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Abstract

Background: Parental loss is a major stressful event founddeease risk of mental health
problems in childhood. Yet, some children showliersi adaptation in the face of adversity
across time.

Setting: This study explores predictors of mental healtliliez&e among parentally bereaved
children in South Africa and Malawi, and their cuative effect. The study also explores
whether predictors of resilience differed betwegrhaned and non-orphaned children.
Methods: Consecutive attenders of community based orgaaisafichildren;4-13 years, and
their caregivers) were interviewed at baseline Hd 8 month follow up (n=833). Interviews
comprised of inventories on demographic informatfamily data, child mental health,
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bereavement experience and community characteridfiental health screens were used to
operationalise resilience as the absence of syngtdrdepression, suicidality, trauma,
emotional and behavioural problems.

Results: Almost 60% of children experienced parental logse Quarter of orphaned children
showed no mental health problems at either wavenasnd classified as resilient. There were
equal proportions of children classified as restli@ithin the orphaned (25%) vs. non-
orphaned group (22%). Being a quick learner, gidifamily members, positive

caregiving, household employment, higher commusiiyport, and lower exposure to
domestic violence, physical punishment, or stigt@aseline predicted sustained resilience.
There were cumulative influences of resilience @teds among orphaned children.
Predictors of resilience did not vary by child agender, country of residence or between
orphaned and non-orphaned children.

Conclusion: This study enhances understanding of resilieng@umger children and
identifies a number of potential environmental @sgichosocial factors for bolstering

resilience in orphaned children.

Keywords: Parental bereavement; HIV; children; SBntal Health; Resilience
I ntroduction

Parental loss is a dramatic life event for childveth long term ramifications. The AIDS
epidemic has contributed to the burden of parelds$ for children. The advent of
antiretroviral treatment holds the promise of amgrimany negative trajectories for children
in such families. In the first instance, treatmeiit reduce parental death and can contribute

to healthy living so that unemployment, hospitdl@a and interrupted caregiving may be



72

73

74

75

76

77

78

79

80

81

82

83

84

85

86

87

88

89

90

91

92

93

94

obviated. Yet, burdens associated with stigma;laksire and relationship disruption may
still persist. Successful identification and treant of HIV in pregnancy holds promise for
reducing - if not eliminating infant infections. oWever, even though these positive
developments may minimize the impact, a residuatiém of the epidemic remains, and
many children still face an existence with the @Beof orphanhood as.a legacy of the AIDS

epidemic.

Mental health problems have long been associatéul avphanhood, generalfyand AIDS
associated orphanhood specificélfy Elevated levels of depression, anxiety and trabave
been identified in many HIV affected childrén These burdens are distressing in their own
right, but also contribute to negative outcomesemms of risk behavior, school dropout and
behavioural problem$’. Mental health problems are however not inevi&blCommunity
caré, bereavemeht and general suppdti cash transféf, and social protectidii generally
have all been shown to be effective in combattinghsburdens? An emerging body of
literature regarding resilienteexplores the capacity of children to cope withgative life
events in the face of the negative effects ofd®tiess which results when there is strong,
frequent or prolonged stress expostireThere is a general debate around adverse child
experiences and their cumulative effect on outcomwity questions about severity, number
and type of adverse events, and whether all cmldrgosed to the same events have the
same adverse outcomEsChildren facing mental health probleffisor wide ranging trauma

such as conflict®, are often able to cope, adapt and thrive.

A recent study of adolescents who were parentahedved® operationalised resilience as
consistent positive mental health at two time minin this study, there were five predictors

of sustained resilience — namely better physicalthe better caregiving quality, food
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security, better relationships with peers, redugeténce (community, stigma and bullying).
Although these findings hold true for adolescertbg situation may differ for younger
children. Interventions in the early childhood ipdrhave been shown to be of life long

significance’* and may also support resilience and adaptation.

A recent systematic review indicated that there axdadence that a number of interventions
were effective in preventing children experienctreumatic grief or various mental health
problems after bereavemént. However, none were conducted in Africa. Giveis th
literature, it would be important to examine préolis of resilience in young children facing
potential traumatic experiences. The objectivehid study was to explore predictors of
mental health resilience amongst parentally beiasreéldren drawn from a community
sample of children aged 4-13 thus providing uniousgght into the younger age groups and

exploring similarities with findings from adolesdsn

Method
Participants and Procedure

Participants were drawn from consecutive attendéra broad range of community based
organisations (CBOSs) in South Africa and MalawiheTsample included 989 children aged
4-13 and primary caregivers interviewed at base{@®@L1-2012) and followed-up 12-18
months later (2013-2014). There were 27 caregnubis were interviewed for more than one
of their children, resulting in a final sample stfe952 caregivers. At follow-up, 854 children
and their primary caregivers participated in thedgt(86.4% retention rate). All CBOs in

receipt of funding from 11 major funding partnersre listed (n=558) and 28 were selected
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at random for inclusion. Participants were invited complete baseline and follow up
interviews, collecting detailed information fromthothe child and the primary caregiver.
The consent rate was high (99.3%). 833 participhatscomplete data at both waves (84.2%
of the original sample), including 490 orphanedidrien (58.8%) and 343 non-orphaned
children (41.2%). Children who were lost to follays-and those who were followed did not
differ by orphan status ¢1)=2.32, p=0.13) or mental health resilience aseline
(X?(1)=0.65, p=0.43). Children who were lost to folloyy were more likely to live in South
Africa (X*1)=10.42, p=0.001), and in poorer conditions (i.énformal housing)
(X¥1)=12.61, p<0.001), but were more often food insec (X*(1)=4.65, p=0.03).
Participation did not differ by other charactedstiincluding child variables (e.g., gender,
age, HIV status, school attendance), family vaaal{e.g., experience of domestic violence,
harsh discipline practices) and community variablesy., stigma, violence and social

support).

Ethical approval for the study was granted by Ursitg College London (1478/002) and
Stellenbosch  University (N10/04/112) plus in coyntethical approvals from lead

organizations. Written informed consent was olg@ifrom caregivers for both themselves
and their child. Age appropriate information wasyided to children and verbal assent for
participation obtained. Refreshments and a smak gmackage of a grocery item was

provided for participation.
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A team of specially trained data collectors intewed caregivers and children at the site of
the CBO. Data was collected using cell phone teldgyo Interviews were conducted in
local languages and all questionnaire items wenestated and back translated for accuracy

prior to use.
Measures

Questionnaires were completed at baseline andwalle and comprised study specific and

short-forms of standardised inventories.
Child mental health and resilience (baseline antb¥-up)

A combination of self-report and caregiver repomnptom screens to assess child mental
health and functioning were used. Questionnaira® wempleted by children with the help
of trained fieldworkers with prior community work@erience. Children of all ages provided
information, but cut-points for depression, suitigaand PTSD screens were only calculated

for children aged 7 or older.

Child measures were selected on validated instrtsremd those where tools had been used
in low/middle income country settings were priagtil. These included: Low self-esteem
(Rosenberg <155°, depression (Child Depression Inventory [CBIB) 2*, suicidality (CDI
item: thought to kill self), Post-Traumatic Stré3isorder (TSCC: one re-experiencing, one
avoidance/numbing, one hyper-arousal symptdtgmotional and behavioural difficulties
(Strengths and Difficulties Questionnaire SDQ tafifficulties> 5) ?°. The primary outcome
measure of resilience comprised ‘sustained memgaltii and was defined as the absence of
any above threshold symptom scores or suicidalityany measure at either baseline or

follow-up. The variable of ‘resilience status’ amgoorphaned children was determined by
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the presence or absence of sustained good merdhh reg both baseline and follow-up.
Measures used were: Rosenberg self-esteem Scalssessing child levels of self-worth and
self-acceptance. Children aged 6 or older weredaskaespond to 10 items on a 4-point
scale, ranging from disagree a lot’ to ‘agree a Btores for the positive self-esteem items
are reversed. Higher scores in the scale (rang@) @adicate higher self-esteem. CDI — 10
items 2’ assesses symptoms of depression. Children wegsl dskindicate the presence of
symptomology in the previous 2 weeks. Response® werded on a 3-point scale: no
symptom, mild symptoms, and definite symptom. Meaores were calculated with higher
scores indicating greater depressive symptomatol&gycidal ideation was identified if
children reported having thoughts about killingniselves (CDI item). Trauma Symptom
Checklist for Childrerf® was used to assess posttraumatic symptoms. Ghildzee asked to
respond to 10 items exploring frequency of intresikoughts, sensations and memories of
painful past events, nightmares, fears, and cagnévoidance of painful feelings. Responses
were coded on a 3-point scale ranging from ‘newer'almost all the time’. Mean scores

were computed with higher scores indicating greadsttraumatic symptomatology.

Strengths and Difficulties Questionnaffeés a screen completed by caregivers including 10
items, each describing a psychological or behawiaattribute (positive/negative) of the child
over the last 6 months. Subscales were relatedntienal problems, conduct problems,
hyperactivity-inattention, and peer problems. Aataicore of the four problems scales was

computed with higher values indicating greater behaal and emotional difficulties.
Parental and family bereavements (baseline andvellip)

Information about paternal and maternal deaths tatal number of family bereavements

were gathered by self-report at baseline. Orphathineas defined according to the UNAIDS
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definition as the loss of one or both biologicatqras>’. We also recorded recent parental

bereavements between baseline and follow-up.
Demographic and socio-economic characteristics ¢hias)

Demographic information inclusive of age, gended aountry of residence were collected
for all participants by caregiver report. Four rators were used to assess family economic
status: 1. Food security was assessed using aiaregport measure from the Child Status
Index 3. Caregivers were asked to report whether theld drad sufficient food to eat at all
times of the year. Responses were dichotomise@oad secure (child is well fed and eats
regularly) versus ‘food insecure’. 2. Grant receiparegivers reported on whether they
received one or more of the following six grant®ithe home: a retirement pension, state
pension, disability grant, child support grant,tésscare grant, or care dependency grant. 3.
Household employment was determined by child repbwhether anyone in the household
had a paid job. 4. Housing. Children were askethdicate which type of accommodation

they lived in (i.e., a house or a flat, a shacktfanstreet).
Child characteristics (baseline)

Caregiver report was used to indicate child’s HEdtss and whether the child had been
physically unwell over the past year (yes/no). @asr report was also used to assess
developmental disability using a 10 question screeporting on domains of speech,
cognition, hearing, vision, and motor difficultié®urkin, 1995). A child was considered to
have screened positivéf the caregiver reported impairment on one or enof the ten
guestions. Educational outcomes were assessedrégive report using questions from the
Child Status Index* that included school performance (“How do teachep®rt your child is

doing in school?” Responses were dichotomised dd dbes as well or better than most

9
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children vs. child struggles at school), learninggoess (“Is the child quick to learn when
introduced to new chores and things?” (yes/no)ndpén the age-appropriate school grade
(“Is your child in the correct class for his or hage?” (yes/no), and regular attendance

(“Does your child go to school?” (yes regularlynar, not regularly).
Family characteristics (baseline)

Caregivers reported whether they were the bioldgesent of the child. Caregiver report
was also used to assess caregiver HIV status avidrHihe household. Caregiver mental
health was assessed using the Shona Symptom Quest® (SSQ) (Patel et al., 1997), a
validated measure to screen for symptoms of mosordeérs (depression and anxiety) which
has been used in ZimbabfeTanzani&’, Zambid’, South Africa and Malawi. Scores of
eight or above indicated presence of common hexritiblems. Caregivers also reported on
use of methods of discipline that involved punishtmar maltreatment in the househdfd
Physical maltreatment was rated if caregivers tepgoslapping, punching, or hitting the
child, and emotional maltreatment was coded if giaers called names or threatened to send

child away or kick the child out of the house.

Children reported on their role in the family, siheally if they were responsible for caring
for younger children in the household or ill famihyembers. Domestic violence was coded if
children reported being slapped, punched or hith@ir head or face, or beaten by an adult
living at home. The question was from a UNICEF mieasommonly used in vulnerable and
orphaned childrerl’. Positive caregiving was measured by an item asgpfiow often the

child received praise for doing something well, anded as ‘often’ vs. ‘rarely’ or ‘never’.

10
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Community characteristics (baseline)

All children provided information on experiencesstigma, social support and community
violence with the help of trained fieldworkers. Qoumity stigma was assessed by self-report
on a five-item adaptation of the UNICEF meastiteThe questions included being teased,
gossiped about, treated badly, feeling isolatedeeting that nobody cared about them
(yes/no). Responses were dichotomised into ‘angmsti vs. none. Social support was
measured by asking children to report whether tetysupported by their local community,

whether they had friends, or whether they fittedviell. Responses were dichotomised into
low vs. high social support (top quartile). Comniuwniolence was coded if children reported

witnessing someone using a gun or knife to attaspfe outside home or experiencing an
attack themselves outside home: These items weendfrom the UNICEF measure

developed for vulnerable and orphaned childfen
Analyses

A six-stage analysis strategy was carried out usBlg SPSS 22.0. First, we assessed
differences between orphaned children (any pareceased) and non-orphaned children on a
range of child, family, socio-economic, and comntyigharacteristics. Second, we compared
rates of sustained mental health resilience @lesence of mental health problems at both
baseline and follow-up) between orphaned and nphaored children. Third, we explored

differences in resilience status across the orpghagneup according to, demographic factors
and bereavement experiences to determine to whantesustained mental health resilience
amongst this vulnerable group varied by child agader and country, and by bereavement
risk exposure (type, number and timing of bereavegndhis analysis was undertaken to

identify potential covariates to be added to subeatjmodels. Fourth, we used a series of

11
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logistic regression analyses to test associati@twden baseline factors and mental health
resilience among orphaned children. Odds ratiof WB% confidence intervals relate to
increases in probability of resilience per unit mipa in the predictor variables. Baseline
predictor variables were dichotomised into yes/esponses and included child, family,
economic and community factors. Additional analysested cumulative influences of
significant predictors of resilience among orphankidren (see Fig.1). Fifth, we examined
interactions between identified predictors anddhige, gender and country. Lastly, logistic
regression analyses tested whether predictorsiierece varied across orphaned versus non-
orphaned children. Between-group analyses explotedactions between orphan status and

each predictor, and multivariate analysis testedriiependent contribution of predictors.
Results

Predictive factors and mental health outcomes anwpganed and non-orphaned children

Of the 833 children, 490 (58.8%) had lost one athljmarents (182 paternal orphans, 84
maternal orphans, 224 double orphans). Orphanddreri were older on average (mean
age=9.6 years) compared to non-orphaned childrezarinage=8.1 years), F=58.5, df=1,
p<.001. There were more orphaned children livingMalawi compared to South Africa
(70.1% vs. 56.4%, 9.2, df=1, p=0.003). Orphan status did not dittgr child gender.
Table 1 summarises the distribution of child, fasndconomic and community predictors by

orphan status.

[insert table 1]
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Orphaned children were significantly less likelyl® in the correct class for their age, were
less likely to experience physical or emotionalsband were more likely to care for a sick
person at home. Orphaned children had lower feedrgty and household employment but

were less likely to live in a shack.

Mental health resilience

One quarter of orphaned children (70 girls, 54 bay®wed no mental health problems at
either wave and were classified as resilient (T@blelhere were equal proportions classified

as resilient within the orphaned group comparethéanon-orphaned group.

[insert table 2]

Mental health resilience among orphaned children

Resilience status within the orphan group did niedby child age (OR=1.03, 95% Cl=
0.95, 1.11) or gender (female: OR=1.20, 95% CI=01881). Fewer children in South Africa
compared to Malawi were classified as resilient422 vs. 34.7%, OR: 0.56, 95% CI: 0.35,
0.90, p=0.02). Additional tests showed that theerenno differences in resilience status
according to whether the child’s mother had diedR€D0.38, 95% CI= 0.78, 2.46), both
parents had died (OR=1.47, 95% CI= 0.97, 2.22}otal number of family bereavements

(OR: 1.10, 95% CI=0.48, 2.51). Six children expeced parental bereavement between

13
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baseline and one-year follow-up. Bereavement dutimg period was not associated with

resilience status in the orphaned group (OR: ®@B% CI: 0.32, 2.05).

Predictors of mental health resilience among orptdhohildren

Table 3 shows a series of regression analysesdeasisociations between baseline factors
and mental health resilience among orphaned childés shown, child HIV status,
developmental disability, and physical health weo¢ associated with resilience. Children

described as quick learners were more likely toelsdient.

There were many family factors associated with aelnéalth resilience. Child exposure to
domestic violence and harsh physical punishmeqgt, (kitting the child with a hard object)
were negatively associated with resilience, whibsifive caregiving (e.g., praise) and the
child taking the role of caring for ill people ihgé household were associated with greater
probability of resilience. Caregiver charactecstiwhich included being a biological parent,

HIV status, and mental health were not associatddmental health resilience.

Household employment was significantly associatét vesilience status. Other economic
indicators, such as food security, housing conadgiand grant receipt were not associated
with resilience. Child experience of stigma in theal community was negatively associated
with resilience, whilst community support predictepleater probability of resilience.

Exposure to community violence was high, but wasassociated with resilience.

[insert table 3]
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As shown in Fig. 1., a cumulative count of baselfaetors identified as predictors of
resilience within orphaned children showed a dtesiBy significant association with

resilience status (OR=1.42, 95% CI=1.21, 1.66, @K).0with rates of resilience varying from
0 to 42.3%. Of note is that only four children bigtieel from protective experiences across all

eight factors.

[insert figure 1]

In addition, we explored whether predictors of maértealth resilience among orphaned
children varied according to child gender, age emahtry of residence. Predictors included:
quick learning, no exposure to domestic violenag,harsh physical punishment, positive
caregiving (praise), child role in helping ill famimembers, household employment, no
community stigma, and high community support. The@ege no significant interactions by

child gender, age or country on resilience.

Predictors of mental health resilience among orptthms. non-orphaned children

Finally, we tested whether predictors of sustaineehtal health resilience varied across
orphaned and non-orphaned children. Table 4 predamtings from the full study sample.

Predictors of child resilience over time includetiild factors (being in good health, good
school performance, quick learning), family fact@raving a HIV negative caregiver, having
a caregiver with no mental health problems, no syp® to domestic violence, no harsh

physical punishment, positive caregiving (praigggnomic factors (household employment,

15
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living in a house or flat, and receipt of househgjchnt). There were no significant
interactions between predictors of resilience arphan group. A final multivariate analysis
using the full sample (see Table 4) showed that b factors remained strong independent

predictors of mental health resilience: learningkjy and living in good housing conditions.

Discussion

The rates of parental bereavement were notably Wigh58% of children experiencing the
death of one or both parents. Among this groupdigtors of resilience were whether the
child was seen as a quick learner. This may reflaastute child who picks up and responds
to the world in such a way that resilience is emean It may also relate to a child who
manages school learning quickly and thus any pressam school and learning tasks are
eased. Child exposure to domestic violence anshhainysical punishment were negatively
associated with resilience: This supports previstuslies, showing the negative effects of

maltreatment®38

It is well established that positive parentisgf benefit to both younger
and older childrei®*® This study shows that in line with the litera&upositive caregiving
(e.g., praise) was associated with greater probalof resilience. Of interest was the
additional finding that resilience was predicted #ochild taking the role of caring for ill
people in the household. This may reflect that lehging home environments results in
children having to experience and learn about Impdsand support. Other caregiver
characteristics, which included being a biologatent, HIV status, and mental health were
not associated with resilience. Household employnveas significantly associated with
resilience status. The explanations around thisceéestson may relate directly to the income

generation associated with employment, but may bé&s@ccounted for with out of home

working, job satisfaction and exposure to the jodrkat. Unlike studies with adolescents,
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for this age group, other economic indicators, sa€tiood security, housing conditions and
grant receipt were not associated with resilieflé& The social environment seems to be an
important factor consistent with adolescent fingdingChild experience of stigma in the local

community was negatively associated with resiliengbkilst community support predicted

greater probability of resilience. Resilience satieopped at the second time point. A recent
study on predictors of mental health resilienceganh orphaned children in South Africa also
reported a drop in resilience rates at the secangf The literature suggests that protective

factors are complex and multiple protectors neduetin placé'

When these predictors of resilience were examime@é@xplore cumulative influences, a
significant effect was noted. At the lowest, withose experiencing one of the seven
predictors, the rates of resilience were 11.1% i to 42.3% when 7 predictors were

present. Only 4 children experienced all 8 provediactors.

There were a_number of similarities between thengeu children and data from older
adolescent8?®. The rate of resilience among AIDS orphaned adelets was 16% of the
sample (69 resilient out of 425 parentally bereasddlescents]’. The rates in our study
showed a quarter to be resilient (124 resilienta§ut90 parentally bereaved young children).
Parenting, environment and economic factors welevaat predictors for adolescents and
younger children. However, young children with eibige abilities (quick learners) fared
well and, in addition; young children faced withalenging responsibility (caring for sick
family) also built on such experience which wasnsae a predictor of resilience. It is
possible that children can learn and adapt fronh Ipatsitive and negative experiences. It

may well be that different challenges occur atedéht ages. The best way to examine
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ongoing trajectories of resilience would be toizgillongitudinal data. There may also be
specific differences for those faced with traumaearly childhood compared to those first

facing trauma in adolescence. The resources te ang adjust may also vary with age.

This study gives some insight into child resilierige younger children, and exhibits clearly
the kinds of environmental and psychosocial prowvisthat predicts such resilience. It
highlights areas for possible intervention and gokuch as addressing risk factors in the
household (violence, unemployment) and in the conitmifstigma, low support). The study
has some strengths related to the high responsethat detailed information gathered from
both caregiver and child responses and the uselmfated measures. The sample size was
sufficient to explore these issues. - Limitationtate to the nature of the mental health
measures, the fact that positive parenting was megsured by a single variable, the fact that
very young children were not eligible to completeede measures and that the working
operationalisation of resilience may present sometdtions. These could relate to the
variables chosen, the cut off points used and theadth of concept coverage. No
standardized resilience 'measure has been validatekis population, and this working
definition was derived from other published studiBemographic data was collected at
baseline and changes in such variables at followasp not recorded for every variable. The
fact that these children were drawn from CBO’s mefject those already able to access
support and further research should aim to stddgcmmunity children to see if CBO

exposure was a factor.
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A recent review of the literature on mental heathHIV affected children in sub-Saharan
Africa ** noted that there was a risk of pathologising heatthildren. Of the 31 articles
identified for their review, the majority (23) fosed on psychological distress and only eight
provided some insight into positive mental healibhsas coping, adaptation and resilience.
This study stresses the need to focus on resiliandepositive mental health and our data
lends support for the existence of such resilietice, fact that it endures over time and

provides some insight into the likely predictorssath resilience for younger children.
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Fig. 1. Cumulative count of predictors of resiliengithin orphaned children at baseline
(N=124). The figure shows the percentage of childvéh no mental health problems at
either study wave according to total number of diggnt protective factors present or risk
factors absent (range 0-8). The eight dichotommedictors (yes/no) are: quick learning, no
exposure to domestic violence, no harsh physicaispment, positive caregiving (praise),
child role in helping ill family members, househ@ohployment (at least one adult in the

child’s home has a job), no community stigma, aigth kommunity support (top quartile).
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Table 1. Distribution of baseline risk and protective factors by orphan status

Any orphan % Non-orphan % X° (df=1), p value

N=490 N=343
Child
HIV+ child 15.3 12.0 1.9
Developmental disability (any) 43.7 46.4 0.6
Child in good health 82.2 77.0 35
Child does well at school 83.6 84.7 0.2
Child is a quick learner 70.9 75.8 2.3
Child is in correct class for their age 65.9 78.2 14.3%**
Child attends school regularly 96.5 94.8 1.4
Family
Living with biological parent 24.1 77.3 229, 7%*%
HIV+ caregiver 15.8 254 11.4*
Caregiver has MH problems (SSQ cutoff>8) 26.4 29.9 1.2
Other HIV+ family members 32.9 35.6 0.66
Domestic violence (any) 47.6 49.9 0.4
Harsh discipline — physical abuse (any) 43.9 53.6 7.7%*
Harsh discipline — emotional abuse (any) 41.6 53.1 10.6**
Positive parenting — praise 80.4 78.4 0.5
Child cares for sick family 45.4 35.3 7.3**
Child cares for younger children 53.0 55.4 0.4
Community
Stigma (any) 29.1 31.0 0.29
Social support (top quartile) 76.3 69.1 5.4*
Violence (any) 45.0 38.9 3.0
Economic indicators
Food security 68.4 76.7 6.9*
Household employment 49.4 59.2 7.8%*
Child lives in a shack 8.6 21.3 27 .4xrx
Household receives grant (any) 71.8 74.1 0.5

*p<.05, *p<.01, *** p<.001
Orphaned children were significantly older on average (M age=9.6 years) compared to non-orphaned
children (M age=8.1 years), p<.001.



Table 2. Proportion of children without any mental health problem at baseline, at follow-up and on
both occasions

Resilience ? Any orphan  Non-orphan
N=490 N=343

Baseline 335 (68.4%) 230 (67.1%)

Follow-up 164 (33.5%) 103 (30.0%)

Both occasions 124 (25.3%) 74 (21.6%)

®Resilience (i.e., no depression, trauma symptoms, emotional or behavioural problems and suicidality)

No significant differences of resilience status by orphanhood (all p>0.3).



Table 3. Predictors of sustained mental health resilience among orphaned children (N=124)

Factor present Factor absent OR [95% CI|

% resilient % resilient
Child
HIV+ child 28.0 24.8 0.85[0.49, 1.47]
Developmental disability (any) 22.0 27.9 0.73[0.48,1.10]
Child in good health 26.8 18.4 1.63[0.91, 2.92]
Child does well at school 26.9 19.0 1.57 [0.86, 2.87]
Child is a quick learner 30.5 13.6 2.80 [1.64, 4.78]***
Child is in correct class for their age 25.9 25.0 1.05[0.68, 1.62]
Child attends school regularly 25.6 23.5 1.12 [0.40, 3.51]
Family
Living with biological parent 28.8 24.2 1.27[0.80, 2.02]
HIV+ caregiver 26.6 18.2 0.61[0.33, 1.14]
Caregiver has MH problems (SSQ cutoff>8) 21.4 26.7 0.75 [0.46, 1.20]
Other HIV+ family members 22.4 26.7 0.79 [0.51, 1.23]
Domestic violence (any) 20.2 30.1 0.59 [0.39, 0.89]**
Harsh discipline — physical abuse (any) 17.2 31.6 0.45 [0.29, 0.70]***
Harsh discipline — emotional abuse (any) 225 27.3 0.78 [0.51, 1.18]
Positive parenting — praise 27.9 14.6 2.27[1.24, 4.17]**
Child cares for sick family 30.5 22.1 1.55[1.01, 2.37]*
Child cares for younger children 25.7 26.2 1.02 [0.67, 1.56]
Economic indicators
Food security 23.3 29.7 0.72[0.47,1.10]
Household employment 29.4 21.1 1.56 [1.03, 2.36]*
Child lives in house or flat 25.9 19.0 1.49[0.67, 3.30]
Household receives grant (any) 30.0 23.0 1.43[0.92, 2.22]
Community
Stigma (any) 17.7 29.4 0.52 [0.31, 0.86]**
Social support (top quartile) 26.5 21.6 1.31[0.80, 2.16]*
Violence (any) 37.9 47.4 0.67 [0.45, 1.03]

*p<.05, *p<.01, *** p<.001
Resilience (i.e., no depression, trauma symptoms, emotional or behavioural problems and suicidality)
Sustained resilience (i.e, absence of mental health problems at both occasions)



Table 4. Multivariate analysis predicting sustained mental health resilience among orphaned and non-

orphaned children (including interactions by orphan group), N=833

Univariate
OR [95% CI]

Interactions
OR [95% CI]

Multivariate
OR [95% ClI]

Child

HIV+ child

Developmental disability (any)
Child in good health

Child does well at school
Child is a quick learner

Child is in correct class for their age
Child attends school regularly

Family

Living with biological parent

HIV+ caregiver

Caregiver has MH problems (SSQ
cutoff>8)

Other HIV+ family members

Domestic violence (any)

Harsh discipline — physical abuse (any)
Harsh discipline — emotional abuse (any)
Positive parenting — praise

Child cares for sick family

Child cares for younger children

Economic indicators

Food security

Household employment

Child lives in house or flat
Household receives grant (any)

Community

Stigma (any)

Social support (top quartile)
Violence (any)

0.75 [0.49, 1.17]
0.86 [0.62, 1.19]
1.78 [1.14, 2.78]*
1.91[1.15, 3.17]*
2.87 [1.85, 4.46]+

0.97 [0.68. 1.38]
1.90 [0.73, 4.99]

0.97 [0.71, 1.34]
0.61 [0.39, 0.95]*
0.69 [0.47, 1.00]*

0.76 [0.53, 1.07]
0.61 [0.44, 0.85]*
0.59 [0.42, 0.81]***
0.75 [0.54, 1.04]
1.66 [1.08, 2.57]*
1.34 [0:95, 1.88]
1.18[0.84, 1.66]

0.73 [0.51, 1.02]

1.37[0.99, 1.88]*
1.94 [1.13, 3.34]*
1.67 [1.18, 2.35]*

0.52 [0.35, 0.78]
1.36 [0.94, 1.99]
0.76 [0.54, 1.05]

n.s.
n.s.
n.s.
n.s.
n.s.

n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.

n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.

1.41[0.88, 2.25]
1.08 [0.59, 2.00]
2.44 [1.44, 4.14]

0.72 [0.46, 1.15]
0.78 [0.52, 1.16]

0.72 [0.52, 1.03]
0.78 [0.55, 1.11]

1.44[0.91, 2.26]

1.30[0.92, 1.82]
1.72 [1.00, 3.02]*
1.29[0.88, 1.89]

*p<.05, **p<.01, #* p<.001

Resilience (i.e.; no depression, trauma symptoms, emotional or behavioural problems and suicidality)
Sustained resilience (i.e, absence of mental health problems at both occasions)



45 423
40
33.3
35 305
o 30 26.7
c
8 25 23.5
B
2 20
X
1
S ITT 19
10
4.9
5
0 []
0 T T T T T T T T
none 0 1 2 3 4 5 6 7 all 8
Cumulative count of predictors
(protective factors present/ risk factors absent)

Fig. 1. Cumulative count of predictors of resilience within orphaned children at baseline (N=124). The
figure shows the percentage of children with no mental health problems at either study wave
according to total number of significant protective factors present or risk factors absent (range 0-8).
The eight dichotomised predictors (yes/no) are: quick learning, no exposure to domestic violence, no
harsh physical punishment, positive caregiving (praise), child role in helping ill family members,
household employment (at least one adult in the child’s home has a job), no community stigma, and
high community support (top quartile).
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