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Preface
Who can say that he or she hasn’t ever seen children begging along our city streets,
heading towards a life of dislocation and crime? Surely, we have all been moved by
news reports of children suffering from severe neglect, physical abuse, or rape. Is there
any parent left who can say that he or she is not worried about the legacy we are
leaving our children? Under these circumstances, who will be our continent’s leaders,
our conscience, our future?

According to the best data we have, in 2001 Namibia, for example, had over 82 000
orphans. Within a generation, that number is expected to triple. The plight of these
children will be the single largest impact of the HIV/AIDS pandemic on this nation.
The plight is similar in other African countries.

One thing we know for sure: Orphans and vulnerable children don’t deserve their fate.
There is nothing that any of them did to justify their sorrow, their hardship, and their
losses.

And yet, most of them suffer a lot. And as a nation, we suffer with them. Too often,
their personal losses result in lost opportunity, lost hope, and a lost future that affects
their entire community, and ultimately, the entire country.

Thus, the first message we want to give with this manual on psycho-social supports for
orphans and vulnerable children is that THESE CHILDREN ARE OUR CHILDREN.
They belong to all of us. And they are our collective responsibility.

Secondly, the message is that  “Love is Not Enough”. Caring for our continent’s
orphans and vulnerable children takes time. And effort. And knowledge.

That is what this manual is about. Read it. Study it. Refer back to it as often as you can.
Attend a training course offered by Catholic AIDS Action or another organisation
which supports the contents of this book. Above all, this manual is meant to be applied
within our own families and in our communities.

The Ministry of Women’s Affairs and Child Welfare in Namibia is proud to be
associated with the development of this manual by Catholic AIDS Action, and the
publication of this revised edition in partnership with Maskew Miller Longman, and
recommends it to our fellow Ministries and to all people of goodwill everywhere. May
God bless you in your work of caring for others.

(Ms) Netumbo Nandi-Ndaitwah
Minister, Ministry of Women’s Affairs and Child Welfare
Republic of Namibia
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A note from the author

Dear parents, caregivers and teachers,

This handbook is aimed at people who live and work with children affected by
HIV/AIDS.

The dimension of the HIV/AIDS pandemic and its consequences for our children, our
families, our communities and our society often make us feel powerless. As caregivers,
we are faced with an increasing number of children who have already lost or are going
to lose their parents. We teach them in our classrooms, we take them into our homes
and we share our lives with them. Often we feel unsure about how to help them deal
with the loss of a parent. But the children we care for are our future and it is our task to
walk beside them into that future.

This handbook is aimed at helping parents, caregivers and teachers to understand
children who are nursing a diseased parent or who have lost a parent. It provides
practical advice for teachers and caregivers on how to support children who have
experienced loss and death in order to help them cope. It offers ideas for discussions
that can be held on a one-to-one basis in the child’s home or with a group of children
in the classroom. It is neither a recipe for success nor a book of rules. Instead, this
handbook consists of a collection of ideas, theories, tasks and exercises that should help
us to understand the behaviour and feelings of children affected by HIV/AIDS.

The impact of the HIV/AIDS pandemic challenges us to approach childcare and
education differently, but we have experienced teachers on our side – the children
themselves! Sometimes children know best what they need. When we listen to them,
pay attention to their ideas and learn from their coping strategies, we recognise their
resources, their skills, their strengths and their endurance. In order to assist them, we
have to work with them.

Working with children affected by HIV/AIDS requires courage and creativity. We may
need enormous reserves of commitment and compassion. Our compassion can be
expressed not only in care, but also in understanding and friendship. We can develop a
vision of the possibilities that lie beyond the reality that faces us. We can be committed
both to the child and to the rights of that child. Children need strong advocates to
make their voices heard and to fight for their future.

A book cannot answer all our questions. A book will never contain all the exercises and
ideas that we will need – but it will hopefully encourage us to have the courage and
commitment necessary to develop our own creative methods of helping children to
cope.

Silke-Andrea Mallmann CPS
Mariannhill, June 2002
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There is more than one definition of a child. Our ideas of childhood are often based on

how old the child is, how  “grown up” the child is, whether the child is able to look after

himself or herself or whether the child seems to need looking after. Such indicators

differ from one culture or society to another and from one country to another.

More and more children in Africa are becoming orphans because their parents have

died of AIDS. AIDS is a disease caused by a virus called HIV that is spread by the

exchange of body fluids like blood, semen or vaginal secretions. Once a person is

infected with HIV, he or she will develop AIDS sooner or later. There is no cure for

HIV/AIDS yet.

Many children have known someone in their family or community who has died of

AIDS. If one parent is infected with HIV it means that his or her partner will probably

also be infected by means of unprotected sexual intercourse. This then results in both

parents getting sick and eventually dying. This means that, unlike orphans who have

lost a parent due to an accident or a non-infectious disease like cancer, AIDS orphans

are often confronted with the disease and death of both parents.

Children are not little adults. Children’s needs and interests are different from adults’

needs and interests. Children need a lot of security, love and emotional support. They

need guidance as they grow and mature emotionally, spiritually, physically and

intellectually.

Children need to know where they belong and they need close adults with whom they

can form an attachment. These adults may be their parents or a close caregiver. This

caregiver may be someone in the family or a teacher. The caregiver may also be a

person in the community who protects them and allows them to develop in a safe,

nurturing environment.

1
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It is usually parents, families and communities that provide for the well-being and

development of children. If children are not able to grow up in a caring environment,

they become more vulnerable.Vulnerable children are those children who are easily

hurt or harmed.

What makes children vulnerable?

There are many things that can make children more

vulnerable.

Studies have shown that girls in our society tend to be more

vulnerable than boys. Babies and young children are more

vulnerable than older children. Children without a family or a

home are vulnerable. Children held in detention are vulnerable.

Children lacking education and skills are vulnerable. Children

living in poverty are vulnerable. Children who are not involved in taking decisions that

affect their own lives are vulnerable. Being exploited, abused, discriminated against or

exposed to violence makes children vulnerable. Children who are isolated or

withdrawn, who have no access to schools or adequate medical care, are vulnerable.

Children whose rights are not upheld are vulnerable.

Children who have lost their parents to HIV/AIDS are especially vulnerable. Some

children are taken in by their extended families but, as HIV/AIDS affects more and

more families, children are often found to be either living on their own or looking after

younger brothers and sisters and elderly grandparents.

Households headed by children have become common in many parts of Africa. It is

clear that orphaned children are highly at risk of exploitation and increasing

impoverishment.

However, even though children all over the world face illness, domestic violence, war,

poverty, famine, droughts or floods, some children seem to cope quite well, whereas

others are overwhelmed.

A child’s ability to cope seems to have much to do

with resilience. Researchers have defined resilience

as the human capacity to face, overcome and be

strengthened by or even transformed by the

adversities of life and the ability to bounce back after

stressful and potentially traumatising events. Resilient

children are generally better able to cope with life’s

adversities.
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How does a child become resilient?

As caregivers to orphans and vulnerable children, this is a question that we might ask

ourselves. Orphans and vulnerable children need to become resilient in order to

overcome the many problems they face, such as dealing with the illness and death of

their parents, and being responsible for their own lives and the lives of their brothers

and sisters.

You can imagine how feelings of grief, loneliness and guilt, and the stigma attached to

HIV/AIDS could overwhelm a child.

What do children need to cope with adversity?

Children cope better when they have three capabilities:

� the capability to understand an adverse event (for example, the death of a

parent),

� the capability to believe that they can cope with a crisis because they

know that they have some control over what happens, and

� the capability to give deeper meaning to an adverse event.

The development of these three capabilities needs to be encouraged. Most children will

develop all three capabilities before reaching the age of 15. The development of these

capabilities is greatly influenced by the child’s external and inner resources.

External resources fostering resilience

External resources that help build resilience include:

� a close and secure relationship with a caregiver,

� a close relationship with the remaining family members,

� enough food, shelter, clothing and medical services,

� education,

� financial stability, and

� close links to his or her cultural community.

Orphaned children need to have access to external resources to strengthen his or her

resilience. But inner resources are just as important to the orphaned child. Inner

resources refer to the child’s inner strength and ability to deal with a crisis.

Inner resources help a child to understand, manage and give meaning to a 

traumatic event.
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Inner resources fostering resilience

� A wide range of emotions
A resilient child is usually comfortable with a wide variety of emotions. Resilient

children are able to understand their own emotions and can express them in words or

actions. For example, a resilient child can say, “I am angry (or sad, or irritated).”

� A good autobiographical memory
The autobiographical memory is the memory in which we

save personal memories about our lives and our life

histories. A resilient child can usually recall positive

relationships, moments of kindness, role models (for

example parents and teachers), as well as personal

achievements from the past.

� A sense of belonging
Resilient children know where they belong. Such children are grounded at home, in the

community and have a sense of their own culture, whether in the present or in the

past. Resilient children understand how they fit into a family, a small group of friends,

the school class, the community or the church. Resilient children are able to look for

and find emotional support from other people. Resilient children are self-confident and

also confident of the support of peers and caregivers. This support may change from

time to time; it may not be provided by the same person over an extended period of

time but may change, as the child’s needs change.

� Interest in others
A resilient child feels the need to help others. The child has a feeling for the needs of

others and is able to help.

� A value and belief system
Resilient children have a vision of moral order and a sense of justice. Resilient children

know what is right and what is wrong. They sense what is unacceptable behaviour.

Resilient children have a strong spiritual or ideological belief system. This belief system

may include faith in any kind of transcendent being, whether one God, several Gods or

faith in the power of the ancestors. This is usually influenced by the child’s upbringing

and culture. Some children (particularly older children) will develop some sort of political

or cultural ideology, or may identify with a certain cultural, political or religious leader.

� Creativity, innovation and curiosity
Resilient children are curious and eager to learn. Resilient children are creative and use

their imagination. They are able to use materials in their environment to ensure their

Resilient children

draw strength from

their inner

resources.

As caregivers we

can promote the

development of

inner resources. 
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survival. Resilient children are able to imagine a future and this gives them something

to live for and a goal to work towards.

� Self-confidence
Resilient children have a sense of humour and are confident of their own abilities,

resourcefulness and identity. A resilient child will say, “I can!”, “I have!”and  “I am.”

How to develop resilience in children

Resilience should be encouraged and developed in all children. All children are born

with the potential to be resilient, but resilience has to be developed, just like other skills

and capacities. We need to promote resilience in the children we care for.

Resilience prepares children for hardships and suffering that they may face in the

future – not only when they are young, but also when they are adults.

There are various ways in which we can help the children in our care to develop

resilience:

� Provide a safe, nurturing environment in which the child’s needs are
met. This includes access to health care, education and welfare services. It

is important for children to feel secure at home and to feel that they

belong at home.

� Spend time with the children, listen to them instead of talking about
them, and show an interest in them and in what they do, think and
feel. It is important to play with them. Play is very important for

children’s development.

By answering questions and showing them new and interesting things,

we encourage children to discover their own initiative, creativity and

interests.

� Teach the children how to communicate with other people.
By showing children how to express feelings and ideas and how to solve

problems and conflicts, we encourage them to become increasingly

responsible for what they do and say. We also help them to understand

other people’s feelings and to respect the needs of others.

� Allow the children to make mistakes. We all make mistakes.

We learn by our mistakes! Help children to recognise and understand

their mistakes. Encourage them to correct what they did wrong. Support

them as they deal with negative thoughts, feelings and behaviour.

� Involve the children in day-to-day activities as well as family rituals,

cultural rituals, religious rituals and festivals.

� Teach the children family routines. It helps a child if the caregiver

provides clear routines for the day and expects the child to stick to the

routine.



66

� Acknowledge the children for what they are, not only for what they do.
� Trust the children.
� Pray with the children.

The importance of the family

The family is the first environment in which a child experiences love and affection and

makes discoveries. Families provide the basic framework for a child’s development and

have an enormous impact on a child’s resilience. The family provides the child with a

sense of belonging and an identity.

Families have common roots and ancestors. They have shared life experiences.

Family members can say to each other, “Do you remember when…?”

Families have a similar system of values, rules and norms. Families usually share

cultures and religions. Most families are bound together by trust, solidarity and support

for one another. Most children make their first social contacts and experience

unconditional love in the family.

Healthy family relationships are the best environment for a child to develop resilience.

The importance of school

After the family, school is the most important factor in a child’s life. As a child grows

up, more and more time is spent at school in the company of friends and teachers.

Schools do not only teach children about

reading, writing and arithmetic. They

also look at the whole child and focus

on cognitive development (that is, the

acquiring of knowledge and skills)

while at the same time emphasising the social

and emotional development of the child.

Research has shown that mature children with good social skills find it easier to learn

than children whose social skills and emotional maturity are less developed. It is very

important to develop the social and emotional development of students: many children

come from single-parent homes, or homes in which there is no parent.

Elderly relatives or siblings may raise children. In homes like these there is often not

enough emphasis (if any) on the social and emotional development of the child. In this

situation, the development of resilience takes place primarily in the classroom and in

the community.

For some teachers, this development is threatening. Others see it as a challenge.
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Children growing up without parents look for extra things in their teachers. They need

a lot of instruction, but they also need someone they can trust, someone who is

interested in their lives. They need a teacher who will help in times of crisis. They need

a teacher who will help them to develop self-esteem and self-confidence. They need a

teacher who will help them to set realistic goals, but one who will also make learning

fun. For many children, school is an oasis of normality in a harsh world.

The teacher’s job may change so that the teacher is encouraging the child’s resilience

and not just to pass the exams. The teacher’s role changes from being simply an

instructor to being an instructor, a counsellor, an adviser and a first-aid person – all

rolled into one.

Other people in the community can also assist with this process. A neighbour, a 

home-care volunteer, a church representative or a member of the extended family 

may also play a critical role.

Experiential learning

A teaching method that can be used in

the classroom (and elsewhere) to teach

resilience is the method of experiential learning.

Experiential learning combines intellectual learning

(thinking skills), emotional learning (feelings) and

social learning (learning about relationships).

� A student-centred approach
Experiential learning is based on a student-centred approach. Student-centred

education means that the interests of each child are the main point of focus. It looks at

the child’s personality as well as the child’s needs and skills. Each child explores

questions that are relevant and meaningful to him or her. Children are encouraged to

find answers to their own questions and problems.

Discovering answers for themselves makes the children feel more competent. Working

individually or in small groups, they set their own learning pace, learning as quickly or

as slowly as they wish. They are encouraged to find different ways to solve problems –

this teaches initiative and creativity. Their discoveries are discussed in groups – this

draws group members closer together and promotes trust, communication and respect

for one another.
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The benefits of experiential learning

As children discover that they control their own learning process, they get to know

their strengths and weaknesses. They also discover what interests them. They learn to

solve problems independently and they realise that they can solve problems on their

own. Experiential learning is a teaching method that encourages resilience because it

teaches the students knowledge and skills at the same time.

Being very resilient or having a strong sense of identity does not mean that a child is

invulnerable. Children can still be very vulnerable to stressful events in their lives, but

being resilient makes them more able to cope with these events. Resilient children are

better equipped to bounce back, to adjust to change and then to move on. They have

the ability to understand, to gain control and to give meaning to the events that take

place in their lives.

In the next section we will identify events that are especially stressful to children and

discuss how we, as caregivers and teachers, can support children during these times.
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Children don’t need to be ill or to have HIV/AIDS themselves to be affected by it.

It is also very worrying for a child if a member of the family is ill or has HIV/AIDS.

One problem leads to another and this creates an enormous burden that is difficult 

for a child to understand. It makes the child feel overwhelmed and hopeless.

Problems that seem to pile up one on top of another are known as  “cumulative

stressors”. The effect of cumulative stressors on an orphan can be devastating if the

child can’t access his or her inner resources and doesn’t receive support from the

outside.

This chapter deals with the most common experiences that orphans affected by

HIV/AIDS face. Much of this chapter also applies to children who are faced with other

severe or life-threatening illnesses in their immediate families. It deals with the

negative effect that such experiences may have on a child’s development.

The sickness of a parent

In a family affected by HIV/AIDS, children will be faced with problems long before

death occurs. When a parent realises (or thinks) that he or she has HIV/AIDS, the

parent may show less interest in the child. People with HIV/AIDS may undergo

dramatic mood swings because they are under a lot of pressure. They worry about

having the disease and they worry about what will happen to them and to their

families. One of the big decisions to be made is whether or not to tell other people that

they have HIV/AIDS.
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Although the child may not know what is wrong with the parent or why the parent

seems so moody, the child will definitely notice that something is different and may

react to this with fear and anxiety.

The real pressure begins for a child when he or she realises that the parent is often

sick. Most children are unhappy when one of their parents is ill, no matter what is

wrong with them. When a mother or a father gets sick, life changes for a child that

lives with his or her parents. The normal rhythm and structure of family life changes

(even for a little while) because the sick parent can’t do the jobs around the house that

he or she normally does. Other family members have to help.

Older children understand that these changes are because the parent is sick, but

younger children may be very upset by the changes in routine. Older children will have

to accept more responsibility. Children of all ages may begin to feel neglected and

angry. Children who already understand the relationship between disease and death

might start to worry that the parent may die. They begin to worry about their own

future as well. Children of parents infected with HIV/AIDS have reported that they

worry about their sick parents, they worry about going to school and they are afraid of

finding their parent dead when they come home. Often children are afraid that there

will be no one to take care of them.

These are very realistic fears and they should be taken seriously. As caregivers, we need

to discuss these fears either at home as parents, or at school as teachers. It is not

surprising that children who are preoccupied with such fears can’t concentrate in the

classroom.

Caring for a sick

parent

In many families, older children

help to care for their sick parents

and to raise their siblings. The

older the child is, the more aware

he or she will be about what lies

ahead.

Besides taking over household chores like fetching water and

herding animals, children have to prepare food, take care of other

children in the family, do the washing and, most importantly, nurse the sick parent.

This is very demanding. With the extra responsibilities, there is little time left for

schoolwork or play. Many children fall behind in their work, start missing school and

eventually drop out of school completely.

Boys can be caring and responsible caregivers but studies have shown that girls seem

to feel more comfortable with this role. Often it is culturally and traditionally more
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acceptable for girls to accept this responsibility. Boys sometimes feel ashamed and

become confused about their role and gender identity.

Many children feel overwhelmed by the huge responsibility. They nurse their parents

without having been taught what to do. They risk being infected themselves because

they don’t know what precautions to take when nursing people with HIV/AIDS.

In addition to the daily housework, nursing a patient also includes getting up during

the night. Nursing a bedridden patient is heavy work – even for an adult. It can be 

exhausting for a child.

Is it surprising that these children have problems concentrating or are  “hyperactive”

(overactive) in the classroom to prevent themselves from falling asleep? Many children

complain about aches and pains that are caused by exhaustion.

The economic impact of a sick parent

When parents become too weak to fulfil their daily tasks, the

family’s income may decrease drastically. Being too sick to work in

the fields will reduce the income of a family. Losing a job means

losing an income as well. This is a crisis – especially in single-

income homes. It is often left to older children to earn money and to

provide food. Many children suffer from malnutrition, which affects

their own health. Children are hungry at school and they can’t

concentrate properly. Some schools won’t accept children who can’t pay 

the school fees or buy the right uniforms and books.

Poor housing, poor health, lack of access to health services and a lack of education are

common in families affected by HIV/AIDS. Many children turn to prostitution to earn

money and child labour is not uncommon. The need to earn money is another major

reason for children dropping out of school.

The stigma of HIV/AIDS

Children are severely affected by the stigma of this disease. Research in Africa by the

British organisation Save the Children showed the seriousness of the effects.

� Orphans were discriminated against by members of their extended

families after the death of their parents. They were expected to work

harder than other children in the family. They were often the last to

receive food and/or to have their school fees paid. Some orphans were

isolated from the other family members because it was believed that they

were infectious and would transmit HIV/AIDS.

� Orphans of school-going age and children with infected parents reported

that other children teased them and called them names. Sometimes the

teasing led to physical bullying. They weren’t allowed to play with other
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children. Many children said that they would rather stay at home than go

to school. The children wanted teachers to protect them from the teasing

and to respect their privacy.

Older children and adolescents said that gossip about people’s

HIV/AIDS status by members of the community was common.

Many adolescents felt hurt by the gossip and felt that their sense of

self-worth was affected. Infected parents felt the same way. They said

that it was hard to support their children who were being teased when

they were being gossiped about as well.

� Some families keep the HIV-status of a family member secret. In order to

protect the secret, children and adults draw back from their friends and

other social contacts. Some children make up stories about their parents

and family. Children may start living in this fantasy world in order to cope

with what is actually happening at home. Children between the ages of

five and eight may not be able to distinguish between their fantasy world

and the real world.

Older children make up stories about their parents because they feel ashamed and

because they don’t want to be different from their friends. Some children worry that

teachers or other authorities will find out that something is not  “normal”at home and

they are afraid of having to answer questions.

Forced secrecy can be a great burden on children because they have to control what

they say, what they do and how they express what they feel.

The secrecy and stigma still attached to HIV/AIDS makes it even more difficult for

children to deal with the disease and death of their parents. It is a sad fact that people

still think of  “AIDS orphans”differently from children who have been orphaned

because their parents died of other diseases or were killed in car accidents.

The children themselves cannot change this. They need committed adults, religious

groups and organisations, and institutions that are willing to stand up to support these

children and fight for their rights. This  will eventually erase the stigma that is attached

to HIV/AIDS.

Dealing with the death of a parent

Most children see dead birds or dead animals at the side of the road. In households

with televisions they probably see death daily on television and they also hear about it

on the radio. They hear adults talking about death and see them going to funerals. It is

quite normal for children to refer to people or animals dying as they play. Nevertheless,

a parent’s death is always shocking and traumatising for a child and it leaves a child

feeling extremely vulnerable. How the death of a parent is understood is strongly

influenced by the child’s age, level of understanding and his or her view of the parent.
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A child who was raised by grandparents may react

more calmly to news of the parent’s death than a child

who grew up with the parent.

Adults move through clear stages when dealing with

death, but children grieve differently. Children don’t

grieve constantly: instead their grief is periodic and

seems to come and go. We will concentrate on the

emotional and psychological impact of death on children

and their understanding of death in Chapter 3 of this book.

A child may have phases of severe sadness and depression.

During these times the child may become clinging and cry, while at the same time

wanting to be left alone. After a while, the grief seems to fade away and may even be

forgotten until something triggers the memory of their deceased parent again.

Because of the social and financial effect of the death of a parent, many children don’t

get a chance to mourn the death of their mother or father because they are under so

much pressure to organise other things like telling relatives about the death, making

funeral arrangements and organising transport to bring the corpse home from the

hospital. Often the family’s last money is used to pay for the costs of the funeral and

food for the guests.

In many cases, the deceased parent dies without a will and without making plans for

the children. Older children feel vulnerable and resentful when extended family

members suddenly take control of their family life and their brothers and sisters

without talking to the child who managed the family’s affairs up to the time of the

parent’s death. Family savings are often divided among family members without taking

the needs of the children into consideration.

Children of an orphaned family are often divided

between several family members.

The children are thus forced to deal with separation

from brothers and sisters as well. A child may be

caught between resenting the substitute

caregiver while at the same time being

dependent on him or her. The caregiver may

expect the child to be grateful. Confused by

these conflicting feelings, children sometimes act

angrily or aggressively towards the substitute

caregiver. Ideally, older children should be asked

which relative they would like to stay with. If children

have to be separated for financial or practical reasons,

it is very important that these reasons be discussed

with older children.
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Preparation for the death of a parent

Children who have been prepared for the death of their parent (either by the parent or

by other caregivers) generally cope better with the death because they understand what

is happening. Parents who prepare for their own deaths by arranging with relatives to

take care of their children, by drawing up a will to provide for their children and by

talking to their children about death, go a long way towards helping their children

accept their deaths and preparing for the future of their children.

Without such preparation, the death of a parent can be extremely traumatic for a child.

The child may be overwhelmed by the sudden loss and may react with shock and

confusion. It will take longer for the child to understand what has happened. This

makes the grieving process more complicated and may cause severe nightmares,

hyperactivity or outbursts of anger.

Some children try to avoid dealing with the death of their parents. They don’t want to

think or talk about their parents and prefer to live in their own fantasy world.

It sometimes seems that children feel nothing about the death of their parent; it is

almost as if they are numb. Other children tell of sudden pictures of the deceased

parent flashing through their minds. They have problems concentrating. They feel

helpless, afraid and sometimes have outbursts of anger, aggression or severe

depression.

Preparing a child for the death of a parent is very painful for everyone concerned. But

this preparation is very important. It helps the child and the parent to accept what is

going to happen. The death of the parent will still be traumatic, but it softens the blow

a little. It also gives the child and the parent quality time to say all the things that they

need to share. Looking back one day, this will have been a precious time for the child

and this quality time may be the basis for healing after the death of the parent. This

preparation for the death of a parent strengthens the child’s ability to cope.
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Being infected themselves

Some children have to deal with another crisis: their own infection with HIV/AIDS.

Children who have been infected via mother-to-child transmission (through birth or

breastfeeding) often don’t know that they are infected. They may realise that they are

sick more often than other children. They may suffer from the aches and pains of

opportunistic infections. (Opportunistic infections are diseases you get when you have

HIV, for example TB, diarrhoea and vomiting, oral and genital thrush, shingles and

herpes infections.) 

Children infected with HIV as a result of abuse have to cope with the trauma of the

abuse, the disease or death of a parent and their own infection.

Children who are infected with HIV and are suffering from AIDS will start thinking

about their own death, although many of them will not express it verbally.

Dealing with HIV and school

Infected children may miss a lot of school and will eventually fall behind their

classmates. Even when they are at school, they will have less strength and energy than

their friends and may not always be able to take part in games and activities.

Even though their friends may not know that they have HIV, they may be teased

because they get tired quickly. Infected children need special support. They should not

be discriminated against at school and they should go to school for as long as their

health and strength permits.

In order to assist a child without being overprotective, policies and plans should be

drawn up so that infected children can fit in at school. Schools need to provide for their

special needs (like medication that needs to be given in class, longer rest periods and

catching up with work that has been missed when they were absent). It is important

for the child to keep up with the rest of the class.

Experiential learning (see the brief description in Chapter 1) or other forms of student-

centred education methods could be used to ensure the integration of chronically ill

children while maintaining the standard of education. Teaching methods should be

adapted to the learner’s needs.

Telling others about an HIV/AIDS status

Many parents and caregivers decide not to reveal the HIV-status of their children.

They want to prevent their children from being teased or shunned by other children

but this also prevents the child from receiving the best possible care and support.

Either way, this is a difficult decision to make. It takes a lot of courage to tell someone

you have HIV because society as a whole has not yet learned how to deal with the
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HIV/AIDS pandemic. Some people take a head-in-the-sand attitude and prefer not to

know, which does not help children affected by HIV/AIDS either.

Working against discrimination needs to become part of school activities. It is

important for children and adults to learn to respect one another, to get along with one

another and to work as a team. People need to be friends regardless of whether a

person has HIV, a different skin colour or speaks a different language. The HIV/AIDS

pandemic challenges children and adults alike to learn respect and tolerance. These

values have to be taught both at home and at school.

In order to develop resilience in children, we need to understand how children react in

difficult situations. We will study this in Chapter 3. We will also consider methods of

crisis prevention and crisis intervention techniques that can be used to stabilise a

child’s response to the death of a parent.
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It is important to understand how children view death and how the death of a loved

one affects a child in order to help children who have been orphaned. In this chapter

we will refer to the emotional impact of the death of a parent because in many families

the parent is still the main caregiver. Please note, however, that grandmother, aunt or

any other primary caregiver who basically fulfilled the child’s needs and is close to the

child could replace the term parent. In Chapter 4 we will study how children react to

the loss of a parent. Their reactions are all normal reactions. While some reactions are

healthy responses that show that the child is adapting, others are less appropriate. All

are normal, coping responses. As parents, caregivers and teachers we have to help the

child find a response that is best for him or her.

When a parent dies, it is natural for a child to experience feelings of bereavement like

sadness, depression or anger.

“Grieving”is the word used to describe the thoughts and feelings

that we have when someone has died.

“Mourning”involves accepting the death, making the death part of

our memories and moving on to a new life. We know that adults

mourn the death of a loved one but some people who work closely

with children believe the mourning process is too complicated for a

small child to go through in the same way as an older child or an adult.

Even a baby will feel the absence of a primary caregiver or the change in faces or

routines. In this situation, the young child needs a lot of reassurance and patience, but

generally we say that a child can truly mourn the loss of a loved one by the age of three

or four. At this stage, the child is able to memorise a person or an object even though

that person or object is not nearby and cannot be seen or heard. By this stage, the child

can recall the image of the deceased person from memory; the child can think about or

imagine the person even though they cannot be seen. Being able to think about or

imagine the person means that the child is able to mourn.

3
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Different aspects of mourning

There are different aspects of mourning that a child needs to work though.

1. The child accepts that the person has really died and will never come

back. The child feels the pain of loss. It is important for the child to

work through these difficult emotions – if the child doesn’t feel the

emotion, the tension may come out later in the form of sickness or

behavioural problems.

2. The death of a parent causes many changes in the child’s world.

This was discussed in Chapter 2. The child needs to be able to adapt to

these changes and to adjust to an environment in which the deceased

parent is missing. This may take a long time and there will probably be

problems along the way.

3. The child has to find a new place for the deceased person in his or her

emotional life and in his or her memory. This is important because it

keeps the connection with the deceased person. It may be that the

child thinks of his mother or father in a certain place (like heaven).

The child can imagine the parent watching over them, speaking to

them and protecting them. Dreaming and thinking about the deceased

parent or keeping an object that belonged to the parent are important

ways of remembering positive things about them and feeling close to

them.

Factors that affect the mourning process

Various factors influence the child’s mourning process and how the child eventually

copes with the death.

The death of the parent 

Death always comes as a shock. An unexpected death is even more shocking and is

more difficult for the child to accept.

Death due to a terminal illness often allows the parent and the child to spend some

quality time together. The parent can plan for the child’s future by drawing up a will

and arranging a substitute caregiver for the child. Unfortunately, the stigma attached to

HIV/AIDS means that a parent’s death due to the disease is often shrouded in secrecy

and disapproval.

The relationship with the deceased parent

The mourning process is definitely influenced by the closeness of the relationship

between the child and the parent before the parent’s death.
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The death of a parent has more emotional impact on a child when the parent raised

the child (and when the child was close to the parent) than when the child was raised

mainly by other family members (like the grandmother). The emotional impact of the

death of a grandmother will probably be greater when the grandmother raised the

child.

The availability of a surviving parent or caregiver

It is important for the child to have either a surviving parent or a substitute caregiver

who will remain consistent as the child goes through the mourning process, as well as

later on.

This person should console and

comfort the child as well as give

a normal structure to the child’s

life after the death of the parent.

If the child is supported by the

rhythm of a normal routine, it is

easier for the child to find

meaning and to regain control.

Very often the surviving parent is

dealing with his or her own grief,

which prevents him or her from

providing the support that the

children need. The help of other

family members, neighbours,

teachers and spiritual leaders is very important. They can support both the child and

the mourning parent – this reduces the stress for the child. It has been found that

children with a resilient surviving parent (or a consistent substitute caregiver) cope

better and are more resilient after traumatic events than children lacking support.

The structure of the extended family

A loving extended family that provides security and care can offer an orphaned child a

sense of identity and a sense of belonging. Members of a family share the same roots,

the same history and generally have similar values and beliefs. This familiarity provides

warmth and protection.

A family divided by conflict or with problems like alcohol dependency, domestic

violence, severe poverty and an absence of strong values and beliefs can be an

additional stressor for the mourning child. A dysfunctional family structure may thus

have a negative effect on the coping process and encourage poorly adapted behaviour.
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Rituals surrounding the parent’s death

Family beliefs and rituals are very important when a person dies. The family’s religious

and traditional belief system provides meaning for the death. This sense of meaning

promotes understanding, control and resilience.

Although some adults think that they are protecting children from sadness by

excluding them (keeping them away) from funerals and other family rituals, in fact the

opposite is true. Even though some children will not understand everything that

happens at a funeral (or another ritual), it is important for children to take part, even in

a limited way, and not to feel excluded from the rest of the family.

Taking part in these rituals has a healing and consoling effect on both children and

adults. Rituals acknowledge that something terrible has happened, that someone has

died. At the same time, rituals can include an awareness of a future life – both for the

deceased and also for those people who mourn. Rituals provide an opportunity to

honour and remember the life of the person who has died. The people who attend the

ritual comfort the people who are mourning. The mourners understand that they are

not alone in their grief.

Support from the community

The importance of community support is

easy to overlook. In many societies, the

impact of disasters is shared rather than

experienced alone.

This applies to the HIV/AIDS pandemic

as well. Communities have their own

resources and traditional ways of coping

with adversity. For this reason, it is

important for communities to become

actively involved in the care and support of the

diseased patient and also in the care and support

of the orphans.

Communities play a special role in providing supportive structures like schools, health

services, women’s groups, home-based care groups and religious groups. Each of these

groups provides valuable support.

Only if there is a strong sense of community will no one point fingers at or isolate

people affected by HIV/AIDS. Instead, communities like these gather their resources

and try to support those who are affected or infected by the disease. A community with

a strong sense of unity and sound, democratic leadership is an ideal environment in

which to nurture resilience in children affected by HIV/AIDS.
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Peers and friends

Peers (children of the same age) and friends provide children with vital support in

times of grief and mourning. Peers have an intuitive understanding of each other.

They understand without having to think. It is often easier for children to share their

grief with peers than with adults. In addition, peers often maintain a sense of

playfulness and they may help the child temporarily to forget what has happened and

help them to rest and relax.

The age and developmental stage of the child

Children understand death differently at different ages and

stages of their development. The developmental stage affects

how a child sees death, gives meaning to death and is able to

access inner and external resources while mourning.

Before deciding how to help a child as he or she mourns, we need

to understand how the child understands death at that particular

stage of development.

Remember that each child will react differently according to his or her personality and

access to external support.

� Children from birth to two years old 
Infants and toddlers are very dependent on their

mothers and fathers for love and affection, food,

protection, bodily contact, a sense of security, comfort and identity. Usually, mother and

child have an especially strong bond. The mother can understand and anticipate her

child’s needs even before the child can speak. The child learns to communicate with his

or her parents, how to interact in social relationships and how to express feelings of

comfort and discomfort.

The child’s understanding of death

When a parent dies, children up to the age of two cannot understand what has

happened. They have no concept of death. This makes death impossible to explain 

to the child.

Although infants can’t understand what has happened, they still miss the parent.

They miss the way the parent touched them, they miss the parent’s voice and smell and

they miss the comfort and security the parent provided. For this reason they may

display changes in sleeping and eating patterns. They may cry more and be difficult to

pacify. Toddlers may show signs of irritability or anger. Toddlers may also seem to forget

skills they have learnt and go back to behaving like a younger child. This is called

“regression”.
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How you can help the child

Infants and toddlers need a close and

consistent substitute caregiver to take

over the care of the child so that the child can deal with the loss of a parent.

It is important that this caregiver should stay the same. Ideally the caregiver should be

an adult and not an older sibling who still is a child herself. The infant or toddler will

adapt more quickly when there are no major changes in routine. The infant or toddler

preferably should be kept in the same home environment, with his or her brothers and

sisters. A child who develops a close, affectionate relationship with the substitute

caregiver will cope more easily with the changes in his or her life.

What can be done to support an infant or toddler after 
the death of a parent?

• The substitute caregiver should be close and consistent.

• The substitute caregiver should provide lots of bodily contact.

• The child’s routine should stay the same.

• The child’s environment should stay the same.

• The child should not be separated from his or her brothers and sisters.

� Children from two to four years of age 
Children at this stage of development are mainly

concerned with themselves and their own needs. They

are learning about objects and people but they still can’t

understand concepts like life, death or friendship.

The child’s understanding of death

Children at this stage of development do not understand that death means that

someone is dead forever; they understand that the person is no longer there but they

think the person will return.

At this age, a child may say that his mother has died, but in the same breath he will say

that she might come back. Some children experience death as abandonment – they

think that the deceased person didn’t want them any more.

Children grieve very intensely at this age. They may cry, throw tantrums, cling to

other relatives or refuse to be touched at all. As they are primarily concerned with their

own needs the grief response at this developmental stage is usually brief, but repeats

itself frequently. Between periods of grieving the child seems to forget about what

happened.
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Children in this age group are more aware of changes in the way they are cared for.

Eating habits may change. Signs of distress and regression are common. Some children

display sleeping disorders, either refusing to go to sleep or waking in the night and

being unable to go back to sleep. Some children may start wetting their beds.

Seeing surviving adults sad and crying may be confusing and upsetting for children of

this age because they don’t understand what is happening. They sense that their safety

and security are threatened and they are frightened by the absence of the parent.

How you can help the child

Once again, a consistent substitute caregiver

is very important. The child needs to be

talked to in language that he or she can

understand. The child needs to be

comforted and encouraged over and over again and physical reassurance (in the form

of hugs and hand-holding) is also important. Ideally the child should stay with his

brothers and sisters and other close family members. If the child is separated from the

remaining family members, he or she is very likely to see this as abandonment. The

consistency of daily routine and a familiar environment give the child a feeling of

structure and security.

What can be done to support a child aged two to four 
after the death of a parent?

• The substitute caregiver should be close and consistent.

• The substitute caregiver should provide lots of affection and bodily
contact.

• The child’s routine should stay the same.

• The child’s environment should stay the same.

• The child should not be separated from his or her brothers and sisters.

• The substitute caregiver should spend time with the child, showing an
interest in the child, playing with the child and having fun together.

• When talking to the child, people should use honest language that the
child can understand. Repeat things and answer questions. Use the
same words each time you explain. Listen to what the child says and
try to understand what the child is feeling.

• Share positive memories and stories about the deceased with the child.
Look at pictures of the deceased parent together.

• Encourage the child to play with other children and to explore his or
her own world.

• Pray with the child.
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� Children from four to seven years old
During this phase children start to explore the world outside

their immediate environment. They gain a sense of autonomy. Being able to speak

means that they can talk about their thoughts and feelings. They develop a feeling for

who they are (they know their own name, surname and where they live), and they

understand about belonging to a family and having friends.

Children this age know whether they are girls or boys. They start to see a difference

between the things that girls do and the things that boys do. They see that family

members also have different jobs to do.

Children love being told stories at this age. They love rhymes and songs.

Their imaginations develop and they believe in things that older children and adults

know are not real, like fairies, ghosts or Father Christmas. The fantasy world and the

real world are sometimes blurred around the edges and a little confused. Some children

may start to think that they can do magic things or change things that happen in  “real”

life. This is sometimes called the phase of magical thinking. Children believe that they

have control over what happens in their lives and it helps them to cope with new fears

and worries.

Children become very creative and explorative at this age. They develop a peer

group. They play games with other children and experience conflict with siblings 

and friends.

A child develops a strong sense of right and wrong during this phase of
development. The child develops a conscience and the concepts of morals and values

become more sophisticated. The child’s emotional range now includes feelings of guilt,

shame, sorrow and concern for others.

God is very real to children during this phase of development. With the help of

adults, children learn how to pray. Adults have a very influential role in children’s

spiritual development because depending on how God is described to a child by the

caregiver, the child will either get a positive image of God (and develop feelings of trust

and confidence in God) or a negative image (and develop feelings of powerlessness,

punishment, fear and guilt).

The child’s understanding of death

The concept that death is for ever is still difficult for children during this developmental

phase. An orphaned child longs for the parent, shows signs of sadness and grief and

may cling to substitute caregivers. Some children react aggressively, showing anger

towards the dead person as well as towards the surviving adults. The resulting changes

in family relationships may bewilder a pre-school child. However, with support,

children are able to work through their grief.
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In order to come to terms with the concept of death, children may ask the same

questions many times. They may also show great interest in the process of dying.

They will want to know how and why a person died. These may be difficult questions

for the surviving parent (or the caregiver), but it is important to answer them as

honestly as possible.

Death should be openly discussed and not described with words like, “your mommy

has gone to sleep”, “she’s resting”or  “we’ve lost Mommy”because at this stage of

development the child will take you literally. Saying, “Mommy has gone to sleep”will

cause the child to expect Mommy to wake up again.

Children are also interested in what will happen to the parent after he or

she has been buried. This will be the cause of some concern. It is the

caregiver’s task to explain concepts of heaven, ancestors or reincarnation

according to the family’s culture and religion. During this phase, the

child starts to understand abstract concepts like moving from one form of

existence to another (“becoming an angel”, “going to be with Jesus”).

Before explaining to a child where the parent has gone, it is important for the adult to

be sure of what he or she himself believes. Spiritual, religious and cultural beliefs are

critically important for the well-being of the child. As explained in Chapter 1, children

with a spiritual and cultural belief system are more resilient. They find it easier to give a

deeper meaning to the loss. It is up to the caregiver to strengthen the child’s belief

system. Allowing children to take part in religious and traditional rituals after death

(like attending the funeral, for example) helps the child to understand what has

happened. Understanding what has happened increases the child’s ability to cope.

The repetitive questioning about the parent’s death may be because the child is afraid

that the substitute caregiver may die too. It is important to reassure the child that the

substitute caregiver won’t die.You may need to reassure the child over and over again,

each time anxiety or fear is triggered.

For adults, these fears seem irrational. But remember that the child is in a

developmental phase during which the imagination is very vivid and reality and fantasy

overlap. The child’s idea that his or her own actions affect things taking place in their

lives can make them feel responsible for the death of the parent. Children at this age

are looking for the  “how”and the  “why”. Because they can’t think logically yet, they

may think that their parent fell sick and died because of something that they

themselves did. It is not unusual to hear, “It’s my fault my mother died. I was cross

with her and I hoped she would die.”Or, “It’s my fault. She told me to stop fighting

with my sister, but I carried on. That’s when she died.“ This is complicated by the belief

that if they are  “good”enough, then perhaps the deceased parent will return.

It is crucially important for the caregiver to explain why the parent died in a way
that the child can understand. The child needs to understand that it was not his or
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her actions that made the parent die. This may take a long time to understand because

it is not easy for the child to grasp the concept of death and disease. But such

understanding and meaning are critical for the coping and grieving process.

Caregivers may notice that the child starts playing sickness and death games with other

children. “Re-enacting”play is a normal and natural process by which the child tries to

understand and come to terms with the death and it encourages healing and coping.

The child may still show signs of regression, start wetting the bed at night or having

nightmares and sleeping problems. This is often caused by a sense of abandonment

and the (realistic) fear that there is no one to look after him or her. Children in this age

group feel very vulnerable and helpless.

Some children may imagine death as a person or a ghost. This is very frightening.

They may refuse to sleep alone in a bed or insist that the lights are kept on during the

night. Some children may refuse to go outside or use a toilet in the dark.

Other children seem to react less than you would expect but this is a way of protecting

themselves from a hurt that is too deep and painful. Sometimes children giggle, joke

and show off after the loss of a parent. This can be very upsetting for the surviving

family members who will then scold or punish the children. Try to understand that

these reactions are the child’s attempt to distance himself or herself from the pain 

of loss.

How you can help the child

In addition to providing a daily routine,

a close substitute caregiver needs to be

patient and sensitive to the child’s needs and to provide brief but honest answers that

are at a level the child can understand. At this developmental stage it becomes very

important for the child to understand what has happened. The more the child is able to

understand and the more the child can maintain  “contact”with the deceased parent,

the better the child will be able to cope. Help the child to have positive memories of

the deceased parent. Talking about the parent who died helps to keep the child’s

memory alive. Children generally like to hear stories about the deceased parent, to see

pictures of the deceased parent, and to have some of the belongings of the deceased

parent to keep. This helps children to maintain their sense of identity and their sense of

belonging.

What can be done to support a child aged four to seven 
after the death of a parent?

• The substitute caregiver should be close and consistent. Provide
the child with lots of physical affection.

• Offer comfort and encouragement.
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• The caregiver should maintain the child’s normal routine. 
Where this includes attending a playgroup or pre-primary school,
this should continue. Try to keep the child’s environment the
same or similar.

• If possible, the child should not be separated from his or her
brothers and sisters. Encourage the child to play with other
children and to explore his or her environment.

• As the caregiver, you should spend time with the child, showing
an interest in the child, playing with the child and having fun
together.

• Share positive memories and stories about the deceased with the
child. Look at pictures of the deceased parent together, visit the
grave and have moments of remembrance. If you are a member
of the family, tell the child stories about things that the deceased
parent did when he or she was the child’s own age.

• Talk to the child. Don’t avoid talking about disease and death.
Explain to the child how disease can affect our bodies. Explain
how people feel when they are sick. Use honest language that
the child can understand. Use the same words each time you
explain. Listen to what the child says and try to understand what
the child is feeling.

• Explain religious rituals (like the funeral) to the child and
encourage the child to take part.

• Pray with the child.

� Children from seven to nine years old
Children’s cognitive skills – their ability to
understand things clearly and conceptually –
increase dramatically during this phase of
development. Children start to think logically, looking for meaning in the events in

their lives but their thought patterns are still very concrete and operational (directed at

solving immediate problems).

Children start attending school during this phase and they are eager to learn.

Learning new skills boosts their self-esteem, but children who do not manage the new

challenges of school start to feel disappointed and inferior. They need a lot of

acknowledgement, constructive criticism and praise from their parents and teachers.

Teachers are very important to children during this phase of their lives. The teacher

may spend more time with a child each day than the parent. The teacher is the one to

guide the child through the learning process. A teacher who is supportive, encouraging



28

and who responds to the natural curiosity of the child will be able to build a good

relationship with the child. The child may see an alternative role model in the teacher,

trust the teacher and feel able to confide in the teacher when a problem arises.

School is also where the child learns to socialise with a wider social circle. Break

time and after-school activities are as important as classroom activities because social

learning is one of the most important developmental tasks for children in this age

group. Although friends may change more often than in later stages of development,

friendships and group activities are important opportunities for children to learn how

to deal with conflict and to contribute as team members.

The child’s understanding of death

At this stage of development, the immediate reaction of a child to the death of a parent

is similar to the reaction of a child of pre-school age. Typical grief will include sadness,

depression, anger, helplessness, deep emotional pain and longing for their parent.

Sadness and a sense of powerlessness seem to be the strongest feelings. The child will

see that even adults are distressed by death and the child has a basic understanding

that death is beyond our control. This makes the child feel vulnerable. In response to

this sense of vulnerability and helplessness, the child may either try to suppress all

feelings or may go to the opposite extreme and have outbursts of anger or sadness.

It should be understood that both responses are attempts by the child to come to terms

with what has happened.

Children in this age group have more specific questions about death and require

more detailed information than younger children. The child now has the ability to

mourn and to recognise mourning in other people. Some children may nonetheless feel

unsure about what behaviour is expected from them, even though they can relate to

their own grief and to the grief of other family members. Some children may copy

adults’ behaviour.

Children are now able to understand the physical separation from the parent
who has died. They may develop a fantasy relationship with the deceased parent in 

an attempt to keep him/her alive. They may talk to the deceased parent or claim to

have had mysterious encounters with the parent.

Some children may still feel responsible for the parent’s
death, believing that their bad behaviour or unkind thoughts

caused the death or disease. But unlike younger children,

children in this age group are able to understand logical

explanations for the death of the parent.

Some children may submerge themselves in household

activities or in looking after their siblings in order to compensate for guilty feelings. If it

seems that this behaviour is becoming compulsive, it will be necessary to discuss the

behaviour with the child. Ask whether the child only wants to help or whether there is

another reason for working so hard. It is important that the child does not burden
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himself or herself with feelings of guilt and self-blame. The child must be made to

understand that disease and death are not in any way related to the child’s behaviour.

Sometimes children will start to behave like the deceased parent. This seems to be

an attempt to keep the parent alive and may reach such extremes that they complain of

the same aches and pains as the parent did before his or her death. All physical

ailments should ideally be medically investigated. In some cases no physical reason will

be found for the complaints – the aches and pains may then be an expression of

mourning resulting from a close identification with the deceased parent. If the pains

don’t subside after a few weeks, it is advisable that the child be reassessed by a medical

professional and perhaps referred for professional psychological treatment.

Children in this age group are fascinated by what happens to the body after
death. This interest is confused and has a strong element of fear. Children also want to

know where the deceased parent has gone. This is because children need to fit the

deceased parent into a mental and emotional world. They need to find ways to relate to

the parent after the parent has died.

Children maintain the connection with the parent by visualising the parent in a
certain place (for example in heaven) and by feeling as though the parent is watching

and protecting them. They keep the connection with the parent by dreaming about him

or her, by keeping an object that belonged to the parent or by speaking to the parent.

Regularly visiting the grave or holding special memorial services are other ways of

maintaining the connection. Children worry about how the parent’s death will affect

their own lives. They are also anxious about how other people may react when they

hear that their parent has died.

Some children fear that another close relative or caregiver (or even they
themselves) may die too. They will worry what will happen to them if they should

die. This causes some children to become increasingly concerned about their own

health and well-being. Since the child has learned that death can be caused by disease,

even non life-threatening diseases like flu and the common cold may frighten the

child.

How you can help the child

Schoolteachers may notice a change in the

child after the death of a parent. The child

might re-enact scenes of death and dying

during play, draw pictures of the deceased parent, become hyperactive and attention-

seeking or withdraw completely. The death may affect the child’s general conduct: there

may be concentration problems as the child is distracted by the situation at home and

the new responsibilities that he or she has to shoulder. The sadness alone may be

overwhelming.
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School provides an important daily routine and structure in the child’s life.
This structure helps the child to regain control, at least over parts of his or her life.

The responses of the teacher and the school are critical to the child’s well-being. The

child knows what is expected at school and this provides security. The teacher needs to

help the child to express his or her feelings (through talking, writing or even drawing

pictures) and to answer questions that the child does not dare to ask at home. This is

crucially important. Providing clear and honest answers helps the child to gain

understanding and control.

Acknowledge the child’s abilities and skills – boost his or her self-esteem and self-

confidence. Encourage the child to take part in sport and to play games so as to release

tension and feel himself or herself to be part of a group. At a time when there is a crisis

at home, the child needs the stability of a secure place in the peer group. Knowing that

there is somewhere where he or she belongs that has nothing to do with the pressure

at home gives a child a sense of security.

Taking part in religious (or traditional) rituals also encourages the grieving and
healing process. Try not to exclude children from rituals, but do prepare the child for

what he or she is going to see. If the child is unprepared and does not understand what

is happening, some rituals may be as upsetting as the death itself, increasing the child’s

fear and confusion. It is good to have a supportive adult with the child during the

ritual, giving support and explanations when needed.

Rituals are healing and consoling for children and adults. Rituals acknowledge that

something terrible has happened, in this case that someone has died, but they also

reinforce that there is a future for the person who has died and for those who mourn.

Performing a ritual gives those who mourn a chance to remember the person who has

died and to honour him or her. It gives the mourners a sense of comfort and support as

they see that they are not alone in their grief. Excluding the child from the ritual means

that you deny the child an opportunity to begin the long walk to hope and healing.

Rituals emphasise moving towards the future and so they are crucial in promoting

resilience and coping.

What can be done to support a child aged seven to nine 
after the death of a parent?

• Explain religious rituals (like the funeral) to the child and encourage
the child to take part.

• Provide the child with lots of affection. Offer comfort and
encouragement. Teach the child basic life skills.

• Make sure that the child goes to school.

• Encourage the child to be part of a group (for example at religious
institutions or community level, like a choir or a sports team).
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• Keep the child’s environment the same or similar.

• If possible, the child should not be separated from his or her brothers
and sisters. Encourage the child to play with other children.

• The substitute caregiver should spend time with the child, showing an
interest in the child, playing with the child and having fun together.

• Talk to the child. Don’t avoid talking about disease and death.
Explain to the child how disease can affect our bodies. Explain how
people feel when they are sick. Talk honestly about how people feel
when they die – be honest and use language that the child can
understand. Use the same words each time. Listen to the child’s
replies. Teach the child how to keep in contact with the deceased
parent by “relocating” the memory of the parent to a “place” where
the child can easily bring the parent to mind. Look at pictures of the
parent with the child and visit the grave.

• Share happy memories and stories about the deceased parent. If you
are a member of the family, tell the child stories about things that
the deceased parent did when he or she was the child’s own age.

• Try to find stories about death. Tell the stories or read the books and
then talk about them with the child.

• Death and disease are subjects that should be discussed at school.
Teachers can use the concepts for creative writing. Children could
make a “memory corner” in the classroom.

• Pray with the child and teach the child how to pray.

� Children from nine to 12 years old
The biggest developmental difference between these

children and children in the younger school-going group

is that the older children fully understand that death is

irreversible (cannot be changed).

The child’s understanding of death

Children at this developmental stage can understand what causes death and they

can understand the consequences (results) of death. Abstract concepts like heaven are

clear. Although the child may still occasionally use magical thinking (as explained in

the section dealing with children aged four to seven), the child generally knows the

difference between fantasy and reality.

However, understanding the finality of death often leaves the child feeling powerless

and helpless. It is important that children are helped to regain control over their lives.
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Children in this age group go through a similar mourning process to the
mourning process of an adult. Some children may, however, try to deny the parent’s

death and will simply refuse to accept it. Others may look for a reason why the parent

died, feeling betrayed by fate, God or their ancestors. Such children need meaning to

be given to the death of their parent.

How you can help the child

It is very important that children at this

developmental phase attend rituals like

funerals and prayer services, as well as visit the grave after the funeral. Knowing where

the body was buried gives them a sense of control. The ritual gives deeper meaning to

what has happened and in this way encourages resilience. In the same way that a child

in the previous developmental stage tries to regain control over his or her life, these

children need religious or cultural rituals to help them cope.

Even when a child has come to terms with the parent’s death, it is normal for the child

to miss the parent for a long time. It is important that the child be given time to grieve

– grieving is a natural process and it should not be rushed or prevented. The caregiver’s

role is to support the child during the grieving process and to help him or her to

function and grow while they grieve.

It is important to allow the grief to come and go. As a caregiver (or a teacher) it is

important to focus on the reason for any changes in behaviour (like increased sadness,

anger, fear, guilt, feelings of abandonment, loneliness or helplessness), rather than on

the details of the behaviour. It is more helpful for the child to talk about why they

behaved in such a way rather than for you to forbid certain behaviour and reactions.

You will need patience and compassion. Set rules that allow feelings to surface, but

prevent destructive actions. Offer alternatives.You could say for example, “It is OK for

you to be angry and I understand that. It is not OK for you to break things in the

classroom. What could you do instead to let off steam and get rid of your bad feelings

without breaking things?”

Being nine years old and understanding death means that a child has to face his or her

own mortality (the fact that everyone eventually dies) and the mortality of other loved

ones. This may lead to anxiety that shows itself through sleep disturbance, poor school

performance and disrupted social relationships. From time to time there may be

outbreaks of distress, anxiety, anger or regression.

By now the child can understand the concept of time and can think about the future.

These thoughts may include happy plans, but for some children, fear of mortality may

be a realistic worry. Knowing that death is often related to physical pain and that it is

also unpredictable causes more anxiety or worry.

Externalising the anxiety. Some children may be able to show these fears by drawing

pictures of what scares them most about death and disease. This helps the child to gain

control. By putting thoughts on paper, the child is able to look at them from a distance
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– like an observer or a bystander. If they are on paper, the child can also change things

or rub out the parts that are too frightening. Externalising fear (or feelings of anger or

sadness) gives the child a chance to look at the fear face-to-face, but because the fear is

now outside the child (on the paper), the child has control and can confront it without

being overwhelmed.

Sharing thoughts with an outsider. Children at this developmental stage need to

express their feelings – whether in speech, play, drawing or writing. But they may find it

difficult to discuss the topic with the remaining parent or a substitute caregiver. Some

children prefer to discuss their feelings with their friends or with an outsider like a

teacher or a community volunteer.

Teachers, community members and peers are valuable resources for a child during this

time. Although the private conversations between the teacher (or another community

member) and child are helpful and important, disease and death should be included in

the school curriculum and discussed in the group situation in class.

Sharing thoughts in the classroom situation. Many children may have lost relatives

to HIV/AIDS. Disease and death are topics that concern most people. Even if a child

has not lost a relative, they may know of other people who have died. Talking in class

about death, feelings related to death and ways to cope with death and loss allows

children to share their different experiences and learn from each other. Those who

don’t want to contribute to the discussion will learn by observing and listening.

Protecting themselves against HIV/AIDS. Due to the tremendous spread of the

disease, children must understand how it is transmitted. Children of this age are able to

understand that HIV/AIDS is transmitted by the exchange of bodily fluids like blood,

faeces and genital excretions, especially through sexual intercourse.

Children need to be taught how to care for diseased people without infecting themselves.

Many children in this age group know about condoms because they are constantly

exposed to advertisements for condoms. Some people believe that distributing

condoms amongst nine to 12-year-old children prevents the transmission of HIV/AIDS

in teenagers. Other people argue that this is an invitation to experiment with sexual

intercourse. Although some children in this age group may be physically able to

experiment with sexual intercourse, they are definitely not emotionally ready to have

sexual relationships.

Sexuality is more than just a physical act. For this reason, campaigns that promote

distributing condoms to children do not in fact focus on the child’s best interests but

instead open the door to child abuse and exploitation.

Sexuality is a topic that should be addressed, but addressing sexuality in class should

not be limited to the biological or physical aspect of sexual intercourse. Discussions

should include feelings, traditional and personal values, aspects of human rights and

human responsibilities.
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Discussing HIV/AIDS and sexuality in a superficial way (and giving a step-by-step

discussion of what it is rather than what the consequences are) may be more

comfortable for the teacher, but it is woefully inadequate and does not cover the topic

in a suitable way.

What can be done to support a child aged nine to 12 
after the death of a parent?

• Encourage the child to take part in religious or cultural rituals.

• The substitute caregiver should be close and consistent.

• Offer comfort and encouragement. Teach the child basic life
skills.

• Make sure that the child goes to school.

• If possible, the child should not be separated from his or her
brothers and sisters. Encourage the child to spend time with
other children. Encourage the child to be part of a group (for
example at religious organisations or community level, like a
choir or a sports team).

• Spend time with the child, showing an interest in the child and
having fun together.

• When talking to the child, use honest language that the child can
understand. Listen to what the child says and try to understand
what the child is feeling. Encourage the child to express his or
her feelings and concerns.

• Share positive memories and stories about the deceased with the
child. Look at pictures of the deceased parent together. If you are
a member of the family, tell the child stories about things that
the deceased parent did when he or she was the child’s own age.
Have moments of remembrance. Teach the child how to keep in
contact with the deceased parent by moving the memory of the
parent to a “place” where the child can easily bring the parent
to mind. 

• Death and disease are subjects that should be discussed at school.
Discuss HIV/AIDS transmission and prevention. Discuss caring for
HIV/AIDS patients.

• Hand over small responsibilities and tasks to the child.
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� Adolescents: children from 13 to 18 years old
The developmental task of an adolescent is to establish a concept

of self. They have to work out who they are, what their purpose in life is and where

they belong.

Developing an identity involves developing a body image, a gender role and a distinct

personality. Adolescents are insecure about themselves. They are preoccupied with

changes in their body and afraid that their bodies may be harmed. Disease and death

are very threatening to them. They are preparing themselves to get involved in life and

the idea of their lives being limited or ended by disease is threatening to their partly-

developed concepts of self and of life.

The adolescent’s understanding of death

Adolescents recognise death as final and irreversible. They are fully aware of the

consequences of death. Adolescents tend to be very egocentric (focused on themselves
and their own problems) and they may pity themselves when a parent dies. They apply

the consequences of the parent’s death to their own lives and think, “I have to leave

school “ or, “I have to be responsible for my siblings”– this may be threatening to

them.

Adolescents have ambivalent attitudes towards their bodies. Although they are

scared that their own bodies may be hurt, adolescents take risks because they seem to

be convinced that they can’t be harmed.Yet when confronted with vulnerability, pain

and death, deep fears and insecurities are evoked. To imagine that their own life could

also end causes confusion and disbelief and so the thought is quickly rejected. “It won’t

happen to me,”is the adolescent’s reaction.

There are various forms of risk-taking behaviour. Some adolescents start to experiment

with alcohol, with drugs, start to smoke, or sniff glue.

Another form of risk-taking behaviour is demonstrated by the adolescent’s attitude

towards HIV/AIDS. Most adolescents know the facts about HIV/AIDS. They know it is

transmitted by unprotected sexual intercourse. They know that it leads to a terminal

disease. Still, many adolescents (partly due to peer pressure) engage in very early sexual

relationships.Very often they do not protect themselves. In their imaginary cocoon of

security, adolescents take risks that can be life threatening. Many adolescents tragically

believe that it won’t happen to them or that they won’t be infected because, “It’s the

first time.”

The transition from childhood to adulthood. A teenager’s struggle from childhood to

adulthood can be seen in his or her reaction to death. Their cognitive (intellectual)

understanding of death is that of an adult. But while some adolescents cope on the

emotional level by expressing appropriate emotions, talking about death and loss and

actively mourning, others may appear undisturbed, extremely angry or totally

withdrawn. It is common for teenagers to react with denial, delayed reactions and the

suppression of feelings.
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Given their preoccupation with their bodies, it is not surprising that this struggle often

emerges in the form of physical aches and pains.

The influence of a peer group. A peer group is essential for an adolescent.

Because adolescents strive for independence, the guidance and direction of adults is

often rejected.

An adolescent wants to belong to a group of peers and their acceptance is important.

Group acceptance is often achieved through group conformity, meaning that teenagers

who belong to the same group show that they are part of the group by having the

same interests, behaving the same way and wearing similar clothes. It is important not

to differ in any way from the group.

Adolescents fear isolation from their peer group. They fear discrimination. The loss of a

parent due to HIV/AIDS is seen as threatening their conformity and so many teenagers

try to keep the cause of death a secret in order to avoid any stigma.

Loneliness. The reality of the HIV/AIDS pandemic is that many adolescents have to

become caregivers at home, parenting their younger siblings. Although many teenagers

do this with great commitment and compassion, it takes a lot of their time and isolates

them from their peer group.

Since the peer group provides most of the support during this developmental stage,

this means that the adolescent is cut off from his or her support group.

In addition to accepting enormous responsibility, the adolescent also feels alone,

betrayed by relatives (which sometimes includes the deceased parent) and lonely.

Loneliness at a time when support is needed weighs heavily on many teenagers.

It makes them vulnerable to abuse, especially girls.

It is difficult for many teenagers to find a role in their society. Not yet adult men and

women, they are not part of the school-going teenage group either because of the

burden of responsibility that they bear. Not fitting into either group can have a great

impact on the adolescent’s sense of self-worth, self-confidence and developing identity.

Because many adolescents have to leave school in order to look after their siblings and

to earn a living, their future hopes and dreams are often shattered. For this reason

many adolescents feel hopeless and see no opportunities in the future.

How you can help the adolescent

It is evident from public statements and

publications that adolescents receive less

recognition than younger orphans. Adolescent orphans, especially when they are heads

of households or caregivers, are rapidly becoming an invisible group.

While much has been done for younger children, adolescents are often left out.

As adults we sometimes assume that younger children need more support and help
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than their older brothers and sisters. We think that adolescent orphans will manage to

get along on their own.

It is true that adolescents have more life experience and cognitive (thinking) skills than

younger children, but in most cases (especially in child-headed households) the

adolescent orphan is left with lot of responsibility. This means that the adolescent

orphan has to cope with the loss of a parent, as well as with the responsibility of

providing for a family, while at the same time working through a very difficult

developmental stage.

We need to pay attention to the questions, comments and behaviour of the adolescent,

and to respond by offering emotional understanding and support. At the same time,

adolescents need to be told clearly what the acceptable limits of behaviour are. They

also need to understand what is expected from them in terms of responsibilities.

Together, this can be very stressful. For example, having to leave school affects the

adolescent’s self-confidence and his or her orientation towards the future.

The adolescent needs help to see that things will improve in the long run, that he or

she still has a future, and that there is still hope. Thus, the situation of the adolescent

orphan calls for as much attention as the situation of the younger child. Focusing on

the needs of the younger child should not prevent us as caregivers from keeping the

adolescent in mind as well.

What can be done to support an adolescent after the 
death of a parent?

• Ensure that the adolescent continues to attend school. Provide
substitute caregivers (for example, your community might have
home-based carers) to assist the adolescent with family
responsibilities and to free the adolescent to continue studying
or training.

• Adolescents strive for independence, but at the same time they
need support. Often adolescents will refuse to take advice from
parents or caregivers but will look for their own role models. It is
important that there should be other positive role models (like
teachers, community members or community leaders) with whom
the adolescent can identify.

• When trying to assist adolescents, ask them what they think they
need in order to cope better. Don’t impose what you think they
need. Acknowledge that adolescents face a difficult situation.
Offer help, be there as a safety net, but let the adolescent be
involved in decision-making processes.
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• Adolescents have to understand the concepts of 
“rights” and “responsibilities”. Although an adolescent 
has more independence and freedom, he or she also has more
responsibilities, especially when a parent has died and the
adolescent has been left in charge of siblings.

• As a caregiver, be clear about what is expected of the adolescent.
Set a framework in which the adolescent makes decisions, but be
clear about the limits.

• When an adolescent engages in risk-taking behaviour, discuss the
consequences of such behaviour. If their behaviour becomes self-
destructive, set clear rules.

• If possible, do not separate siblings.

• Make sure that the adolescent has time to be with his or her
peers. Encourage the adolescent to be part of a peer group (at
religious organisation or community level) like a choir or a sports
team.

• The transmission and prevention of HIV/AIDS and caring for
people with the disease should be discussed in class and in
community settings.
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The reactions to the loss of a parent described in Chapter 3 are normal reactions and

are part of a child’s normal mourning process. When we talk about children’s reactions

we need to remember that children generally know how to cope and they are able to

adapt to crises and changes in their lives. Even strong reactions of sadness or anger

(like those described in Chapter 3) are normal as long as they subside after a period of

time and don’t lead to changes in overall behaviour. Children who experience death

may continue to grieve and mourn periodically (that is, some of the time, but not all of

the time) until they are well into adulthood. Nevertheless, as caregivers we need to

identify when normal reactions turn into severe changes in behaviour that need

professional attention.

Normal versus severe reactions

Many children have lost their parents due to HIV/AIDS. The events that lead to a child

becoming an orphan are very traumatic. Severe illness and the death of a parent are

not normal events in a child’s life. The situation is even more difficult if more than one

parent (or other close relative) dies, which is often the case. Reactions of distress,

helplessness, grief or anger from a child are normal reactions to an abnormal event.

As caregivers we can help a child deal with these normal reactions and feelings.

Remember that even though children may show signs of stress and grief, they are able

to cope as long as they can understand what is happening. They must also believe that

they can manage and they must be able to give deeper meaning to the event.

When they receive support from the other parent, the substitute caregiver and the

members of the community, orphaned children cope even better.

It is the children who can’t understand what is happening, who feel helpless and out of

control and who can’t give deeper meaning to what is happening, who feel increasingly

4
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overwhelmed and unable to cope as they as they struggle to survive. Without help, their

feelings of depression, helplessness, fear and isolation become stronger. If a child lacks

resilience, instead of slowly fading away, their feelings of stress and grief may become

more extreme or  “severe”. The child’s behaviour may change and his or her reactions

to new situations may be inappropriate (the child’s reaction may seem wrong).

Inappropriate reactions are a sign that the child is not coping with what has happened

and is not adapting to the changes in his or her life.

Being unable to cope with the sickness and death of the parent may lead to severe

reactions instead of normal reactions.

What are severe reactions?

� Very intense reactions. This will be discussed in more detail in Chapter 6.

� Reactions that last for a long time.

� Reactions that profoundly alter the general behaviour of the child.

� Reactions that become self-destructive (causing harm to him or

herself) or delinquent (carrying out minor crimes or looking like he or

she may do so).

When it becomes obvious that a child’s reactions are severe, the child may require more

specialised help than ordinary caregivers and teachers can give. This is discussed in

more detail in Chapter 7 of this book.

Many severe reactions in children can be prevented if the necessary help and support is

given before an upsetting event or if the necessary precautions are taken immediately

after the upsetting event has happened.

Preventing severe reactions in a child

Ask yourself these questions.

� How can I help the child to deal with problems ?

� How can I help the child to understand what happened?

� How can I encourage the child so that he or she feels able to manage?

� How can I help the child to find a deeper meaning in the event that

has taken place?

� How can I prevent the death of a parent from harming the child’s

development?

� What can I do to break the spiral of disease, death, stigmatisation,

inappropriate reactions and emotional suffering?

We must break this spiral so that the child’s inner resources and resilience can be given

a chance to grow. As caregivers, each of us has an important role to play. As caregivers,

it is our job to STOP problems from developing and to help the child to cope.
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The STOP system for parents 

As a parent, you can STOP and: 

Share your thoughts and ideas with your child and listen

to your child’s ideas, thoughts and values.

Talk to each other. Teach your child to be independent.

Trust your child.

Organise arrangements to provide for your child’s financial and

emotional stability. Draw up a will. Choose a substitute caregiver for

your child. Collect some of your special belongings to be given to your

child as a token of remembrance after you have died. Make sure that

all your official documents (your ID card, your birth certificate and the

birth certificates of your children) are kept together in a safe place

where they can be found easily. Offer your child Opportunities to help

you. Helping you with small jobs will make your child feel less helpless

and enhance the feeling that he or she can cope.

Prepare your child. Plan things for your child and share them with him

or her.You can pray with your child and pray for your child.

Talking to your child about your disease and your death is very difficult. Many parents

are afraid of raising this topic. They want to protect their children. But children watch

adults constantly and they notice when something is wrong.

If children don’t know the truth, they worry. Children often imagine the worst.

Although it may be very painful, children should be told about the likely death of a

parent. Learning the truth causes terrible pain, but at the same time it makes the death

easier to understand when it happens. This is better than the death coming as a

complete shock because the child was not prepared for it. It is easier for a child to

adapt to change when the change was expected.

Many parents want to give their children something to keep. Having items that keep

the memory of the deceased parent alive is critical. Making a memory box is discussed

on the next page.



Make a memory box

The aim of a memory box is for a parent to put 

together special items to leave behind for the 

children after his or her death. When parents 

and children work on memory boxes together,

it creates opportunities to express feelings and 

to talk about death and dying in a caring 

environment. Creating a memory box is an ideal 

opportunity to prepare children for the death of a parent.

Helping to put the memory box together strengthens a child’s resilience, even if

the child is too young to do much more than decorate the box.

The box can be just a shoe box or a cereal box – what is important is what goes

inside it. These items may be special messages for each child, photographs,

recorded tapes with messages, important documents that the children will need

(like birth certificates, a will and the parent’s ID card), a diary, letters or a special

passage from a spiritual text. Sometimes the parent will tell stories about the

family history to someone so that they can be written down and put in the

memory box. Creating a memory box can be an important step for the adult on

the way to accepting his or her death.

A memory box (or a memory book, if you prefer) helps children come to terms

with the loss of a loved one. They can go back to the box and read a letter over

and over again. They can look at the photographs and think about the message

that was left behind. It shows the children that their parent loved them very

much and cared enough to leave something precious and valuable for the child.

Knowing about the family history helps a child to identify with his or her roots.

In some families, the children write messages to the sick parent and put them

into the box for the parent to read later. These letters are also kept in the box. In

this way, the memory box becomes a precious tool for communication. Sealed

envelopes, which contain letters to be read after the parent’s death, are kept

unopened until after the death.

Making a memory box is a wonderful idea for all parents and children, even if no

one in the family is sick. Important documents or tokens of sentimental value

could be kept in it, but it could be updated with precious items as time goes by.

A memory box project would be worthwhile integrating into the normal school

curriculum. Memory boxes promote resourcefulness in all children, not just

children affected by HIV/AIDS.

42
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Pray with your child and pray for your child

You may want to pray with your child. Teach your child about the divine being (God or

Allah, or what may be appropriate to your beliefs). Teach your child that God is a loving

God, that every person comes from God and returns to God when they die. Teach your

child to pray. Children who are able to pray and who have strong religious faith,

generally cope better with life’s adversities.

Teach your child that God is always with us and that God will always hear a prayer.

Tell your child that we can ask for anything in a prayer. We can tell God when we are

happy and when we are angry. We can tell God about things that worry us. We can tell

God in prayer about what happened during the day. God always listens. He is always

there and He will always take care of us.

� Prayer cannot be taught in one lesson
Children learn how to pray like they learn how to walk. Children who see their parent

praying will start to pray. Faith in a transcendent being is not difficult for most children

until they become adolescents. They learn to trust in God in the same way that they

learned to trust their parents.

Children who have faith, have hope. Older children may

blame God for the death of a parent, but faith will make

them feel less helpless, knowing that they can depend on

God – He will help them to cope. Children who have faith

feel less lonely after the death of a parent because they talk

to their parent in the same way that they can talk to God in

prayer. Being able to talk about their feelings makes it easier

to come to terms with them. In Chapter 7 we will discuss

complicated grief – children with religious faith do not suffer

the agony of complicated grief as often as children that have no faith.

� Prayer time is quality time
Praying with your child is a good way to be close to your child. Prayer time is quality

time, both for the diseased parent as well as for the child.

The STOP system for caregivers

As a caregiver taking over the responsibility after the death of a

parent, you can apply the STOP system as well.

Structure (a normal day-to-day routine), Safety,

Security and Solidarity (mutual understanding).

Structure and normality are very important for a child’s well-being

after an upsetting event. The structure and rhythm of normal day-to-

day life gives a child security. A feeling of safety and security comes
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when a child knows what tomorrow will bring. Even though

something terrible has happened, the child knows what is expected of

him or her and can see that life goes on.

Talk, Teach, Tenderness, Truth. Children need to express how they

feel. This may be by talking, by drawing pictures or by writing in a

diary. Smaller children may feel more comfortable re-enacting what

happened in play. Remember that children need information to

understand what has happened. The information that you give must be

honest, true and shared in a way that the child is able to understand.

Children need tenderness – care and understanding – but at the same

time they need directions, especially when their lives seem to be falling

apart.

Openness, Opportunities for growth and development. Be open and

honest with the child. Don’t try to hide your own feelings.

Seeing adults hiding their feelings worries children even more.

Provide opportunities for growth and development; make sure the

child attends school and teach him or her life-skills at home.

Teach them things that you are interested in yourself, things that

fascinated you as child and games that you used to play. Doing things

together will bring you and the child closer together.

Parenting and Participation. Treat the child like your own child.

Show the same affection, care, concern and interest as you would show

to your own child. Let children (especially the older

children) help make decisions that affect their own lives.

Involve the children in the preparations for the funeral.

Involve older children in the choices you make for the

funeral (for example, which coffin to choose, or how to

decorate the graveside). Involve the children when you

discuss their future. Ask them where they would like to live.

The STOP system for teachers

Schooling, Security, Structure. Even if the child can’t

afford school fees, uniforms or books, it is important

that the child still goes to school and is treated the

same way as all the other children.

School does not only provide knowledge and

education. School is where children mix with their peers. School is also

a place of special belonging – children talk about  “my school”, “my
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class”and  “my teacher”. School allows a child to fulfil another role.

At home the child has the role of a son or a daughter but at school the

child is a student. It emphasises another part of his or her identity.

When a child is orphaned, the home-world is in crisis and turmoil.

His or her identity as a son or a daughter is confused because his or

her parent has died. This is when the school world becomes a safe

haven. At least at school the child knows where he or she belongs and

what is expected of him or her. Going to school after the death of a

parent is very important because it gives the child a sense of security. It

feels normal and in making the child feel normal, the child feels in

control. It is also perhaps the only place where the child is allowed to

behave like a child. This is particularly true of child-headed

households.

Talk, Teaching and Training. The role of the teacher will change as the

number of children coming from families disrupted by the AIDS

pandemic increases. Classroom activities will also change. The teacher

will need to play an important role in helping the children to cope with

life’s challenges – not only teaching information that will help the child

to pass exams but also providing emotional support and teaching the

child life-skills. This is a great responsibility, but it offers a very

rewarding challenge.

Children who have lost a parent or have experienced other major life

crises need to say how they feel and what they think. Expressing one’s

feelings is the first step to healing. As teachers, we will have to be good

listeners so that we encourage children to express their feelings.

Organised play as an Opportunity for children to express themselves.

Children express their thoughts and feelings through play and

personal expression (like art, music, writing and acting). When children

are orphaned or a parent is sick, they often have to accept new

responsibilities at home and there is little time to play. Play is an

important part of a child’s development. Schools need to be sensitive

to this and perhaps offer substitute play opportunities.

There are games and activities that specifically encourage children’s

inner resources and coping skills. Using these games as teaching aids

would be a low-key way of encouraging the development of resilience

in children. Chapter 6 looks at different games that can be played.

Participation in Peer group activities, Peer group support. Although

circumstances may force children to take on adult responsibilities,

children are still children. Spending time with peers allows a child to

be a child. Together they can share their feelings and discuss life.
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Children of a similar age see life differently from how adults see life.

Children often feel that they relate better to their peers than they relate

to adults. Many children prefer to share their problems with a friend

rather than with an adult. Peers support each other and help each

other to grow. Peer groups provide a sense of belonging and identity.

The attitudes of caregivers and teachers

The attitudes of caregivers and teachers play a role in encouraging normal responses in

children. There is a danger in labelling children affected by HIV/AIDS as  “orphans and

vulnerable children”because the term  “vulnerable”sometimes makes us see them as

victims. Seeing them only as victims suggests that they are dependant, helpless and

unable to survive. This is wrong. They need our support and assistance, but these

children are in fact survivors!

Think for a moment about how much they achieve. They carry an enormous workload,

help and support their families, do their schoolwork and at the same time grow as

individuals. It is easy for us to overlook the fact that they are actually coping. We often

overlook their initiative and creativity, the effort they make and the strength they

display.

The way we look at the children in our care, whether in our homes or in our

classrooms, and the manner in which we see these children, will affect the way we treat

them. If, for example, you label children  “victims of war”or a  “lost generation of

youth”, then that is how you will react to them. If they are treated as though they have

a psychological disease then they are more likely to need psychological help, and not

everyone has access to this or can afford it. We need to bear this in mind with regard to

the situation of orphans and other so-called  “vulnerable”(but resilient) children.

As parents, caregivers and teachers, we need to prepare our children so that one day

they will reap the harvest of resilience – even if we are not there to share it with them.

We must never forget the strength, resilience and ability to cope of children affected by

HIV/AIDS. If we look at them as victims, we feel pity and compassion and so we

distribute goods, offer support and pat their heads. But if we look at them as survivors

who have managed to cope, then we acknowledge their strengths, their skills and their

expertise. If we look at them as survivors, we must ask them what we can do to assist

them. Our assistance will then build on their coping skills, their creativity and their

needs. Then will we be providing the best possible assistance and we will be

encouraging them to cope better and to become more resilient.
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Through play, children express their feelings and work through difficult negative
experiences. Often the child repeats a scene over and over again until a solution is

reached. This is known as  “repetitive play”. The child may also involve his or her peers.

Together they role-play the event over and over again. Role-playing allows the child to

take on different roles and to view the upsetting event from various angles. Role-

playing also allows the child to fantasize about miracles and about superhero strength.

Imagining that he or she can control the event helps the child to cope and to gain

control. Children may also role-play their intrusive images as they try to understand

them and to integrate them into their life concept.

Children should be encouraged to play. This means that they must have enough

time at school and at home for free play. Children who play, learn better. A child that

regularly chooses not to play with his peers or siblings should be encouraged to join in.

Find out why the child is not taking part in the activities.

Role-playing can be encouraged in the classroom.

1. Ask the children to get into groups and to think up a story that they

will present to the class later on. Before they start, explain to the

children that a role is something you play. Talk about the kind of roles

that people play (for example, a woman may be a mother, a doctor, a

caregiver, a netball coach and a Sunday School teacher – she has

different roles to fulfil at different times).

2. Give them enough time to work on their story. Provide some props

that they might need for their story (like an apron, a broom or a hat).

Let them present their play to you and the rest of the class.

3. Before the plays start, agree that no one may be laughed at unless the

story is funny. If a story is serious, talk to the children about what

happened in the play. Explain again that each learner in the play was

playing a role. Take the children out of their roles by saying, “Sanette, who

was the bad girl, is the real Sanette again!”and, “Rachel, who was the

mother that was crying, isn’t the mother anymore – she’s Rachel again!”

Older children, who are used to role-playing, may be given themes to work with.

Role-playing promotes creativity, imagination, problem solving, team spirit, group

cohesion and self-confidence as well as verbal fluency in children.You could ask older

children to put their role-plays into writing. This encourages their creative writing.

And last but not least, role-playing is fun!

� Breathing exercises
Breathing exercises are helpful not only when a child has flashbacks but also when a

child is very agitated, has problems concentrating, has problems falling asleep or

demonstrates aggressive behaviour.
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Breathing exercises can be done at home or in the classroom. It is worth doing

breathing exercises with the whole class on a regular basis – not just with vulnerable

children. Breathing exercises help people to calm down and collect themselves.

Children who have been trained to breathe calmly and deeply are able to study better.

Children and adolescents with  “exam fever”learn to control their anxiety through

regular, deep breathing.

Teach the children the steps to follow. (You might want to change the way you explain

things!)

Step 1. You say:
Sit up straight with both feet touching the ground. Rest your hands on your legs.

Your back is straight. Imagine that there is a fine thread tied to the top of your head.

There is a little man sitting on the ceiling and he is pulling the thread. Try to sit very

straight so that the thread doesn’t snap. (The story of the little man is important

because it makes the children straighten their backs so that the head rests on the spine

and the shoulders are pulled back.) 

Step 2. You say:
Now when I give you a sign, we will all start to breathe in as if we are sucking air in

through a small straw. We are going to let the air flow deep down into our bodies.

Imagine the air filling our bodies.

Step 3. You say:
When the air has filled our bodies, we hold our breaths for a second or two.

Then we blow the air out slowly through the straw. When you stop breathing out,

pause for a second or two before breathing in again. And repeat.

(You need to direct the children like you would conduct a choir, praising and

encouraging them from time to time. After breathing in and out a few times, slow

down the speed of the breathing as the children breathe out.)

Practise this exercise twice daily for about five minutes. This exercise is very helpful

when the class is very noisy or when you want the class to concentrate before you

introduce a new topic.

� More breathing exercises
Exercise 1. Ask the children to stand in a circle and hold hands. Tell them to breathe in

slowly through their mouths while everybody raises their hands until they

are above their heads. Everyone holds their breath and then slowly lowers

their hands while breathing out through the mouth and bending their knees

until their hands nearly touch the ground.

Pause, and then breathe in again. As everyone breathes out, they can

make a sound like  “puhhh”so that they can hear the sound of their
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breathing. It is a good idea for you to join the circle while the children

are doing this breathing exercise because you can direct the speed with

which the arms are raised. Gradually slow down the breathing speed.

Let the class breathe like this for five minutes. Repeat the exercise

twice a day.

Exercise 2. Each child will need a heavy book.

Ask the children to lie down on blankets or outside on the grass (if it is

dry). Ask them to place the books on their stomachs. The children must

breathe so deeply that the books move up and down. (The book will only

move when the child uses his or her abdominal muscles correctly.)

Let them repeat this exercise for five minutes twice a day. This exercise

relaxes the children and enhances their breathing skills. Once the

children understand how to do the exercise properly, you could give it

as homework. It is good for children who find it difficult to fall asleep

to do it while they lie in bed at night.

Aggression

Ebrahim is eight years old. He lives with his grandmother. His mother
died two years ago. His father left the family when Ebrahim was
three years old. Sometimes Ebrahim’s father sends Ebrahim’s
grandmother some money. The grandmother works as a domestic
worker. Ebrahim’s aunt and her four children also live with Ebrahim’s
grandmother. 

Ebrahim’s aunt says that he doesn’t obey any rules at home. His
teacher reports that he hits smaller children at school. Ebrahim’s
grandmother reports that she is too tired to run after him when she
comes home in the evening. Sometimes he stays away from his
grandmother’s house till late in the evening and he has been seen
hanging around with the taxi drivers at the taxi rank. 

On the rare occasions that Ebrahim is at home, his aunt observed that
he and his cousin were playing violent games that included throwing
stones at the girls next door and deliberately hurting the cat. Ebrahim
doesn’t have real friends at school. Some children still hang around
with him, but others are scared of him. Ebrahim gets very lonely.

Explaining his behaviour

Aggression is not an emotion or a feeling, but is actually an expression of

feelings like anger, rage, disappointment, fear or sadness.

Aggression is a state of increased energy resulting from underlying feelings. For this

reason, aggression can be channelled into constructive (positive) behaviour or
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destructive (negative) behaviour. Destructive behaviour means that the energy is used

to harm or hurt someone or something – and often to hurt oneself. When we talk

about aggressive behaviour, we normally mean destructive energy.

Aggression can have various causes. A child like Ebrahim may act aggressively because

he grew up in an aggressive environment. He may have been exposed to aggressive

behaviour and so he learnt that aggression is an acceptable way to reach his goals.

He may have been exposed to violent attacks and he may have learnt that aggression is

the only way to survive.

If this is how Ebrahim learnt to be aggressive, we would say that his aggression is the

result of his  “social learning process” because he learnt by observing people in his

environment. These persons become his role models and he imitated their behaviour.

If a child sees aggressive behaviour being rewarded, the child learns that aggressive

behaviour is acceptable and desirable in order to reach goals.

Many children become aggressive when they are not allowed to do what they want or

get what they want. This aggression is the result of disappointment and frustration.

Other children may react aggressively because they don’t have the necessary social

skills to make friends or to gain other children’s respect, for example by sharing,

communicating effectively or by having a good sense of humour. Instead, they use

aggression to gain respect and status from their peers. Aggression releases tension that

has been built up by unwanted feelings.

Aggressive behaviour in children often becomes an upward spiral, becoming more

intense as it feeds on itself.

Aggressive behaviour may be deeply rooted in the child’s insecurity. In Ebrahim’s case,

the loss of a parent, the displacement into his grandmother’s home, the change in his

environment and having to get used to a new group of family members was very

threatening for him. This increased his feelings of inadequacy and insecurity.

Ebrahim may feel deeply threatened and inadequate (not good enough). He probably

craves acknowledgment and recognition. Hanging around with older boys and men at

the taxi rank probably gives Ebrahim a sense of strength and imagined respect.

What can you do to help?

Because aggression often stems from insecurity, frustration and a lack of self-worth, it is

important to encourage Ebrahim’s self-confidence. At the same time he needs to learn

that aggressive behaviour does not always bring the right results. He needs to learn

how to express his feelings in an appropriate way. He needs to learn self-control.

Naturally this won’t happen overnight. Dealing with aggressive children can be difficult

and it takes a long time for such children to  “unlearn” their aggression and replace it

with new ways of self-expression. When dealing with aggressive children it is especially
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important that we do not become aggressive ourselves, but instead stay calm, firm and

give clear instructions. This is sometimes difficult. When dealing with aggressive

children it is important to have confidence in our own skills and our ability to deal

effectively with such children. We need be self-assured and know that we are in

control. Authority, honesty, calmness and self-confidence are critical when dealing with

aggressive children.

How can you deal with aggressive children? 

Aggressive adults who are role models for children promote aggressive behaviour in

those children. Instead of becoming aggressive, parents, caregivers and teachers need

to be very clear about what they expect from the child. The child needs clear guidelines

about what is acceptable behaviour and what is not.

Aggressive children need rules. Although they may find it difficult to obey the rules,

rules give them the feeling of security and control. Sit with the child to draw up the

rules. The child needs to realise that disobeying the rules will have consequences. As

with all children, do not hit or beat an aggressive child. Hitting or beating the child

sends the message that violence is acceptable.

� The aims of punishment
Punishing a child should (ideally) lead to a process in which the child reflects (thinks)

about what went wrong and comes up with ideas about solving the problems. Punish-

ments that are more effective than beating a child could include not allowing the child

to play with his or her friends for an afternoon or two (not longer), helping at home, or

helping repair the damage caused by the aggression (if material objects were involved).

If other people were involved, make sure the child understands the effect of the

aggressive behaviour on the other person. Make the child apologise to the person who

was hurt so that the old relationship can be re-established. It may be appropriate for

the child to do something for this person so that they can see that the child is

genuinely sorry.

� Distinguish between the child and the behaviour
The better the punishment is suited to the aggressive deed of the child, the better the

chance that it will lead to a change in the child’s behaviour. Never threaten punishment

without fulfilling your threat. It is important for the child to understand that you are

not punishing him because you don’t like him or because you are angry with him, but

you are punishing him for his wrong behaviour. The child needs to understand that

punishment is not an act of revenge on the side of the caregiver, but is a consequence

of inadequate behaviour.

As a caregiver or a teacher you should clearly distinguish between the behaviour that

you disapprove of and the child whom you still love and respect.



69

Talk to the child about what he did. Explain why you are punishing him. Punishment

should not be aimed at degrading the child or increasing his insecurity and frustration.

Punishment should happen in private and not in public.

� Choose the way you speak to an angry child
If a child is in a rage use short, precise sentences. Because he is emotionally tense,

these are easier to understand. Be clear and firm about what you want. Say,“Sit down

here. We will sort it out.”Keep your voice calm, but firm.

Ask the child to stop the unwanted behaviour. Say, for example,“Stop screaming now.”

It is important for the child to understand that you are in charge and that you are in

control. At this stage of emotional upset it is your responsibility to provide the

necessary control. When the child has calmed down you can hand control back to the

child.

� Discuss feelings with the child 
Aggressive children find it difficult to deal with negative emotions like anger,

frustration and helplessness because these feelings usually arise at times of crisis or

conflict. The tension or emotional excitement produced by these feelings is not

necessarily negative in itself, but unfortunately the tension expresses itself in a

negative, destructive way. Aggressive children have to learn how to show their feelings

in a positive, constructive way.

In order to promote this learning process, teachers and caregivers should discuss the

aggressive behaviour as well as the underlying feelings with the child. It is important

for the child to understand why he or she feels angry or frustrated.

Often children find it difficult to identify emotions and they lack words to describe their

feelings. A child first learns about feelings, and expressing feelings, in the context of a

family by relating to his or her parents and siblings and by observing the interaction

between parents and other children. Emotions and feelings need to be discussed in the

classroom situation as well in order to support children in their learning process.

You will find some exercises on teaching children to identify emotions and their

responses at the end of this section on aggression.

Being able to identify feelings is important for all children. Orphaned children need this

skill even more because there is often no adult to provide emotional security and

protection. Understanding your own feelings helps you to find suitable behaviour.

Understanding our feelings improves our coping skills.

� Identify causes of the aggressive behaviour
Aggressive or disruptive behaviour is often a reaction to frustration, fear or feeling

threatened. Talk to the child about why he or she reacts aggressively. What made him

or her angry, frustrated or scared? Try to understand the reason for the behaviour.
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(Remember that it may seem like a trivial thing to you.) Support the child as he or she

describes his or her feelings and frustrations.

Sometimes a small event might trigger an aggressive response. Often the triggering

event is related to another situation that the child was not able to solve adequately and

the triggering event serves as an opportunity to relieve tension that has been building

up. In Ebrahim’s case, the death of his mother, the move to his grandmother’s home

and the lack of attention are all causes of tension.

In addition to feelings like sadness and frustration, more complicated feelings like

betrayal, abandonment, neglect and loneliness may be hidden underneath. Ebrahim’s

aggressive acts can thus be attributed to attention-seeking behaviour and to a need for

acceptance, attention and acknowledgement.

Identifying the real cause for the aggressive behaviour can be difficult because there

may be many. Finding the cause for the aggressive behaviour can only happen if you

talk to the child.

� Look at the behavioural response
Ask Ebrahim to look at his behaviour with you. Ask him what he did and how he felt.

Talk about how other people would see and judge his behaviour. Make it clear to the

child that although you understand the child’s anger or frustration and you

acknowledge the reason for his feelings, you do not agree with the way the child

expressed his feelings.

Ebrahim needs to understand that you do not approve of his behaviour, but you still

approve of the child as a person.

� Teach positive ways to express emotions
1. Discuss actions Ebrahim could take when he is very angry, excited or

frustrated.

2. Say to Ebrahim,“Now think of the next time David takes something

away from you without asking. What could you do instead of breaking

his pencils?”Or,“Now imagine the same situation again. The others

are shouting names at you.You feel hurt. What else could you do

instead of throwing stones at them?”

3. Write a list of all the ideas that Ebrahim comes up with. These ideas may

include walking way from the source of the frustration, getting rid of the

tension by talking to someone, asking someone for help, getting physical

exercise, or doing something that he is good at. Discuss the best ideas

with Ebrahim. Ask him to choose one or two ideas. Agree with him that

the next time he gets angry he will try one of these ideas first.



71

4. Ask Ebrahim to draw you a picture of (or write down) what he is going

to do the next time he gets angry. The picture helps him to memorise

the decision he has taken.

Ask Ebrahim to come and tell you when he manages to control his anger or frustration.

Praise him for his achievement.

� Teach the child to take “time out”
Another aspect of learning to control feelings of rage is for the child to realise when he

or she needs “time out”. Children can learn to identify when they are getting really

upset. Teaching the child to move away from the tense situation and do something that

calms him or her down (for example, deep breathing exercises) gives the child a way of

preventing aggressive outbursts.

You will need to agree with all the children living in the house (or all the learners in the

class) that when any child feels that he or she is becoming very upset, the child may

quietly leave the house (or the classroom) and go and sit at a pre-arranged place until

he or she calms down. No one may disturb the child there, and when the child has

calmed down, then he or she will return to the house (or the classroom). When the

child returns, no one may make funny remarks or laugh.

This is a very effective way of allowing the child to take control.

� Games to help aggressive children
Wild games and sports activities (soccer, netball and hockey) are wonderful ways to

relieve tension in children and to boost children’s self-esteem. There are many games

and exercises to help children relieve tension and cope with frustration and conflict.

Look at the games in Chapter 6 for some ideas. There are games to relieve tension, to

calm children down, to lessen frustration, to foster group co-operation, to foster self-

esteem, to solve conflict and to identify emotions, all of which will help with aggressive

behaviour.

Auto-aggression

Instead of turning tension into aggressive behaviour directed at other people or objects,

some children turn the aggressive behaviour against themselves.

Auto-aggression means that the aggressive behaviour is directed against one’s own

body. It reveals itself in self-destructive behaviour: some children start to bite their

fingernails down to the nail bed or pull their own hair out. If auto-aggressive behaviour

continues, children may hurt themselves deliberately. Small children may bump their

heads against walls repeatedly; older children may cut themselves deliberately.

Severe auto-aggression with self-hurting is a sign that a child has serious problems.
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A child or an adolescent who shows increased signs of auto-aggression urgently needs

the attention of a specialist.

Minor signs of auto-aggression like nail biting need the attention of the caregiver and

the teacher. These are signs that the child is tense and under emotional pressure.

What can you do to help?

1. Find out when the child bites his or her nails (or hurts himself or

herself). Is it when he or she feels uncomfortable? Is it when they are

scared or nervous? Is it before exams?

2. Talk to the child about the behaviour and try to find out what is

causing it. Find alternative ways to relieve stress like breathing

exercises, playing sport, doing creative writing, singing or dancing.

Hyperactivity

Sara is nine years old. She is the middle child in the family. Sara does
not know her father. Her older sister is 13 years old and her younger
brother is one and a half years old. The baby has been sickly since
birth. When her mother fell ill six months ago, Sara was sent to stay
with her aunt who lives about an hour’s walk from home. Sara sees
her mother and the baby occasionally over weekends when her aunt
has the time to take her to visit. Sara’s sister is taking care of her
mother and the baby. Sara does not know what has made her mother
sick.

Sara still attends the same school. The teacher has noticed that Sara
(who always was a good student) is becoming restless and finds it
difficult to concentrate in class. She gets easily distracted and seems
to have a shorter attention span. Her work is becoming increasingly
untidy. Sometimes it is full of mistakes and at other times there are
incomplete sentences or whole parts missing. Sara acts without
thinking more often than before and in recent months has had some
major conflicts with classmates. She seems to be very impatient, both
with herself and with her friends. She is easily frustrated.

Her aunt realises that Sara is finding it difficult to complete tasks. She
wanders around restlessly. She is not capable of sitting quietly with
the family or sitting still in class without getting up and walking
around. 

Explaining her behaviour

Sara shows the signs of hyperactive behaviour. Hyperactivity can have

different causes. It is often caused by an  “Attention Deficit Disorder”

(known as ADD for short) that may be the result of a lack of oxygen
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during birth, but hyperactive behaviour can also be caused by an extremely shocking

event or traumatic living conditions.

Sara’s hyperactive behaviour is the result of her separation from her mother and her

siblings. Her life situation was changed drastically without Sara being involved in the

decisions. She is probably afraid of what is happening to her mother. Because she was

the only child sent away, she may feel that she has been abandoned. On the other

hand she might blame herself for having been sent away, and be feeling guilty and

inadequate. Her hyperactive behaviour reveals a high level of stress and emotional

excitement.

What can you do to help at home?

Sara needs a person she can trust and talk to. She needs time to come to terms with

her situation. It would help Sara if she knew why she had been sent away. Then she

could come to terms with her new situation and begin to cope.

It is important for you, the caregiver to: 

1. Explain to Sara that she has not been sent away because her mother

does not love her. She has not been sent away because she

misbehaved.

2. Explain what is wrong with her mother. Even if finding out is

upsetting, the knowledge will give Sara control because she will be

able to understand. It may be better for Sara to return to her mother.

Sara may be jealous of her sister and her brother who, unlike her, were

allowed to stay at home. Sara needs time with her mother; she needs

to be prepared for the likely death of her mother. It may be possible to

arrange for someone else in the community to help care for the mother

and her three children.

If this is not possible, frequent visiting times should be arranged.

During these visits Sara should spend as much quality time with her

mother as possible, without other adults being present.

3. Encourage Sara to prepare for the visits. She could take little presents

or food that she has prepared. This will reduce Sara’s feeling of

helplessness, because she will also be doing something for her mother.

It will also make her feel that she is still involved with her family.

4. Ensure that Sara is not exposed to too much noise or too many visual

images. A radio playing all the time or a television on all the time will

increase her hyperactivity. Sara needs quiet time.

5. Give Sara her own place to sleep and regular bed times.


