent psychological symptoms reported by children.
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Table 2. Multivariate Analysis of Association of Caregivers’ Depressive Symptoms and Children’s

Psychological Symptoms and Psychosocial Functioning

Model OR 95% CI

Model 1: Child psychological symptoms (adult report) (n¼ 476)
Parent’s depressive symptoms 2.4 (1.6, 3.6)
Location of residence (rural=urban) 1.8 (1.1, 2.7)

Model 2: Child psychological symptoms (self-report) (n¼ 444)
Parent’s depressive symptoms 1.6 (1.0, 2.5)
Role functioning of caregiver 0.75 (0.48, 1.2)
Location of residence (rural=urban) 1.5 (0.95, 2.3)
Living with stepparent 1.2 (0.75, 2.0)

Model 3: Child psychosocial functioning (adult report) (n¼ 443)
Parent’s depressive symptoms 1.6 (0.96, 2.6)
Role functioning of caregiver 0.69 (0.42, 1.1)
Location of residence (rural=urban) 2.1 (1.2, 3.4)
Death of a parent from HIV 1.9 (1.0, 3.8)
Living with no parent 1.4 (0.66, 2.8)
Living with stepparent 1.8 (1.0, 3.2)
Living with grandparent 0.96 (0.55, 1.7)

Model 4: Child psychosocial functioning (self-report) (n¼ 448)
Parent’s depressive symptoms 1.3 (0.83, 2.0)
Social support (financial) for caregiver 1.9 (1.2, 3.1)
Death of parent from HIV 1.7 (0.94, 3.2)
Living with no parent 1.3 (0.64, 2.7)
Living with stepparent 1.3 (0.72, 2.3)

OR, odds ratio; CI, confidence interval.

FIG. 2. Most prevalent depressive symptoms reported by caregivers.
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95% CI: 0.96–2.6). Confounding variables included rural=
urban residence (OR¼ 2.1; 95% CI: 1.2–3.4), living with a
stepparent (OR¼ 1.8; 95% CI: 1.0–3.2), and death of a parent
from HIV (OR¼ 1.9; 95% CI: 1.0–3.8; Table 2, Model 3).

Since the majority of the parents=caregivers in the study
population were HIV positive, we examined these relation-
ships in the subsample of youth whose parents=caregivers
were HIV positive. These associations were largely consistent
with what was observed for the broader study population.
For the HIV-positive subsample, the association between
parents’ depressive symptoms and children’s psychological
symptoms was comparable (OR¼ 2.4; 95% CI: 1.6–3.8,
Model 1) after controlling for confounding variables (Table 3).
For the associations between youth’s psychosocial functioning
and the parents’ depressive symptoms, the associations were
attenuated for parental report (OR¼ 1.5; 95% CI: 0.85–2.5,
Model 3) as well as for youth’s self-report (OR¼ 1.4; 95% CI:
0.87–2.2, Model 4) among the group whose parents were HIV-
positive compared with the entire study population.

Discussion

In the current study, high levels of symptoms of anxiety
were observed in this population of youth affected by HIV,
with constant fidgeting, headaches=stomachaches, and rest-
lessness being reported by over 80% of youth. A review by
Donenberg et al.,22 indicates that youth affected by HIV have
internalizing symptoms, including anxiety, depression, and
social withdrawal. For youth in central Haiti, their daily func-
tioning as well as their school performance can be negatively
affected as a result of these symptoms.23–27,48

The high levels of anxiety experienced by youth were
coupled with a significant degree of depressive symptoms
among their caregivers, nearly 89% of whom were HIV pos-
itive and approximately 73% of whom were women. These
symptoms were not only common but severe; over two thirds

experienced sadness ‘‘quite a bit’’ or ‘‘extremely frequently’’
and nearly 20% reported this level of distress related to
‘‘thoughts of ending your life.’’ While significant levels of
depression or depressive symptoms have also been observed
for HIV-positive populations,17–19,49,50 particularly among
women,20,51 the significant level of these symptoms has not
been described in Haiti and is not being addressed by the
majority of HIV programs within Haiti or other resource-poor
settings.

This study demonstrates an association between parents’
depressive symptoms and their children’s symptoms that
ranged from 1.6- to 2.4-fold, suggesting that parents’ depres-
sive symptoms are associated with approximately a 2-fold
increase in risk of children’s symptoms of anxiety, depression,
anger, and loss of concentration. A U.S.-based study among
HIV-affected youth demonstrated that maternal depression
was more significantly associated with anxiety in their early
adolescent children (ages 10–14; b¼ 0.16; p� 0.001) compared
with similar maternal symptoms in caregivers of youth not
affected by HIV. The association between maternal depres-
sion resulting in internalizing symptoms (b¼ 0.35; p� 0.001)
and externalizing behaviors (b¼ 0.29; p� 0.001) among HIV-
affected youth has also been reported by Mellins et al.52

Among HIV-affected adolescents in New York, depressive
symptoms were significantly associated with parental de-
pression ( p¼ 0.004).53

In addition to psychological symptomatology, nearly 30%
of youth expressed that these symptoms had affected their
daily psychosocial functioning. Although the magnitude of
the associations between parents’ depressive symptoms and
their children’s psychosocial functioning (Models 3 and 4,
Table 2) was not as strong as the associations with their chil-
dren’s psychological symptoms (Models 1 and 2, Table 2), the
relationships were in the same direction and marginally sig-
nificant. Interestingly, the associations between the par-
ents’ depressive symptoms and their children’s psychosocial

Table 3. Multivariate Analysis of Association of Caregivers’ Depressive Symptoms and Children’s

Psychological Symptoms and Psychosocial Functioning, HIV-Positive Caregivers

Model OR 95% CI

Model 1: Child psychological symptoms (adult report) (n¼ 427)
Parent’s depressive symptoms 2.4 (1.6, 3.8)
Location of residence (rural=urban) 1.7 (1.1, 2.8)
Socioeconomic status 0.62 (0.38, 1.0)

Model 2: Child psychological symptoms (self-report) (n¼ 427)
Parent’s depressive symptoms 1.7 (1.1, 2.7)
Role functioning of caregiver 0.67 (0.42, 1.1)
Location of residence (rural=urban) 1.5 (0.96, 2.3)

Model 3: Child psychosocial functioning (adult report) (n¼ 396)
Parent’s depressive symptoms 1.5 (0.85, 2.5)
Role functioning of caregiver 0.68 (0.39, 1.2)
Location of residence (rural=urban) 1.6 (0.93, 2.9)
Socioeconomic status 4.4 (2.4, 7.8)
Living with stepparent 1.8 (1.0, 3.3)
Living with grandparent 0.87 (0.49, 1.6)

Model 4: Child psychosocial functioning (self-report) (n¼ 399)
Parent’s depressive symptoms 1.4 (0.87, 2.2)
Child’s age 0.53 (0.33, 0.85)
Socioeconomic status 3.9 (2.4, 6.5)
Living with stepparent 1.1 (0.61, 1.9)

OR, odds ratio; CI, confidence interval.
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functioning were affected by other factors to a much greater
degree compared to the affect on children’s symptoms. For
example, the impact that the parents’ symptoms had on the
children’s level of psychosocial functioning was affected by
the living conditions of the child. When the death of a parent
from HIV was controlled for the association between parents’
symptoms and children’s psychosocial functioning increased.
Whenfourfamily-relatedfactorsweresimultaneouslyincluded
in the final model, the overall strength of the association be-
tween parents’ depressive symptoms and their children’s
psychosocial functioning increased. The strongest family-
related factors associated with children’s psychosocial func-
tioning were death of a parent from HIV (OR¼ 1.9) and living
with a stepparent (OR¼ 1.8).

In a qualitative study among youth orphaned by HIV in
South Africa, bereavement over the loss of a parent was an
important factor linked with emotional or behavioral prob-
lems. Youth and caregivers in this study also referred to the
quality of caregiving and the home environment as having
beneficial or harmful effects on youth’s mental health, de-
pending on the conditions at home.54 Although some studies
have shown that orphan status does not place youth at greater
risk of negative health outcomes compared to other youth in
high HIV burden areas,55–59 other studies have observed a
negative impact.54,60–64

Despite this varying evidence in the literature, at the service
provision level the child’s loss of a parent should still be
considered by clinicians in terms of addressing any current
situation as well as preventing future health problems. It is
widely known that a death of a parent can have a significant
impact on the child’s well-being65–69 this has also been
documented among youth who have lost their parents to HIV.
In a fairly large study by Cluver et al.54 among adolescents in
South Africa, elevated rates of posttraumatic stress disorder
(PTSD), depression, conduct problems, and delinquency were
observed among youth whose parents died of HIV. This ev-
idence is corroborated by earlier studies that demonstrated
higher rates of depression and anxiety among youth who lost
a parent to HIV compared to children from the same com-
munity who were not orphans.14,61,62 In a study of rural
Chinese children living in orphanages, the youth described
feelings of depression, fear, confusion, anger as well as en-
gaging in fights with other youth in school.70 In addition,
youth’s psychological distress may have an effect on risk of
HIV infection. In particular, ‘‘externalizing’’ can result in a
higher likelihood of engagement in HIV risk behaviors in
adolescents.21,71–73 Internalizing symptoms, such as depres-
sion, may be related to lower self-esteem and a reduction in
self-care—also possibly increasing the risk of acquiring a
sexually transmitted infection in youth.74–76

The youth’s living situation or family functioning can have
a short-term as well as long-term impact on a child.77–83 In
addition to the evidence of the association between parents’
level of depressive symptoms and youth’s psychological dis-
tress, the impact on the child’s psychosocial functioning ap-
pears to be greater when parental support is lost through death
or significantly changed through inclusion of a stepparent;
although these associations were stronger for the caregiver
report of psychosocial functioning versus youth’s self-report.
Patel et al.84 describe the importance of family functioning in
relation to children’s mental health. In particular, family in-
dicators that have an impact on the mental health of children

include not only parental mental health, but also parent–child
attachment, family cohesion, and supervision of children’s
activities, all of which can be affected by changes in family
structure, such as the addition of a stepparent and=or death of
a parent. Similar to the results from the present study, Lee
et al.85 observed that depressive symptoms among adolescents
affected by HIV in New York were positively associated with
death of a parent as a result of AIDS. In the same cohort of
youth, Lee et al.53 also reported an association between the
youth’s living situation and depressive symptoms, offering
evidence for the important role of the home environment even
after they controlled for level of parental depression.

For children’s self-report of psychosocial functioning, al-
though the association between this outcome and the parents’
depressive symptoms is attenuated compared to adult report,
a key factor is social support of the parent=caregiver in terms
of instrumental support. For those parents who reported that
they did not have someone who could lend them money when
they needed it, there was a 1.9-fold increase in risk of poor
psychosocial functioning among the youth. In this regard,
economic support of the family may have a protective effect
on the youth’s psychosocial functioning. Other studies have
shown a positive association between household’s low socio-
economic status and psychological symptoms and=or poor
psychosocial functioning in children.74,86–90 These findings
suggest that poverty reduction strategies may promote not
only positive physical health outcomes, but may improve
psychosocial functioning among youth affected by HIV.

Last, poor psychosocial functioning of children can worsen
parents’ anxiety and depression. This can have an impact on
the treatment and prognosis of disease. Among HIV-positive
individuals, depression has been shown to be associated with
poor antiretroviral regimen adherence,91,92 increased pro-
gression of HIV,93,94 and mortality.20,95 Thus, for psychosocial
functioning of both parent and child and for potentially im-
proving physical health outcomes, mental health should be
considered an important aspect of the treatment of HIV.

There are a number of limitations in the study, including the
cross-sectional design since the analysis relied on baseline data.
In this regard, one cannot determine the temporal relationship
between parents’ depressive symptoms and children’s psy-
chosocial functioning from this study. In addition, given the
high level of depressive symptoms among caregivers at base-
line, there may be a possibility that parents had overreported
psychological symptoms in their children. However, the pos-
itive relationships between parents’ depressive symptoms and
children’s psychosocial outcomes were largely observed in
analyses that included children’s self-report of their own status.
Another limitation relates to the missing data in the multivari-
ate analysis. The greatest degree of missing data was for Model
3 (Table 2), where 49 observations were dropped because of
missing data. Distribution of most sociodemographic factors
wassimilarfortheseyouthcomparedtothoseincludedinModel
3 (n¼ 443). However, differences were observed comparing
youth who were missing versus those who were included for
the home environment, whereby youth who were missing were
less likely to have lived with their father and more likely to
have lived with their grandmother, grandfather, aunt, or uncle.

However, this pattern of missing data would bias the results
toward the null. Finally, the instruments used were not vali-
dated for use in central Haiti; although the findings from the
present study, demonstrating associations in the expected direc-
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tion, offer a degree of face validity of these measures in this
context.

In conclusion, this study demonstrates a high level of
psychological vulnerability among children affected by HIV
and their caregivers and that depressive symptomatology
amongparents=caregiversmaynegativelyimpactyouthsymp-
toms and psychosocial functioning. In addition, the psycho-
social functioning of youth can impact the levels of depression
in their parents=caregivers. These findings were observed
despite all of the participants having access to free and com-
prehensive HIV treatment including antiretroviral therapy
and suggest an important role for interventions specifically
designed to address anxiety, depression and parent–child
relationships within the context of medical care of HIV.

Evidence for a family-centered approach to services for
children in high HIV burden settings has been put forth by the
Joint Learning Initiative on Children and HIV=AIDS ( JLI-
CA).96 In addition, there is evidence that children=youth
orphaned within the context of HIV are not worse off eco-
nomically compared to other youth in high HIV burden set-
tings.97 However, the potential impact of the death of a parent
on a child’s psychosocial functioning remains a critical issue at
the service delivery level. The current findings demonstrated
that a youth’s loss of a parent and living with a stepparent
significantly increased the risk of poor psychosocial func-
tioning. This suggests that while a family-focused approach
may be critical for addressing the needs of youth affected by
HIV=AIDS, a deeper understanding of the youth’s experience
of the death of a parent as well as the family structure and
functioning in the new environment is important when of-
fering support for families in high HIV burden areas. This
indicates that there is a need for enhanced psychosocial sup-
port of families affected by HIV=AIDS, in addition to eco-
nomic support.

In the present study in central Haiti, the poverty level
was extreme and severity of poverty within the family was
associated with lower psychosocial functioning by youth self-
report. Richter et al.97 indicated that poverty-reduction strat-
egies, such as cash transfers to families in high HIV burden
areas, will greatly reduce the impact of HIV in resource-poor
communities. In addition, the data also suggest the need to
assess the family’s circumstances when offering services to
ensure that youth are receiving the appropriate care for the
situation, since a wide range of family functioning has been
observed in high HIV burden settings, including cases of child
neglect and abuse.55

Implications for services suggest that there is a greater need
for psychosocial support for HIV-affected families within the
context of expanding HIV-related services in resource-limited
settings. In the United States, psychosocial interventions
among HIV-affected families have demonstrated effective-
ness in enhancing youth’s short- and long-term outcomes.21,98

A holistic approach to HIV prevention and care (i.e., inte-
grated services that are family-focused) that addresses the
family’s needs (e.g., supporting parents=caregivers, promot-
ing family functioning, addressing physical as well as mental
health needs, and offering financial support when needed) as
well as the broad range of needs for youth (access to school,
physical health needs, promotion of mental health, etc.), may
be necessary to reduce the burden of the HIV pandemic and
offset the negative consequences of HIV infection for current
and future generations.
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