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Abstract
Background: The study investigated whether perceived social support varied among children who have lost their
parents to AIDS, those who have lost their parents to other causes, those who are living with HIV/AIDS-infected
caregivers and children from intact families (comparison group).
Method: This study employed cross-sectional, quantitative interviews that involved 291 children aged 10-18
years in the Lower Manya Krobo district of Ghana and examined their social support disparities.
Results: Results of multivariate linear regressions indicate that children who are living with HIV/AIDS-infected
caregivers reported significantly lower levels of social support compared with AIDS-orphaned children, otherorphaned children and non-orphaned children independent of socio-demographic covariates. Children who have lost
their parents to other causes and other-orphaned children reported similar levels of social support. In terms of
sources of support, all children orphans and vulnerable children were more likely to draw support from friends and
significant others rather than from the family.
Conclusion: These findings indicate a need to develop interventions that can increase levels of social support for
orphaned and vulnerable children within the context of HIV/AIDS in Ghana, particularly networks that include the
family.

Keywords: Perceived social support; Orphaned children; HIV/AIDS;
Ghana

Background
The lack of access to antiretroviral treatment and the protracted and
latent nature of HIV/AIDS mean that increasing numbers of children
will have to spend much of the childhood years with an infected parent
or as an orphan [1,2]. Parental illness or loss of parents permeates all
aspects of a child’s life and often marks the beginning of a drastic
change in their lives. Parental deaths and illnesses are childhood
traumatic events that are associated with several negative physical,
psychiatric and psychosocial health problems [3]. Prior work have
highlighted that children orphaned by AIDS are at risks for a range of
adjustment difficulties including emotional problems [1,4],
behavioural difficulties [5] self-esteem [6], suicide ideation [7], anxiety
[8,9] conduct problems [1,10], post-traumatic stress disorder [1,4,11],
delinquency problems [1,6,12,13].
HIV/AIDS also results in loss of social and family support with
direct consequences for children [14,15]. Social support is found to be
associated with psychiatric and mental health outcomes [16].
Availability or perception of social support is suggested to enhance the
coping skills of children to handle stressing life events [17] and
functions to reduce distress and psychiatric difficulties [18]. Social
support could therefore be a cost effective critical resource [19] that
buffers the effects of mental illness among children [20]. The
availability of support for children in communities affected by HIV/
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AIDS would vary with the prevalence and maturity of the epidemic
[4]. The social support system is usually sustained by family relatives,
neighbours and friends. In high prevalence and matured HIV/AIDS
endemic countries like those in Southern African countries, HIV/
AIDS multiple losses such as the death of parents, siblings, relatives
and neighbours [21] may overwhelm the traditional support system
provided by extended family members and other established
supportive environments of community networks [22]. It is no
surprise that some researchers suggested that the traditional support
system is collapsing in such regions because of the HIV/AIDS crises
[23-26].
However, in a low prevalence epidemic context like Ghana, there
may still be available family and community support to mitigate the
impact of the disease on children’s psychological wellbeing [27].
Families in low prevalence regions could show considerate resilience
in absorbing orphans [28,29]. However, difficulties in expanding
antiretroviral treatment and the high levels of stigma that are attached
to the disease in low prevalence areas would result in isolation of
infected family members [30] and unwillingness on the part of
relatives to offer support when needed. Difficulty in securing a foster
parent or caregiver for AIDS orphans were reported in low prevalence
regions [5]. Other investigators also documented a decrease in caregiving for AIDS orphans and vulnerable children in both Kenya and
Ghana [31]. Clearly, children affected by HIV/AIDS may lack social
support compared to non-orphans [1]. Delva and colleagues also
confirmed the sparse social network of friends and low social support
from the family for AIDS orphans in Guinea [5]. Social support is
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located within local cultural and social contexts, and is often impacted
by education, church activities, extended family and community
members [21,32-34]. Children who receive adequate support from
family, peers and others adapt well psychosocially while those who do
not become depressed, lonely and withdrawn [35]. In the face of the
evidence on the association between social support and psychiatric
illnesses, there is urgent need to strengthen the social support system
of orphans and vulnerable children within specific contexts to alleviate
psychiatric and psychological distress with high cultural variability.
Recently an intervention study in Rwanda found that community
based youth mentorship enhanced community connectedness and
social protection for children [19]. However, it is the argument of this
paper that a better understanding of the levels and sources of social
support, and differences in access to social support among orphaned
and vulnerable children, can help facilitates strategies to support these
children and enhance their psychiatric wellbeing. Yet, no studies to
our knowledge have assessed levels or sources of social support among
AIDS-orphaned children as compared with other orphaned and nonorphaned children. This article aims to (a) assess levels of social
support among children in a high/ low HIV endemic township
community of Ghana, (b) assess sources of social support (e.g.,
support from family, friends, or significant others) among these
children, (c) compare whether AIDS-orphaned children have different
levels and sources of social support as compared with other-orphaned
and non-orphaned children, and (d) to examine social support as
contextual resilience factor in developing appropriate interventions for
families affected by HIV/AIDS in Ghana [36].

Method
Study Setting
The study was conducted in the Lower Manya Krobo District of
Ghana. The district, found in the Eastern Region of the country is
situated 88 km north-east of Accra (national capital). Currently, it is
estimated that the district has 154,301 people, of which approximately
79,047 are females [37]. The majority occupants of the district, the
krobos, have certain distinct cultural practices such as the traditional
practice of yosedofiemi-whereby a man must present certain items,
including drinks and money, and he must also publicly perform a
traditional dance following the death of either the mother-in-law or
the father in-law” and dipo-a highly celebrated rites of passage into
adulthood for girls. Based on a study conducted in 2006, the total
number of OVC was estimated at 6500 [37].
The inclusion criterion for the present study is a child between 10
and 17 years. The OVC group includes a child who is 17 years or
below and has either lost at least a parent or is living with HIV/AIDSinfected parents. For the “non-OVC group” participants must not
have had HIV/AIDS related/other terminal illness or death in their
families/households over the past year. AIDS-orphan is defined as
children who have lost at least one parent to AIDS. The latter term is
used interchangeably as children orphaned by AIDS or AIDSorphaned children. Institutionalised and foster children were
excluded.

Participants and Procedures
The population for the present study comprises of all OVCs (6500)
within the Lower Manya Krobo District of Ghana. The present study
was designed and conducted as community based cross-sectional
survey design utilizing questionnaires. There was a pilot preceding the
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present study to validate (examine the appropriateness and
comprehensibility of) the study instruments in the research setting.
The results of the pilot study indicate appropriate understanding
among the Ghanaian children. Participants were identified through
multistage cluster sampling. First, the 54 communities within the
district were stratified according to residential clusters, namely rural
and urban clusters, based on existing geographical and population
data. This was intended to reflect the diversity of socio-demographic
status of the participants. Secondly, communities were randomly
selected from each cluster for participation in the study. Thirdly, a
simple systematic sampling technique was used where starting from a
known central point in each randomly selected community, every
sixth household in respective directions (East, West, North, and
South) was visited and screened for eligibility, and then household
members identified the primary child caregiver in the home.
However, there were problems in obtaining enough data from
participants using the multi-stage cluster sampling technique. In the
rural communities, the settlements were unplanned and distances
between households were found to be lengthy. Another recruitment
method, total sampling, was therefore employed to ensure higher
participation. Thus the multi-stage sampling technique was changed
mid-way through the fieldwork data collection due to practical issues
encountered in favour of a total sampling technique whereby every
household in selected communities were approached and asked to
participate in the study. This sampling procedure is justified for
reasons of feasibility, cost-effectiveness, and accessibility. Then within
each community, a limit of 30 was placed on the number of
households recruited. This was done to minimise the effects of overrepresentation from particular communities. Data gathered from both
recruitment strategies were combined in the final data for analysis
since preliminary analysis found them similar on key variables. Each
participating child completed a survey questionnaire that followed the
steps described by Thomas [38]. The entire assessment inventory took
about 30 to 45 minutes to complete. Written informed consent for
participation in the study was obtained from the participants.
However for children below 15 years, a parent or guardian provides
the written informed consent. The study protocol was approved by the
institutional Research Ethics Review Boards of the University of
Glasgow and the Ghana Health Service prior to recruitment of
children.
To handle issues of multiple eligible OVC if at least one child in the
house was an AIDS orphaned child, then the child was classified as an
AIDS-orphaned child and recruited as such. To identify whether
children lost one or both parents from AIDS, a verbal autopsy (VA)
was used [39]. The present study used the verbal autopsy method to
assess the cause of parental death because of the difficulty of obtaining
accurate death certificates and because caregivers were often unaware
of or did not wish to disclose the parental cause of death. The VA
method uses reports on eight signs and symptoms of HIV to verify
cause of death. The study used a conservative endorsement of at least 6
HIV/AIDS-defining symptoms compared to the 3 that were often used
in earlier investigations [1]. The original study had a sensitivity of 66%
and specificity of 76% of predicting death due to AIDS; sensitivity and
specificity did not vary significantly according to gender, time of
death, and whether the respondent was a primary caregiver, family
member, or other relation to the deceased [40,41]. Verbal autopsy
validation in Ghana also compared assigned causes of death from
verbal autopsy to medically certified causes of death [40] and was
found to correctly identify 78% of deaths. Verbal autopsy has since
been used in several studies with high predictive powers [42-44].
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The World Health Organisation and Health Metrics Network have
approved it for use in developing countries and asserted that it is an
essential means of ascertaining AIDS deaths in the absence of HIV/
AIDS sero-status record of deceased persons [45]. Lopman and
colleagues state clearly the value of verbal autopsy: it is the only option
to identify cause of death in widespread HIV/AIDS epidemic settings
[39,41].

Measures
Social support was assessed using the Multidimensional Scale
Perceived Social Support (MSPSS) [46]. This scale consists of 12 items
measuring perceived social support from the family, friends and
significant others. The scale is rated on a 5-point likert type ranging
from strongly agree =5 to strongly disagree=1 with negated (no) items
reversely scored. The scale yields 4 perceived social support scores:
Family, Friends, Significant Others and Total. The MSPSS internal
reliability were 0.91, 0.87 and 0.85 Cronbach’s coefficient alpha for
support from significant others, family and friends respectively [47].
The present study found similarly high Cronbach’s coefficient alpha of
0.80, 0.86, 0.91 and 0.88 for support from family, friends, significant
others and total (full scale) respectively.
A number of socio-demographic factors such as age, gender, family
size, number of other minors living at home, number of changes in
residence and age at which children were orphaned (where applicable)
were measured using items from the Demographic and Health Survey
Questionnaire [48]. There were also items regarding children’s
educational level as well as their present education status (presently at
school or not).

Statistical Analyses
Data were analyzed using SPSS version 18. The analysis involves 3
key factors: perceived social support, socio-demographic factors and
orphanhood groups. The analyses followed 4 key steps. First, the
differences between the orphanhood groups on socio-demographic
factors were established using chi-square tests or analyses of variance
(ANOVAs).Second, the relationships between the various sociodemographic factors and the perceived social support were examined.
These were assessed using independent t-tests and chi square (for
categorical variables such as gender, religion and being presently in
school) and Pearson bivariate correlations, and ANOVA (for
continuous socio-demographic such as age, household size and
number of children at home). Third, linear regressions were
performed to develop models that investigated the association between
orphanhood types and perceived social support without controlling
for any socio-demographic factors (unadjusted models). These were
done independently for children orphaned by AIDS, other orphans
and living with HIV/AIDS-infected parents, compared to non-OVC.
Since perceived social support was predicted by orphanhood groups,
the fourth step we conducted adjusted multivariate linear analyses
(adjusted models). These second models examined the association
between orphanhood groups and perceived social support when
controlling for all relevant socio-demographic co-factors. These
models established whether perceived social support among the
orphanhood groups persists independently of socio-demographic cofactors. Inclusion of socio-demographic co-factors into the models was
guided by their significant association (p<0.05) with the perceived
social support or significant differences between the orphanhood
groups [1]. Based on using General Linear Models involving 8
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predictors and working at .05 level of significance, the GPower
estimated that a minimum sample size of 59 children in each group of
the 4 groups (237 in total) was sufficient to obtain power of 95% to
detect a small effect (0.10 effect size).

Results
Socio-demographic Characteristics of Participants
The 291 participants had a mean age of 13.03 years (SD=2.87), with
age range 10-18, there were 51% female, and ethnic origin was 63%
krobos. There was an average of 4.3 people living in the household.
The majority of the children (81.8%) were currently attending school.
About 75% had attained primary or junior secondary level education
and 12.7% vocational or technical education. Concerning parental/
caregiver educational level, approximately 58% of them had no more
than senior secondary level education. Overall, 62% of all children had
moved between 2 or more times (55% of non-orphans, 53% of AIDSorphans, 85% of other-orphans and 56% of HIV/AIDS-infected
parents). The majority of parents and caregivers (62%) worked mainly
in farming, driving, trading or as artisans (carpentry, masonry, bead
making). Eleven percent of parents worked in the formal sector
(employment which offer regular wages and hours, which carry with
them employment rights, and on which income tax is paid) whilst
approximately 13% of them were unemployed. The proportion of
households with unemployed parents was higher among children
living with HIV/AIDS-infected parents (38%) than AIDS-orphans
(9.5%), other-orphans (9%) and non-orphaned children (7%). In the
sampled about 56% of the children (69% of non-orphans, 49% of
AIDS-orphans, 45% of other-orphans and 56% of those living with
HIV/AIDS-infected parents) indicated that they were Christians, 11%
Islam, 20.3% Traditional/African beliefs and 12.7% belonging to other
faith. Descriptive statistics of the participants are summarized in Table
1.
ANOVA shows significant differences [F (287, 3=21.131; p<0.001]
in the age between the four groups. Non-orphaned children were
younger than AIDS-orphaned (t=2.254, p<0.001), other-orphans
(t=1.560, p<0.001) and children living with HIV/AIDS-infected
parents (t=3.310, p< 0.001). Similarly, children living with HIV/AIDSinfected parents were older than AIDS-orphaned children (t=1.056,
p<0.05) and other-orphans (t=1.750, p<0.001), with no other
differences between groups. Other-orphaned children (Mean=8.81,
SD=3.456) were older than AIDS-orphaned (Mean=6.27, SD=4.339) at
the time of first bereavement [t (df=134)=2.751; p<0.01].
The data also indicated different levels of household size. Nonorphaned children are living in households larger than AIDS-orphans
(t=1.250, p<0.001], other-orphans (t = 0.711, p<0.001) and children
living with HIV/AIDS-infected parents (t=1.020, p <0.001). Otherorphaned children live in household size larger than AIDS-orphaned
children (t = 0.539, p<.01) with no other differences between groups.
There were also significant differences between the orphanhood
groups on movement/changes in residence [F (3,287)=23.844,
p<0.001]. Other-orphaned children have moved between homes more
than children living with HIV/AIDS-infected parents (t=1.370, p<0.
001) and non-orphaned children (t = 1.740). Similarly, AIDS-orphans
have also moved between homes more than children living with HIV/
AIDS-infected parents (t=1.037) and non-orphaned children
(t=1.407), both at p<0.001 with no other differences between groups.
Socio-demographic differences are summarized in Table 1.
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P value

Non-orphaned
and
vulnerable children (n
= 100)

(t-test/chi-square)
AIDS-orphaned
children (n = 74)

vulnerable Other-orphans
(n = 67)

Children with HIV/AIDS infected
parent/caregiver (n = 50)

Age

11.53 (2.683)

13.78 (2.624)

13.09 (2.673)

14.84 (2.324)

F = 21.131c

Gender: Girls

52

50

50.7

48

n. s.

Boys

48

50

49.3

52

Ethnicity: Dangme/Krobo

63.0%

59.5%

73.1%

56.0%

X = 40.051c

Household size

4.98 (0.995)

3.73 (0.969)

4.27 (1.226)

3.96 (1.068)

F = 22.604c

No. of changes in residence

1.35 (1.336)

2.76 (1.524)

3.09 (1.685)

1.72 (1.471)

F = 23.844c

No. of siblings

1.21 (0.946)

1.95 (0.935)

2.22 (1.277)

2.44 (1.198)

F = 19.807c

Location where child lives: urban

50.0%

60.8%

59.7%

58.0%

n. s.

6.27 (4.339)

8.81 (3.456)

Age child first bereaved
Parental educational level: >
junior secondary
Parental unemployment

7.0%

9.5%

9.0%

38.0%

X = 39.695 c

Parental Loss: Mother

-

33.8%

34.3%

-

n. s.

Father

-

37.8%

41.8%

-

Both

-

28.4%

23.9%

-

Religion: Christianity

69.0%

48.7%

44.8%

56.0%

X = 36.271 c

Table 1: Socio-demographic Characteristics of the Study Samp

Differences between OVC groups on Perceived Social
Support (PSS)

Association between socio-demographic factors and Social
Support

Overall levels of total perceived social support were high among the
sample, and showed significant group differences [F (3,287)=53.688,
p<0.001]. A follow up post hoc multiple comparison indicate that the
level of perceived social support was highest among the non-OVC,
lowest in the children living with HIV/AIDS-infected parents, and
both AIDS orphaned children and those children orphaned by other
causes were in the middle. Concerning the subscales of the perceived
social support scale, there were no statistical significant differences in
support from friends [F (3, 287)=1.406, p=n. s.] and support from
others [F (3, 287)=1.964, p=n. s.] among the four orphanhood groups.
However, at significance level of p=0.05, it was found that AIDS
orphaned children have lower perceived social support from
significant others than non-OVC (0.626, p=0.049).

Some socio-demographic factors were found to correlate with social
support. Older age was found to be associated with lower perceived
social support (r=-0.228, p<0.001). There was no difference observed
according to gender (t=0.605, p=n.s.) Lower perceived social support
was also associated with living in smaller households(r=0.206,
p<0.001), having more siblings (r= -0.228, p<0.001) and not currently
attending school (t=2.100, p<0.05).

Examining the family subscale of the PSS scale, significant group
differences were observed in a one-way ANOVA analysis. Post hoc
comparison revealed that non-OVC comparison children reported
higher levels of support from family than children orphaned by AIDS
(t=4.638, p<0.001), who also reported higher social support from
friends than both children orphaned by other causes (t=0.972, p<0.01)
and those living with HIV/AIDS-infected parents (t=0.922, p<0.01).
The levels and sources of social support are summarised in Table 2
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Levels of Social Support after Adjusting for Sociodemographic factors
Multivariate linear regressions were conducted with the overall
social support score as dependent variables. Because of the significant
patterns of difference that children who have lost their parents to
AIDS, those who have lost their parents to other causes, those who are
living with HIV/AIDS-infected caregivers and children from intact
families showed in levels and sources of social support compared with
the other groups in bivariate analyses, multivariate models focused on
comparing each these OVC groups with nonorphaned children
(comparison group). Unadjusted and adjusted models for these
analyses are presented in Table 3.

Volume 18 • Issue 1 • Psychiatry-14-161

Citation:

Paul Narh Doku ZA, Dotse JE, Mensah KA (2015) Social Support Disparities among Children affected by HIV/AIDS in Ghana . J
Psychiatry 18: 202. doi:10.4172/Psychiatry.1000202

Page 5 of 8

Source

Comparison group Orphaned and vulnerable children
of children (n = 100)
AIDS-orphaned children(n Other-orphans
= 74)
(n = 67)

F
Children with HIV/AIDSinfected parents (n = 50)

PSS Scale (Total Support)

38.18 (4.71)

33.00 (3.24)

32.15 (3.45)

31.26 (3.29)

53.685 c

FAMILY

12.76 (2.31)

8.12 (1.78)

7.15 (1.73)

7.20 (1.67)

160.226 c

FRIENDS

12.78 (2.47)

12.86 (2.18)

12.46 (2.52)

12.06 (2.39)

1.406

OTHER

12.64 (2.18)

12.01 (1.81)

12.54 (1.93)

12.00 (2.37)

1.964

Table 2: Levels and Sources of Social Support and Differences between the Four Groups, c Denotes significance at the .001 level
Source

Orphaned by AIDS

Orphaned by other causes

Living with HIV/AIDS infected parent

(β)

(β)

(β)

Unadjusted Adjusted Model Model

Unadjusted Adjusted Model Model

Unadjusted Adjusted
Model Model

Social Support

-0.157c -0.138b

-0.244c -0.218c

-0.288c -0.208c

Gender

-0.052

-0.054

-0.046

Age

-0.135a

-0.156a

-0.090

Presently schooling

0 .071a

0.082a

0.020

Household size

0.190c

0.199c

0 .174c

Changes in residence

-0.037

-0.018

-0.095

Number of siblings

-0.183c

-0.153c

-0.145c

Table 3: Multivariate Linear Regression associations between orphanhood by AIDS, orphanhood by other causes, living with HIV/AIDS-infected
parents, and social support controlling for socio-demographic cofactors a Denotes significance at the 0.05 level, b Denotes significance at the .01
level, c Denotes significance at the .001 level
In the unadjusted model being orphaned by AIDS was significantly
associated with lower levels of social support (β=−0.157, p<0.001). In
the final adjusted model that controlled for relevant sociodemographic variables, AIDS-orphaned children still reported
significantly less social support compared with non-orphaned children
(β=−0.138, p<0.001). The final adjusted model also identified age (β=
−0.135, p<0.05), presently in school (β=0.071, p<0.05), household size
(β=0.190, p<0.001) and number of siblings (β=−0.183, p<0.001) as an
important socio-demographic covariate for levels of social support
among AIDS-orphaned children.
In the unadjusted model being orphaned by causes other than AIDS
was significantly associated with lower levels of social support (β=
−0.244, p<0.001) compared with non-orphaned children and this
association was still significant in the adjusted model that controlled
for relevant socio-demographic variables (β=−0.138, p <0.001). The
adjusted model identified age (β=−0.156, p<0.05), presently in school
(β = 0.082, p<0.05), household size (β=0.199, p<0.001) and number of
siblings (β=−0.153, p<0.001) as an important socio-demographic
covariate for levels of social support among other-orphaned children.
Finally, living with an HIV/AIDS-infected parent was significantly
associated with lower levels of social support in the unadjusted model
(β=−0.288, p<0.001) compared with non-orphaned children. In the
final adjusted model that controlled for relevant socio-demographic

J Psychiatry
Journal of Psychiatry, an open access

variables, children who were living with an HIV/AIDS-infected parent
still reported significantly less social support compared with nonorphaned children (β=−0.208, p<0.001). The final adjusted model also
identified household size (β=0.174, p<0.001) and number of siblings
(β=−0.145, p<0.001) as important socio-demographic covariate for
levels of social support among children living with an HIV/AIDSinfected parent.

Discussions
The analyses also found significant differences between the
orphanhood groups on perceived social support from the family but
not from friends and significant others. Concerning support from the
family, children living with HIV/AIDS-infected parents and other
orphans reported the least perceived social support. Comparison
children reported higher perceived social support from the family than
children orphaned by AIDS. That is, whilst the family may be the main
source of emotional support for comparison children that may not be
the case for children affected by HIV/AIDS. Our findings suggest a
weakening of the traditional support system provided by families
where households are affected by HIV/AIDS in the Manya Krobo
district. The fact that children affected by HIV/AIDS reported high
household sizes yet lower social support from the family suggests that
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the family members are there but are simply not supportive rather
than a notion of a diminished family in the presence of HIV/AIDS.
It is particularly interesting that children living with HIV/AIDSinfected parents reported lower perceived social support than children
orphaned by AIDS. Several factors could account for this situation.
First, it might be that parents-infected with HIV/AIDS are
preoccupied with their own situation (HIV/AIDS infection and
attendance stress) to the extent that it compromises their ability to
provide quality child care, yet other support systems have not come
into play because the parents are still alive and in a care-giving role.
Okawa and colleagues suggested that when a parent is infected with
HIV/AIDS, it becomes difficult for him/her to provide adequate care
for children [32]. Similarly, as infected parents progress with the HIV/
AIDS in severity, they may become too ill to be available for support.
The present study did not capture ART among infected parents but it
will be interesting to have future research comparing those not
receiving ART with those receiving ART which would control for HIV
in the family but compare well versus ill parents.
Second, when a parent is infected with HIV/AIDS, other family
members may shift the available support to the sick parent to the
detriment of the child, thus further limiting the support available to
the child. Third, it is also possible that most children when orphaned
by AIDS are well cared for by the surviving parent, extended family or
others, whereas in the case of children living with HIV/AIDS-infected
parents, parental sickness more severely reduces and limits the
availability and quality of support for children [49]. Fourthly, living
with HIV/AIDS-infected parents’ places care responsibilities on
children and this may affect their social support network. Thus,
children living with HIV/AIDS-infected parents may assume caregiving responsibilities for their parents and young siblings, restricting
their opportunity to find support from elsewhere (e.g. school). This
might not be the case with AIDS orphaned children [4]. Fifth, in
Ghana, the limited existing interventions from the government and
non-governmental organisations for children affected by HIV/AIDS
exclude children living with HIV/AIDS-infected parents.
Just as in many other countries affected by the HIV/AIDS
pandemic, AIDS orphanhood is often the primary criterion used by
organisations for eligibility for HIV/AIDS interventions for children.
This could account for the finding that children orphaned by AIDS
reported higher perceived social support than those living with HIV/
AIDS-infected parents. Finally, as reported earlier, children living with
HIV/AIDS-infected parents experience more stigma, discrimination
and social exclusion than other children-even those whose parents
have died from AIDS. This could limit their available social network
and affect their ability to seek and receive support from their family,
friends and the community at large. Supporting this speculation, a
recent study in China showed that high levels of AIDS related stigma
were related to lower perceived social support [22]. Other researchers
also suggested that stigma associated with poverty and HIV/AIDS
often impacts on one’s available social support network [34].
The findings of the present study indicate that all children,
regardless of their vulnerability status, draw primarily from friends
and significant others, rather than the family, for support. These
results have important implications for interventions aimed at
strengthening social support available to these children. Such findings
indicate that efforts to bolster orphaned and vulnerable children’s
social support networks should focus on the family rather than
significant others and friends. Certain socio-demographic factors also
showed significant associations with social support that may be
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important in developing developmentally and contextually
appropriate interventions that would enhance social support among
children affected by HIV/AIDS.
First, currently attending school is a significant predictor of higher
perceived social support from friends and significant others. This
indicates that keeping children in school may offer them an
opportunity to generate a larger social network that might enhance
their social support and emotional wellbeing. This is consistent with
observation in Uganda that schools provide OVC with comfort and
relief from distress and grief as they spend quality time with school
mates and responsible teachers [21]. Okawa and colleagues also noted
in urban Kenya that when parents have the funds to keep children
affected by AIDS in school, the parents are not only paying for formal
education but for the children’s emotional care too [32]. Clearly,
educational institutions and opportunities are important avenues to
promote the social support network of children as they offer normality
and stability for OVC [20]. In Rwanda, it was demonstrated how
youth mentorship conducted in schools enhanced community
connectedness and social protection [19]. The school offers a place
where teachers can be mobilised and empowered to identify children
affected by HIV/AIDS and offer or recommend specific psychological
interventions in addition to more traditional social support.
Second, larger household size was associated with higher perceived
social support. Thus living in families with larger numbers of adults
seems to enhance children’s perception of social support. This suggests
that children affected by HIV/AIDS would receive better emotional
care if they are placed in households with more adult members or
relatives. Perhaps adult relatives would contribute their support,
however little, to provide care and comfort. This suggests that adult
family members and relatives are the closest people who could
understand the psychological difficulties children affected by HIV/
AIDS experience and may provide opportunities for them to connect
with other relevant support networks.
Third, in the present study, living with many siblings in the same
households was related to lower perceived social support. In an earlier
study it was found that living with siblings enhances perceived social
support and advocated for siblings affected by AIDS to be placed
together [32]. Yet other investigators suggested the contrary that
children orphaned by AIDS are worse off as regards their mental
health when they are separated from their siblings [22]. The present
findings, however, suggest that whilst siblings may provide vital means
of social network and connection, it may not be beneficial if several
siblings are placed together. One reason could be that living with many
siblings places care responsibilities on each other and this may affect
their social support network. It is therefore suggested that large
siblings should not be placed together during HIV/AIDS parental
illness or after parental death.
Finally, increased age was significantly associated with lower
perceived social support. A speculative reason for this association may
be that older children affected by HIV/AIDS assume the
responsibilities of providing care and support for young siblings in
ways that may affect the quality of support that they themselves receive
[4,27] and are less likely to be in school. Thus the significant differences
and associations of perceived social support across age, orphanhood
types, household size, number of sibling and children’s present
educational status call for developmentally appropriate and context
specific interventions for effective enhancement of social support.

Volume 18 • Issue 1 • Psychiatry-14-161

Citation:

Paul Narh Doku ZA, Dotse JE, Mensah KA (2015) Social Support Disparities among Children affected by HIV/AIDS in Ghana . J
Psychiatry 18: 202. doi:10.4172/Psychiatry.1000202

Page 7 of 8
The current study presents several potential limitations. Firstly, the
relationship between psychosocial adjustment and perceived social
support was based on retrospective, self-reported, cross-sectional data,
which limits the causal interpretation of the findings. Longitudinal
data research is needed to understand their relationship better.
Secondly, this is the first time that the perceived social support scale
(MPSS) is used in Ghana. It was not previously validated for sound
psychometric properties and had relatively low reliability estimates in
the current study. Furthermore, the scale could not distinguish
between availability (quantity) and quality of social support. Future
studies are needed to develop reliable measures of social support that
are culturally and developmentally appropriate for children affected
HIV/AIDS, and can assess both quantity and quality of social support
available. Thirdly, the present study was quantitative and utilised
structured questionnaires. As typical of any structured measurements,
the study is limited to only outcomes that were predetermined and
included in the design of the study. The design did not allow for other
outcomes to be added in the course of data collection. Fourthly, the
unavailability of blood serology tests of parental HIV/AIDS status
compelled the study to rely on self-reported cases of HIV/AIDSinfections. This method of parental HIV/AIDS status assessment is
spurious because just like many other African societies, in Ghana
people are not open about HIV/AIDS and HIV/AIDS testing is very
low in Ghana; hence there was the possibility that some of the families
classified as comparison group were in fact HIV/AIDS sufferers.
Additionally, the HIV/AIDS status of the children themselves was not
taken into consideration although there is evidence that this might
impact and compromise children’s wellbeing [1]. The study also relied
on verbal autopsy, ie information from close relatives to identify
causes of adult death because there was essentially non-existence of
reliable medical information (e.g. death certificate) on adult mortality.
The verbal autopsy method of death identification has been validated
in several studies in African contexts, including Ghana, where the
present study was conducted [28, 39]. Another limitation relates to the
characteristics and nature of the sample used in the study that may not
guarantee the generalisation of the findings. The sample size, although
larger than those used in most earlier studies, is modest and came
from just one out of the 130 districts in Ghana. Caution needs to be
taken in attempting to generalise the findings of the study to the larger
population of Ghanaian children. It is worth stating that the district
was purposely selected because it has the highest prevalence of HIV/
AIDS in Ghana.

families caring for these children by addressing disparities in social
support among children affected by HIV/AIDS, and by building on
existing sources of social support for these children, including family,
significant others, and the broader community. These findings
strongly indicate a need for more generalized support for all children
living in HIV prevalence areas, suggesting that intervention
approaches should not single out specific population subgroups or
households in a way that may further deepen their social seclusion and
stigma. Indeed, as our analyses highlights, there is an urgent need to
support all orphaned and vulnerable children and their households
and to ensure that they are included and prioritized within policy and
program responses.

Competing interests
The authors declare that they have no conflicts of interest.

Authors’ contributions
PND designed and conducted the study and prepared and edited
the manuscript. PND AND JED participated in data interpretation
and performed the statistical analysis. All authors read and approved
the final manuscript.

Acknowledgement
We are grateful to the Glasgow-Strathclyde Universities
Scholarships and the Overseas Research Scholarship for sponsoring
the studies, the Parkes Foundation and Brian Rae, former NHS
Manager, Glasgow for funding the research fieldwork project. Prof.
Brae, God bless you for the unmerited help.

References
1.
2.
3.

4.

Conclusions
Despite these limitations, the present study shows several strengths
and makes significant contributions to the evidence base about
children affected by HIV/AIDS in relation to their levels of social
support. In sum, findings certainly make an important contribution to
the literature. This is the first study to our knowledge to highlight
levels of social support among orphaned and vulnerable children
within the context of HIV/AIDS as compared with non-orphaned
children in Ghana. It is also the first study to our knowledge to identify
whether sources of social support differ between AIDS-orphaned
children, other-orphaned children, children living with HIV/AIDSinfected caregivers and non-orphaned group. This study contributes to
our knowledge of how to support OVC and also identified the vast
scope for further work in this area, as discussed above. In order to
effectively care for these children, families in HIV endemic
communities must have social resources [50]. Policies and programs
may be able to strengthen the resilience and improve the wellbeing of

J Psychiatry
Journal of Psychiatry, an open access

5.
6.
7.
8.
9.
10.

Cluver L, Gardner F, Operario D (2007) Psychological distress amongst
AIDS-orphaned children in urban South Africa. J Child Psychol
Psychiatry 48: 755-763.
Robson E (2004) hidden child workers: Young carers in Zimbabwe.
Antipode 36: 227-248.
Guterman NB, Cameron M, Hahm HC (2003) Community violence
exposure and associated behavior problems among children and
adolescents in residential treatment. Journal of Aggression, Maltreatment
& Trauma 6: 111-135.
Bauman L, Foster G, Johnson Silver E, Berman R, Gamble I (2006)
Children caring for their ill parents with HIV/AIDS. Vulnerable Children
and Youth Studies 1: 56-70.
Delva W, Vercoutere A, Dehaene I, Willems S, Temmerman M, et al.
(2005) Thinking ahead--the rising tide of AIDS orphans. S Afr Med J 95:
656-658.
He Z, Ji C (2007) Nutritional status, psychological well-being and the
quality of life of AIDS orphans in rural Henan Province, China. Trop
Med Int Health 12: 1180-1190.
Cluver L, Gardner F (2006) The psychological well-being of children
orphaned by AIDS in Cape Town, South Africa. Ann Gen Psychiatry 5: 8.
Rotheram-Borus MJ, Stein JA, Lin YY (2001) Impact of parent death and
an intervention on the adjustment of adolescents whose parents have
HIV/AIDS. J Consult Clin Psychol 69: 763-773.
Rotheram-Borus MJ, Weiss R, Alber S, Lester P (2005) Adolescent
Adjustment Before and After HIV-related Parental Death. Journal of
Consulting and Clinical Psychology 73: 221- 228.
Cluver L, Gardner F (2007) Mental health of children orphaned by AIDS:
A review of International and Southern African research. Journal of
Child and Adolescent Mental Health 19: 1-17.

Volume 18 • Issue 1 • Psychiatry-14-161

Citation:

Paul Narh Doku ZA, Dotse JE, Mensah KA (2015) Social Support Disparities among Children affected by HIV/AIDS in Ghana . J
Psychiatry 18: 202. doi:10.4172/Psychiatry.1000202

Page 8 of 8
11.
12.
13.

14.
15.
16.
17.
18.
19.
20.
21.
22.
23.
24.
25.
26.
27.
28.

29.
30.
31.

Cluver L, Gardner F (2007) Risk and protective factors for psychological
well-being of children orphaned by AIDS in Cape Town: a qualitative
study of children and caregivers' perspectives. AIDS Care 19: 318-325.
Funkquist A, Eriksson B, Muula AS (2007) The vulnerability of orphans
in Thyolo District, southern Malawi. Tanzan Health Res Bull 9: 102-109.
Nyamukapa C, Gregson S, Lopman B, Saito S, Watts HJ, Monasch, R., et
al. (2008) HIV-associated orphanhood and children’s psychological
distress: Theoretical framework tested with data from Zimbabwe.
American Journal of Public Health 98: 141.
Bray R (2003a) Predicting the Social Consequences of Orphanhood in
South Africa. African Journal of AIDS Research 2: 39-55.
Foster G, Makufa C, Drew R, Kralovec E (1997) Factors leading to the
establishment of childheaded households: The case of Zimbabwe. Health
Transition Review 7:155-168.
Greenwood DC, Muir KR, Packham CJ, Madeley RJ (1996) Coronary
heart disease: a review of the role of psychosocial stress and social
support. J Public Health Med 18: 221-231.
Allgöwer A, Wardle J, Steptoe A (2001) Depressive symptoms, social
support, and personal health behaviors in young men and women.
Health Psychol 20: 223-227.
Decker CL (2007) Social support and adolescent cancer survivors: A
review of the literature. Psychooncology 16: 1-11.
Brown L, Rice J, Boris N, Thurman T, Snider L, et al. (2007) Psychosocial
benefits of a mentoring program for youth-headed households in
Rwanda. Unpublished research summary.
Callaghan P, Morrissey J (1993) Social support and health: a review. J
Adv Nurs 18: 203-210.
Wood K, Chase E, Aggleton P (2006) 'Telling the truth is the best thing':
teenage orphans' experiences of parental AIDS-related illness and
bereavement in Zimbabwe. Soc Sci Med 63: 1923-1933.
Hong Y, Li X, Fang X, Zhao G, Lin X, et al. (2010) Perceived social
support and psychosocial distress among children affected by AIDS in
china. Community Ment Health J 46: 33-43.
Foster G (2000) The capacity of the extended safety net for orphans in
Africa. Psychology, Health and Medicine 5: 55-63.
UNICEF.: (2007) The state of the World’s Children. Women and
Children: the Double Dividend of Gender equality. New York: UNICEF.
Nyambedha EO, Wandibba S, Aagaard-Hansen J (2003) "Retirement
lost"-the new role of the elderly as caretakers for orphans in Western
Kenya. J Cross Cult Gerontol 18: 33-52.
Ardington C, Leibbrandt M (2010) Orphanhood and Schooling in South
Africa: Trends in the vulnerability of orphans between 1993 and 2005.
Econ Dev Cult Change 58: 507-536.
Robson E, Ansell N, Huber U, Gould W, van Blerk L (2006) Young
caregivers in the context of the HIV/ AIDS pandemic in sub-Saharan
Africa. Population, Space and Place 12: 93-111.
Hosegood V, Floyd S, Marston M, Hill C, McGrath N, et al. (2007) The
effects of high HIV prevalence on orphanhood and living arrangements
of children in Malawi, Tanzania, and South Africa. Popul Stud (Camb)
61: 327-336.
Heuveline P (2004) Impact of the HIV epidemic on population and
household structure: the dynamics and evidence to date. AIDS 18 Suppl
2: S45-53.
Niang CI, van Ufford PQ (2002) The socio-economic impact of HIVAIDS on children in a low prevalence context: The case of Senegal. AIDS,
Public Policy and Child Well-Being 23-29.
Bicego G, Rutstein S, Johnson K (2003) Dimensions of the emerging
orphan crisis in sub-Saharan Africa. Soc Sci Med 56: 1235-1247.

J Psychiatry
Journal of Psychiatry, an open access

32.
33.
34.
35.
36.
37.
38.
39.
40.
41.
42.

43.
44.
45.
46.
47.
48.
49.
50.

Okawa S, Yasuoka J, Ishikawa N, Poudel KC, Ragi A, et al. (2011)
Perceived social support and the psychological well-being of AIDS
orphans in urban Kenya. AIDS Care 23: 1177-1185.
Li X, Naar-King S, Barnett D, Stanton B, Fang X, et al. (2008) A
developmental psychopathology framework of the psychosocial needs of
children orphaned by HIV. J Assoc Nurses AIDS Care 19: 147-157.
Fang X, Li X, Stanton B, Hong Y, Zhang L, et al. (2009) Parental HIV/
AIDS and psychosocial adjustment among rural Chinese children. J
Pediatr Psychol 34: 1053-1062.
Raphael B, Cubis J, Dunne M, Lewin T, Kelly B (1990) The impact of
parental loss on adolescents' psychosocial characteristics. Adolescence 25:
689-700.
Connor KM, Zhang W (2006) Recent advances in the understanding and
treatment of anxiety disorders. Resilience: determinants, measurement,
and treatment responsiveness. CNS Spectr 11: 5-12.
Lund R, Agyei-Mensah S (2008) Queens as mothers: The role of the
traditional safety net of care and support for HIV/AIDS orphans and
vulnerable children in Ghana. Geographical Journal 71: 93-106.
Thomas F (2006) Stigma, fatigue and social breakdown: exploring the
impacts of HIV/AIDS on patient and carer well-being in the Caprivi
Region, Namibia. Soc Sci Med 63: 3174-3187.
Lopman B, Cook A, Smith J, Chawira G, Urassa M, et al. (2010) Verbal
autopsy can consistently measure AIDS mortality: a validation study in
Tanzania and Zimbabwe. J Epidemiol Community Health 64: 330-334.
Lopman BA, Barnabas RV, Boerma JT, Chawira G, Gaitskell K, et al.
(2006) Creating and validating an algorithm to measure AIDS mortality
in the adult population using verbal autopsy. PLoS Med 3: e312.
Lopman B, Lewis J, Nyamukapa C, Mushati P, Chandiwana S, et al.
(2007) HIV incidence and poverty in Manicaland, Zimbabwe: is HIV
becoming a disease of the poor? AIDS 21 Suppl 7: S57-66.
Quigley M, Chandramohan D, Setel P, Binka F, Rodrigues L (2000)
Validity of data derived algorithms for ascertaining causes of adult death
in two African sites using verbal autopsy. Tropical Medicine and
International Health 5: 35-39..
Setel PW, Whiting DR, Hemed Y, Chandramohan D, Wolfson LJ, et al.
(2006) Validity of verbal autopsy procedures for determining cause of
death in Tanzania. Trop Med Int Health 11: 681-696.
Feeney G (2001) The impact of HIV/AIDS on adult mortality in
Zimbabwe. Population and Development Research27: 10.
World Health Organization : Interim WHO clinical staging of HIV/AIDS
& HIV/AIDS case definition for surveillance-African region, 2005.
Geneva, Switzerland: World Health Organization.
Zimet G, Dahlem N, Zimet S, Farley G (1988) The multidimensional
scale of perceived social support. Journal of Personality Assessment52:
30-41.
Bruwer B, Emsley R, Kidd M, Lochner C, Seedat S (2008) Psychometric
properties of the Multidimensional Scale of Perceived Social Support in
youth. Compr Psychiatry 49: 195-201.
Statistics South Africa.: General household survey, 2005. Retrieved from
http://www.statssa.gov.za/ppn=P0318&SCH=3655
Kidman R, Hanley JA, Subramanian SV, Foster G, Heymann J (2010)
AIDS in the family and community: the impact on child health in
Malawi. Soc Sci Med 71: 966-974.
Wakhweya A, Dirks R, Yeboah K (2008) Children thrive in families:
Family-centered models of care and support for orphans and other
vulnerable children affected by HIV and AIDS.

Volume 18 • Issue 1 • Psychiatry-14-161

