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Cross-sectional data were gathered from 1,625 children (M age¼ 12.85, SD¼ 2.21)
which included 755 AIDS orphans, 466 vulnerable children, and 404 comparison
children. Participants completed self-report measures of exposure to traumatic events,
and psychosocial adjustment including behavior problems, depression, self-esteem,
and future orientation. AIDS orphans and vulnerable children reported experiencing
a higher total occurrence, density, duration, initial impact and lasting impact of
traumatic events compared to comparison children. Scores reflecting adjustment were
lower among orphans and vulnerable children than among comparison children. Both
orphan status and traumatic events contributed unique variance in the expected
direction to the prediction of psychosocial adjustment. The data in the current study
suggested that children affected by HIV=AIDS in China are exposed to more trauma
and suffer more adjustment problems than children who do not experience HIV=AIDS
AIDS in their families.

The study described in this report was supported by National Institutes of Health Research Grant R01MH76488 by the National Institute of

Mental Health and the National Institute of Nursing Research. The content is solely the responsibility of the authors and does not necessarily repre-

sent the official views of the National Institute of Mental Health or the National Institute of Nursing Research. We thank other members of the

investigation team including Xinguang Chen, Ph.D., Linda Kaljee, Ph.D., Danhua Lin, Ph.D., Yunfei Lv, Ph.D., and Kathryn Meert, M.D. We

also thank Dr. Ambika Mathur and Ms. Joanne Zwemer for assistance with manuscript preparation.
Correspondence should be addressed to Xiaoming Li, The Carman and Ann Adams Department of Pediatrics Prevention Research Center,

Wayne State University School of Medicine, 4707 St. Antoine Street, Suite W534, Detroit, MI 48201. E-mail: xiaoli@med.wayne.edu

Journal of Clinical Child & Adolescent Psychology, 38(5), 731–744, 2009

Copyright # Taylor & Francis Group, LLC

ISSN: 1537-4416 print=1537-4424 online

DOI: 10.1080/15374410903103601

D
o
w
n
l
o
a
d
e
d
 
B
y
:
 
[
W
a
y
n
e
 
S
t
a
t
e
 
U
n
i
v
e
r
s
i
t
y
]
 
A
t
:
 
1
4
:
4
3
 
8
 
S
e
p
t
e
m
b
e
r
 
2
0
0
9



In 2007, an estimated 33.2 million people across the
globe were living with HIV (UNAIDS, 2007). Beyond
the direct health problems suffered by those infected,
family and children suffer vicariously. Especially
vulnerable are the children of parents living with and
succumbing to HIV=AIDS. These youth experience
substantial stress worrying about their caregivers’
health, managing the stigma associated with this chronic
condition, and transitioning to new lives after the death
of one or both parents (Herek, Capitanio, & Widaman,
2002). Although HIV=AIDS has largely become a
chronic disease in developed nations, costly antiretro-
viral therapies are still out of reach in resource poor
regions contributing to the approximate 2.1 million
deaths from AIDS in 2007 (UNAIDS, 2007). Based on
current trends, the number of children orphaned by
AIDS is expected to increase from an estimated 15
million in 2004 to 25 million in 2010 (UNICEF, 2004).

HIV=AIDS AND PARENTAL LOSS IN CHINA

The China Ministry of Health estimated that there were
at least 100,000 AIDS orphans in China by the end of
2004 (Zhao et al., 2007). This number of orphans
continues to grow with an estimated 39,000 adult deaths
in China from AIDS in 2007 and an additional 700,000
living with HIV=AIDS (UNAIDS, 2007). Many of the
AIDS orphans known to the public are living in Henan
Province, an agricultural province in central China with
a population of 96.66 million. Some governmental and
commercial blood stations=centers started collecting
cheap blood in remote rural areas of Henan province
in the late 1980s. The farmers, who were not tested for
HIV, Hepatitis B, Hepatitis C, or other blood-borne
infections, gave blood to collection centers, which
pooled the blood of several donors of the same blood
type, separated the plasma, and injected the remaining
red-blood cells back into individual donors to prevent
anemia. Such procedures, plus the reuse of needles and
contaminated equipment, enabled rapid spread of the
virus through the local population. Many HIV-infected
farmers have progressed to AIDS and thousands have
died (Rosenthal, 2002).

With the support of Global Funds to Fight AIDS,
Tuberculosis, and Malaria, in 2003 the Chinese govern-
ment implemented a comprehensive program for AIDS
prevention and control, known as China CARES
(China Comprehensive AIDS Response). The China
CARES program consists of five major components
(‘‘Four Frees and One Care’’): ‘‘Free antiretroviral
drugs to HIV-infected rural residents or urban poor,’’
‘‘free voluntary counseling and testing,’’ ‘‘free treatment
to prevent mother-to-child transmission,’’ ‘‘free schooling
for children orphaned by AIDS,’’ and ‘‘care and

economic assistance to the households affected by
HIV=AIDS’’ (Ministry of Health, UNAIDS, & WHO,
2006). As one of the emergency responses to the increas-
ing AIDS orphan problems, the Chinese government and
nongovernmental organizations started building AIDS
orphanages (called ‘‘Sunshine House’’) in late 2004 in
Henan Province and providing financial assistance to
AIDS orphans and families affected by HIV=AIDS (Ji,
Li, Lin, & Sun, 2007; Zhao et al., 2007).

PARENTAL ILLNESS, RISK, AND CHILD
ADJUSTMENT

Children whose parents have HIV have been found to
suffer significantly more mental health symptoms and
experience more problems with adjustment than
children with healthy caregivers (Rotheram-Borus,
Weiss, Alber, & Lester, 2005). Although some of these
difficulties are experienced by a high proportion of
children whose parent has any chronic medical
condition (Pakenham, Bursnall, Chiu, Cannon, &
Okochi, 2006), children whose parents have HIV=AIDS
AIDS face the additional burden of stigma (Herek et al.,
2002). Death of a parent by any cause is stressful and is
associated with higher levels of mental health symptoms
(Haine, Ayers, Sandler, & Wolchik, 2008; Stroebe,
Stroebe, & Schut, 2000). Nevertheless, most children
whose parents have a chronic illness and=or who have
lost their parent to illness do not develop clinically
significant psychopathology (Cohen & Mannarino,
2004; Lin, Sandler, Ayers, Wolchik, & Luechen, 2004;
Worden & Silverman, 1996). Understanding the process
whereby risk conditions contribute to negative outcomes
and what contributes to resilience can provide important
information to interventionists (Li et al., 2008).

Research suggests that stress has cumulative effects
(Baldwin, Baldwin, & Cole, 1990; McCabe, Clark, &
Barnett, 1999; Work, Cowen, Parker, & Wyman,
1990). Typically, adults and children appear to be able
to manage two or three major stressors before showing
significant deficits in functioning from stress-related
symptoms (Bhandari & Barnett, 2007; Sameroff, Seifer,
Baldwin, & Baldwin, 1993). Whether this same tolerance
exists for highly stressful or potentially traumatic events
(the foci of the current investigation) is less clear. The
Diagnostic and Statistical Manual of Mental Disorders
(4th ed., text rev. [DSM–IV–TR]; American Psychiatric
Association [APA], 2000) considers a traumatic event to
be a severe stressor that involves experiencing directly or
indirectly (e.g., by witnessing or vicariously through a
close associate) threatened death, serious injury, or
threat to one’s physical safety. Traumatic events include
losing a parent or close family member to a stigmatized
illness, being a victim of child maltreatment or other
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crime (Caspi et al., 2003; Cohen & Mannarino, 2004;
Grant et al., 2003). These are events that typically elicit
‘‘intense fear, helplessness, or horror’’ (APA, 2000,
p. 467).

Losing one or both parents during childhood is
understandably stressful if not emotionally devastating,
and in some circumstances fulfills the DSM–IV–TR defi-
nition of a traumatic event. Parents are typically a
child’s primary attachment figures. Children rely on
their parents not only for food and shelter but also for
protection, nurturance, affection, comfort, a sense of
emotional security, and a source of joy (Bowlby,
1980). The loss of protection from an invested caregiver
increases the chances that the children will be exposed
to increased stress, further traumatic events, and less
comfort, thereby likely augmenting the psychological
symptoms associated with parental loss (Bifulco,
Harris, & Brown, 1992; Thompson, Kaslow, Price,
Williams, & Kingree, 1998).

Research on risk, bereavement, or living with HIV
affected parents has been conducted primarily with
samples from Western nations. Western cultures have
been characterized as having more individualistic values
such as self-expression and independence. In contrast,
China has been characterized as a collectivist culture
with greater emphasis placed on interdependence and
restraining self-expression (Chen, 2000; Phillips &
Pearson, 1996). The greater emphasis in Chinese culture
on interdependence might exacerbate the stress of paren-
tal loss, whereas the greater collectivism might protect
Chinese children from the increased risk associated with
stress exposure found among children in Western
culture. Prior research on Chinese children and adoles-
cents has replicated findings from America and Europe,
linking exposure to stressful and traumatic life events to
increased rates of mental health symptoms (Dmitrieva,
Chen, Greenberger, & Gil-Rivas, 2004; Zhao et al.,
2008).

Longitudinal research on adults’ self-report responses
to the death of a spouse or child demonstrated mostly
similarities between Chinese and Americans in reported
distress, grief processing (e.g., purposely reminiscing
about the lost person), and grief avoidance (e.g., purpo-
sely not thinking about the lost person; Bonanno, Pap,
Zhang, Lalande, & Noll, 2005). One difference was that
among the Chinese adults, grief processing and grief
avoidance were not as strongly associated with increases
in distress over time as they were for the Americans. In
addition, the American participants demonstrated
increases in distress over time in response to the loss
of a child, whereas the Chinese demonstrated a decrease
in distress, which was similar to how they and the
Americans reported responding to the loss of a spouse.
Although the present investigation does not have a
cross-cultural comparison group, it does provide

perhaps the first report of child trauma exposure and
mental health symptoms among Chinese youth whose
parent has HIV or has died from AIDS.

By including three groups of Chinese children, we
were able to examine variance in mental health
associated with losing a parent(s) and living with a
parent(s) with HIV infection. We expected incremental
increases in stress and mental health problems with the
orphans reporting the greatest stress and symptoms
and non-HIV=AIDS affected comparison children
reporting the least. We expected the children living with
an HIV-infected parent(s) to report symptom levels
between these groups due to the stress of an ill parent(s)
and the stigma associated with HIV=AIDS. This study
also allowed us to examine the association between
exposure of traumatic events and psychosocial adjust-
ment among children from all three groups. Given the
loss of parental protection, we hypothesized that AIDS
orphans and vulnerable children would experience more
traumatic events, including greater frequencies and
density in the occurrence of such events, longer duration
of impact, and greater initial and lasting impact of these
traumatic events. Consistent with prior research on the
cumulative effects of stress, we also hypothesized that
children with more trauma exposure would have more
psychological problems, including higher levels of
depression, anxiety, loneliness and lower self-esteem.

METHOD

Participants

The current study was conducted in 2006–2007 in two
rural counties in central China in which many residents
had been infected with HIV through unhygienic blood
collection. Both counties are rural (�94% rural resi-
dents) and have similar demographic and economic
profiles. Both counties have the highest prevalence of
HIV infection in the area. We obtained village-level
HIV surveillance data from the antiepidemic station in
each of the counties to identify the villages with the
highest number of HIV=AIDS-related death or con-
firmed HIV infection. The participants in the current
study were mainly recruited from five administrative
villages (rural administrative units under the county)
that had jurisdiction over 111 natural villages.

The participants in the current study included 755
AIDS orphans (i.e., children who lost one or both of
their parents to HIV=AIDS), 466 vulnerable children
(i.e., children living with HIV-infected parents), and
404 comparison children who were from the same
community and did not have HIV=AIDS-related illness
or death in their families. The orphan sample included
176 (23%) orphans living in the government-funded
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orphanages (i.e., orphanage sample), 30 (4%) living in
community-based small group homes, and 549 (73%)
in extended family or kinship care (kinship care sample).
Children 6 to 18 years of age were eligible to participate
in the study. Age eligibility was verified through the
local community leaders, school records, or caregivers.

Procedures

Recruitment. The recruitment process for AIDS
orphans and vulnerable children has been described in
detail elsewhere (Li et al., 2009). Briefly, the orphanage
sample was recruited from four government-funded
orphanages (two orphanages in each county) and eight
small group homes that had enrolled children at the time
of this baseline survey in the two counties. A total of 244
AIDS orphans were living in the four AIDS orphanages,
among whom 176 (72%) participated in the survey.
A total of 43 orphans were living in eight group houses
among whom 30 (70%) participated in the survey. To
recruit orphans from the family or kinship care and
vulnerable children, we worked with the village leaders
to generate lists of families caring for orphans or
with confirmed diagnosis of parental HIV=AIDS. We
approached the families on the lists and recruited 1 child
per family to participate in the assessment. If a child in a
selected family was not available to participate, the next
family on the list was selected. When there were siblings
in an orphanage, group home, or household, a single
child was randomly selected. This process was repeated
until the target sample size for the AIDS orphans and
vulnerable children (i.e., about 1,200 in total) was
achieved.

The comparison group was recruited from the same
villages where the orphans and vulnerable children were
recruited. We worked with the village leaders to create a
list consisting of households in which no one was known
to be HIV infected or died of HIV=AIDS. We
approached the families on the list and recruited 1 child
per family to participate in the assessment. If a target
child was not available to participate, the next family
was selected from the list. This process was repeated
until the target sample size of the comparison group
(e.g., about 400) was achieved.

Informed consent=assent. After a child was
selected from the relevant sampling list, interviewers
from the local research team (accompanied by local
community members) visited the child (at AIDS orpha-
nage, home, or school). Once the eligibility of a child
was confirmed, the interviewers provided him or her
with a detailed description of the study design and
potential benefits and risks (including confidentiality

issues) and invited him or her to participate. Written
assent or oral assent (in case of illiteracy) was used for
children between 13 and 18 years, and oral assent was
used for children 6 to 12 years. Written or oral per-
mission (in case of illiteracy) was obtained from care-
givers=legal guardians who were available to provide
the consent for their children’s participation. In case
of oral consent=assent, community members accompa-
nying the interviewers served as witnesses for the con-
senting procedure. In situations where no parents or
legal guardians were available to provide parental per-
mission=consent, a ‘‘resource person’’ was identified
for each of these children as a means of protection.
The resource persons included legal representatives of
the orphanages, community leaders, caregivers, older
siblings 16 years of age or older, or school teachers.
Each resource person received an information sheet with
a detailed description of the study design and potential
benefits and risks (including confidentiality issues) to
help the child in making the decision whether to partici-
pate in the research. The research protocol, including
consenting procedure, was approved by the Institutional
Review Boards at both Wayne State University in the
United States and Beijing Normal University in China.

Survey. Each participating child in the study was
administered an assessment inventory including detailed
measures of demographic information and several scales
of psychosocial adjustment. For children who were too
young or had limited literacy, interviewers read each
question to them, and the children gave oral responses
to the interviewers who recorded the responses in the
survey instrument. During the survey, necessary clarifi-
cation or instruction was provided promptly when
needed. The entire assessment inventory took about 75
to 90min, depending on the age of the children.
Younger children (e.g., those 8 years old or younger)
were offered a 10- to 15-min break after every 30min
of assessment. Each child received a gift at completion
of the assessment as a token of appreciation. The gifts
included age-appropriate toys or school supplies such
as books, notebooks, and pencils=pens.

Measures

All measures that were not available in Chinese were
translated into Chinese by American and Chinese mem-
bers of the research team who were fluent in both
Chinese and English. All measures were then translated
back into English to examine whether the meaning of
items had changed or been lost in the translation pro-
cess. Items that appeared to have changed in meaning
were then adjusted until the meaning met with the
research team’s intentions. A pilot study was conducted
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prior to this investigation to examine reactions of
Chinese children to the items and their understanding
of the measures. The results of pilot testing indicated
appropriate understanding among Chinese children.
The statistics on internal consistency of measures
reported below as well as a more detailed item analysis
that we conducted further support the appropriateness
of these measures for use with rural Chinese children.

Demographic characteristics. Children were asked
to report on individual and family characteristics during
the survey. These characteristics include age, sex,
ethnicity, perceived health status (i.e., very good, good,
fair, and poor), number of siblings in the family, paren-
tal education (no schooling, elementary school, middle
school, high school or higher), and the main occupa-
tional activities that their parents were currently
engaged in or were engaged in before their death (i.e.,
farmer, migrant worker, local small merchant, or other).
We created a composite score to estimate children’s
family socioeconomic status (SES) by indexing those
children whose parents (father and mother) had greater
than elementary school education and engaged in
non-farming occupational activities. The SES score
had a range of 0 to 4 with a high score indicating a high
family SES. Missing data on any of the four SES items
were allowed in the calculation of the composite score.

Life incidence of traumatic events. A modified
version of the Life Incidence of Traumatic Events–
Student Form (LITE–S; Greenwald & Rubin, 1999)
was employed to assess the children’s experience of trau-
matic events in their lives. Four items were added to the
original 17-item LITE–S to cover the potential trau-
matic events of HIV-related illness and death among
parents and relatives. The modified 21-item checklist
asked children to indicate whether each of the events
ever happened to them (occurrence), the frequencies of
the events (i.e., how many times), age when the events
first occurred, and emotional impact at both the time
of the occurrence and the present. The emotional impact
was assessed using the question, ‘‘How much it upset
you then [now]?’’ with a 3-point response option (none,
some, lots). Accordingly, five composite scores or indices
were calculated in the current study: occurrence score
(total number of different events endorsed), density
index (sum of total occurrences of all events), duration
of impact index (difference between current age and the
age of first occurrence of the event), initial impact score
(emotional impact at the time of occurrence), and lasting
impact score (emotional impact at the present).

Although we reported the item-level responses of the
21-item version in this study, we excluded the responses

to 3 items from the calculation of the five composite
scores because either the responses to some of these
items were only available from part of the sample
(e.g., the 2 items concerning HIV=AIDS-related paren-
tal illness and death) or the responses might potentially
overlap with other items in the scale (e.g., the response
to the open-end question of ‘‘other scary or upsetting
event’’). Cronbach’s alpha of the occurrence, initial
impact, and last impact scales for the remaining 18 items
were .69, .92, and .87, respectively. No reliability
analysis was performed for the density and duration of
impact indices as there was no reason to expect children
to have consistent responses in frequencies and age of
occurrence in these potential trauma and loss events.

Posttraumatic stress. AIDS orphans and vulner-
able children were asked to complete the posttraumatic
stress (PTS) scale, one of the six clinical scales in the
Trauma Symptom Checklist for Children (TSCC:
Briere, 1996). The TSCC is a multi-domain measure of
responses to unspecified traumatic events in young
children (Briere, 1996). The TSCC has demonstrated
adequate reliability and validity among AIDS orphans
and children living with HIV-infected parents (Li et al.,
2009). The TSCC PTS scale consists of 10 items
measuring posttraumatic symptoms including intrusive
thoughts and sensations as well as memories of painful
past events, nightmares, fears, and cognitive avoidance
of painful feelings. Each PTS item presents a statement
and children are asked to indicate how often (never,
sometimes, lots of times, almost all of the time) the
statement is true of their own thoughts, feelings, or
behaviors. Cronbach’s alpha of the PTS scale was .81
for the current study sample. A mean score was
obtained as the PTS scale score with a higher score
indicating a higher level of posttraumatic stresses.

Depression. Children’s depressive symptoms were
measured using the Center for Epidemiological Studies
Depression Scale for Children (Fendrich, Weissman, &
Warner, 1990). The scale is a 20-item self-report depres-
sion measure with a 4-point response option, ranging 0
(not at all), 1 (a little), 2 (some), and 3 (a lot). Sample
items include ‘‘I was bothered by things that usually
don’t bother me.’’ A mean score was employed as the
scale score with higher scores indicating increasing levels
of depression. Cronbach’s alpha of the scale was .81 for
the current study sample.

Loneliness and social dissatisfaction. The Chinese
version of the Children’s Loneliness Scale (Asher,
Hymel, & Renshaw, 1984; Wang, 1993) was admini-
strated to the children in the current study. The scale
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consists of 24 items, 16 of which assess children’s
perceived loneliness and social dissatisfaction, and the
other 8 items served as the ‘‘filler items’’ that focus on
children’s hobbies and other activities. The filler items
were designed to help children relax while completing
the scale (Asher et al., 1984). Sample loneliness and
social dissatisfaction items include ‘‘I have nobody to
talk to’’ and ‘‘It is hard for me to make friends.’’ The
Children’s Loneliness Scale items have a 5-point
response option ranging from not at all true to always
true. Cronbach’s alpha for the 16 loneliness items was
.82 for the current study sample. A mean total score
(items reversed when appropriate) was used such that
higher scores indicated higher levels of loneliness and
social dissatisfaction.

Self-esteem. Global feelings of self-worth and
self-acceptance were assessed using the 10-item
Self-Esteem Scale developed by Rosenberg (1965).
Sample items include ‘‘I feel that I have a number of
good qualities’’ and ‘‘I am able to do things as well as
most other people.’’ The Self-Esteem Scale with a
4-point response option (i.e., strongly disagree to
strongly agree) was introduced into China more than a
decade ago (Wang, 1993). A mean score was used as
scale score with higher scores indicating higher levels
of self-esteem. Cronbach’s alpha for the current study
sample was .64.

Future expectation. Children were asked to
complete a modified version of the Children Future
Expectation Scale (Bryan, Rocheleau, Robbins, &
Hutchison, 2005). This modified version consists of six
items assessing expectations about specific future
outcomes in life (e.g., handling problems in life, hand-
ling school work, having friends, staying out of trouble,
having a happy life, having interesting things to do).
These items were rated on a 5-point scale of surety of
positive outcome (not at all to very much). The six items
have a Cronbach’s alpha of .84 for the current study
sample. A mean score was obtained as scale score with
higher scores reflecting more positive expectations.

Future orientation. Two scales were employed in
the current study to measure future orientation of the
study samples. The first scale (Hope) is a four-item
measure of child’s hopefulness with regard to some con-
crete outcomes in the future (e.g., ‘‘How likely do you
think you will graduate from high school some day?’’;
Whitaker, Miller, & Clark, 2000). The items in the Hope
scale have a 4-point response option ranging from 1 (will
not happen) to 4 (will definitely happen). The second seven-
item scale (Control) is a personality-based=dispositional

measure relating to a child’s perceived control over the
future (e.g., ‘‘What happens to me in the future mostly
depends on me’’; Whitaker et al., 2000). The children
indicated the degree of their agreement to each of the
statements with a 4-point response option ranging from
1 (disagree a lot) to 4 (agree a lot). Cronbach’s alpha for
the two scales were .74 and .64, respectively. A mean score
(with appropriate reverse coding) was obtained for each of
the scales as scale score with a higher score indicating a
higher level of positive future orientation.

School adjustment. The Child Rating Scale (CRS),
a 24-item self-rating scale, was employed in the current
study for children to complete. The CRS has been used
as a screening tool to identify children experiencing
school adjustment problems (Hightower, 1987). Using
a 3-point rating scale, ranging 1 (usually no), 2
(sometimes), and 3 (usually yes), the CRS consists of
four 6-item subscales: Rule Compliance=Acting Out,
Anxiety=Withdrawal, Peer Social Skills, and School
Interest. The Rule Compliance=Acting Out scale
assesses a child’s conduct with regard to a number of
typical school and classroom rules (e.g., ‘‘I bother
classmates who are working,’’ ‘‘I follow the class rules’’).
The Anxiety=Withdrawal scale measures a child’s inter-
nal reaction to distress (e.g., ‘‘I get scared in school,’’
‘‘I worry about things at school’’). The Peer Social Skills
scale assesses a child’s interpersonal functioning and
confidence in dealing with peers (e.g., ‘‘I have many
friends,’’ ‘‘My classmates tease me,’’). The School Inter-
est scale measures a child’s interest in school-related
activities (e.g., ‘‘I like to do school work,’’ ‘‘I like to
answer questions in class’’). Cronbach’s alphas for the
four CRS subscales were .44, .63, .53, and .54, respec-
tively, in the current study. A mean score (with appro-
priate reverse coding) was obtained for each subscale
as the scale composite score with a higher score indicat-
ing a higher level of the perception=behavior the scale
intends to measure.

Statistical Analysis

First, an analysis of variance (ANOVA; for continuous
measures) or chi-square test (for categorical measures)
was performed to examine differences in demographic
characteristics by the three groups of children (i.e.,
AIDS orphans, vulnerable children, and comparison
children). Second, to assess the prevalence of lifetime
incidence of traumatic events among the study sample,
an ANOVA was employed to compare mean scores of
the five LITE–S scales (occurrence, density, duration
of impact, initial impact, and lasting impact) by
children’s group, sex, and age. To facilitate the group
comparison by age, children were divided into three
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developmental groups: preadolescents (11 years of age
or younger), early adolescents (12–14 years of age),
and middle adolescents (15 years of age or older). For
both children’s group and age group, post hoc multiple
comparisons were conducted to identify the pairwise
differences using the one-way ANOVA with the
criterion of the least significant difference.

Third, Pearson product-moment correlation coeffi-
cients were calculated among the five LITE–S scales
and the other psychosocial measures. Finally, multi-
variate analysis using general linear model (GLM)
procedure was performed to test the effects of
traumatic events, children group, sex, and all of their
interaction terms on psychosocial adjustment. To use
the traumatic events as the main between-subjects
factor in GLM, the composite occurrence score of
LITE–S was dichotomized using median split
(i.e., �2 events vs. �3 events). Children’s age, number
of siblings, perceived health status, and family SES
were included in the GLM as covariates. All psychoso-
cial measures except TSCC PTS (which had data only
from the AIDS orphans and children living
with HIV=AIDS) were employed as the dependent vari-
ables in the GLM analysis. The multivariate
significance using Pillai’s Trace with approximate F sta-
tistic and the conventional F statistics from univariate
ANOVA for each dependent variable were provided
from GLM analysis. All analyses were conducted using
SPSS for Windows V15.0.

RESULTS

Sample Characteristics

As shown in Table 1, the sample in the current study
consisted of 826 boys and 799 girls (49%). The mean
age (M) was 12.85 (SD¼ 2.21) years and did not differ
between boys and girls (M¼ 12.89, SD¼ 2.20 vs.
M¼ 12.82, SD¼ 2.23). Ninety-nine percent of the chil-
dren were of Han ethnicity (the largest Chinese ethnic
group, which constitutes about 91.9% of the total
population in China). Two thirds of the sample consid-
ered themselves as being ‘‘very good’’ or ‘‘good’’ in
health. The majority of the sample (>70%) reported
that their father or mother had no more than middle
school education. About one fifth of the children did
not know their parental education attainment. The
majority of the parents (66% fathers and 81% mothers)
worked mainly in farming or as small merchants.
There were a number of significant differences in
demographic characteristics among the three groups.
Orphans were older (M¼ 13.16, SD¼ 2.20) than
either vulnerable children (M¼ 12.36, SD¼ 2.24)
or the comparison children (M¼ 12.83, SD¼ 2.11),

F(2, 1613)¼ 19.24, p< .0001. The proportion of chil-
dren who did not know their parental education attain-
ment was significantly higher among AIDS orphans
(24% for father and 29% for mother) than vulnerable
children (14% for each parent) or comparison children
(13% for each parent), v2(8)¼ 52.27, p< .0001, for
father; v2(8)¼ 77.66, p< .0001, for mother. More
orphans or vulnerable children reported that their par-
ents mainly engaged in farming than comparison chil-
dren: 80% and 75% vs. 67%, v2(6)¼ 70.77, p< .0001,
for mother; 65% and 58% vs. 41%, v2(6)¼ 39.79,
p< .0001 for father. The family SES composite
score differed among three children groups with
comparison children scoring the highest and vulnerable
children scoring the lowest, F(2, 1623)¼ 11.00, p<
.0001.

TABLE 1

Sample Characteristics

Overall

AIDS

Orphans

Vulnerable

Children

Comparison

Children

N (%) 1625 (100%) 755 (47%) 466 (29%) 404 (25%)

Boys 826 (51%) 403 (53%) 219 (47%) 204 (51%)

Girls 799 (49%) 352 (47%) 247 (53%) 200 (50%)

M Age (SD) 12.85 (2.21) 13.16 (2.20) 12.36 (2.24) 12.83 (2.11)�

No. of Siblings 1.61 (1.34) 1.58 (1.46) 1.67 (1.36) 1.59 (1.04)

Health

Very Good 464 (30%) 193 (27%) 139 (32%) 132 (33%)

Good 523 (34%) 258 (36%) 146 (33%) 119 (30%)

Fair 499 (32%) 234 (33%) 132 (30%) 133 (34%)

Poor 65 (4%) 34 (5%) 20 (5%) 11 (3%)

Father Education

No School 41 (3%) 29 (4%) 7 (2%) 5 (1%)

Elementary

School

527 (33%) 231 (31%) 175 (38%) 121 (30%)

Middle School 597 (38%) 251 (34%) 166 (36%) 180 (45%)

�High School 134 (8%) 49 (7%) 44 (10%) 41 (10%)

Don’t Know 294 (19%) 177 (24%) 65 (14%) 52 (13%)

Mother Education

No School 476 (9%) 67 (9%) 52 (12%) 24 (6%)

Elementary

School

614 (39%) 238 (33%) 208 (46%) 168 (42%)

Middle School 421 (27%) 177 (25%) 115 (25%) 129 (32%)

�High School 70 (5%) 28 (4%) 16 (4%) 26 (7%)

Don’t Know 318 (20%) 206 (29%) 61 (14%) 51 (13%)

Mother Occupation

Farmer 1141 (75%) 540 (80%) 335 (75%) 266 (67%)

Small Merchant 90 (6%) 32 (5%) 18 (4%) 40 (10%)

Migrant 193 (13%) 60 (9%) 73 (16%) 60 (15%)

Other 95 (6%) 47 (7%) 19 (4%) 29 (7%)

Father Occupation

Farmer 879 (57%) 462 (65%) 255 (58%) 162 (41%)

Small Merchant 131 (9%) 45 (6%) 35 (8%) 51 (13%)

Migrant 415 (27%) 146 (21%) 129 (29%) 140 (35%)

Other 117 (8%) 54 (8%) 21 (5%) 42 (11%)

Family SES (SD) 1.94 (1.17) 1.92 (1.17) 1.79 (1.17) 2.15 (1.15)

Note. SES¼ socioeconomic status.
�p< .0001.
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Traumatic Life Events

As shown in Table 2, the experience of traumatic events
among children in the current study varied substantially
by the nature of the events and by the children group.
The events that occurred the most among this
study sample were illness and death among family and
relatives with significant differences in these events
among the three groups. The AIDS orphans and=or

vulnerable children reported significantly more events
than comparison children, not only those events
concerning illness or death among family members
and relatives but also other events such as having been
hurt in accidents, friends being sick, hurt or having died,
parents having been separated or divorced, having been
taken away from family, having been tied up or locked
in a small place, having been made to do sex things,

TABLE 2

Life Incidence of Traumatic Events and Psychosocial Measures Among Children in Rural China

Entire

Sample

AIDS

Orphans

Vulnerable

Children

Comparison

Children

Traumatic Events (LITE)

1. Been in a car accident 107 (7%) 58 (8%) 29 (7%) 20 (5%)

2. Been hurt in another

kind of accident or sick

in the hospital

226 (15%) 120 (17%) 65 (15%) 41 (11%)�

3. Seen someone else get hurt 608 (40%) 295 (42%) 157 (36%) 156 (40%)

4. Someone in the family

in the hospital (hurt or sick)

580 (38%) 320 (45%) 148 (34%) 112 (29%)����

5. Someone in the family died 703 (46%) 556 (77%) 80 (19%) 67 (17%)����

6. Friend very sick, hurt, or died 180 (12%) 99 (14%) 48 (11%) 33 (8%)�

7. Been in a fire 127 (8%) 66 (9%) 36 (8%) 25 (6%)

8. Been in a hurricane, tornado, or flood 88 (6%) 47 (7%) 25 (6%) 16 (4%)

9. Parents broke things or hurt each other 246 (16%) 112 (15%) 81 (18%) 53 (14%)

10. Parents separated or divorced 84 (5%) 56 (8%) 17 (4%) 11 (3%)���

11. Been taken away from family 75 (5%) 50 (7%) 21 (5%) 4 (1%)����

12. Been hit, whipped, beaten, or hurt 116 (7%) 60 (8%) 29 (7%) 27 (7%)

13. Been tied up or locked in a small place 46 (3%) 24 (3%) 18 (4%) 4 (1%)�

14. Been made to do sex things 67 (4%) 41 (6%) 18 (4%) 8 (2%)�

15. Been threatened 91 (6%) 48 (7%) 27 (6%) 16 (4%)

16. Been robbed (or house robbed) 74 (5%) 46 (6%) 22 (5%) 6 (2%)���

17. Parents had HIVa 862 (74%) 534 (74%) 328 (76%) n=a

18. Parents died of HIVb 506 (71%) 506 (71%) n=a n=a

19. Relatives had HIV 530 (35%) 268 (38%) 180 (43%) 82 (21%)����

20. Relatives died of HIV 348 (23%) 211 (30%) 94 (23%) 43 (11%)����

21. Other scary or upsetting event 238 (15%) 88 (12%) 116 (25%) 34 (8%)����

LITE Scale Score (18 Items)c

Occurrence 2.71 (2.43) 3.34 (2.40) 2.47 (2.51) 1.81 (2.02)����

Density 4.12 (3.83) 4.70 (4.22) 3.49 (3.04) 3.50 (3.47)����

Duration of Impact 10.71 (10.89) 12.37 (11.58) 7.94 (8.07) 9.01 (10.66)����

Initial Impact 7.52 (6.67) 8.95 (7.06) 6.54 (6.69) 5.16 (4.46)����

Lasting Impact 6.09 (5.93) 7.07 (6.39) 5.31 (5.62) 4.41 (4.29)����

Psychosocial Measures

PTSa .56 (.48) .58 (.46) .53 (.49) n=a

Depression 0.93 (.43) 1.03 (.44) .88 (.39) .81 (.41)����

Loneliness 2.43 (.71) 2.46 (.71) 2.62 (.66) 2.15 (.66)����

Self-Esteem 2.87 (.42) 2.88 (.43) 2.78 (.40) 2.97 (.40)����

Future 3.06 (.90) 3.07 (.87) 2.96 (.96) 3.16 (.87)��

Hope 2.85 (.71) 2.84 (.75) 2.75 (.74) 3.01 (.59)����

Control 2.98 (.55) 2.99 (.62) 2.90 (.50) 3.08 (.45)����

Rule Compliance 2.37 (.28) 2.36 (.28) 2.34 (.30) 2.40 (.26)��

Anxiety 1.53 (.42) 1.58 (.43) 1.52 (.42) 1.43 (.40)����

Peer Social Skills 2.47 (.37) 2.44 (.37) 2.46 (.37) 2.53 (.36)����

School Interest 2.54 (.36) 2.51 (.38) 2.54 (.36) 2.61 (.32)����

Note. LITE¼Life Incidence of Traumatic Events; PTS¼ posttraumatic stress.
aData were available only from AIDS orphans and vulnerable children. bData were available only from AIDS

orphans. cExcluding Items 17, 18, and 21.
�p< .05. ��p< .01. ���p< .001. ����p< .0001.
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having been robbed or house robbed. As shown in
Table 2, excluding the three items concerning parental
HIV=AIDS-related illness and death and other scary or
upsetting event, the AIDS orphans scored significantly
higher than other children on the overall occurrence of
the traumatic events, the density of the events, the dura-
tion of impact, initial impact, and lasting impact. Post
hoc multiple pairwise comparisons indicated that the
children living with HIV-infected parents also reported
significantly higher occurrences of traumatic events than
the comparison children. Our preliminary data analyses
suggested that AIDS orphans and vulnerable children
generally reported poorer psychosocial measures than
comparison children (the lower section of Table 2).

Sex and Age Difference

Table 3 shows the group differences by children’s sex
and developmental stages (preadolescence, early adoles-
cence, and middle adolescence). The boys and girls
scored similar in all five measures of traumatic events,
but boys scored higher than girls on hopefulness but
lower on rule compliance, peer social skills, and school
interests. The reported life incidences of traumatic
events showed a significant age trend with all five
measures of traumatic events increasing with age in a
linear fashion (p< .001). There was a significant
developmental trend in 7 of the 11 psychosocial
measures with older children generally reporting a better

psychosocial adjustment (with the exception of posttrau-
matic stress, depression, anxiety, and school interest).
However, compared to early adolescents, preadolescents
and=or middle adolescents scored higher in posttrau-
matic stress, depression, and anxiety.

Traumatic Events Measures and Psychosocial
Scales

Table 4 depicts the correlation coefficients among five
traumatic measures and psychosocial scales. All five
traumatic measures were positively correlated with post-
traumatic stress, anxiety, and depression. All traumatic
measures except duration of impact were positively corre-
lated with loneliness and negatively correlated with
self-esteem, perceived control over the future, rule compli-
ance, and school interest. In addition, the occurrence of
traumatic events, the initial and lasting impact were nega-
tively correlated with peer social skills. Similarly, the
occurrence and the density of traumatic events were nega-
tively associated with hopefulness. None of the traumatic
measures was significantly correlated with future expecta-
tion. Because the score of occurrence significantly corre-
lated with the scores of other four measures of
traumatic events (i.e., r¼ .74 with density, .65 with dura-
tion of impact, .64 with initial impact, and .58 with last
impact; p< .0001 for all the correlations), the occurrence
score was employed in the multivariate analysis as the
measure of overall experience of traumatic events.

TABLE 3

Sex and Age Difference in Scale Scores of Trauma Exposure and Psychosocial Measures

Sex Age in Years

Boys Girls �11 12–14 �15

N (%) 826 (51%) 799 (49%) 441 (27%) 761 (47%) 412 (26%)

Trauma Measures

Occurrence 2.80 (2.53) 2.62 (2.31) 2.52 (2.87) 2.51 (2.22) 3.24 (2.18)����

Density 4.15 (3.52) 4.10 (4.13) 3.70 (4.32) 3.95 (3.53) 4.74 (3.81)���

Duration of Impact 10.82 (10.11) 10.60 (11.61) 7.32 (10.61) 9.68 (9.35) 14.35 (12.17)����

Initial Impact 7.64 (6.77) 7.39 (6.58) 7.04 (7.57) 6.90 (6.04) 8.81 (6.67)����

Lasting Impact 6.05 (5.81) 6.11 (6.06) 5.44 (6.21) 5.45 (5.45) 7.41 (6.15)����

Psychosocial Measures

PTSa .55 (.46) .57 (.49) .63 (.58) .50 (.42) .59 (.42)����

Depression .93 (.42) .93 (.44) .97 (.44) .88 (.41) 1.00 (.44)����

Loneliness 2.45 (.71) 2.41 (.71) 2.60 (.71) 2.41 (.72) 2.28 (.63)����

Self-Esteem 2.88 (.42 2.87 (.42) 2.81 (.39) 2.88 (.44) 2.94 (.40)����

Future 3.09 (.94) 3.03 (.86) 2.91 (.99) 3.02 (.92) 3.28 (.70)����

Hope 2.89 (.74) 2.82 (.68)� 2.74 (.80) 2.85 (.71) 2.98 (.57)����

Control 2.97 (.50) 3.00 (.61) 2.79 (.50) 3.01 (.61) 3.13 (.42)����

Rule Compliance 2.33 (.28) 2.41 (.28)���� 2.34 (.32) 2.36 (.28) 2.41 (.24)��

Anxiety 1.53 (.43) 1.52 (.41) 1.53 (.44) 1.50 (.43) 1.57 (.38)�

Peer Social Skills 2.42 (.37) 2.52 (.36)���� 2.42 (.38) 2.46 (.37) 2.54 (.35)����

School Interest 2.50 (.37) 2.58 (.35)���� 2.53 (.38) 2.56 (.35) 2.53 (.36)

Note. PTS¼posttraumatic stress.
aData were available only from AIDS orphans and vulnerable children.
�p< .05. ��p< .01. ���p< .001. ����p< .0001.
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Multivariate Analysis

As shown in Table 5, the GLM analysis revealed multi-
variate significances (p< .0001) for all the factor vari-
ables (occurrence of traumatic events, children group,
and sex) and three of the four covariates (child age,
number of siblings, and perceived health status) exam-
ined in the model. None of the four interaction terms
among three factor variables (three two-way interac-
tions and one three-way interaction) showed multivari-
ate significance. At univariate level, the traumatic
events showed significant effect on depression, and
loneliness, rule compliance, anxiety, and peer social
skills. Children’s group had a significant effect on all

the psychosocial measures except the rule compliance.
Children’s sex showed significant effects on loneliness
and three of the four school-related measures (rule
compliance, peer social skills, and school interests).
Age was a significant covariate for all dependent
variables except depression, anxiety, and school interest
(see Table 3). Number of siblings was a significant
covariate for loneliness, self-esteem, hopefulness,
anxiety, and peer social skills. Perceived health status
was a significant covariate for all psychosocial measures
except self-esteem, hopefulness, rule compliance, and
school interest. The family SES was only significant
for future expectation. The inspection of cell means
revealed that in general, larger number of siblings,
poorer perceived health status, and lower SES were
associated with poorer psychosocial adjustment.

DISCUSSION

Results of this investigation highlight the significant
traumas and adjustment problems of children orphaned
by AIDS in China. Although AIDS orphans were found
to suffer on average the most stress and psychosocial
symptoms, those children living with an HIV-infected
parent also faired worse than comparison children
whose families were not directly touched by HIV=AIDS.
These data are consistent with prior research from
Western and Eastern cultures also demonstrating nega-
tive effects of losing a parent, having a family member
suffering from HIV, and exposure to stressful life events
on child and adolescent mental health (Haine et al.,
2008; Rotheram-Borus et al., 2005; Zhao et al., 2008).
We hope our findings will translate directly into greater
empathy and sensitivity to such children’s substantial

TABLE 5

Multivariate Analysis (General Linear Model) of Effect of Trauma Exposure on Psychosocial Adjustment

Trauma

Exposure

Children

Group Sex Age

No. of

Siblings

Health

Statusa
Family

SES

Multivariate Testb 8.33���� 7.09���� 6.47���� 12.77���� 3.39���� 8.07���� 1.49

Depression 72.73���� 19.65���� 0.42 0.81 1.33 42.24���� 0.07

Loneliness 3.97� 29.62���� 4.05� 32.39���� 5.37� 6.40� 0.91

Self-Esteem 1.83 17.11���� 0.15 11.97��� 8.14�� 0.76 0.19

Future 0.38 3.40� 2.04 18.78���� 0.72 12.93���� 3.90�

Hope 2.09 13.36���� 1.74 5.30� 8.97�� 0.00 1.43

Control 0.80 8.51���� 3.75 67.92���� 0.59 9.07�� 2.20

Rule Compliance 10.91��� 0.74 26.40���� 5.27� 0.40 0.09 0.35

Anxiety 16.00���� 7.60��� 0.55 0.67 10.24��� 11.13��� 0.07

Peer Social Skills 1.43 5.94�� 27.06���� 25.49���� 9.48�� 19.74���� 0.00

School Interest 0.89 5.07�� 15.22���� 2.76 0.03 0.67 0.70

Note. SES¼ socioeconomic status.
aPerceived health status ranged 1 (very good) to 4 (poor). bNone of the interaction terms was reported in the table because

of absence of multivariate significance.
�p< .05. ��p< .01. ���p< .001. ����p< .0001.

TABLE 4

Correlations Between Trauma Exposure and Psychosocial

Adjustment

Trauma Exposure Scales

Occurrence Density

Duration

of Impact

Initial

Impact

Lasting

Impact

PTSa .40���� .32���� .20���� .34���� .36����

Depression .32���� .26���� .24���� .30���� .31����

Loneliness .10���� .06� .01 .10���� .11����

Self-Esteem �.07�� �.06� �.00 �.08�� �.08�

Future .02 �.00 .04 �.00 �.01

Hope �.07�� �.06� �.02 �.05 �.05

Control �.08��� �.07� �.03 �.10���� �.10���

Rule Compliance �.09���� �.06� �.03 �.09�� �.09��

Anxiety .17���� .14���� .16���� .23���� .21����

Peer Social Skills �.07�� �.05 �.06 �.06� �.07�

School Interest �.08��� �.09��� �.05 �.09��� �.10���

Note. aData available only for AIDS orphans and vulnerable

children.
�p< .05. ��p< .01. ���p< .001. ����p< .0001.

740 LI ET AL.

D
o
w
n
l
o
a
d
e
d
 
B
y
:
 
[
W
a
y
n
e
 
S
t
a
t
e
 
U
n
i
v
e
r
s
i
t
y
]
 
A
t
:
 
1
4
:
4
3
 
8
 
S
e
p
t
e
m
b
e
r
 
2
0
0
9



psychosocial needs. We recommend that interventionists
take advantage of what has been learned in this and
other research on children and HIV=AIDS, complicated
grief, and other empirically based prevention and inter-
vention efforts to directly improve Chinese children’s
mental health (Rotheram-Borus et al., 2006; Shear,
Frank, Houck, & Reynolds, 2005; Weisz, Sandler,
Durlak, & Anton, 2005).

Clearly losing a parent and living with a chronically
ill parent are significant risk factors to child and
adolescent adjustment. However, despite these and
other substantial risks suffered by the children in this
study, there was also ample evidence that many of the
orphaned children in this study were not reporting
clinically significant or even elevated levels of mental
health problems. This, too, was not surprising as much
research has documented the tremendous resilience most
children show in the face of stress (Cicchetti & Curtis,
2007). Further research on this sample will investigate
key protective factors that could help to buffer children
from the detrimental effects of the stresses associated
with having a family member with HIV=AIDS.

Our study also highlights important processes
whereby losing a parent contributes to adjustment
problems. That is, children orphaned were exposed to
significantly more traumatic life events over and above
the death of their parents per se than children living with
HIV-infected or healthy parents. We believe this is
because parents play a crucial role in protecting children
from negative life events. In the absence of that
protection, children in this study reported more
accidents or injuries, a greater likelihood of being
victims of robbery and child maltreatment such as being
tied up or locked in, and sexual abuse than did the
comparison children. These events appeared to further
detract from the youth’s psychosocial well-being.
However, it was not the greater exposure to additional
traumatic events alone that explained all of the variance
in psychosocial problems. That is, both losing a parent
to AIDS and living with an HIV-infected parent was
associated with poorer adjustment over and above the
influence of traumatic events. The only exception to this
pattern was for rule compliance in which trauma
exposure but not group status was a significant unique
predictor of rule-breaking behavior.

In the case of all other mental health problems, the
results demonstrated a pattern whereby orphans
reported more problems than children living with a
parent with HIV, who reported more mental health
problems than the comparison children. These predicted
patterns of findings further support the hypothesis that
losing a parent to AIDS and having a parent with
HIV are both uniquely stressful for children and likely
detract from their mental health. Furthermore, there
were two significant interactions with group status and

trauma exposure. In the first case, for children who lost
a parent or were living with a parent with HIV had
stronger associations—or perhaps stronger responses—
to trauma exposure. Although losing a parent is not
listed as a possible traumatic even by the DSM–IV–
TR and others recognize that not all children who lose
their parents are traumatized (Cohen & Mannarino,
2004), the results of our investigation do highlight the
vulnerability of children to parental loss. Perhaps the
widespread nature of the epidemic as well as the stigma
associated with HIV=AIDS contributed to making these
parental deaths particularly stressful, if not traumatic, to
the children in this investigation.

Child age appeared to be an important demographic
for understanding children’s functioning. In particular,
although the oldest children in the study (i.e., the 15-
to 18-year-olds) reported the greatest trauma exposure,
they reported lower depression and loneliness and
higher self-esteem, control, hope, and future orientation
than did younger children in the study. The reasons for
these age differences in adjustment are unclear. Presum-
ably, the higher trauma exposure is due to the fact that
the older children had more time and perhaps indepen-
dence or lower levels of supervision contributing to
greater exposure to traumatic events. Perhaps the
strengths demonstrated by the older children are a
function of their greater cognitive resources to come to
terms with their situation. It also may be because they
were older than the others in the study when they lost
their parents, and therefore perhaps better able to cope
with the loss of their caregivers (Bifulco et al., 1992;
O’Connor, 2003).

Five measures tapping different aspects of children
trauma exposures (i.e., occurrence, density, duration of
impact, initial and lasting impact) were employed to
provide comprehensive measures in the current study.
However, these five different portions of the inquiry
presented a challenge to most of the participants,
especially the young children (e.g., those 14 years of
age or younger), perhaps because they did not under-
stand all of the questions and response formats, and
because the questions required substantive efforts of
recall. Based on the high correlations between occur-
rence and other measures of trauma exposure and the
findings of multivariate analysis in the current study,
we believe that counts of trauma occurrences by itself
provided a reasonably reliable and valid single measure
of overall trauma exposure among young children. This
scale alone may be all that is necessary in assessments of
traumatic events among children, particularly, in the
situation where the length of assessment inventory is a
concern.

Data from the current investigation suggested potential
underreporting of traumatic events. For example, only
74% and 71% of the AIDS orphans reported
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HIV=AIDS-related illness and death among their
parents and 76% of vulnerable children reported parental
infection of HIV=AIDS. Likewise, only 77% of the AIDS
orphans (including 71% of the double orphans living in
AIDS orphanage) reported any death in the family.
Some of the underreporting related to the HIV-related
illness and death could be because some children may
not be aware of the actual cause of their parents’ illness
and death. Some of the underreporting may also be
because of denial (of parental illness and death) among
young children. Future study needs to examine the
possible causes of such underreporting and the inter-
pretation of the data in the current study needs to be
cautioned as such underreporting may have caused an
underestimation of trauma exposure among these
children.

The heavy reliance on self-report, more generally, is a
significant limitation of the present study. The partici-
pants may have shown a tendency to underreport (or
overreport) not only traumatic events but also mental
health and behavioral problems. It will be important
for future investigations to include corroborating
reports from caregivers, peers, and teachers. Moreover,
because children were the sole informants for all of the
constructs examined herein, the findings were likely
shaped by shared informant and shared method
variance. Several psychosocial scales in the current
study had low estimates of internal consistency (e.g.,
Cronbach’s a¼ .44 for rule compliance, .53 for anxiety,
.54 for school interest, .64 for self-esteem, and .64 for
control). The low reliability might have attenuated some
of the correlations between these scales and trauma
exposure, leading to underestimation of the trauma
effect sizes. Again, future research would be improved
through inclusion of multiple informants and more
reliable measurement instruments.

The cross-sectional design is a further shortcoming
as it does not permit support for the direction of
influence among the findings. For instance, it could
be that poor behavior control and other mental health
problems such as depression might predispose children
to traumatic events due to careless accidents, or lack
of self-preservation because of personal despair.
Longitudinal research with urban, low income,
American minority adolescents found evidence for
transactional influences between distressed mood and
stressful life events over time. One prominent pathway
the American research uncovered appeared to be for
distressed youth to recall more stressful events than
less distressed youth (Clements, Aber, & Seidman,
2008). In other words, those youth with low mood
had a bias to recall more stressful events. Cognitive
maturation factors for the younger children might
further hamper the accurate recollection of past
traumatic events, depending on how young the child

was at the time the event(s) occurred. Future research
with samples from a variety of backgrounds needs to
include longitudinal follow-ups of children to help
further understand how trauma exposure undermines
psychosocial adjustment.

The present sample also has limited generalizability.
Although this study did replicate prior research on
trauma exposure, parental loss, living with an HIV
infected parent, and mental health, the sample in the
current study might not be representative of other
AIDS orphans in China (in terms of cause of parental
death=infection, ethnicity composition, geographic
concentration). Therefore, our ability to generalize the
findings of this study to other AIDS orphan population
is limited until further study. The sample also was
homogeneous in regards to SES as all children were
living in a poverty-dense area. In addition, findings
from this rural sample may not generalize to urban
samples. This study also was limited in its focus solely
on psychosocial outcomes. Stress also has been shown
to be associated significantly with physical health
related problems (Evans & Kim, 2007). It will be
important for future investigations of stress and trauma
among Chinese children to include physical health
related outcomes as well.

Implications for Research, Policy, and Practice

Despite the potential limitations, this study provides
ample evidence for the elevated mental health needs
among children whose families have been impacted by
HIV=AIDS in China. It is our hope that these data bring
greater attention from policymakers, researchers, and
health care providers to these needs and result the
provision of developmentally appropriate, and cultu-
rally informed, supportive health promotion practice
to children who have already suffered parental loss or
faced the potential of losing a parent throughout the
world. Future research is needed to explore the indivi-
dual and environmental factors that can help to buffer
affected children from the detrimental effects of parental
HIV=AIDS and other traumatic events in their lives. The
governments and local communities in China and other
developing countries will need to develop culturally and
developmentally appropriate policy and practice to
safeguard children affected by HIV=AIDS from further
traumatic exposure. The data in the current study also
underscore the importance of intervention efforts for
affected children that focus on coping with trauma as
well as interventions to improve psychosocial function-
ing. Especially fruitful might be culturally adapting
and evaluating with Chinese children interventions such
as those for traumatic grief and PTS disorder that have
been supported empirically for use with American youth
(Cohen & Mannarino, 2004; Griner & Smith, 2006).
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