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Abstract
The purpose of the study was to find out the psgathal problems of HIV/AIDS orphans and
their coping mechanisms in Hana Orphan Home. Tdenmew participants of HIV/AIDS
orphans and four FGD participants (psychologistciabworker, supervisor & house mother)
were participated in the study. The participantdhaf interview and FGDs were selected using
purposive and simple chain-referral system sampliachniques respectively. An existential
(phenomenological) qualitative design was utiliz@ddepth interview and FGD were conducted
within two months. Three overall themes (i.e. psiadical & social problems and their coping
mechanisms) were emerged from the interviews aadgulated with FGD. The study result on
the first theme shows that participants have pspdical problems (hopelessness and
loneliness, depression, negative self image and farelove and care). Regarding the second
theme some participants have poor social livestfi@teship was manifested. On the last theme,
most of the participants employed Emotion Focusegirtgy Mechanisms (talking to people,
cognitive distraction and avoidant) and, situatibacused Coping Mechanisms (access support,
Being an expert and spirituality)



CHAPTER ONE
INTRODUCTION
1.1.Background of the Study

Orphans are perhaps the most tragic long-term {eghthe HIV/AIDS pandemic because even
though HIV/AIDS infections are going down, the oaphpopulation continues to rise. The
stigma attaches to HIV/AIDS exacerbates the traaneady experienced, and hampers the
bereavement process due secrecy of AIDS deathsi(Bdvbubani,2011).The bereaved in most
cases lack the necessary emotional support bet¢hegevould not want to disclose to other

people their pain and sorrow for fear other peayplelearn the cause of their relatives’ death.

It is obvious that household incomes decline winenlread winner falls ill from HIV/AIDS and
can longer work full-time or at all. A study cadieut to establish the socio-economic status of
households with orphans compared to those housekgtldout orphans indicate that households

with orphans were worse off than households witlwphans(Seaman & Narangui,2009).

It is obvious that HIV/AIDS related to parental tteadas physical, social, economic, health and
psychological impact on children which was overdgiveed by concern on social and economic
impacts, especially in developing countries. Ysesrchers have investigated that the impact of
AIDS in developing countries is essentially the saas that of developed one’s with most
children showing psychological reaction to parernitakss and death as well as stigma and

discrimination associated to them(Forechand,200&K2010).



Research by save the children South Africa shoasdhildren and adolescents experience two
main forms of stigma and discrimination on the BaseHIV/AIDS: general stigmatization and
isolation by families, communities and institutiongithin communities. e.g, churches,
orphanages etc.;and discrimination by service plergi in accessing rights and services(Save

the Children South Africa,2010).

Furthermore, among peers in school, some youngl@eeported to the researchers incidents
where orphans know to have lost their parents ©@SAhad no friend, and in colleges no students
was willing to share accommodation with an orphlamswn to have lost a relatives to AIDS.A

study in the National Children’s Forum on stigmawhd that about 97% of the participants

perceived themselves as having no close friender{@®n,2009).

To get rid of such sort of psychosocial problem¥MIDS orphans uses different coping
strategies. Acceptance of the situation and inec&sowledge about being HIV/AIDS orphan
is a foundation on which those affected could dgvéhdividual and context-adjusted strategies,
e.g. managing stress and having a supportive nefwoorder to stay well and avoid challenges

(Russel & Browne 2011).

The other one is, accessing social support is aptae situation-focused strategy (Lazarus and
Folkman, 1984). Social supports may be social neésveuch as churches, friends, and extended
family, or they may be more formal networks suchhaslth care or educational institutes

(McCubbin, et al., 2008).



Besically, copingstrategies can also be classified as being postiveegative. Some people
use positive coping strategies to manage theiatsitn, such as positive thinking and the
utilization of appropriate social supports, whialklude family, friends, and holy places (Perkins,
et al.,, 2004). Others may also use negative coptrafegies, such as the use of avoidance

behaviors, negative thinking, and substance alBseeff, et al., 2010; Nehra, et al., 2010].

1.2 Statement of the problem

Like adults, children are suffered by the losstditt parents. However, unlike adults children

often do not feel the full impact of the loss signpecause they may not immediately understand
the finality of death. This prevents them from gpthrough the grieving process of the loss of
their parents immediately, which is necessary tover therefore they are at risk of growing up

with unresolved negative emotions which are oftepressed with anger and depression.
Unfortunately, adults do not seem to appreciaté¢ thddren are also adversely affected by

bereavement even though they may not have an sdutiflerstanding of death. Therefore,

children are not given the required support ancberagement to express their emotions nor are

they guided to deal with them (Cluver, 2007).

Emotional support needs to be constantly lookezhdtimproved because children will continue
to suffer across the world. It is therefore appiatperthat attention is given to developmental
situation and well-being of HIV/AIDS orphans. Theme very few research undertaken in Africa
despite the growing concern about the psychosa@iibeing of orphans, except some agencies

effort to address the material needs of HIV/AIDplans, many of these orphans continued to



experience emotional and other psychosocial problend little has been done in these area of

support.(AAHAPCO,2007).

Related to different studies in the last two oethdecades, several have been conducted
on issues of psychosocial problems of HIV/AIDS @p$. Most of the literatures in this area are

western based and there are, of course, few sturd&fsican countries.

Cluver and Gardner (2008) conddc qualitative study on psychosocial problems
of HIV/AIDS orphans and vulnerable children in US&ccording to their finding, Orphan-hood
is frequently accompanied with multidimensional ljeons; depression, hopelessness, suicidal

ideation, loneliness, anger, confusion, helplessrasxiety and fear of being alone.

Coming to the African context, a study in Ugandavekd that orphans had greater risk of
anxiety, depression and anger than non orphanghdfarore, orphans had significantly higher
scores than non-orphans on individual items in Bezk Youth Depression Inventory are
regarded as particularly “sensitive” to the possiptesence of a depressive disorder .(Cantor,

2005).

Another study in south Africa also showed thatdigih orphaned by AIDS were more
likely to report symptoms of depression, peer reteship problems, post-traumatic stress,
delinquency and conduct problems than both childvgshaned by other causes and non-
orphaned children. HIV/AIDS-orphaned children waerere likely to report negative self-image.

(Gardner, 2007)



In Ethiopia, there are few studies e challenges and needs faced by orphans and other
children made vulnerable by HIV/AIDS. One of theidst deals psychosocial distress mainly
associated with anxiety, loss of parental love mmdure, burden of caring for the sick, impact of

family dissolution, stigma, discrimination, grigicfrustration. (Mums, 2011)

Generally speaking, most of above mentioned stuategonducted in western world and
some African countries, including Ethiopia. Howeveahe coping mechanisms of the

psychosocial problems of orphans are not yet deattany of these.

Therefore, this study was carried out to answecé#mgral question of “what are the psychosocial
problems of HIV/AIDS orphans and their coping meubms?” Accordingly, the following
basic research questions related to the psychdsmmblems and coping mechanisms were
raised.

* What are the psychological problems of HIV/AIDS loaps?

* What are the social problems of HIV/AIDS orphans?

* How do HIV/AIDS orphans cope with these psychodqmiablems?

1.3 Objectivesof the Study
The overall objective of this study was to find @mnd describe the psychosocial problems of
HIV/AIDS orphans. Specifically, the study has desid:
» To investigate the psychosocial problems that HIXZ® orphans faces.
» To find out how HIV/AIDS orphans cope with challesgrelated to their psychosocial

problems.



1.4 Operational Definition of Basic Terms
The following terms were defined operationally lasyt were used for this study.
HIV/AIDS Orphans: those orphans who have lost both parents witWAIDS but not

HIV/positive.

Maternal orphans: orphans who have lost their mother with HIV/AIDS.

Pater nal or phans: orphans who lost their father with HIV/AIDS.

1.5 Significance of the Study
From the findings that are obtained from this gattr study, different groups like HIV/AIDS

orphans, care givers in orphanages and reseanbeatd benefit.

HIV/AIDS orphans. The considerable influence of psychosocial pnuislegives rise to a
growing need for support for these individuals. , 8oding of this study would provide an
insight on what issues/ daily lives they need suppo strengthen their ability to manage
suffering and to promote their own wellbeing. Thady would help them to indicate some

coping strategies that would help them and let thtay well in their real life context.

Care Providers: The study would help to ease the burden of ceveigers by helping them
to use a more holistic view that incorporates teespn’s own need of care and whole life
context in the orphanage, instead of focusing omlyroviding them food, shelter and closings.

For example, if care providers understand the pss@tial problem these people faces they can



help them use different assistance modalitiesggyechotherapy. These in turn may gap and ease

the interpersonal communication between the careiger, and HIV/AIDS orphans.

Resear chers: In Ethiopia, there are a lot of orphanages tina gare for HIV/AIDS orphans
and other types of orphans all together. Howevertoamy knowledge, there is no research
conducted on/about particularly of psychosociabpgms and coping mechanisms of HIV/AIDS
orphans. Therefore, this research is expectedltthis gap in the literature by exploring these

problems and coping mechanisms.

1.6 Delimitation
The study setting is HOH which is located in Addisaba, the capital city of Ethiopia. The
orphanage was selected since it incorporates vapes of orphans. As a result, it is the best
place to get informants. In addition, since theagsher is working with this orphan age, she had
better opportunity to get participants in time ekd. The study was also delimited to find out the
psychosocial problems and coping mechanisms ofetlpepple. The study also focused on

HIV/AIDS orphans.

1.7 Limitation of the Study
The limitations of this study are those inherenthi@ use of a qualitative research approach. The
study was limited to ten interviewees and four F@&ticipants. All the interviewees were
HIV/AIDS orphans, regarding participants of FGD ytherere selected using simple chain-

referral system sampling technique from the orphaasegivers. As a result, lack of gender



diversity especially with FGD data was observeavinch most of them were male participants

due to the sampling technique used was also anlatfieation.

The researcher planned and conducted one sesggovienv and FGD. So the research limited to
have one session interview and FGD which might lsmree effect on the depth of the data and
this also limited not to test/crosscheck the rdliigbof the information with participants
themselves.

Research focusing on a larger scale, includingnatide will have a statistical meaning,
to generalize the study’s findings for populatian diversity of the research sample will be
enhanced. The psychosocial problems of maternpat@rnal orphans who live independently in
their homes or independent living communities abould be included with a representative

sample.



CHAPTER TWO
REVIEW OF RELATED LITERATURE
2.1 Definition of Orphan and HIV/AIDS or phans
Orphan is a child less than 18 years of age whose mofth#rer or both parents have died
from any cause of death. (UNAIDS, 2004)
HIV/AIDS Orphan a child who lost one or both parents to HIV/ AlD@®hans. (Chitiyo,2008)
2.2 Worldwide Prevalence of HIV/AIDS orphans
2.2.1 Prevalence of HIV/AIDS orphansin theworld
Globally in 2012,165 million children under the aafel8 years had lost one or both parents due
to all causes of death, whereas 15million childrad lost at least one parent to an AIDS-related

death. (WHO, 2013).

The projections for 2013 indicate that the totahber of orphans under the age of 18 due to all
causes of death will decline to 145.2 million, whilhe number of orphans due to AIDS-related
illnesses have been responsible for approximat&ynflllion deaths worldwide, and have
generated profound demographic changes in the ameatheavily affected, examples ranging
from dramatic decreases in life expectancy; in@eas the number of orphans and increases in

the number of child-headed households (UNAIDS,2008)

Furthermore, UNAIDS/WHO (2008) indicate that in Z0@vo million people died due to AIDS-
related illnesses. Mfecane and Davids (2006) aitieilorphan hood and its impact on households
and communities to the premature deaths of packréso AIDS-related causes in sub-Saharan

African if adults were not dying in large numbergedo AIDS, the world would not be expecting



such large numbers of orphans. Given the aboveststat it can be argued that HIV/AIDS is a
threat to children and their families globally, ahdt will continue to be threat for many years to

come.

2.2.2 Prevalence of HIV/AIDS orphansin Sub-Saharan Africa countries
The report of UNAIDS indicate that, in 2007, suli&a@n African had the highest number of
orphans under the age of 18, with an estimate & dillion from all causes of death globally.
About a quarter of all orphans, 11.6 million, ageta 170years had lost one or both parents to
AIDS-related deaths by the end of 2007.As the télelew shows, the number of orphans in
some sub-Saharan African countries exceeds halill@mmand, in others, children who have

orphaned by AIDS comprise half or more of all onphaationally (UNAIDS/WHO 2008).

Other report also estimated that by 2010 the nuraberphans will rise to 53 million from all
causes death, whilst 12 million of those orphandl Wwe due to AIDS related death
(UNICEF/UNAIDS/PEPFAR 2006).The same report poiat that, the proportion of children
who are orphans generally increases with the agieeothild, since 12% of orphans are in the O-
to 5-year-old age-group;33% are in the 6-to eleyear-old age group, and 55% are in the 12-to
17-younger orphans and ,therefore, one could cdedloat adolescents make up the majority of

orphans in the sub-Saharan Africa.

2.2.3 Prevalence of Orphansin Ethiopia
As an effect of the poor conditions of this devahgpnation, Ethiopia contains and struggle to

care for millions of orphaned children. Though resties vary, recent approximation used to



classify orphans including 1.5 million AIDS orphansEthiopia. The definition used to classify
orphans is children under 18 years of age who lasteone or both parents. (Abebe & Asase,

2011; Gross & Connors,2007).

2.3 Definition of psychosocial Behavior

The idea of psychology is that people structure iateracts with the world differently on the
basis of the meaning they assign to events. Whtiagalone or in groups children interact. This
interaction of children with the environment moultieir behavior. Besides, the interaction of
children with the environment facilitates the psystcial development of the children, resulting
in proper emotional, personal, and social behavigdnderersen & chen,2002). Other scholar
Puts psychosocial development as one of the thoemiths of development. These three aspects
of development that make up the whole developmeatphysical development, intellectual

development and psychosocial development. Cobhbl(200

2.4 Impact of HIV/AIDS on children who haslost their parentswith HIV/AIDS
It is obvious that HIV/AIDS related to parental tteadas physical, social, economic, health and
psychological impact on children was over shadowgdconcern on social and economic
impacts, especially in developing countries. Ysesrchers have investigated that the impact of
AIDS in developing countries is essentially the saas that of developed one’s with most
children showing psychological reaction to parernitakss and death as well as stigma and

discrimination associated to them(Forechand,2008K2003)



2.4.1 Psychological problemson HIV/AIDS orphans

Stress stressful life experience constitutes a potentedt to the well-being and healthy
development of children and youth. Increasing langenbers of young people are faced with
stressful experiences that include traumatic eyegersity such as the death of a loved one or
both parents and the accumulation of stressful défents and daily hassles (Garmezy &

Rutter,1994).

Traumatic experiences that threaten the well-b@hghildren and youth include personal or
parental chronic illness, maltreatment or neglext aumulative life events and daily hassles.

(Cicchetti & Brnett,1997).

Depression according to Polite (et al.,2004) depression diasisas feeling sad, frustrated and
hopeless about life, accompanied by loss of pleasumost activities and disturbances in sleep,
appetite and lack of concentration and energy .He abserved that internalized stress can
cause anxiety, depression and poor self esteenthefucognitive models of depression
emphasize that negative cognition or maladaptiVie\se system as diathesis in the initiation and

continuation of depressive symptoms.

According to Beck’s cognitive theory on the othanl proposes that negative view of self, the
world and the future, the negative cognitive trsggve as a possible cause for depression in the
face of negative life events. The multiple stresmed risk factors experienced by youth whose
parent(s) or caregiver are affected by HIV/AIDStthecludes fear, worrying, observing and

caring for ill parents in pain, social stigmatipatj hospital visitation, shattered hope and



eventually the death of the parent(s) or care giWitd, 2001).These effects have the potential

to cause anxiety, poor self esteem and depresSiemi{ann,2004).

Self esteem according to Rosenberg self-esteem tends to besigivye or negative orientation
towards oneself; an overall evaluation of one’sttvar value. Self esteem is one component of
self concept, which has been defined as ‘totalftyhe individual's thoughts and feelings with
reference to himself as an object’ (Rosenberg, 1B®vever, the cognitive theories have not
only considered thoughts about oneself but alse’aef worth (Mc carthy, 2007).This model
proposes that persons with depressions are likehhave a poor self esteem. Abramson
et.al.,(2002) test on this model with children amaith (age7-21) reported a strong support for
cognitive diathesis for depression among childred adolescents, further suggesting a strong
correlation between depression and self esteenomgtamong adults but also among children
and youth. Although this model was formulated foditierent cultural setting, children and
youth orphaned by HIV/AIDS who have reported ashgaiepressed have been found to have

poor self-esteem (sengendo & nimbi, 2004, Germ26@1).

Anxiety Spielberger (1985), assumes state of anxiety aadhel emotional responsiveness or
anxiety that one individual experiences at the gmesnoment. Trait anxiety is defined as the
tendency one perceives in several situations astieming or dangerous. As noted in depression
and self esteem models that have found a stroragiceship between these two constructs,
anxiety and depression have been found to havellggaastrong correlation. This was

established in a test of the tripartite model oxiety and depression in elementary and high

school of boys and girls.



2.4.2 Social problemson HIV/AIDS orphans
Stigma and discrimination People with HIV/AIDS experience stigma in differemays and at
different level: From the family setting, the héatfinics and the community as a whole, stigma
and discrimination are communicated in differentnfe but are based on wrong or poor
understanding of the mood of transmission of th¥ Mirus as reported by The East African

Standard News Paper (May 12, 2006).

Discrimination can be defined as ‘an act or treatint®ased on the stigma and directed towards
the stigmatized (Alonyo & Reynoids, 1995).FurthereyoThe negative attitude and judgment
projected towards persons with AIDS, their partraarg children, and rejection by their extended
family, friends and by society at large, may lebd &ffected persons to withdraw from social

support networks because of the ramification ofldsure (Herek & Glunt,1999).

Orphans are perhaps the most tragic long-term yegathe HIV/AIDS pandemic because even
though HIV/AIDS infections are going down, the ocaphpopulation continues to rise. The
stigma attaches to HIV/AIDS exacerbates the traan@ady experienced, and hampers the
bereavement process due secrecy of AIDS deathsi(Bdvbubani,2002).The bereaved in most
cases lack the necessary emotional support be¢hegevould not want to disclose to other
people their pain and sorrow for fear other peayplelearn the cause of their relatives’ death.

The non- resilient may resign and internalize thp@imful emotions which manifests in many
forms as observed. In their study, Makame et &0226howed that 90% of the orphans studied

reported having been punished for breaking schaekras opposed to only 26% non-orphans.



This defiance could be arising from the underlyimgnet emotional needs or from the fact that

they have not completed their grieving process.

Mann J.(1987),former head of WHO'’s Global programAIDS, identified stigma as a “third

epidemic”, the first two being the hidden but aecaling spread of HIV and the visible rise of
AIDS cases. He recognized that stigma and discatidn, blame and collective denial were
potentially the most difficult aspects of the HIMARAIDS epidemic to address, but pointed out

that addressing these issues was the key to overgdhe challenges of stigma (Mann,1987).

Most recently, literature has turned toward stigm@rventions. Brown (2003) reviewed 22

evaluated interventions, six in the developing ¢oes and sixteen in developed countries, all of
which sought to improve attitudes toward peoplehwilV and AIDS, and also to assess

people’s willingness to treat and care for peoplad) with HIV/AIDS or to improve the ability

of people with HIV or AIDS to cope with stigma. ®eestudies found mixed reactions to these
intervention strategies suggest people might notdrerinced about the modes of transmission

and so they do not want to take risks.

Research by save the children South Africa shoasdhildren and adolescents experience two
main forms of stigma and discrimination on the BaseHIV/AIDS: general stigmatization and

isolation by families, communities and institutiomghin communities. e.g.,churches,orphanages
etc.;and discrimination by service providers incessing rights and services(Save the Children

South Africa,2001).



Among peers in school, some young people repoaele researchers incidents where orphans
know to have lost their parents to AIDS had nonfdieand in colleges no students was willing to
share accommodation with an orphans known to hasted relatives to AIDS.A study in the
National Children’s Forum on stigma showed thatub®7% of the participants perceived

themselves as having no close friends (Germann)2004

Economic deprivation The loss of social and family support(loss of famihit and associated
natural, economic, social and emotional safety isepossibly the most important direct
consequence of AIDS for children and adolescentg(B003;Foster et al.,1997).Household
incomes decline when the bread winner falls illiréllV/AIDS and can longer work full-time
or at all. A study carried out to establish theie@conomic status of households with orphans
compared to those households without orphans itedtbat households with orphans were worse

off than households without orphans(Seaman,&Narig2@@4).

The cost of treating illnesses caused by HIV/AID&cps a huge economic burden on families.
Further studies in urban household spends fourstis&much on health care than unaffected
households(Ankrah,1993).It has also been shown ¢évan after death, funeral expenses
contribute to the toll exacted by AIDS. For instanstudies conducted in four provinces in south
Africa, shown that households with a HIV/AIDS reldtdeaths in the past year spent an average
of one third of their annual income on funeralsifst 2003; UNICEF, 2002).Furthermore,
households caring for orphans are likely to becpoarer, because the same income will now
have to be shared amongst more dependents. Astief HIV/AIDS infection continues to

rise, with a corresponding increase in orphansilabla resources (which are for the most part



already scarce especially among populations inSahmran Africa) are stretched above the
capacity of extended families and communities todi@the large number of orphans(Foster et

al.,1997;Hunter,1990;UNAIDS,2003).

2.5 Coping mechanisms of HIV/AIDS or phans

Lazarus and Folkman (1984) defined coping as, res#ietional process, which changes over
time and within its situational contexts. Pearlimd&Schooler (1978, pp.30), defined coping as
“any response to external life strains that setegeevent, avoid, or control emotional distress”.
They recognized that the act of coping is relatetbdth the life strains and the state of one’s
inner emotional life. Lazarus & Folkman (1984) vi#wat even though stress is inevitable; it is
the coping that makes the difference in adaptatisticomes. According to them, coping has two
major functions (a) Regulating stressful emotion€Emotion-focused coping and (b) Altering

the distressed person-environment relation or 8amdocused coping.

According to (Phyllis et al.2011), Emotion-focussaping deals with efforts to manage the
negative emotions associated with the stressfudsan which is used when events are perceived
as uncontrollable, such as health situations. Thepang strategies include cognitive distraction,
seeking emotional support, emotional regulation aexpression, selective attention,
communicating with people about the situation awdndtive restructuring ( Phyllis et al.
2011).The other coping style is problem-focusedrapmvhich is referred to as the efforts used
to change the basis of stress directly. This typeoping focuses on altering the environment,

changing the external pressures, or seeking resstiochelp make the situation less threatening.



Problem-focused coping strategies usually are usedadult individuals in work contexts

(Lazarus & Folkman, 1984).

Coping strategies can also be classified as being posdiveegative. Some people use
positive coping strategies to manage their sitmatsoich as positive thinking and the utilization
of appropriate social supports, which include fgmnitiends, and holy places (Perkins, et al.,
2004). Others may also use negative coping stegeguch as the use of avoidance behaviors,

negative thinking, and substance abuse (Greedl,,€2006; Nehra, et al., 2005].

Communication. Phyllis (et al.2011) delt coping strategy that HNIS orphans could use
to share information about their thoughts and feslibut the social stigma of being HIV/AIDS
orphan is seen as a restraint to sharing informadioout their problem relative outside the
family. Suppression of the problem has been vieagsegreferable to disclosure due to the risk of
negative reaction from others (Stengler-Wenzkeale004). Communicating with others is
considered to be an Emotion-focused coping straseglymay be done through verbal or written
contact (Lazarus and Folkman, 1984). They als@dttiat some HIV/AIDS orphans and other
type of orphans cope with their situation by shariheir feelings only with their immediate

relatives, and through this, receive support ardktstanding.

Acceptance. According to Lazarus and Folkman (1984) cognitiestructuring assumed to
be where individuals appraise their thinking reawsi to situations and change negative reactions
to positive, or at least neutral ones . Gettingesdrunderstanding of the problem and acceptance

of the situation is a first step in learning toysteell so HIV/AIDS orphans may use acceptance



as a strategy to get an accurate and beneficiak € their situation (Patrik, 2010).
Incorporating acceptance in their life helps orghdo reduce stress and improve their

relationship with others (McCubbin, et al., 1991).

The acceptance of the situation and increased legige about being HIV/AIDS orphan is a
foundation on which those affected could develapvidual and context-adjusted strategies, e.g.
managing stress and having a supportive networkyrder to stay well and avoid challenges

(Russel & Browne 2005).

Cognitive Distraction. The use of cognitive distraction also noted toalme Emotion-
focused coping strategy which includes passive agpl(Phyllis et al., 2011) It may be
something that limits attention or prevents coneran, distracts the mind from thinking about
stressful situations and limit reactivity and alkthe individual to accept and minimize reaction
to difficult situations. HIV/AIDS orphans are alile minimize their reaction by utilizing passive
appraisal activities, such as watching televisiglying on luck, feeling helpless about the

problem, and believing that time will solve the Iplem (Lazarus & Folkman, 1984).

Avoidance. Avoidance presumed as an Emotion-focused copingtegly that some
HIV/AIDS orphans use when they overestimate thetswi of their situation or underestimate
their own coping ability (McCubbin, et al., 199Jvoidant strategies may include ignoring
friends & classmate by decreasing physical and iemait contact, such as not communicating
and visiting them regularly and limiting their afteon. People may also totally avoid their

HIV/AIDS orphan relative and cut off any type ofntact (Nehra, et al., 2005). According to



Lesley (2005-) he said that some people who expegi¢he same situation able to understand
and listen to others but they wouldn’t be abledi to others who don’t know much about it.

People are frightened of the unknown.

Religiosity and Spirituality. The National Alliance on HIV/AIDS orphans (2010epumed
that some HIV/orphans use religious and spiritughp®rt as a means for coping with the
problem and/or coping with caring for a HIV/AIDSpiians relative. The use of spirituality is
seen as a positive Emotion-focused coping straiegyllis et al., 2011). Spirituality may mean
different things to different individuals, but haeen seen to increase levels of well-being and
decrease the level of stress in one’s life (Rammpbgal., 2002). It can be both intra-physical,
such as through values and beliefs, and institatjosuch as through church attendance and
performing rituals. Spirituality includes seekinglvece from a minister, attending and
participating in church services, and having faithGod. Spirituality may also include prayer,
privately and with a community (Phyllis et al., 20With regard to spirituality as coping
mechanism, Jan had developed a deep sense otiaitiyitand he described that “I came to
accept the serenity prayer, to let God grant mes#renity to accept the thing | cannot change
and my partner Eileen has also helped me just bberg. Her support makes me feel | am not a

burden or a failure of parents’ failure” (DBSA & RD2002, P7.)

Joining a Support Group. The coping strategies of a family member may infaeethe
treatment outcomes of their relative positivelynegatively (Enns et al., 1999). Accessing social
support is an adaptive problem-focused strateggdiiss and Folkman, 1984). Social supports

may be social networks such as churches, frienut$,extended family, or they may be more



formal networks such as health care or educatiomsltutes (McCubbin, et al.,, 1991). For
example a person of HIV/AIDS orphan noted the ingoaze of social support as “being with
people who understand what it's like to have thisbfem and sharing my experiences with
others have been extremely helpful. He also bdliewe sharing experience, creating hope,
inspiring people and makes them believe they cameger. (Support Alliance and Families for

HIV/AIDS orphans [SAFH], 2002, p 6.)

Being an Expert and protect oneself from being harmed Not only psychologist but also
HIV/AIDS orphans themselves are responsible foirtpsychosocial treatment; so being an
expert or being well informed on the problesnan important one (NAMI, 2008). In addition,
information needs to flow both ways (consumer/lreatire professionals), ask questions, and
write them down before appointments. You and yaalth care provider should ideally work as
a team to fine-tune doses, schedule appointmemntsnémitoring, or make any other helpful

changes (Ken Duckworth, 2008).

2.6 Model of Psychosocial Support
Providing psychosocial support to affected youth Interventions to orphans due to HIV/AIDS
tend to focus on the education and material neadsignore the psychological needs. These

needs are in most cases misunderstood and diffcaksess.

HIV/AIDS undermines and destroys the fundamentah& attachments to normal family life
and youth development as observed by Foster & JR@01),Levine and Foster (2000).Youth

affected by HIV/AIDS suffer fear and anxiety duripgrental iliness then grief and trauma with



the death of a parent. These problems are furttapounded by traditional tattoos surrounding
discussion of AIDS and death. Youth orphaned by &Eannot cope without support; they need
plenty of opportunity to express their feeling waith fear of stigma, discrimination or exclusion

(Foster & Jiwli,2001;Levine & Foster,2000;REPSSQ3

Programs addressing the psychosocial needs of yaptiens should be incorporated in other
programs/activities. Peer support individual colingeand group approaches are needed. The
school counseling and social welfare programshfliased organizations, non government
organizations, community volunteer outreach grogtisshould be sensitized and equipped to
offer psychosocial support to youth orphaned by &IDeachers, healthcare workers and other
stakeholders interested with the well-fare ofycsiibuld be trained to identified signs of distress

and take appropriate action (REPSSI, 2003).

Providing youth orphaned by AIDS with life and survival skills In the absence of parental
guidance and support, adolescents and young padumehave taken on parental responsibility
do so without much skill and preparations. Thesengopeople require training to enable them
cope with demands of their new responsibilitiesuiYg people need new and strengthened skills
in areas including household management, caringgdong siblings, budgeting and accessing

services.

Vocational training and apprenticeships is key mhancing their ability to generate income.
Further, the orphaned youth must be equipped vatiakand interpersonal skills necessary to

make informed decisions, communicate effectively aevelop coping and self management



mechanisms that will enable them to protect thewesefrom HIV infection and other risks.
These young people should be encouraged to patcgrctively in planning and implementing
all program that involve their welfare as explaineg Williamson(2002),that by involving
youths in the fight against HIV/AIDS, their confige and self esteem is improved as they feel

responsible and as partners.

Community support When families cannot adequately meet the basicsnekthe orphans and
the vulnerable in their care, the lager commurstyhie safety net in providing essential support.
Local leaders, including traditional and religiolesaders, administrators, women’s groups,
prominent citizens, journalists, teachers and stheged to be sensitized to the impact of
HIV/AIDS and to the circumstances of orphans anthetable children and youth within their

communities.

This sensitization process should encourage leaalsistheir communities to take action in
support of the affected households and monitorehnest vulnerable. Their role should be to
ensure such orphans are under the supervisionulisathat they are enrolled in school, have
their basic needs met and can access all esssatiates. Of particular importance is alerting
leaders to the risks the exposed to, for exampbaya abuse, exploitation labor, danger of losing
their inheritances to relatives and early forcedriage for girls. The leaders should therefore
create a culture in which abuse of any kind is oeptable and violations are dealt with
effectively. This heightened awareness providemn#tin to youth and children made vulnerable
by AIDS and stimulate locally driven action in regsge to identified needs as observed by

Williamson (2002).



Supporting cooperative activities The rural poor communities provide examples ofizitify
locally available resources to help children andidetolds made vulnerable by HIV/AIDS.
Community groups can provide direct help to thehans. They are better placed to assist AIDs
affected families holds and the provision of vokertprograms that in monitoring and visiting of
affected households and the provision of voluntpesgrams that provide much needed
psychosocial support ;communal gardens; commurthilgl care services; community schools;
pooling of funds to provide material assistancestly clubs and recreational programs(Levine

& Foster,2000;UNAIDS,2003;Williamson,2002).

Providing spiritual needs support children need a belief, which enables them to ldgva hope

for their future. They also need to develop trusd aecurity in their survival. This gives them
hope to keep trying. Also, this facilitates a sen$econnectedness to deceased parents and
ancestors. Traditional healers are among the ciastodof African traditional culture and
therefore the study expected some of the featarearing for the orphans will be manifested in

their practice. (Levine & Foster,2000;UNAIDS,2003tM&mson,2002).



CHAPTER THREE
RESEARCH METHODS

3.1 STUDY AREA

This study was carried out in HOH. The orphanagkcated in the capital city of the
country (i.e. Addis Ababa). The orphanage was éstedl by Hana in 1997 G.C with few
numbers of orphans. Recently there are 200 orphdms were exposed to vary miserable
condition: Orphans especially of HIV/AIDS, streehildren, juvenile delinquent, abused
children, innocent children who stay in prison willeir poisoned mothers. These orphans were
accepted by the orphanage with the view to allevaaud transform these tragic conditions in to a
conducive and decent atmosphere where by enjoyingueeding, closing etc and focusing on
their education. Whenever the children face anyaoemotional, physical etc problems, there is
a professional psychologist who sees in to thersgeal problems and settles such problems.
Furthermore, their social workers, house mothets supervisors whose main task is to follow

up their day to day activities and support therahiacking are met.

3.2  Research Design

In this study, qualitative research was done adloivs the researcher to conduct an in-
depth investigation of the psychosocial problem HiV/AIDS orphans and their coping
mechanisms. As Creswell (1998) pointed out, basedatailed accounts from informants and
other sources of information, qualitative researslatempt to develop a complex and holistic,
phenomenon under study. Qualitative researcherisatyyp seek to explore, understand, and
represent the subjective experiences of peoplensgke sense of and interpret their actions,

experiences, and other psychosocial phenomenants tef the meanings associated with them



(Ward, 2008). Specifically, this study was conddcémploying descriptivand interpretative
phenomenological approach. In phenomenologicaliesuene strives to present a description
and possibly an interpretation of the meaning ofeaperience with a specific phenomenon

(Thomas, 2004).

Phenomenology is a way to investigate subjecthenpmena, and is based on the belief
that essential truths about reality are groundeglvaryday experience (Spiegelberg, 1975; cited
in Ward, 2008). Two Phenomenological approackesdriptive and interpretative) were used in
the study The aim of interpretative phenomenological appho& to explore in detail how

participants are making sense of their personakaal world.

3.3  Participants of the Study

Participants of this study were those who are HIXD/3 orphans. The following criteria

were applied to select the participants.

Table-1: Inclusion and exclusion criteria for selecting mapants

Inclusion criteria Exclusion criteria

 The respondent should be HIV/AIDS Who is not HIV/AIDS orphan
orphans.

» Willing to give their consent ahead of the Who are not willing to give their consent
in in-depth interview as well as FGD. ahead of the in-depth interview as well |as
FGD.

» Participants who are able to respond(age Participants who are not able to respond(age
ten and above) below ten)




3.4  Sampling Technique

Purposive sampling technique was used to selettipants for this study. “Obviously
gualitative researchers use purposive samplingyetately selecting respondents based on their
ability to provide the needed information (Padg2@Q8 P.53).” Ten interviewees were selected
using purposive sampling and four participants F&D were selected using simple chain-
referral system sampling technique in which intevwees were given the mandate to select their
care giver who well aware about their psychosogiablems The qualitative research usually

relies on small numbers with the aim of studyingl@pth (Miles & Huberman ,1984).

3.5 Instruments of Data Collection

In-depth interview was used to collect data in thigdy. In-depth interview is a qualitative
research technique that involves conducting intensidividual interviews with a small number
of respondents to explore their perspectives oaraicplar situation (Thomas, 2004). It is useful
when we want to get detail information about a @e's thoughts and behaviors or want to
explore new issues in-depth (Carolyn & Palena, 20060rder to increase the reliability and
trustworthiness of the data collected for in-depiterview, the researcher used FGDs for

triangulation.

3.6 Data Collection Procedures

Before conducting the interviews, | selected HANDS orphans and gave them the
informed consent form to request their willingnésssthe research and then we adjusted time
and place for interview session. The data wereectdt in the months of (January —February/

2013). Regarding the FGDs data collection procediing& the orphans given the mandate to



select their care givers who can better understiagid problem. Four participants of FGD were
selected, the informed consent paper given andaat for all participants. The researcher clearly
presented the objective of the research and tleares ethics. The FGDs were conducted with
all the five participants. Finally, the researchtbank all the participants for their active

participation, giving their time and their coopévat

3.7 Data Analysis

Thematic analysis was used, which is one of tha daalysis strategies in qualitative
research. The data analyses were carried out dternle data collection, which is common in
gualitative research (Padgett, 2008). Data analysasedure which is specific to interpretive
phenomenology was applied. According to Victoriaather (2005) there is no universally
accepted method for data analysis for interprgiivenomenology. However, it should be in line
with the philosophical position of phenomenologyncg there are no uniform procedures to
follow in transcribing and generating themes, theearcher used the following five ‘steps’ or
phases of Hycner’s (1999) data analyses processselare:

1) Bracketing and phenomenological reduction

2) Delineating (outline) units of meaning

3) Clustering of units of meaning to form themes

4) Summarizing each interview, validating it

5) Extracting general and unigue themes from @litherviews and making a composite

summary



Bracketing and phenomenological reduction: Phenomenological reduction “to pure
subjectivity” (Lauer, 1958, p. 50), is a deliberated purposeful opening by the researcher to the
phenomenon “in its own right with its own meaningfycner, 1999). Here phenomenological
reduction refers to the bracketing of the reseatsipersonal views or preconceptions (Miller &

Crabtree, 1992).

Delineating units of meaning: This is a critical phase of explicating the datathat
those statements that are seen to illuminate tsearehed phenomenon are extracted or
‘isolated’ (Creswell, 1998; Hycner, 1999). The wsher is required to make a substantial
amount of judgment calls while consciously braakgther/his own presuppositions in order to

avoid inappropriate subjective judgments.

Clustering of units of meaning to form themes: with the list of none-redundant units of
meaning in hand of the researcher must again brdeks or his presuppositions in order to
remain true to the phenomenon. By rigorously exargirthe list of units of meaning the
researcher tries to elicit the essence of meaningibs within the holistic context. Clusters of
themes are typically formed by grouping units ofamiag together (Creswell, 1998) and the

researcher identifies significant topics, alsoezhllinits of significance (Sadala & Adorno, 2001).

Summarize each interview, and validateit: A summary that incorporates all the themes
elicited from the data gives a holistic context.thAis Pointthe researcher conducts a ‘validity
check’ by returning to the informant to determiriethie essence of the interview has been

correctly ‘captured’ (Hycner, 1999, p. 154).



General and unique themes for all the interviews and composite summary: Once the
process outlined in points 1 through 4 has beereda all the interviews, the researcher looks
“for the themes common to most or all of the intewxs as well as the individual variations”
(Hycner, 1999, p. 154). The researcher concludestialyses by writing a composite summary,
which must reflect the context from which the themamerged (Hycner, 1999; Moustakas,

1994).

3.8 Ethical Consideration
According to Kellehear (1993), ethical concernslude the principles of privacy,
informed consent, confidentiality, protection frdmarm, and avoiding deception. These broad
principles were applied while undertaking the présstudy. To protect participants, names of
people and places were changed to pseudonyms duaimgcription and analysis, and all data
would not be identified: no participant details @etored with transcripts. Thus confidentiality
applied to the presentation of the data, as weleasiitment. A letter of support from HOH was
requested to provide counseling for the participanttime of need and included in the ethical
applications. There is a personal and moral ohbgatn the researcher to treat participants with
respect for their knowledge, experience and hungims:. To this extent, phenomenological inter
subjectivity enriched the ethical research relaiop. Moreover, ethical clearance was obtained

from Ethical Committees of HOH.



CHAPTER-IV
RESULTS
This chapter presents the major findings of the\stérom the analysis of the qualitative data,
three major pre-existing themes were emerged. Ti¢ psychological problems of being
HIV/AIDS orphan;(2) the social problems of being HIV/AIDS orph48) copingstrategies of
HIV/AIDS orphans.The first part of the chapter presents socio-dgaqhic characteristics’ of
the interview and FGD participants. The second pegtents the four themes one by one and
their sub themes or categories. The researcher psaadonyms to present each participant’s
psychosocial problems and their coping mechanisms.
4.1 Socio-Demographic Characteristics of the Participants
In the study, 10 participants were interviewed @oalised group discussions were conducted to
find out the psychosocial problems of HIV/AIDS ogpls and their coping mechanisms. Except
four, all the other participants of the intervievene male. The age of the participants ranged
from 16-19 years. The educational level of theip@nts was fromt@grade to 10. That is three
grades eight; four grade nine, three grade ten.

Table-2: InterviewParticipants’ (HIV/AIDS Orphans) Socio- demograp@icaracteristics

Pseudo Duration in Age Marital status Educational level/ Grade level
Name years in the

orphanage
Fantahun(M) 7 17 Single 9
Kemal(M) 8 18 Single 10
Bertuma(M) 6 18 Single 10
Biratu(M) 3 16 Single 8
Kiflom(M) 5 18 Single 9
Annan(F) 5 18 Single 9
Tina(F) 4 16 Single 8
Buta(F) 2 17 Single 9
Selam(F) 3 18 Single 10
Yeneneh(M) 5 17 Single 8




As it is shown in Table-3 below, the socio-demogrepcharacteristics’ of the FGD
participants are as below. Their age ranged 26e&8sy regarding sex, three of them are male
and the rest one is female. Regarding their masttals two of them are married, the remaining
two are single. The occupational statuses of theznevwhouse mother, psychologist, social
worker and supervisor.

Table-3: FGD patrticipants’ (Care Givers) Demographic Chamastics

Pseudo | sex Age Marital status Occupation/duty
name

Belaynesh F 46 Married House mother
Abebe M 30 single psychologist
Ayana M 26 Single Social worker
Atomsa M 42 Married supervisor

4.2 Psychosocial problems of HIV/AIDS or phans and their coping mechanisms
According to the findings of the study, participamixperienced different problems. The
description provided by participants’ highlighted dlifferent themes. The sub themes are

psychological, social & coping.

4.2.1 ThePsychological problemsof HIV/AIDS orphans
The findings of the study revealed that particisagmcountered psychological problems due to
being HIV/AIDS orphan. The psychological problente @rganized and described under the

following categories:-hopelessness, need for loxkcare, depression and negative self-image.

Hopelessness and loneliness: one of the psychological problems of participamés the problem
of hopelessness and loneliness. Majority of thepaedents reveled that whenever they think

about the cause of the death of their parentsféredyempty, lonely and hopeless.



After mother’s death | felt hopeless and confussthyed home after her death because |

was unable to come to terms with her death. Thizageon that | was the only member of

my family alive | became desperate. Every timenktabout her, | always feel | am in the

middle of nowhere. (Selgm

...I'like being alone to deal with my pain and l@sstimes it helps me...... (Yeneneh)
Regarding to the same aspect, some participanb&skabout their parents’ death and others
believe that their parents are the root causeaf groblem.

...| feel my parents death was to punish me | fedldimout them for leaving to struggle

..When my mother passed away | feel like the wioltd had come to an end. There is
nobody in this world who understand what is likeldse a father and a mother in life of two
years...... (Kemal)

The data from FGD also revealed that when theddrehiinvolve in group counseling, most of
the time they don’t participate. Sometimes theyneressed counseling sessions, believing that
such counseling sessions aggravates their probldtoseover, house mothers’ reported that

sometimes these children wants to be all alone.

Self-blame
The other psychological problem was self-blame. &garticipants blame themselves as the real
cause for the death of their parents and otheetgeghat they should have to express their real
feelings about their parent’s before their death.

................. I think | am the cause of all this messis because it was after my birth

that this entire problem aroused. So, | am in therse of hopelessness and emptiness....(Kemal)



................... though my mom fulfill allbagic needs, my grandmother always told me
that she was bully(Balege).This created negativegerabout her on me. As a result | didn’t treat
her while she was on bed. But know | wish | had k&dr my real feelings about her.(Buta)

....................... | should be the one who seppio be dead first. Why? Because it was
after my birth, that my dad and my mom broke uge fdason for their broke up was my dad
suspect ion of my mom had sexual relationship etitlers. Sometimes he looked my face and said
“you resemble no one in my family”. Furthermore Iesulted me by calling “yebalege
lij"(Betuma).

Though nothing has been said on this psychologisaéct by most of FGD participant, the house
mother reported that (Bertuma) had always said & twouble maker in the broke up as well as

death of his parents.

Need for loveand care
Poverty and in general the orphaned youth circumes®impacted negatively on the participants’
self-esteem. The absence of a love, encourage astdl iconfidence creates feelings of
hopelessness-the orphaned participants felt bamtbytathemselves and their state. A common
stressor described by participants was poor sédees expressed through the way they viewed
themselves or felt. Some participants reported ey felt odd and different when among their
peers because of their status. They also repodelihd pity for themselves. One respondent
stated,

“.....sometimes | feel unloved when among other stisdehen | see them having a lot

and happily talking about their families.....I fedldve nothing to share...I am unlucky.”(Biratu)



Others expressed their feeling related to growiatgide home and with love of parents’ in this
way:-
....being raised in different home is very difficdhiat separation is very painful as we have
lacked that love of growing up together........ (Annan).
...I have missed a father figure and motherly lovenynlife....... (Buta)
...My dad was a provider | went to the best schookver lacked but now | am so poor | am a
beggar indirectly.(Buta).
The data from FGD also revealed that whatever Efffouse mother put they can sense that the
children still felt gap.

...Whatever effort | put to make them to feel at hanmeto see me as their mother, | can

sense that they miss their real mom and dad.(howdker).

Depression
The negative outcome of the participants’ expemsnaf losing a parent(s) was reported by most
of them and this manifested in depression. ThetBaime was deduced from the participants’
expression of sadness, fear, perpetual worries, disless, lack of sleep, loneliness, and
withdrawal as expressed by many of the participants
... I was not able to sleep well. | usually think thatv can | manage my life with out my

parent’s...(Fantahun).

...... before my parent’s passed way, my dadeutembelief on me that education is the way
out for success. Putting that on my mind, | keptodimg on my study and other academic issue.
| was also able to remember ever specific detdil@lmat have | thought in the class room .But

now all these things blow away. (Kemal)



... Staying with people who are not your parents is eay. They don't treat you the same as
your parents-there is a lot of things that devastatd remind me of my parent’s..(kiflom).

...... Sometimes | compare myself with delinquent @mldihose parents are in prison. | feel that
they are better than me. Because that they do hasteance of seeing them. But my future is

gone. All these things irritate me and kill me des{ Bertuma)

Other negative aspects mentioned by participardiuded low self-esteem, stigmatization and
rejection, and self-pity. The sickness of paremid #heir death to AIDS was described as a very
traumatizing experience. witnessing their pareotshgough the agony and pain, going in and out
of hospital, not to mention the expenditure thahtweith it, made many participants feel helpless
and disillusioned. Respondents described this expex as devastating. Being in school while
one’s parents were hospitalized or ailing frommeurable disease such as AIDS was reported to

be particularly stressful.

Some reported being unable to go on with theirisgitbr a while; the experience made some to
withdraw from normal activities including interaoti with family and friends. One participant
reported

“| felt like the world had come to an end...theren@body in this world who understands

what is like...to lose a father and mother in a spatwo years...”

Negative self- image: The third psychological problems of the orpharms wegative self
image which comprises over or under self-esteeak ¢d confidence, hopelessness, inferiority,

lack of motivation for change. All participants leanegative self image about themselves, this is



due to the fact that, they have low self-esteemmthey think that they are HIV/AIDS orphans.
They view themselves as failure, useless, worthesk / incompetent, burden for others and

fearful to describe their current self.

One of the self damaging behaviors in the familys wdgmatization of HIV/AIDS orphans. In
relation to this Kiflom said:

.... Of my peers, some are supportive and others are sativegthey don’t want to come
near you because they think you will infect thetth iDS just because they heard your parents
died.

......... after the death of my mother we felt stigmatizethbse when we sought help someone
will tell you categorically that is not their faglive are the way we are. or that our parts should

have behaved better.(yeneneh)

Some other participant of the study described Ifessaunfortunate persons who have no hope to
have families in the future because of my familgkbground story of their death. She does not
believe those who are HIV/AIDS orphans have paréntte or husband) and she has low self
esteem:
Even if | know there is somebody who loves me agdested me for marriage, after
knowing my parents death of HIV/AIDS. He would m#tcally change his mind and
married somebody else; thinking that sometime énfthure | might bring him the same

problem in our marriage.(Annan)



There are also unfortunate participant who has elative support. And no one wants to

accompany them as a whole. Not only the participantalso families are rejected or stigmatized

by the society. So they have no hope, have lowestdéfem and have negative self-image:
....During my parents sickness we don’t have any @tgp Since nobody wants us and

people hate us, we all are useless and hopelesga) (T

With regard to negative self-lmage, participantstlté FGD stated that patients have
negative self-image, they have feeling of infetypgompared with their peers/friends and have
different complain like everybody hate me, no @oesider me as person, do not want to eat

with me, do not sit and play with me, laugh atkenun and cheat me.

4.2.2 The Social problemsof HIV/AIDS or phans
According to Cantor and Sanderson (1999 cited ileM&008), social isolation refers to living
without companionship or social connectednesss Ithe absence of significant others to

interrelate with, to trust, and to turn to in adiwf crisis which causes social isolation.

Weak social lives/relationship: the first social problem reported by the participasas
poor social contact. In order to get deeper undeding into the challenges individuals face in
their social lives (social relationship and sodméractions) participants were asked to tell their
social life. The finding revealed that there webservable differences in their social lives. Most
of the participants said that before this problégirtsocial relationship was good and predictable.

They said we were sociable, have interest to ble ethers.



“Before my parents’ gone they teach me the sigamioe of social life. I'm also very much
interested in making friends and being with othérsaddition, | like joke and | am joyful.

However, after my parent’s death of HIV/AIDS, learfful of social life.(Selam)

Most of the participants acknowledged that, theg #&ss sociable because of fear of
stigmatization, fear of conflict, distrust, lack £€If confidence and have poor social interaction
with others.

“Whenever | played with my friend, | always rementbe insult of my close friend. One day we
were playing with our class met; it was a footb&luring the game | committed a foul and the
referee gave me red card. But that foul wasn’t tmaich serious .So, | started to convince the
referee in a good manner. Unfortunately, my frieatled me “ante yeset wusha lige”( son of a

bitch).Then after every attendant was laugh at Bneg)

Some participants also have visible differencehairtinterpersonal relationship. Before their
parents’ passed away they have friends and enjegethl activities but after they lost, their

social relationship completely changed from so@dighavior to loneliness.

“When | am with others especially lwihose who knew my family background, | take
care not offending them one way or another. Assaltd became busy of selecting what to say.
However, when I'm lonely there is no one who cdntrte what to say. So | prefer my loneliness.

(Yeneneh).



“I always remember Epiphany. This is because is #ucial gathering ceremony my dad usually
bought me a new cloth and took me to the ceremBwny. now he is gone, living me

behind.”(Kemal)

One of the reasons for self stigmatization was isi@pness and feeling anxious when they join

social activities/environments. One of the paraoifs of the study avoids visiting his relatives.

“When | mix with people, | feel anxious and bec@uspicious about what they talk. | feel
that they talk my parents’ were dead of HIV/AID®defer them died of car

accident.”(Kiflom)

In relation to social relationship, the FGD pagpamts stated that sometimes they do not want to

have any social contact; they may lose motivat@mnork/talk.

4.2.3 Coping mechanisms of psychosocial problems
In this study coping strategies are ways of deahiith their psychosocial problems in a
situation more competently. Coping strategies camegarded as skills, activities or ways of
thinking about things that can be used to helpragrecope more effectively (Phyllis, 2011).
From the collected data the researcher categotleedlifferent coping mechanisms into six
categories which merged in to two major themes (nofocused & Problem Focused

Coping strategies)



4.2.3.1 Emotion Focused coping mechanisms
Emotion-focused coping refers to efforts to man#ge negative emotions associated
with the stressful situation or related with thgituation. With regard to this most participants
cope the stressful situation and their challengssgu various emotion focused coping
mechanisms like searching for people to talk/comupata, using cognitive distraction and

avoidant coping.

Talk to people as coping mechanism: Some participants use Communication as a
coping strategy in which they share informationghtbeir thoughts and feelings; especially the
social stigma.

Most participants discuss and share their feehith their family or significant others or
for those people who approached and helped themrevious time (Tina and Kemal) were not
much interested to share their feeling so theysedfusocial settings and isolated themselves from
people. But now they try to socialize themselved ey feel better when they are with people,
talk and discuss with people. With regard to Fastahun says:

“When | share my feeling with the supervisor, Irgbef’

In contrary to the above idea, Four of the paréiniig were not comfortable to talk or share
their feeling with friends, or any significant otee According to them, sharing feelings or ideas
resulted in back biting, when secrete is discldeewther people and make fun on you/exposed
you for stigma. Hence; they were not interestedatk with people about their feelings. As a
result their relationship with other people/clostatives was declining from time to time. For

instance Bertuma has said the following:



Since | have bad experience with regard to friefg§beople requested me for friendship
and entered with the relationship but suddenly thesak up the relationship when they
heard about the case of my parents’ passed awdy MIV/AIDS. Hence | am socially
isolated and | become suspicious when | meet sayekiace | anticipated what is to

come.

Cognitive distraction as Coping Mechanism: Some Patient's use of cognitive
distraction which includes passive appraisal @itij passive appraisal activities, such as
watching television, relying on luck, feeling hap$ about the problem, and believing that time
will solve the problem) to limit their attention @revent concentration on stressful events
distracts the mind from thinking about stressftiations and limit/minimize reactivity. With

regard to this Selam and Tina utilize reading bakpassive appraisal.

Back to school learning and Reading book are thkhemtnew coping strategies
experienced currently. Two of the participants reladoks to cope with depressive

feelings;

| am back to school after a long time. | read hologtudy hard and | hide myself inside

the book. (Annan).

With regard to reading books to shift their mindnfr thinking negative things, Tina says on her

part as follow:



| started to read different books and | try to makg mind busy so it helps me not to think

so many things. | didn’t think so much as perviahgen | am concentrating on the book.

One participant used work or undertaking variousivéies to distract depressive feelings,
engaging in activities reduces the chance to listésat happened and resorting to self and
ruminate. Regarding to this, Selam says:

When | get myself busy it shifts my mind not ittkthegative thoughts and which reduces

listening to my inner voice and worry too much.

Positive cognition as coping strategy is used bg of the informants, changes in
perspective about their problem such as, thinkiogitive things about their future and positive
self- image. Fantahun stated as follows:

| see positive things for the future because tharéucould be bright. If | am upset with
something | will use different techniques’ likentking the past history of mine and listen GOD
words

Avoidant as coping mechanism: Most of the participant’s use sleeping and beigal
as strategy during the worst feeling, most adolgspeeferred to sleep and isolating themselves

when they feel depressed and isolated.

............ when | depressed and isolated | tend to sleapyobed and talk to curse my
fate. If at that time any one come talk to me omething, | won't talk to that

person.(Yeneneh)



........ | hate challenges in my life. Everyetil face a problem relate to my present

situation, | tend to sit down and think how foolisam. Thinking that there is always a

way that one couldn’t go such problematic situagigButa)

4.2.3.2 Situation Focused Coping M echanisms
Access Support as Coping Mechanism: Four Participants(Tina,Biratu,Annan&Kiflom)
believed on the importance of support networkstay svell. This included friends, community
and health care professionals. With assistance ftheir support networks, participants
described learning to set limits and boundaries aatlup harm minimization strategies. Many

participants felt that they had no consistent atgh@r support.

'No support really - had to adapt to looking aftayself, | lost both of my parents. Since

the community has no awareness about the HIV/AlRy, hurt me. (Kemal)

Burtuma also shares kemal’s idea and he says graltiss follows:
| had hardly any support from the friends nearbwasn't told very much on how to cope
with the challenge that | have in my life. Theresw@ support because both my parents’

are gone. (Bertuma)

In contrast to the above idea, the entire partitipéelieve that the organization has been giving

them extensive support.



Being an expert and protect oneself from being harmed; participants stressed the
need for more information about the coping str&edb be an expert to their psychosocial
problems and develop a good knowledge about it.yMzarticipants need for information, was
paramount importance not only for HIV/AIDS orphdng also to all care providers to cope the
challenges. Some participants stated that evemeiineed for more information of all kinds to
help themselves, understand the complexity andttsfief the challenge to develop their coping

strategies accordingly, they didn’t find adequaferimation provision.

Even if 'Information and knowledge about the copstrgtegies are vital, 'l wasn't told
very much about it. But | pray and listen constandl the words of the care providers so
that | study hard and work very well. When | congparyself with others of the same

problem, | feel better and | told my mind as mylgbea is not overwhelming. (Tina)

One of the participants told me that, he tried ¢oam expert to his psychosocial problems and
save himself not to be harmed. He critical obsethedchange when he applied whatever he has

been told by care givers:

Previously | use substance like kchat and drinloladt as a coping mechanism; before |
came to this orphanage. When | took the substaiicesems | feel very good, happy and
forget about my parents’ lose. But after some hdhesfeeling disappear and feel bad,
become irritable, sleepless. When this happeneeéategly, | understand that taking

substance is not good for my health and | decideéotake any substance. (Biratu)



Religiosity/spirituality as coping mechanisms: Most participants defined the perceived,
personally supportive components of their relatmmswith God as spiritual support. They
believed spiritual support was important to theicavery from bad feelings. Their connection
with God offered relieve, help, understanding, urtitional love and forgiveness. Their
personal relationship with the Almighty God contried to their sense of well-being. Whenever
they face challenges which are beyond their capatiey go to Church/mosque request him his
mercy, his support; talk to God their problems dpgny crying out to God in prayer. They have
hop and trust with God’s support. During the intews, the participants called God “higher
power,” “Lord and Savior” and “awesome.”

One of the Participants believed that he is alieednse of God’s protection:

My higher power is God. | pray five times a day dnanks him when | wake up in the
middle of the night. If | get hard to sleep, | starp and make abolition to connect with
my God every night. I'm constantly thanking Godjimt being here today because if it
wasn't for God's help, | would be HIV victim andstomy life; just like my

parents.(Fantahun).

The comfort the participants found in God was a ponent of spiritual support that
helped them carry on whenever things were diffictilte relief they received from God eased

the load to them:

When | get difficult/stressful events | go to ctupcay and read the holy Bible request

his support by crying and raising my hand and dliehelps me in easing my shoulder. |



really believe that He is with me and looking aftez. Anytime | get in a tense situation, |

raise my hand to God. It helps me for some reatscalins me down. (Tina)

The participants said they communicated with Gorbugh prayer. Most of them
described having enthusiastic prayer lives. Thdtytfeir “constant” prayers to God were not

only being heard, but were being answered:

Every morning, | go to church listen God’'s word apday a lot. For me God is
everything. | thank Him for waking me up in the miog and | pray every morning.

Whenever | have suffered a lot with something, &ades it from my lif¢Biratu)

No matter what had happened in their lives, havangersonal relationship with God
helped them through it. Most of the participantsnidfied God as a higher power in their lives
and found comfort in knowing that the support amttanditional acceptance of God was

available to them.

With regard to striving to cope with their psychoisb problems, the FGD data revealed
that, most of their coping mechanisms are emotesel coping mechanism, they refuse social
participation to avoid conflict/or distrust, or ang. Sometimes read books, watch televisions or
films, used to go church, praying and singing a listen to music, sometimes tried to be busy

with work and so on.



CHAPTER FIVE
DISCUSSION
The discussion section attempts to relate the tresuthe analyses with the research
guestions forwarded at the beginning and/or tousisdhe psychosocial problems and coping
mechanisms of HIV/AIDS orphans (participants) itatien to various related research findings.

The research result in relation to other relatadifigs were briefly discussed as follow:

Ten HIV/AIDS orphans were interviewed. Participamksscriptions revealed four major
themes as discussed in the previous chaptathélpsychological problems of being HIV/AIDS
orphan; (2) the social problems of being HIV/AIDS orphdB) coping strategies of HIV/AIDS
orphans.This chapter explores the meaning of the themdsd&tuss participant experiences in
relation to past research findings. Finally, comednclusions and forward recommendations for

the problems and for further research.

5.1. Psychological problems of HIV/AIDS or phans
In this study, psychological problems like lonesgnegative-self image, need of love, are one
of the challenges of HIV/AIDS orphans. Similar tast study from Uganda and South Africa
psychological problems which include life stressomsegative self-image, ineffective
socialization, and depression etc (Paul, et, 280T).in addition to these psychological

problems, this study shows self-blame as an aaditipsychological problems.

In addition to the above, It has been shown thdtiphel stressors experienced by young

people who have lost parents to HIV/AIDS have tbéeptial to impact negatively by causing



undue anxiety, eroding their self-esteem and cagusithem to be depressed
(Germann,2004;Wild,2001;Sengedo & Nambia,1997; mjceet al.,2003). Beside this finding,
Atwine,et al.(2005) and Sengendo et al.,(1997) iwitthe age brackets 15-24 years, which
showed children and adolescents affected by HIV&\had depressive symptoms and had poor
self esteem and concluded that orphans due to HD&Ahad high levels of psychological
distress compared to non-orphans. Related to aspedepression and low self-esteem the same

results have been found.

Furthermore, studies suggest that HIV/AIDS kibbsth parents in most cases, repeated
grief/loss and negative future outlook has beemnted as traumatizing and impacts negatively
on psychological well-being of HIV/AIDS orphans (Huliza,1999;Rotheram-Borus &
stein,1999;Germann,2004).But in contrary to thesdirigs, the result of FGD of this study

shows as there is positive outlook on HIV/AIDS aph about their future.

Moreover the study shows that since participants teeir life, they suffer with feeling
of uselessness, worthlessness and hopelessnesginfttheir depression. This finding is also
consistent with Dilsaver, (1996) and Kass et 4B99) in which two-third of HIV/AIDS orphans

are at substantial risk of loneliness. (Paul, le2@07).

5.2 Social problems of HIV/AIDS or phans
Research by save the children south Africa shtbatschildren and adolescents experience two
main forms of stigma and discrimination on the BaseHIV/AIDS: general stigmatization and

isolation by families, communities and institutiongithin communities, e.g., churches,



orphanages etc.; and discrimination by service idesg in accessing rights and services (Save

the Children South Africa,2001).

Similar to this report, both the in-depth interviewd FGD revealed the same result. Of course,
besides the societal stigma and discrimination sparécipant of this study experienced self-

stigma.

Furthermore, Foster (1997) found that HIV/AIDS apk are vulnerable to interpersonal
relation, which includes weak social life and pagocial interaction. In this study it was also

found that there is poor social interaction of HNDS with the society.

5.3Coping mechanisms of HIV/AIDS or phans of their psychosocial problems
Coping mechanisms can be regarded as skills, aesivor ways of thinking about
things that can be used to help a person cope eff@eively in their day to day activities. The
collected data are categorized the different copmeghanisms merged in two major categories

which is Emotion focused & Problem Focused Copingtasgies.

The study found that participants were strivingope with their problem in their day
to day activities. Their coping strategies are irturg weak, and inconsistent. Most of the
coping strategies are emotion focused strategigshwincludes crying, avoidance, talk to
people and cognitive distraction, and the probleau$ed coping strategies which are access to
support, being an expert; not to be harmed andtisgirsupport. Supporting the above idea

educators (Perkins, et al., 2004) found that sonié¢/AIDS orphans use positive coping



strategies to manage and to help them managesihgtion, such as positive thinking and the

utilization of appropriate social supports, whiaklude family, friends, and holy places.

Participants used their coping strategies when flaeg external life challenges or
suffer with psychological problems like stress, mspion, lack of people to trust etc. With
regard to this scholars like Pearlin and Schodlé78, pp.30), said coping as “any response to
external life strains that serves to prevent, avordcontrol emotional distress”. In relation to
the above idea Lazarus & Folkman (1984) view thahethough depression is inevitable; it is

the coping that makes the difference in adaptaiidnomes.

The study identified the above coping mechanismglwhre supported by different
literature review but the participants did not cafkectively. Since their coping mechanism is
not supported by professionals. On the other handje participants use negative coping

mechanism like isolation and crying when the siturats beyond their capacity.

One of the emotion focused coping strategies aigiaants wassearch people to talk
to with people and share their feelings when they fpoeblems. Although they have
challenges to get people who can listen and ureletgheir problems, they want to talk/share
their challenges. This finding is supported by Wk of Lazarus and Folkman (1984), they
stated that some HIV/AIDS orphans cope with théwasion by sharing their feelings only
with their immediate care givers, and through thmexeive support and understanding. In
contrast to this some participants used avoidapedgr to be alone, decrease communication,

limit their social interpersonal reactions) as ogpstrategies. This coping strategy is also



supported by Nehra, et al., (2005) they said thaitdant strategies may include ignoring care
givers, friends, etby decreasing physical and emotional contact, sisschot communicating

and visiting them regularly and limiting their atfeon.

Problem focused coping strategy was the secondrncagegory under the themes of
cope with the psychosocial problems. Almost alltipgrants have limited problem focused
coping mechanisms. These mechanisms are acceswsigging an expert of their illness or and

searching spiritual support.

As the participants said, they frequently wentharch when they face difficult situation.
They have strong believe and hope on God'’s helihep have strong contact (they pray, listen
preaching or religious songs) with God. They armfootable and feel good when they are in
holy places. They also said that it is the onlycelavhere no difference among HIV/AIDS
Orphans and the community. In favor of the abowmdifigs, Rammohan, et al., (2002) said that
the use of spirituality is seen as a positive eomstocused coping strategy. Spirituality may
mean different things to different individuals, h#s been seen to increase levels of well-being

and decrease the level of stress in one’s life.



CHAPTER-SIX
6. CONCLUSIONSAND RECOMMENDATION
6.1. Conclusions

This study captured the psychosocial problems &f/ANIDS orphans and their coping
mechanisms. Study participants explained aboudi¢it@! and complexities of their psychosocial
problems.

Participants are losing their ability to functiondathey are dependent on orphanages at
almost ages of their productive time. The particsipawere also trying to overcome the
consequences of their negative feeling and poodgaged social affairs. The stigmas associated
with their problem also made them feel like theyeveot valued and challenged them not take
their life properly. Participants sought comfortceptance and forgiveness in spiritual settings.
The participants need to be heard, accepted amivéor by society since they are devalued,
rejected and stigmatized because of being HIV/AtiDghan. Acceptance, forgiveness, listening

and understanding would allow them to move forward maintain a successful life.

Participants need comprehensive or an integratéalstic approach which address their
psycho-social aspects. So, care giving professsofpelychologists, house mothers, sociologists,
social workers and more importantly owners), anel tommunity should work together for
better improvement of their life and give them thgportunities to make them productive

society.

Generally, the implication of the study is that amgations who are concerned with the

social needs of HIV/AIDS orphans should also foongheir psychological/emotional needs as



well by strengthening their counseling services amiding the awareness of the community
about the troubles of HIV/AIDS orphans so that pedpke the initiatives themselves in their
immediate communities to support these childrenis TieB highly essential because when
favorable conditions are created there is a goahah that these children may be able to cope
relatively well with the trauma of losing their pats and other related psychosocial problems.
These effects include depression, low self estéean,and loneliness as to the cause of parental
death, and unsolved grief. Thus, it is recommeridgzeople concerned about and working with
orphanages that are working with such HIV/AIDS @pé, such as social welfare officers,
health care workers, government agencies, and mengmental orphanages organizations,

particularly to the orphanage institutions.

6.2. Recommendations

The determination of prevalence of psychologicatrdss and associated factors of
HIV/AIDS orphans is important because orphan-hogdHIV causes psychological distress
particularly vulnerable group in terms of emotiormald psychological problems which will
certainly affect their present and future life. &ssment helps in planning intervention activities
for the prevention of these problems in the orphaniastitutions and community. Following the
death of parents, children need emotional/psychcébgupport, care and assistance in coping

with and /or avoiding stigmatization and socialiaat

As it shown in the finding some participants hawetrust on the psychological treatment and
give priority for spiritual treatment so they ne&elf-help programs/survival skill that are

designed to assist them in raising money thataseshamong them in times of emergencies. The



team spirit was said to be very helpful in helpthg orphan forget the misery and focus on
improving their livelihood and self-reliance. Thigeativity, focus and diversion of energy were
a clear determination to succeed instead of wafligwin self-blame or engaging in self-

destructive behaviors.

One of the accomplishments of this study was pingithe participants with a chance of
expressing their psychosocial problems and thegingp mechanisms. Participants described
feeling as if they were not heard. This was eviéenby their behaviors and feelings of
devaluation. It is imperative that care giving @sdionals and society recognize that these
people need to be heard in their voices they raguespsychosocial support. These individuals
are demanding for acceptance by society so respgnditheir need for support can improve the

outcomes. Ultimately, it will lead to a decreasel@vastating in life.

It is important that orphanage services are orgahin a way that gives possibility to
work health-promoting by strengthening self-managetmability and social functions of
HIV/AIDS orphan. A collaborative approach is ne@gsboth between the professionals and
these people.

More knowledge and understanding are needed abbat itvmeans being HIV/AIDS
orphan by the society in order to combat the piegdiattitudes to these people. Efforts made by
society are needed to help or give this peopleilpitisg of regaining a place in and feel part of

society.
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APPENDICES

APPENDI X-A CONSENT FORM
Thesis Title: The psychosocial problems of HIV/AlDhans and their coping mechanisms.
Researcher name: Hana Tarrekegn Particsodame: ...,

Description and explanation of procedures. My name is Hana Tarrekegn, | am
graduating student of Special Needs Education. kcanducting a study for master’s thesis on
The psychosocial problems of HIV/AIDS orphans and their coping mechanisms. The
objective of the research is to find out psychatagisocial problems of HIV/AIDS orphans and
the coping mechanisms. Therefore, if you are mgllil am going to ask you about this. The
purpose of this study is primarily to fulfill thegquirement of Masters Program in Special needs
Education; the result of study will be used only éducational purposes. It also contributes for
further research and intervention to improve theises provided to HIV/AIDS orphans.

To appropriately understand your problems | wikk usobile phone as a recorder during
the interview if you are comfortable with it anavill keep all the recording in safe place until |
finish the transcription. When the study is finidHewill remove the recordings from the phone.
Therefore, | assure you that all the informatiomn ywovide me will not be disclosed to a third
person and the study do not have any relation yotir service provision. You may talk about
things that become stressful for you and if you fee conversation is too stressful you may ask
that the tape recorder be turned off and the irderbe stopped.

By signing this form, you are agreeing to partitgpan the research described to you by the

researcher.

Participant's Signature Pat



APPENDI X-B
INTERVIEW GUIDING ITEMS

Q1, what are the psychosocial problems of orphans?

Would you tell me the problem you face; becauseenig HIV/AIDS orphan?
How does being HIV/AIDS orphan affect your daifg?

(Probe, psychosocial)
How do you perceive about yourself?
Does being HIV/AIDS orphan made a difference to lyow see yourself?
Did it change the way other people see you?
(Probe, friends, care givers, teachers, relatives)
How do you describe your social relationship befond after being HIV/AIDS
orphan?
How do you compare fulfilling your responsibilitieefore and after being HIV
/AIDS orphan?
What are the problems you are currently experignirirthis orphanage b/c of
being HIV/AIDS orphan? Any changes from the past?
(Proberecent challenges regarding psychosocial problems)

Q2, How persons of HIV/AIDS orphans cope with thikress?

On day to day basis how you deal with problemsewfigp HIV/AIDS orphan?
Do you have particular strategies for helping yelitsWays of coping?

(Probe, Could you describe your strategies/waysopfrggy with exampl#)



APPENDI X-C
FOCUSED GROUP DISCUSSION GUIDE

Facilitator Name ------------- --

Place of Meeting------------------- Date -------—---s-u--- Time Allowed -----------=-=-=-=-----
Before the FGD is started, the facilitator showlliolv /apply the following guidelines

Should get the informed consent of each particgpant

o~ 0 DbdPRF

Be sure every participant is sited comfortably #mel meeting room has enough light and
fresh air.
6. Please introduce each other, informed them how dnegelected
7. Inform them as they have the right to omit the déston at any time and do not obliged to
respond on the issue which creates any discomifioyba
8. Informed them how their participation is necesdarythe research and read the objective
of the Research and its significance as follow:
« General Objective: The overall objective of this study is identifyinidpe
psychosocial problems and their coping mechanidriB\&AIDS orphans.
+ The Specific Objectives are:
o To find out the psychological problems of HIV/AlRBphans.
o To find out social problems of HIV/AIDS orphans.
o To find out their coping mechanisms of their psystwal problems.
« Significance of the study: It will have implication for
- Persons of HIV/AIDS orphans and their caresggv
« What problems HIV/AIDS orphans face, in what wdyeyt manage, the
psychosocial problems they face; according to thaitext.
+ The care givers can also learn how to provide ea@ support for HIV/AIDS
orphans.
% Care givers will have common understanding on thgclposocial problems and
coping strategies of HIV/AIDS orphans.
9. Raise FGD items for discussion, facilitate the F@BDd finally summarized the issue and

thanks the participants.



APPENDEX-D
FGD GUIDING ITEMS

Q1, how do HIV/orphans perceive about themselves?
» Can you discuses about the brief history of eachésof HIV/AIDS orphans in the
orphanage?
(Probe; related with their feeling, self understagdand perception change, can
you elaborate it with example)
Q2, what are the psychosocial problems HIV/AID Shams faces?
* Would you explain the problem they face in theiilyddife because of being
HIV/AIDS orphan?
(Probe, psychosocial)
Q3, How persons of HIV/AIDS orphans cope with thsychosocial problems?
* On day to day basis how they deal with being HN\DSlorphan?
» Do they have particular strategies to help thenes®wWays of coping?
(Probe, Could you describe their strategies/waysoping with exampi®



APPENDEX-E

Brief Narrative of the research participants
Selam
-After my parents’ death I felt hopeless and coetlsstayed home after her death because | was
unable to come to terms with her death. The resbizahat | was the only member of my family
alive | became desperate. Every time | think adwert | always feel | am in the middle of
nowhere.
-Before my parents’ death I'm very much sociabliéke to be with people and it make me relax
and easily make friends. In addition, | like jokedal am joyful. | forget negative/bad things
quickly and easily.
-You cannot read well when you have problems-Irtstkelf my parents are gone but at times it is
very difficult.
-life has been challenging as an orphan both figdgcand psychologically-now that | don't
have a mother or father .1 am all alone.
-Being raised in different home is very difficuthat separation is very painful as we have lacked
that love of growing up together.
-Life is very stressful-life is very hard but | Feato cope.
-I am frustrated family wise and financially. | fdewant to work hard though the future looks
dark right now I will work hard to change my circstances.
-Relatives are not good to me. They are harsh efinde to meet our financial needs.
-Back to school learning and reading book are What experienced currently.
-When | get myself busy it shifts my mind not tanth negative thoughts and which reduces
listening to my inner voice and worry too much.
-My situation makes me to work harder. | burry nif/gebooks, instead of worrying and feeling
bad about my situation.
-Orphan should work hard and trust God.
-For coping | draw strength from my friends and flaet that my dad taught me to be
responsible.

-Some of my friends are my source of strength.



Kemal

- Before my parent’s passed way, my dad createdief loel me that education is the way out for
success. Putting that on my mind, | kept on toilaimgmy study and other academic staff. | was
also able to remember ever specific details of viMlaae | thought in the class room .But now all
these things blow away.

-When my mother passed away, | feel like the whadeld had come to an end. There is nobody
in this world who understands what is like to lasiather and a mother in life of two years.

-Even though my fee is paid by this organizatiohae many emotional needs. | need to feel
loved and welcome in the families that welcomed us.

-No support really - had to adapt to looking afteyself, | lost both of my parents. Since the
community has no awareness about the HIV/AIDS, thay me.

-It is difficult to be happy. | don’t remember whelast felt happy.

-l am distressed about one of my younger sister lgftohome to go big down to look for a
job....I hope someone can speak to her to come bade h

-When | see other students happy and confidendiivated me to work hard and not to feel bad.
-My difficulties have inspired me to work hard. 8wt | can help family and | want to make
people and wrong that | can make it in life.

-1 talk to my friends.

-l think | am the cause of all this mess. This is beeauts was after my birth

that this entire problem aroused. So, | am in these of hopelessness and emptiness

Y eneneh

-1 like being alone to deal with my pain and lo&stimes it helps me.

- After the death of my mother we (I and my sibEhdéelt stigmatized because when we sought
help someone will tell you categorically that ig tieeir faults we are the way we are. Or that our
parents should have behaved better.

-l always remember Epiphany. This is because mgbcial gathering ceremony my dad usually
bought me a new close and took me to the cereniurtynow he is gone, living me behind.
-When | am with others especially with those winew my family background, | take care not

offending them one way or another. As a resultetame busy of selecting what to say.



However, when I'm lonely there is no one who cohtnee what to say. So | prefer my
loneliness.

-When | am depressed and isolated | tend to sleemybed and curse my fate. If at that time
any one comes and talk to me or something, | waiktto that person.

-1 felt guilty that | was not there to help my moml.felt bad and sad that | could not help her.

-1 thought it was the end of life. There was nobtalgry to-1 was hopeless.

-l am destructed and enable to concentration.

-Staying with people who are not your parents isaasy. They don't treat you the same as your
parents-there is a lot of quarrels about every Isiimialgs that reminds one’s parents.

-When my mother passed away | felt like the whotelvhad come to an end..there is nobody in
this world who understand what is like....to loseathér and mother in a span of life of two
years.

-I have been talking the student counselor seekilg so as to cope with my problems have
found this helpful because he has helped me locitaation better and develop a positive
attitude.

-I have learned a lot from this situation, | knaws not in vain, God has a purpose and | am
willing to perceiver so | can discover his purpasghis.

-l cry it out.

-I play chess.

-1 go to marshal art classes.

-1 go to church —youth programs and teachings. kKbaps me away from youthful thing that can

get me in trouble.

Biratu

-Sometimes | feel low when among other studentsrwihsee them having a lot and happily
talking about their families.....I feel | have notgito share...| am unlucky.

-Previously | use substance like kchat and drickladl as a coping mechanism; before | came to
this orphanage. When | took the substances, it sédéeel very good, happy and forget about my
parents’ lose. But after some hours the feelinggpgar and feel bad, become irritable, sleepless.
When this happened repeatedly, | understand thisigtgdubstance is not good for my health and |

decide not to take any substance.



-Sometimes | feel low when among other studentsrwiheee them having a lot and happily
talking about their families.....I feel | have notgito share...| am unlucky.

-1 feel all alone-nobody loves me; | miss a famdydad and mum when others are going home to
meet their dad and mum | feel bad when | go home.

-Every morning, | go to church listen God’s worddgoray a lot. For me God is everything. |
thank him for waking me up in the morning and Iypexery morning. Whenever | have suffered
a lot with something, God erases it from my life.

Tina

-I feel my parent’s death was to punish me | fe bBbout them for leaving to struggle alone.

-l was not able to sleep well. My financial needsevnot met.

-During my parents sickness we don’t have any stppdSince nobody wants us and people hate
us, we all are useless and hopeless.

-Life is stressful and | don't like talking about.

-People did not think good of us. They don’t segling good in us.

-Back to school learning and Reading book are tiieronew coping strategies experienced
currently. Two of the participants read books tpewith depressive feelings;

-I started to read different books and | try to maky mind busy so it helps me not to think so
many things. | didn’t think so much as pervious wham concentrating on the book.

-When | get difficult/stressful events | go to cblurpray and read the holy Bible request his
support by crying and raising my hand and it re&lyps me in easing my shoulder. | really
believe that He is with me and looking after mey#me | get in a tense situation, | raise my
hand to God. It helps me for some reason it calmsiawn.

-Even if 'Information and knowledge about the cgpsirategies are vital, 'l wasn't told very
much about it. But | pray and listen constantlyite words of the care providers so that | study
hard and work very well. When | compare myself wathers of the same problem, | feel better

and | told my mind as my problem is not overwhelgin

Annan
-Being raised in different home is very difficulbat separation is very painful as we have lacked

that love of growing up together.



-Even if | know there is somebody who loves me egliested me for marriage, after knowing
my parents death of HIV/AIDS. He would automatigalhange his mind and married somebody
else; thinking that sometime in the future | mighthg him the same problem in our marriage.

-1 am back to school after a long time. | read hdatudy hard and | hide myself inside the book.
-Many orphans lack love and affection guidance @nehseling should be strengthened.

-1 like being alone to deal with my pain and logsae it helps.

-One feels frustrated having to ask for money father people, it is frustrating because it is like
they do not remember your need unless you remieih #ind sometimes it comes very late after
you have been sent away from school.

-1 pitied myself a lot.

-l avoid talk about because | don’t see others dalal for me.

-1 try to keep away from people who make me feel. ba

-l am back to school after a long time. | read hdddtudy hard and | hide myself inside the book.
-My situation have motivated to work very hard-1 aetermined to make it —if we don’t work
hard who will change the situation for us-1 havédous on | am going.

-We have come to accept our situation but we ttytadook behind but forward to make our life

better.

Fantahun

- | was not able to sleep well. | usually think thatv can | manage my life without nparent’s

-My dad was a provider | went to the best schoaleVer lacked but now | am so poor | am a
beggar in the real sense.

-1 was not able to read because | thought aboubbss/so much.

-My peers some are supportive others are so negdhigy don’t want to come near you because
they think you will infect them with AIDS just bease they heard your parents died.

-When | share my feeling with the supervisor, | iggief.

-I see positive things for the future because tiweiré could be bright. If | am upset with

something | will use different techniques’ likertking the past history of mine and listen GOD
words.

-My higher power is God. | pray five times a daylahanks him when | wake up in the middle

of the night. If | get hard to sleep, | stand upl amake abolition to connect with my God every



night. I'm constantly thanking God for just beingra today because if it wasn’t for God’s help,

I would be HIV victim and lost my life; just like ynparents.

-Our church pester comes to pray with us and knevaxe fairing on every week.

Bertuma

-I had hardly any support from the friends neathbyasn't told very much on how to cope with
the challenge that | have in my life. There wasuapport because both my parents’ are gone.
-Even though our fee is paid by this organizatwwa,have many emotional needs. We need to
feel loved and welcome in the families that welcdms.

-l would have performed better if this was not ntyation.

-Life has been so hard-full of up and down.

-l was not able to sleep well.

- I should be the one who supposed to be dead\ifsy? Because it was after my birth, that my
dad and my mom broke up. The reason for their brgkevas my dad suspect ion of my mom
had an unfair. Sometimes he looked my face and ‘s@d resemble no one in my family”.
Furthermore he insulted me by calling “yebalede lij

-One of the things that | miss is someone to lowmfort-someone to listen to you. Friends did
not help as | thought and their words were discgiaga

-Since | have bad experience with regard to frieiml¢people requested me for friendship and
entered with the relationship but suddenly theyaknep the relationship when they heard about
the case of my parents’ passed away with HIV/AIBISnce | am socially isolated and | become
suspicious when | meet somebody since | anticipateat is to come.

-Sometimes | compare myself with delinquent childvehose parents are in prison. | feel that
they are better than me. Because that they do a&asteance of seeing them. But my future is
gone. All these things irritate me and kill me desi

-Going to church also helps-they give social, maral sometimes financial support.

-I do encourage my self- am determined-to makeaith motivated and do want to be different
because of the difficulties. | have encouraged.

-Because of my circumstances | feel more respomslikn better than those who have both

parents. My situation has been a way of learniragn lvery motivated.



Buta
-I have missed my father’s figure .
-My dad was a provider | went to the best schoalever lacked but now | am so poor | am a
beggar indirectly.
-Whenever | played with my friend, | always rememthe insult of my close friend. One day we
were playing with our class met; it was a footbBluring the game | committed a foul and the
referee gave me red card. But that foul wasn’t thath serious .So, | started to convince the
referee in a good manner. Unfortunately, my frieatled me “ante yeset wusha lige”( son of a
bitch).Then after every attendant was laugh at me.
-I hate challenges in my life. Every time | facprablem relate to my present situation, | tend sit
down and think how foolish | am. Thinking that tees always a way that one couldn’t go such
problematic situations.
-| feel bad when my peers are talking about theregiences with their families how they spent
their holidays and what kind of gifts they rea® have nothing exciting to share so | keep to
myself.
-My situation motivated me to work hard but otherds | feel discouraged now that they are not
there.
-When my mother died, | lost that motherly love.
-The memory of my dad comes when | see my dadthers-I miss him-I am sad.
-1 am very bitter towards everybody. | feel oddward people. | am very moody
-Nobody came forward to help in any way.
-Teachers/priests have been an encouragementdhasated strength in me that | did not know
existed
-I have very understanding friend-my friends amréfor me-they make sure | am comfortable. |
talk to them they give me listening hears.
-Have encouraged orphans to form counseling graxqs)seling each other it is easier to talk to
someone who is going through the same situation.
-I can relate to others who are struggling-l careghem a shoulder to learn on.
-Though my mom fulfill all my basic needs, my gramather always told me that she was
bully(Balege).This created negative image aboutdmeme. As a result | didn’t treat her while

she was on bed. But know | wish | had told her egl feelings about her.



kiflom

- Staying with people who are not your parents iseasty. They don’t treat you the same as your
parents-there is a lot of things that devastateramind me of my parent’s

-When | mix with people, | feel anxious and becosnspicious about what they talk. | feel that
they talk my parents’ were dead of HIV/AIDS.| prefeem died of car accident.

-Financially | depend on “HELP” which is not sufgat.

-After mother’s death I felt hopeless and confuksthyed home after her death because | was
unable to come to terms with her death. The re#bizdhat | was the only member of my family
alive | was desperate.

-I feel intimidated and felt really an orphan.

-Relatives don't keeps their promises they aredtilies and want to take what we have.
-Socially | feel I don’t take it kindly becauseddi | have no one who can fight for me.

-My guardian is like a mother to me in providinguogel and financial support.

-I have learned to believe in myself.

-I am more outstanding and confident-I feel | aavlag out his legacy.

-Despite all this | have worked hard and not failed
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