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ABSTRACT

Background: HIV is a chronic disease which also significantly affects the behavior. This study aims at evaluating
behavioral disorders in children with HIVV/AIDS.

Methods: This Cross-sectional study utilized the Child Behaviour Check List.

Results: The overall prevalence of borderline and clinically significant behavioral problems were 69.3% (n=104). The
prevalence of behavioral disorders were observed in the eight categories - anxious/depressed (borderline-7.7%, clinically
significant-18.3%), withdrawn/depressed (6.7%, 18.3%), somatic problems (7.7%, 6.7%), rule-breaking behavior (7.7%,
18.3%), aggressive behavior (10.6%, 21.1%), attention problems (15.4%, 2.9%) and thought problems (9.6%, 2.9%). No
social problems were observed. Internalizing problems were common in girls and externalizing problems were common
in boys. As age advanced a simple linear progression in prevalence of Behavior Problems was found. There were 47.1%
of Orphans in study and behavioral problems were more common in them.

Conclusions: High prevalence of behavioural abnormalities warrants comprehensive management including Behavioural
counselling and therapy and not just drugs for these children.

Keywords: Behavioural Problems, Child Behaviour Check List, Human immunodeficiency virus / Acquired immuno
deficiency syndrome, Orphans

INTRODUCTION

Human Immunodeficiency Virus (HIV) forms a
significant burden to the pediatric population.! HIV now
forms a chronic disease which significantly affects the
behavior of the child infected with HIV.2 HIV not only
affects the children, but also affects their families and
their parental care and affection. According to United
Nations Children Emergency Fund (UNICEF), many

children are drop out of school and they are engaged in
labor to survive because of parental infection with HIV.

Neurological and neuropsychological problems caused by
HIV infection are well known in the past few decades.
Children with HIV are likely to have learning problems
and attention disorders, behavioral problems, and
cognitive deficits.>® The psychological problems of HIV
in children are compounded as they are orphaned, highly
exposed to abuse, exploited and neglected due loss of
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parent(s). This is found in Sub-Saharan part of the world
extensively.®

World organizations like UNICEF in collaboration with
national organizations and Government of India have
implemented the National Aids Control Program for the
prevention of parent to child transfer of the disease and
provide care and medical treatment to the children
infected with HIV. HIV infection affects all dimensions
of person’s life - Physical, Psychological, Social and
Spiritual.’ In order to enhance the quality of life,
Counseling and Social Support and Rehabilitation have to
be implemented along with treatment. Children with HIV
face a lot of challenges in their life with loss of parents,
drugs, side effects of drugs, social and nutritional
problems due to death of the parents.** Children have
equal emotional liability as an adult. Pediatrician forms
the first point of contact for the identification of problems
in these children.

This study was done to identify the behavioral problems
in the HIV children attending the Anti-Retroviral
Therapy (ART) Plus Centre in our hospital, which will
help in planning a program to support these children. In
the continuum of health care for children with
HIV/AIDS, a multi-disciplinary approach is essential. All
the aspects of care including second line drugs in ART
therapy, treatment for opportunistic infections,
monitoring for side effects and nutritional support for
these children are provided in ART Plus centers. But still
gap exists in the area of psychological support and
behavioral therapy for these children. In India only a few
studies are available to document the behavioral
problems in children with HIV/AIDS.

The aim of the study is to find out prevalence and pattern
of behavioral disorders in children with HI\VV/AIDS.

METHODS

This study is a single center cross-sectional study done on
a sample of 104 HIV positive children in the age group of
6 to 12 years of age attending the ART plus center in
Govt. Mohan Kumaramangalam Medical College
Hospital, Salem, Tamilnadu, India. Our hospital ART
center was upgraded as ART plus center in the year 2012
to treat patients with second line ART drugs. This study
utilized the Child Behavior Check List (CBCL) which is
standard tool to identify the behavior problems in
children.’> The CBCL is the well-researched tool with
more than 200 papers published using it.** CBCL has
been used in western countries to screen school children
routinely for Behavioral Problems. CBCL consists of
questionnaire on which the child was rated on various
behavioral and emotional problems. The checklist
consists of a number of statements of child’s behavior.
There are 113 questions. Responses are recorded on a
Likert scale. There are two types of CBCL available -
CBCL for Preschool age (1%>-5 years) and CBCL for
school age (6-18 years). CBCL Questionnaire is filled by

either the parents or the caregivers. The time frame for
the item response is past six month. Using the syndrome
profile card, the total problems are categorized as
Internalizing problems and Externalizing problems.
Altogether CBCL includes eight clinical syndrome scales
namely anxious/depressed, withdrawn/depressed, somatic
problems, rule-breaking behavior, aggressive behavior,
social problems, attention problems and thought
problems.

The study population included all children with
HIV/AIDS from the age 6 to 12 years attending the ART
plus center. The newly diagnosed children (less than 6
months) were excluded. The CBCL was administered
either to the parents or the caregivers. The responses were
scored using the Hand scoring syndrome profile for boys
and girls available separately. The patterns of behavioral
disorders in children were analyzed. To eliminate
observer bias all the responses from the parents or
caregivers were recorded by the first author alone. The
Statistical Co-relation was done using SPSS Ver. 20.0
(Statistical Package for Social Studies). Institutional
ethical committee clearance was obtained.

RESULTS

The results are tabulated in Tables 1-3. During the study,
104 children in the age group of 6 to 12 years were
recruited into the study and were administered the CBCL.
The Mean age of the Male children was 9.43 years and
for female children it was 9.78 years in the study group.
The male: female ratio in the study group was 1.8:1. The
entire children in the study population had both their
parents tested HIV positive. This implies that all the
children in the study group acquired the HIV/AIDS
perinatally. About 82.7% of children in the study group
had lost both the parents. Only about 4.8% of children
had both living parents. About 47.1% of children in the
study group were found to be living in the orphanages.

About 69.3% of children in the study group were found
to have borderline or clinically significant behavioral
abnormalities. On analyzing the eight syndrome scales
screened under CBCL, the abnormalities were graded
into two categories - borderline and clinically significant.
In the borderline abnormalities all the eight syndrome
scales were found to have an almost equal prevalence
ranging from 6.7% to 15.4%. In the clinically significant
category, anxious/depressed, withdrawn/depressed and
rule breaking behavior were found to be common with
18.3% prevalence of each disorder. Somatic, thought and
attention disorders were less common. Clinically
significant social problems were not identified in the
study population.

On analyzing the gender differences in the behavioral
abnormalities, the internalizing  problems like
anxious/depressed, withdrawn/depressed and somatic
problems were more common in girls than boys (Table:
2). The externalizing problems like rule breaking and
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aggressive behaviors were found to be more common in The social problems and thought problems did not have
boys. These observations were statistically significant. any statistically significant gender preference.

Table 1: Profile of children with HIVV/AIDS.

Age and gender distribution

Age Boys Girls Total
No Percentage No Percentage No Percentage

6 years 7 10.3 4 11.1 11 10.6
7 years 12 17.6 4 11.1 16 15.4
8 years 5 7.4 4 11.1 9 8.7
9 years 8 11.8 - - 8 7.7
10 years 7 10.3 8 22.2 13 12.5
11 years 15 22.1 8 22.2 23 22.1
12 years 14 20.6 10 27.8 24 23.1
Total 68 100 36 100 104 100
Parental life status

No. Percentage
Both parents alive 5 4.8
Father dead 13 125
Mother dead - -
Both dead 86 82.7
Place of domicile

No. Percentage
Home 55 52.9
Orphanage 49 47.1
Prevalence of behavioral problems

No. Percentage
Normal 32 30.7
Borderline/clinical 72 69.3
Distribution of clinical range of behavioral disorders
Syndrome scale Normal Borderline Clinical

No. % No. % No. %

Anxious/depressed 77 74.0 8 7.7 19 18.3
Withdrawn/depressed 78 75.0 7 6.7 19 18.3
Somatic 89 85.6 8 7.7 7 6.7
Social problems 99 95.2 5 4.8 0 0
Thought problems 91 87.5 10 9.6 3 2.9
Attention problems 85 81.7 16 15.4 3 2.9
Rule breaking behavior 77 74.0 8 7.7 19 18.3
Aggressive behavior 71 68.3 11 10.6 22 21.1

Table 2: Gender distributions of syndrome scales.

Syndrome Anxious/  Withdrawn/ Somatic  Social Thought Attention I : Aggressive
breaking :

scales depressed  depressed problem  problem problems  problems behavior behavior

Sex No % No % No % No % No % No % No % No %

Male 1 53 2 105 0 O 0 0 2 66.7 3 100 18 947 20 909

Female 18 947 17 895 7 100 O 0 1 333 0 O 1 53 2 9.1

Chisquare  48.43 34.99 33.11 0 0.14 2.59 8.9 17.68

Degree of

freedom 2 2 2 0 2 2 2 2

p-value 0.00 0.00 0.00 0 0.93 0.27 0.01 0.00
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All the eight syndrome scales identified with CBCL had a
simple linear progression with increasing age (Table: 3).
However statistical significance was found for this linear
progression only in the anxious/depressed,

withdrawn/depressed and rule breaking behaviors. For
the other disorders statistical significance was not
observed as the sample size was small in number in each
of the subgroups.

Table 3: Age distribution of behavioral problems.

Syndrome  Anxious/  Withdrawn/  Somatic

scales depressed depressed problems
No % No % No %

6 years 0 0 0 0 0 0

7 years 0 0 0 0 0 0

8 years 0 0 1 5.3 1 14.3

9 years 0 0 0 0 0 0

10 years 5 26.3 5 26.3 1 14.3

11 years 6 316 6 31.6 2 28.6

12 years 8 421 7 36.8 3 42.9

Chi square  27.61 24.1 12.4

Degree of 12 12 12

freedom

p-value 0.01 0.02 0.413

On analyzing the correlation between the residential
status of the children and the behavioral problems, no
statistical significance was observed.

DISCUSSION

This study is done to evaluate the behavioral problems in
HIV positive children attending our ART plus centre.
There only a few studies available in the literature for
comparison of behavioral disorders in children with
HIV/AIDS in India.'*® This study was done on relatively
larger study population (n=104), when compared to
similar studies by Mendoza, with a sample size of 43.%7
Among the 104 children who formed the study group 72
(69.3%) children were found to have behavioral
problems. This corresponds to the similar study which
also utilized the CBCL to analyze the behavioral
symptoms in a group of 43 Dominican children.!” The
Prevalence of behavioral problems was 46% in that
study. Another study by Grover reported the prevalence
of behavior problems in HIV positive children as 80.7%
which was in the higher range.!® That random sampling
study was done in India to analyze the behavioral
disorders in HIV infected children. A study by Musisi
reported a Prevalence of 51.2%.%°

Out of 72 children in the study group who were found to
have behavioral problems 61.1% were Male children and
38.9% were female children. The Mean age of the study
population is 9.43 (SD=2.1) for male children and 9.78
(SD=2.15) for female children. This correlates with the
sample of older children in study by Mendoza, with mean
age of 6.3, (SD=2.2).17 In these studies 82.7% of children

Social Thought  Attention A .
problems problems problems ggressive
No % No % No % No % No %

0 0 0 0 0 0 0 0 0 0

0 0 0 0 0 0 2 105 2 9.1
0 0 1 333 1 333 0 0 1 45
0 0 1 333 1 333 0 0 2 9.1
0 0 1 333 1 333 2 105 3 13.6
0 0 0 0 0 0 10 526 10 455
0 0 0 0 0 0 5 263 4 18.2
0 18.9 16.6 24.1 16.49

0 12 12 12 12

0 0.09 0.16 0.02 0.17

lost both their parents and were orphaned due to the HIV
infection. Mussi also reported 97.6% of orphans in the
study, of which 68.3% live with non-parental relatives.?
This is also supported by Burgos and Mendoza, who also
reported that a significant number of children in the study
group were living with caregivers.?

Our study showed a linear progression of behavior
problems with advancing age which was also observed in
other studies.'’

Other studies also reported that on comparison between
non-parental and parental caregivers, about 45% of
children were reported with higher incidence of
Externalizing and Internalizing problems.t” This is
because most of these children lost their parents. They
were taken care of by care-givers and orphanages which
influences the behavioral and emotional symptoms.
Burgos also reported this pattern of higher behavioral
problems reported in the Non-Parent caregivers’ group
than the group of children who were with the mother who
cared the children.?® Borderline/Clinical behavior
abnormalities were reported to be higher in the caregiver
group with anxious/depressed (44%), somatic complaints
(44%) and in withdrawn (13%) syndrome scales in this
study. However, in the present study no such statistically
significant difference was observed between parental and
non-parental caregivers.

On analysis of the behavioral problems in our study, it is
evident that Internalizing behaviors like
anxious/depressed, withdrawn/depressed and somatic
problems were more common among female children
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which are similar to other studies which also observed
46% of Internalizing problems.” Among the Internalizing
problems 46% were the anxious/depressed, 45% were
withdrawn/depressed and 27% were reported with
somatic problems. Burgos and Mendoza also reported
more Internalizing behavior with female children. Among
them withdrawn /depressed was more common in
females.?

The Externalizing problems were more common among
males which are similar to other study which also showed
aggressive and rule breaking behavior in the clinical
range for 10% of children.” A study by Mellins also
supported this finding that anxiety and depression were
more associated with female children and aggressive
problems were more associated with male children.?*
Musisi reported that Anxiety (45%), Depression (40.8%)
and Somatization disorder (18.0%) were common in
female children.®®

CONCLUSION

The mean survival age of the children with HIV has
increased in the recent times and the disease has also
been classified as a chronic disease rather than a fatal
disease. So, the Behavioral counseling and therapy
should form a part in Continuum of care for children with
HIV. In the last few decades HIV has rendered many
children as Orphans - a holocaust similar to world wars.
These children reside in Orphanages and are more prone
to develop behavioral problems. So, Behavioral
counseling and therapy for these children who are future
adults in our society will be counterproductive. The
Internalizing Problems, if untreated will lead to adverse
effects like suicide which will make a serious setback to
the AIDS Control Programs. On the other hand, the
Externalizing Problems, if untreated will be a serious
threat to the society as these children are prone to develop
Anti-social activities. All ART centers should have a
psychiatrist and psychologist for identifying and treating
behavioral problems in these children. The high
prevalence of behavioral abnormalities warrants
comprehensive  management including  Behavioral
counseling and therapy and not just drugs.
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