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Abandoned Children
Major Categories: Abandonment; Emotional Abuse

Description
Abandonment is a legal term that refers to the 
willful desertion of a child by a parent or guardian. 
Desertion may include the acts of leaving a child un-
attended without regard or care for his or her health, 
safety, or welfare and/or otherwise severing all care 
and support for the child. Abandonment of a child 
may also be presumed if a parent, having left a child 
with an appropriate person or agency (such as a hos-
pital), does not contact or provide support for the 
child for a period of time specified by law. To meet 
the legal definition of child abandonment, the child 
must be under 18 years old and the parent must have 
legal custody and leave the child with the purpose of 
abandonment.

The main causes of child abandonment in the 
United States are poverty, parental mental illness 
and/or parental substance abuse, and inadequate so-
cial welfare support for families. Communities with 
weak social welfare systems experience higher rates 
of child abandonment because of the lack of finan-
cial and other support for families. In developing 
countries, the contributing issues for child aban-
donment include high levels of poverty, high levels 
of HIV/AIDS, diminishing support from immediate 
and extended family, inadequate numbers of orphan-
ages, and restrictive adoption policies.

An extreme form of child neglect, child abandon-
ment is a crime in the United States. In 1999, Texas 
was the first U.S. state to implement a safe-haven law, 
which enables a parent to leave an unharmed new-
born baby at any site or location permitted by law 
(such as a hospital or fire station) without fear of 
prosecution. Safe-haven laws, which now exist in all 
50 U.S. states, were implemented in an effort to pre-
vent the unsafe abandonment or death of newborns.

A social worker may become involved with the 
care of an abandoned child through a hospital or 
child welfare agency where the social worker’s role 
is to provide essential intervention and treatment 

that are essential for the abandoned child’s well-
being. Effective treatment may include crisis inter-
vention, individual and family therapy, formal and 
informal support programs, financial assistance, and 
medical care. 

Children who are abandoned, particularly in coun-
tries without well-developed foster-care systems, are 
often placed in institutional settings in which they 
experience social and emotional deprivation. The 
impact of abandonment and institutionalization on 
children’s development has been measured by the 
Bucharest Early Intervention Project, which con-
ducted randomized controlled studies of the develop-
ment of abandoned children in Romania starting in 
2000 by comparing subjects of standard intervention 
institutional rearing) to subjects placed in high-quality 
foster care and to a control group of children reared 
by their families. Among the findings was the exis-
tence of sensitivity periods during which children can 
“catch up” from delayed development but after which 
catching up is unlikely. In the children who remained 
institutionalized the study found lower IQs, deficient 
attachment skills, delays in language development, 
higher rates of psychiatric illness by age 4 1/2, de-
layed brain maturation and smaller brain volume, and 
shorter telomeres (areas on chromosomes that pro-
vide protection from the stress of cell division).

Facts and Figures
Child abandonment occurs in every type of commu-
nity, on every social level. Countries with thriving so-
cial structures and liberal adoption laws usually have 
lower rates of abandonment. An estimated 7,000 chil-
dren are abandoned annually in the United States. 
Child abandonment that occurs as a result of disease, 
poverty, and civil war is a pressing issue in many coun-
tries. By some estimates, for example, thousands of 
children are abandoned each year in Venezuela and 
Colombia. In China, the one-child policy in effect 
since 1979 has resulted in the abandonment of as 



Abandoned Children Community & Family Health Issues

2

many as 1.7 million female babies annually. In South 
Africa approximately 3,500 babies were abandoned 
in 2010. 

Risk Factors 
There are several factors a social worker should iden-
tify when assessing a child or family for risk of aban-
donment: the mental health and physical health issues 
in the parent or the child; previous social service in-
volvement; history of child maltreatment; lack of med-
ical insurance; poverty; unwanted pregnancy; intimate 
partner violence; parental criminality; death of one or 
both parents; and parental or child substance abuse. 

Signs and Symptoms
Psychological signs and symptoms abandoned chil-
dren may have include feelings of low self-esteem/
self-worth, feelings of shame and guilt, few or no 
coping skills, inability to experience empathy or sym-
pathy, anxiety or depression; flat affect, and cognitive 
or learning disabilities.

Behavioral signs and symptoms experienced by 
abandoned children may include acting out vio-
lently, a history of delinquent behavior, poor school 
attendance, committing crimes, becoming involved 
with gangs, sexual promiscuity, and using drugs and/
or alcohol.

Physical signs and symptoms of child abandon-
ment may include their general appearance being 
affected as a result of the child living on the streets/
alone, including poor hygiene or signs of malnour-
ishment. The child’s clothing may be torn, soiled, ill-
fitting, or inappropriate for the weather. The child 
may be hungry and may beg or steal food or money. 
The child may have medical issues, poor dental hy-
giene, vision difficulties, insufficient immunizations, 
inadequate nutrition, or obesity.

Social signs and symptoms of abandoned children 
may include the child withdrawing from social rela-
tionships, being unable to trust others, showing signs 
of isolation, having difficulty connecting with others, 
and having trouble expressing emotions.

Assessment
The social worker should conduct a biological, psy-
chological, social, and spiritual assessment to include 
information on any physical, mental, environmental, 
social, spiritual, or medical factors relating to the 
child’s care.

Children who have been abandoned should be 
referred for comprehensive medical examination 
to identify any health conditions or health-related 
needs. The social worker should initiate efforts to 
identify/locate the child’s parents/family members. 
The social worker may obtain relevant school records 
to supplement available history. The social worker 
should attempt to obtain as much family history as 
possible to aid in the treatment of the abandoned 
child. Depending on the age of the child, family his-
tory may be unattainable.

Assessments and Screening Tools 
A challenge of using screening and assessment tools 
with abandoned children is that many tools require 
input from parents, teachers, or other adults with 
knowledge of the child, and yet by definition of aban-
donment, responsible adults are not available for 
abandoned children. However, the social worker may 
utilize the Achenbach System of Empirically Based 
Assessments (ASEBA) which includes a range of as-
sessments that could be used depending on the social 
worker’s initial impression of area(s) that require fur-
ther information.

Treatment 
When a child is abandoned, early intervention and 
treatment are essential for its well-being. The social 
worker should first attempt to locate and contact a 
parent or guardian. If contact with a parent is made, 
services should be offered to help the parent reunite 
with the child, if deemed appropriate. These services 
include mental health and substance abuse treat-
ment for the parent or child, family or individual 
counseling for the parent or child, respite care to 



Community & Family Health Issues Abandoned Children

3

allow the parent time to reconsider the abandon-
ment, financial assistance, and referrals for medical 
insurance. Child protective service agencies often 
intervene if a parent or guardian cannot be located. 
It is important for the child to be placed in a per-
manent, safe environment in which he or she can 
develop normally.

Trauma-informed care models are often used 
for children who have been exposed to trauma 
(such as child maltreatment, unstable home envi-
ronment, exposure to violence, abandonment). 
This child-focused collaborative approach utilizes 
individualized assessment and recognizes the pro-
found impact trauma can have on the child and the 
family. Treatment goals include establishing a ther-
apeutic relationship, improving immediate safety 
(e.g., health, relationships, environment), identi-
fying how the trauma impacts the child’s current 
functioning, and helping the child develop adap-
tive ways of coping (such as relaxation, meditation, 
exercise).

Intervention
If a child is at risk for abandonment, the social worker 
should provide any necessary crisis interventions 
and assess for any other needs such as mental health 
counseling and substance abuse services. The social 
worker should assist the parent/guardian with these 
needed services in order to prevent abandonment of 
the child.

If a child is abandoned, the social worker should 
assess the child’s family history for any possible place-
ment options, and make referrals for individual 
therapy, mental health evaluations, medical needs, 
emotional support needs, and services with the 
school system if child is of school age.

If a child is exhibiting maladaptive and/or dis-
ruptive behaviors as a result of being abandoned, 
the social worker may provide or make refer-
rals for services to reduce the problem behaviors 
and teach and reinforce prosocial behavior skills. 
Individualized behavioral strategies focused on re-
inforcing positive behaviors and/or individual and 
group skills coaching for the child may be appro-
priate interventions.

If a child has suffered multiple traumas (such as 
unstable living situations, maltreatment, and aban-
donment) and exhibits increased levels of emotional 
distress, the social worker should provide services 

and referrals to ensure the child’s physical, mental, 
and emotional well-being. Possible referrals and in-
terventions may include trauma-focused cognitive 
behavioral therapy to reduce symptoms of distress, 
dynamic play therapy, game-based cognitive-behav-
ioral therapy, and group therapy.

Laws and Regulations
Safe-haven laws allow parents to leave an infant or 
newborn child at designated sites (such as fire sta-
tions, hospitals, police stations) without being pros-
ecuted, so that the child becomes a ward of the 
state. Safe-haven laws have been enacted in all 50 
U.S. states. The U.S. Child Abuse Prevention and 
Treatment Act—Public Law 93-247 provides funding 
to states in support of prevention, assessment, in-
vestigation, prosecution, and treatment of child 
maltreatment.

Local laws and requirements for reporting neglect 
and abuse should be known and observed by all pro-
fessionals assisting children and families. 

In South Africa, the Children’s Act 38 of 2005 
provides general regulations regarding children and 
includes legislation that governs abandonment of 
children. The main objectives of the act are to make 
provision for structures, services, and means for 
 promoting and monitoring the sound physical, psy-
chological, intellectual, emotional, and social devel-
opment of children; to provide care and protection 
for children in need; to promote the protection, de-
velopment, and well-being of children; to recognize 
the special needs that children with disabilities may 
have; and to give effect to the constitutional rights of 
children. 

The Children and Young Persons Act 1933 was 
enacted in the United Kingdom to punish cruelty to 
children, which includes abandonment of a child. 
Article 27 of the United Nations Convention on the 
Rights of the Child (CRC) acknowledges the right 
of every child to a standard of living adequate for 
his or her mental, physical, moral, spiritual, and 
 social development. Abandonment denies children 
this right.

Services and Resources
 � National Safe Haven Alliance: http://www.nation-

alsafehavenalliance.org, 1-888-510-BABY
 � Childhelp National Child Abuse Hotline: https://

www.childhelp.org/hotline/, 1-800-4-A-CHILD
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Food for Thought 
Some desperate families seeking care solutions for 
youth with medical or behavioral health challenges 
have utilized safe-haven laws to abandon children. 
In July 2008, Nebraska adopted a safe-haven law in-
tended to allow parents to leave newborns safely at 
designated sites without fear of prosecution. The 
state did not specify an age limit and by November 
of the same year 35 children over 5 years of age had 
been left at safe-haven sites. Nebraska has since lim-
ited its safe-haven law to infants up to 30 days old.

Red Flags
Child abandonment can create conditions for nega-
tive patterns of social behavior in children and thus 
affect personality development. Children who have 
been abandoned are more likely to engage in delin-
quent and criminal behaviors. For younger children, 
failure to establish a parent/child bond has a nega-
tive impact on self-esteem, emotional attachment, 
and confidence later in life. Poverty, mental health 
issues, domestic and community violence, parental 
substance abuse, and lack of healthcare all contribute 
to child abandonment. Studies indicate that children 
in foster care and foster care alumni are at a higher 
risk for one or more behavioral health disorders.

Next Steps
The social worker should contact the local office 
of children and family services to report the child 
abandonment and seek services and ensure that the 
child has suitable placement and that his or her basic 
needs are met. Linkage to community resources such 
as developmental screening; medical, financial, and 
educational assistance programs; and counseling ser-
vices should be provided as appropriate. The social 
worker should follow up with available family mem-
bers for any additional resource or support needs.

Written by Jessica Therivel, LMSW-IPR and 
Laura McLuckey, MSW, LCSW

Reviewed by Chris Bates, MA, MSW, and  
Jennifer Teska, MSW
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Abused Parents
Major Categories: Emotional Abuse; Parent/Child Relationships

Description
Abuse of a parent by a child is defined as an act or 
behavior by a child under age 18 that is intended to 
cause physical, psychological, emotional, or financial 
harm in an effort to get attention from, manipulate, 
or gain control over a parent or caretaker. Parental 
abuse by a child is a rarely discussed form of abuse 
that has been insufficiently researched and is under-
reported. Many abused parents view their child’s ac-
tions as normal behavior and do not recognize them-
selves as victims.

The abuse that parents experience from their chil-
dren can be physical, emotional, or financial. Physical 
abuse is the act of using force that results in physical 
pain (such as hitting, punching, slapping, kicking, 
pushing, hair pulling). Emotional abuse is the inflic-
tion of emotional distress through verbal and non-
verbal acts such as intimidation, threats of suicide, 
threats to harm others, mind games (such as hiding 
car keys from parents, making unrealistic demands), 
truancy, lying, and staying out all night. Adolescent 
children may also engage in self-harming behaviors 
(such as cutting, suicide attempts, eating disorders) to 
instill fear in a parent. Financial abuse is when a child 
or adolescent uses money or possessions as a means of 
manipulation and control. Financial abuse includes 
such acts as stealing; misusing, selling, or destroying a 
parent’s belongings; and demanding money.

These behaviors tend to become more severe and 
chronic as the child ages. The most noticeable change 
in a child’s behavior towards the parent or caregiver 
typically occurs at the onset of adolescence, when the 
adolescent is attempting to individuate and is under-
going hormonal changes. This is a time when typical 
behaviors such as defiance, aggression, and resistance 
to authority can escalate into combative and threat-
ening behaviors towards the parent or caregiver.

Many abused parents struggle to admit or fail 
to recognize that their child’s behavior is abusive. 
Abused parents often fail to report the abuse for fear 
that they will be labeled bad parents or judged based 
on the behavior that is out of their control. Typically, 
ongoing conflict in the home is accepted as an issue 
that the family must deal with as an everyday part of 
life. For this reason, it is important for social workers 

to determine when typical teenage behavior has 
crossed over into abusive behavior by assessing the 
intent of the action or behavior (the motive behind 
an act or statement), the intensity of the action or be-
havior (extreme degrees of anger, violence, destruc-
tion), and the form of the action or behavior (phys-
ical, emotional, psychological, financial). Treatment 
for abused parents may include cognitive behavioral 
therapy and psychologically educational therapy 
that is family-focused. If the offending teen remains 
in the home, it is crucial that the therapist or social 
worker attempts to involve the teen in family sessions 
because the primary goal of the therapy is to stop the 
abuse and assist the parent(s) in regaining leader-
ship of the family.

Facts and Figures
Parental abuse affects families of all socioeconomic 
levels (e.g. a family’s income level and profession), 
education levels, and structures (such as single-
parent versus two-parent households). Typically, 
mothers are the primary targets of abuse. Fathers 
and stepfathers can also be victims, but such abuse 
usually is less frequent and less severe. The findings 
on whether boys or girls are more likely to perpetrate 
the abuse in child-to-parent aggression are limited 
and mixed.

Risk Factors
Parents who spend little or no time with their chil-
dren, are often away from home, or leave their chil-
dren unsupervised for long periods may be creating 
an environment for the development of unaccept-
able behaviors. Parents increase their risk of being 
abused by their children when they fail to set limits 
and boundaries out of fear that their child will stop 
loving them. Lack of parental warmth towards the 
child may also increase the risk of child-to-parent 
abuse. Older adult parents of adolescents who had 
their children later in life are especially vulnerable to 
abuse. Single mothers, especially those under intense 
stress, are more likely to experience abuse by their 
teenage children. 

Women who have been victims of intimate partner 
violence are also at higher risk of being abused 
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parents. Parents who engage in conflict with one an-
other in the presence of their children may increase 
their chances of becoming targets of abuse by their 
children. Children with a history of physical violence 
in the home, substance abuse, maltreatment, or 
mental health disorders (such as oppositional defiant 
disorder, attention-deficit/hyperactivity disorder, 
conduct disorder), are at increased risk of becoming 
abusive teens. Children who are disconnected and 
feel rejected by a parent are also at increased risk of 
becoming abusive teens towards their parents.

Signs and Symptoms
Abuse towards parents may have psychological ef-
fects on both the abused parent and the abusive teen. 
The abused parent may express helplessness, fear, 
frustration, shame, sadness, or embarrassment, and 
may report feeling overwhelmed or assume blame 
for the abuse. The abusive teen may express feeling 
powerful, angry, or uncaring; may struggle internally 
with self-worth and demonstrate low self-esteem; may 
disassociate from feelings of pain and remorse; may 
be unable to control and manage feelings or anger; 
may have limited ability to solve problems and deal 
with stress; may harbor resentment toward parents; 
and may have a grandiose view of him- or herself or a 
sense of entitlement.

Abuse towards parents may also have behavioral 
effects on both the abused parent and the abusive 
teen. The abused parent may be resistant to dis-
closing abuse for fear of being blamed or judged 
and may be neglectful of his or her own needs or the 
needs of other family members. The abusive teen 
may demonstrate an unwillingness to take responsi-
bility for his or her actions; may be defiant and disre-
spectful to authority figures; may refuse participation 
in services; may lie or attempt to manipulate the so-
cial worker or use treatment sessions to blame par-
ents and maintain control; may be quick to become 
angry; may demonstrate poor impulse control and a 
lack of conflict-management skills; and may engage 
in delinquent behaviors (such as truancy, substance 
use, petty crimes).

Abuse towards parents may also have social 
 effects on both the abused parent and the abusive 
teen. The abused parent may avoid talking with 
family and friends out of fear of being criticized 
and may spend more time away from home. The 
abusive teen may experience academic difficulties 

or refuse to attend school; or may run away from 
home, engage in delinquent behavior, or withdraw 
from family and peers.

Assessment
The social worker working with the parent, adoles-
cent, or family should complete an interview to ad-
dress feelings of powerlessness, fear, and self-blame 
and educate the parent, adolescent, or family on the 
prevalence and dynamics of parent abuse by children.

A biological, psychological, social, and spiritual 
assessment of the abused parent and the abusive 
child should be conducted. The assessment should 
include any history of childhood abuse of the parent, 
child abuse by the parent, and any history of intimate 
partner violence between parents.

Information about the history of mental health 
disorders in the family, the parent or child’s current 
mental health symptoms (such as anxiety, depres-
sion), and the history of current or previous sub-
stance abuse in both the parent and the offending 
child or teen should be included in the social work-
er’s assessment.

It should be determined if the abusive teen is 
still in the home, and a safety plan for the abused 
parent(s) should be created. Possible out-of-home 
placement of the abusive child or notification of law 
enforcement about the abusive child may be needed. 
A person-centered approach should be used by a so-
cial worker when determining the goals of treatment 
for the parent, child, and family. The importance of 
joint counseling with other family members should 
be explained.

It is important to note that parents who have been 
physically abused may have physical injuries. Abused 
parents may also have somatic complaints, including 
gastrointestinal disturbances, headaches, and sleep 
disturbances.

Assessment and Screening Tools
Assessment and screening tools to assist in gathering 
information may include the Conflict Tactics Scales–
Revised (CTS-R), which is a clinician-administered 
62-item tool used to assess the type and frequency of 
violent interactions between family members; and 
the Conners’ Parent Rating Scale–Revised (CPRS-R), 
which is a 28-item clinical tool used to measure pa-
rental reports of behavioral problems in children 
ages 3–17 years.
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There are no laboratory/diagnostic tests to assist 
in the diagnosis/treatment of parent abuse. Tests for 
the presence of alcohol or other substances at levels 
that would indicate abuse may be useful.

Treatment
The failure to have an intervention on behalf of an 
abused parent may have a devastating impact on the 
family’s long-term sustainability. Participating in in-
dividual therapy is essential to helping a parent re-
establish the role of leader in the home and develop 
confidence in his or her ability to parent. The psy-
chologically educational approach involves a social 
worker or therapist teaching the family to recognize 
that violent/aggressive behavior is a learned response 
and providing the family with tools to change their 
patterns of interaction. The identification of a fam-
ily’s strengths rather than the focus on blaming and 
judging will help to put family members at ease and 
foster faith in their ability to resolve future conflicts. 

A treatment plan for the family should incorpo-
rate individual counseling, couples counseling (for 
two-parent households), and therapeutic mediation 
between the abused parent and the offending teen 
in order to facilitate communication and to address 
maladaptive behaviors that are occurring within 
family relationships. Temporary respite for the ado-
lescent may be necessary, as well as behavior contracts 
and family meetings. Individualized safety planning, 
including having the phone number of the police 
available and providing a friend with a secret code 
to alert him or her that danger is present, is another 
important aspect of treatment to ensure the safety of 
the abused parent and others in the home.

Intervention
If abuse of a parent is suspected, a biological, psy-
chological, social, and spiritual assessment should be 
completed to identify the presence of abuse. The in-
terview should be completed in a safe, private setting 
in order for the social worker to develop rapport and 
trust. The social worker may utilize assessment tools 
such as the CTS-R or the CPRS-R to gather informa-
tion. If it is determined that the abusive teen is still in 
the home, a safety plan should be developed in order 
to reduce the risk of continued abuse.

Physical, social, or psychological signs and symp-
toms of abuse should be assessed. The social worker 
should help identify the dynamics and behaviors that 

reduce the abused parent’s potential to experience 
abuse and develop effective parenting techniques 
and practices. Individual counseling sessions can 
assist the abused parent in identifying maladaptive 
dynamics and parenting gaps. Journaling and map-
ping can help with the expression of fears and goal-
setting. Parenting education can help to develop ef-
fective communication and the ability to set healthy 
boundaries. Family counseling and mediation can 
help to facilitate communication and to address en-
abling behaviors, history of violence/abuse, and es-
tablishment of parent in role of authority.

A prevention plan should be developed to help 
maintain safety and reduce the risk of future acts of 
abuse. The use of a family system intervention may 
help to enhance communication and reorganize 
the rules of engagement between parent and child. 
The safety plan should include a discussion of out-of-
home placement options. The abused parent should 
be provided with referrals to mentoring programs, 
support groups, and respite care for additional sup-
port. The social worker should also educate the 
abused parent on the pros/cons of involvement with 
the legal system.

Laws and Regulations
The United States Family Law Act 1996 sets the legal 
guidelines for cases of domestic violence. Each juris-
diction (nation, state, or province) has its own stan-
dards, procedures, and laws for involuntary restraint 
and detention of persons who may be a danger to 
themselves or others. Local and professional re-
porting requirements for neglect and abuse should 
be known and observed.

Services and Resources
 � ACT – Adults and Children Together Against 

Violence, a resource for parenting tips on teen 
violence, anger management, and conflict resolu-
tion, http://actagainstviolence.apa.org/

 � Parenting SA, an initiative of the government of 
South Australia recognizing the important and 
demanding role of parenting, http://www.par-
enting.sa.gov.au/

 � Kids Helpline, a resource for parents and  children, 
https://kidshelpline.com.au/parents/

 � Stop Abuse for Everyone, a resource for therapy, 
mentoring programs, and parent education, 
http://www.stopabuseforeveryone.org/
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Food for Thought
Mothers of children who have witnessed intimate 
partner violence in the home frequently blame them-
selves for the abuse they experience at the hands of 
their teen. Abused parents may hesitate to contact so-
cial services or law enforcement out of fear that the 
abusive teen will be removed from the home, thereby 
jeopardizing any emotional connection between the 
teen and the parent.

Abused parents may feel as if the abuse is a re-
sult of their poor parenting or that they have failed 
their child. Abused parents need to be reminded 
that they are not their child’s sole influence and 
that they need to take action to protect themselves 
against violence. An abused parent must take action 
to ensure his or her safety, particularly if there are 
younger children in the home who may be exposed 
to the abuse.

Red Flags
Abusive teens may also be engaging in abusive behav-
iors with their peers or dating partners. Teens exhib-
iting aggression, rage, erratic behaviors, or violent 
thoughts may have an undiagnosed mental health 
disorder.

Next Steps
Social workers should teach abused parents that self-
care is an important behavior to model to the abusive 
teen. Self-care can help stabilize the child or parent’s 
own emotional health in order for them to achieve in-
sight into the harmful dynamics in the home. Abused 
parents should be encouraged to discuss the abuse 
with supportive friends or family members in order 
to minimize feelings of isolation. Parents should be 
encouraged to actively practice action, not reaction 
to the abusive or maladaptive behavior of their chil-
dren. Parents should attempt to take preventive mea-
sures and set boundaries in order to reduce abusive 
behaviors. Social workers should assist in teaching 
parents how to impose consequences that modify a 
teen’s behavior.

Written by Nikole Seals, MSW, ACSW

Reviewed by Lynn B. Cooper, D Crim, and  
Jessica Therivel, LMSW-IPR
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Acquired Immune Deficiency Syndrome: Dementia  
Complex in Older Adults
Major Categories: Medical & Health, Cultural Competency

Description
Acquired immune deficiency syndrome (AIDS) de-
mentia complex (ADC), also called human immuno-
deficiency virus (HIV)-associated dementia complex 
(HAD), is a syndrome resulting from complications 
of infection by human immunodeficiency virus 
type 1 (HIV-1), which is the cause of AIDS. Often mis-
diagnosed as Alzheimer’s disease or another type of 
dementia, ADC usually develops in the later stages of 
AIDS, when the number of blood cells known as CD4 
lymphocytes, which belong to the human immune 
system and play an important role in destroying in-
fectious viruses, falls below 200 cells per microliter, or 
millionth of a liter, of blood.

ADC is characterized by what is known as impaired 
psychomotor function, consisting of a slowing of 
thinking and reduced physical movement; impaired 
perception, recognition, and memory; and abnor-
malities in behavior. In its early stages, in which it 
often appears in the form of changes in behavior, 
ADC is likely to be accompanied by abnormal results 
of tests done on cerebrospinal fluid, and is less likely to 
include the impaired ability to effectively use speech 
or language known as aphasia. ADC progresses in a 
stepwise manner, beginning with slight impairments 
in decision-making and the performance of activities 
of daily living (ADLs) such as eating, bathing, and 
dressing, and ultimately progresses to major impair-
ments in decision-making and the performance of 
ADLs, requiring total care of the affected individual.

The effects of ADC typically occur in four as-
pects of psychomotor function, consisting of emo-
tion, behavior, cognition, and motor function. In 
terms of emotion, these effects are depressive symp-
toms; irritability; mania, or abnormally exuberant 

behavior; and loss of contact with reality, or psychosis. 
Behaviorally, the effects of ADC are slowed speech, 
slower response times, social isolation and with-
drawal, apathy, changes in personality, and organic 
psychosis, in which abnormalities in behavior result 
from damage to the structure and physical function 
of the brain. In terms of cognition, the effects of ADC 
include impairment of visual and spatial function, 
such as the misplacement of objects, poor coordi-
nation, difficulties in attention and concentration, 
trouble in finding words for expressing thoughts or 
feelings, and a slowing of mental function. Common 
early symptoms of ADC are difficulty in finding words 
for describing objects and other purposes, general 
forgetfulness, a slowing of psychomotor abilities, a 
diminished ability to write, and diminished motor 
and visual skills. Motor deficits caused by ADC in-
clude an unsteady gait, poor balance, leg weakness, 
frequent dropping of objects, tremors, and a loss of 
clear handwriting and fine motor skills, such as in the 
handling of small objects.

The symptoms of ADC may persist despite the 
treatment of HIV infection with highly active anti-
retroviral therapy (HAART), consisting of drugs that 
eradicate the HIV-1 virus.

Although the use of HAART has led to the longer 
survival of people living with HIV/AIDS (PLWHA) 
in the United States and other developed countries, 
delay in the diagnosis and treatment of HIV/AIDS in-
creases the risk that ADC will develop in an affected 
individual. Yet unfortunately, the diagnosis and 
treatment of HIV/AIDS in women and members of 
various ethnic groups is often delayed because mem-
bers of these groups fear discrimination and stigma if 
they are found to have HIV. Furthermore, inaccurate 
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information, fear of the unknown, religious or moral 
beliefs, and beliefs about victims’ personal irrespon-
sibility can lead to the stigmatization of persons with 
HIV/AIDS. In particular, Black and Hispanic persons 
in the United States can face rejection by social and 
religious groups because of strong cultural beliefs 
that associate AIDS with behaviors that differ from 
such groups’ social standards and a religious belief 
that contracting HIV/AIDS results from immoral be-
havior and constitutes a “punishment from God.”

Older adult PLWHA are less likely than young 
adult PLWHA to seek and obtain healthcare and so-
cial services for HIV/AIDS, possibly because of fear 
of discrimination and bias. Moreover, because of mis-
information about the way in which older adults con-
tract HIV/AIDS, members of this older population 
often fail to request or get appropriate treatment for 
these conditions from medical and social service pro-
fessionals in nursing homes and hospitals. Staff mem-
bers with inaccurate information about pain control 
may not provide appropriate treatment. Additionally, 
older PLWHA often have comorbid conditions that 
exacerbate the effects of HIV/AIDS and impair such 
older persons’ ability to socialize, work, and obtain 
healthcare services, and such persons may withdraw 
from their social networks to an even greater degree 
than younger PLWHA. This is a serious problem 
because such withdrawal leads to decreased social 
contact, which has been shown to cause a decline in 
cognitive function, accelerating the decline initiated 
by ADC itself. Because of their direct one-on-one in-
terpersonal contact in various settings, such as home 
visits, outpatient services, and adult services, social 
workers are in a good position to identify older per-
sons with cognitive deficits as a result of ADC.

Multiple measures are recommended for treating 
mild to moderate cognitive impairment in ADC. 
However, although stress management has been shown 
to improve cognition and ease the severity of depression 
in persons with ADC, the spaced retrieval method has 
so far been the only remediation method used success-
fully in older adult PWLHA. In this technique, which is 
intended to improve the mental retention of informa-
tion and reduce deficits in memory and executive func-
tioning, an individual is given a set of information and 
instructed to rehearse it on repeated occasions, with a 
longer time being allowed to elapse between each new 
rehearsal and the previous rehearsal.

What Can Be Done
Learn about ADC in older adults, and develop an 
awareness of your own cultural values, beliefs, and bi-
ases and a knowledge of the histories, traditions, and 
values of the older adults you know who have ADC.

Healthcare practitioners who treat these adults 
must be sensitive to their cultural, religious, and aging-
related issues. They must be able to educate older 
adults about risky sexual practices and work towards 
changing stereotyped attitudes that older adults are 
less sexually active than younger ones. Efforts should 
also be made to provide educational materials about 
the prevention of HIV/AIDS in older adults to various 
assisted-living facilities, community centers, and other 
locations where such adults live or gather.

By Barbara Colitz, MSW, LCSW

Reviewed by Lynn B. Cooper, D Crim, and  
Jessica Therivel, LMSW-IPR
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Acquired Immunodeficiency Syndrome: Children & 
Adolescents
Major Categories: Medical & Health

Description
Acquired immunodeficiency syndrome (AIDS) de-
scribes a group of symptoms and diseases associated 
with infection by the human immunodeficiency virus 
(HIV), resulting in damage to the body’s immune 
system. Acquired immunodeficiency syndrome is the 
most advanced stage of infection by HIV, at which the 
number of CD4 lymphocytes, a group of white blood 
cells that belong to the immune system and play a 
major role in protecting the body from infection, 
falls below a level established by the U.S. Centers for 
Disease Control and Prevention (CDC). AIDS can 
also occur when an HIV infection has weakened the 
body’s immune defenses to the extent that it develops 
an opportunistic infection (OI), so-called because 
it is caused by bacteria, viruses, or fungi that might 
not infect the body in the presence of a strong im-
mune system. HIV can also cause opportunistic infec-
tion by damaging the body’s usual physical barriers 
to infection, or by creating other situations that give 
infecting organisms a greater-than-usual opportunity 
to cause infection.

Infection with HIV generally occurs when the virus 
is carried into the body by white blood cells known 
as CD4 T-lymphocytes that are present in the blood, 
semen, vaginal fluid, or breast milk of someone who 
already has an HIV infection. This can occur during 
sexual intercourse, breastfeeding, or through the use 
of a contaminated hypodermic needle, among other 
circumstances. In the absence of perinatal prevention 
of HIV infection, it develops in from 13 percent to 
40 percent of children born to HIV-infected mothers. 
In contrast to the infections caused by most viruses 
that are kept in check by the immune system, HIV typ-
ically continues to multiply after entering the body, 
and infects increasing numbers of cells, and most 
persons with HIV infections ultimately develop AIDS. 
Although it is not known precisely how HIV causes 
AIDS, it does progressively damage and weaken the 
immune system, raising the risk of infections such as 
tuberculosis and opportunistic infections, as well as 
the development of tumors, with these effects being 
collectively referred to as AIDS. Despite this, HIV 
does not in every case progress to AIDS. For reasons 
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that remain unknown, a small percentage of people 
retain the ability to make antibodies to HIV, and to 
prevent infection with the virus from progressing to 
AIDS, and some people who have been exposed to 
HIV do not become infected with it.

Today, despite progress in understanding the 
mechanisms by which HIV causes AIDS, and in 
treating HIV infection and AIDS, the size of the world 
population with AIDS continues to grow.

Facts and Figures
The CDC initially recognized AIDS in 1981, soon 
followed by the identification of HIV as its cause. 
In 2009, approximately 260,000 children worldwide 
died of AIDS-related causes.

According to the World Health Organization 
(WHO), in 2014 nearly 37 million persons globally 
were living with HIV, of whom 2.6 million were chil-
dren under the age of 15. Approximately 70 percent 
of adults and 88 percent of all children infected with 
HIV live in sub-Saharan Africa, which was the location 
of 66 percent of the world’s total deaths from AIDS 
in 2014. In the United States, adolescents and young 
persons ranging from 13 to 24 years of age who have 
AIDS are a growing population, and in 2010 consti-
tuted 26 percent of all new cases of the syndrome. In 
the United States, 50 percent of young persons with 
AIDS/HIV do not know that they are infected.

Risk Factors
The greatest risk for HIV infection of infants and 
younger children comes from their exposure to 
the virus in their mother’s body during pregnancy, 
labor, and delivery, or through breastfeeding. The 
risk to newborns can be decreased by the avoidance 
of breastfeeding by women who have HIV infection, 
and by administering antiretroviral medications to 
the mother during pregnancy and to the newborn 
infants of women with HIV infections during the 
period from 4 to 6 weeks after these infants’ birth. 
Transfusions of infected blood or injections with 
unsterilized needles can cause HIV infection in 
children. The United States and Western European 
countries have medical safeguards to prevent this 
problem. Children can also be infected with HIV 
through sexual abuse or rape. In some countries, 
marriage during childhood is culturally accepted, 
raising the risk of HIV infection in the marital part-
ners. Risk factors for HIV infection in adolescence 

include having multiple sexual partners, intravenous 
drug use, unprotected anal or vaginal intercourse, 
tattooing, body piercing with contaminated needles, 
and lack of education about how HIV is transmitted, 
as well as limited resources (such as sterile contracep-
tive devices) for preventing its transmission.

Signs and Symptoms
Psychological symptoms of AIDS can include feelings 
of loneliness, guilt, anxiety, anger, confusion, denial, 
depression, and fear. A child or adolescent with AIDS 
may also experience grief associated with the death 
of family members from AIDS-related illnesses, and 
may have suicidal thoughts. Behaviorally, children 
or adolescents with AIDS may have problems with 
focusing and maintaining attention, developmental 
delays, and acting violently, and may have problems 
with substance abuse. Physically, children and ado-
lescents with AIDS may appear malnourished, have 
severe diarrhea and other flulike symptoms, have re-
spiratory problems, fail to thrive, and exhibit various 
signs of opportunistic infections. Socially, children 
and adolescents with AIDS may withdraw from re-
lationships, be unable to trust others, show signs of 
isolation, have trouble with expressing emotions, and 
have excessive absences from school.

Treatment
The social worker assisting a child who has or is at 
risk for HIV infection or AIDS should conduct a com-
plete biological, psychological, social, and spiritual 
assessment of the child. Assessment of the families of 
children with or at high risk for HIV infection is also 
critical. The assessment should include questioning 
about the onset, duration, and signs and symptoms 
of any illness; substance abuse and mental-health 
issues; and stress-management skills and coping 
mechanisms.

Children and adolescents who carry HIV, and 
those who have AIDS, may not know this because 
they may have no symptoms of illness. Furthermore, 
both infection with HIV and AIDS remain highly stig-
matized diseases throughout the world, and some 
parents and caregivers find it difficult to determine 
when and how to disclose to a child or adolescent 
that he or she is infected. The social worker should 
work with family members to encourage appropriate 
disclosure practices and treatment plans, and should 
offer any additional support that is needed.
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Because the rapid identification of HIV infection 
and AIDS is critical to providing early intervention, 
the social worker, in conjunction with appropriate 
medical personnel, should ensure complete testing 
for their presence and status, as well as for possible 
opportunistic infections, with testing for HIV in 
newborns done within the first 24 hours after birth. 
This is essential because fewer than 40 percent of 
HIV-infected newborns show signs of the virus at 
birth, although almost all HIV-infected children 
have detectable HIV in their blood by 4 months of 
age. Furthermore, in the absence of medical treat-
ment, HIV infection and AIDS progress more rapidly 
in children than in adults, killing more than half of 
infected children within the first two years of life. 
Conversely, with aggressive treatment such as highly 
active antiretroviral therapy (HAART, which consists 
of a combination of agents that act to inhibit the pro-
liferation and effects of HIV), most children with 
AIDS now survive past 5 years of age and live longer 
and healthier lives. On the other hand, adolescents 
(ages 15 to 19) may remain free of symptoms for 8 to 
12 years after infection, necessitating their continued 
follow-up and testing, especially for those engaged in 
activities that pose a high risk for HIV infection.

Medical treatment for HIV infection and/or AIDS 
can be divided broadly into the categories or treat-
ment of HIV infection with HAART; prophylaxis 
against opportunistic infections; and treatment of 
cancers, malignancies, opportunistic infections, and 
other complications of HIV infection. Healthcare 
providers planning HAART treatment for HIV-
infected children and adolescents should consider 
the effect of its frequency and dosing on their quality 
of life, and the ability of a child’s parent or caregiver 
or an adolescent patient to administer or self-admin-
ister such treatment, which typically consists of mul-
tiple drugs given at different times and intervals. It is 
crucial that the child and its parent/caregiver, and 
the adolescent patient, understand the importance 
of adhering to medication schedules and dosages, 
and the possible consequences of disruptions of 
these schedules and dosages.

In addition to HAART and the treatment of op-
portunistic infections, children and adolescents with 
AIDS also benefit from individual and family therapy; 
support groups; nutritional evaluation; physical, oc-
cupational, and speech therapy; and case-manage-
ment services. The social worker should educate 

adolescent patients and their families about safe 
sex practices, since no definitive cures or preventive 
agents exist for HIV infection or AIDS.

Social workers assisting children with HIV infec-
tion and/or AIDS should be aware of the transmis-
sibility of these infections. They should also be aware 
of their personal cultural values, beliefs, and biases, 
and should develop specialized knowledge about 
the histories, traditions, and values of these children 
and their families. Social workers assisting children 
with HIV infection and/or AIDS, and their families, 
should adopt treatment methods that reflect their 
knowledge of the cultural diversity of the communi-
ties in which these children and their families live.

Laws and Regulations
Section 504 of the United States Rehabilitation Act 
of 1973 protects individuals with HIV infection and/
or AIDS against discrimination. The United States 
Health Insurance Portability and Accountability Act 
of 1996 (HIPAA) ensures the privacy of individuals’ 
health information and their right to review and 
make corrections to their medical records.

Services and Resources
The following resources can provide information 
about HIV infection and AIDS:

 � National AIDS Hotline, (800) 342-AIDS
 � National Teenage AIDS Hotline, (800) 440-TEEN
 � Perinatal HIV Hotline, (888) 448-8765
 � Planned Parenthood National Hotline, (800) 

 230-PLAN
 � Centers for Disease Control & Prevention’s Na-

tional STD Hotline, (800) 227-8922
 � AIDS Healthcare Foundation, http://www.aid-

shealth.org/#/
 � AIDS.gov, http://www.aids.gov/
 � International HIV/AIDS Alliance, http://www.

aidsalliance.org/
 � HIV InSite, http://hivinsite.ucsf.edu/

InSite?page=li-00-01
 � HIVAids Tribe, http://www.hivaidstribe.com/
 � Positively UK, http://positivelyuk.org/
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Acquired Immunodeficiency Syndrome: Older Adults

Major Categories: Cultural Competency, Medical & Health

Description
Acquired immunodeficiency syndrome (AIDS) is 
diagnosed when infection by human immunodefi-
ciency virus (HIV) has severely compromised the 
immune system of an individual, either reducing 
the numbers of the disease-fighting white blood 
cells known as CD4 lymphocytes below a critical 
level, or allowing various bacteria, viruses, or fungi 
to take advantage of the body’s weakened immune 
system by causing infections that it would other-
wise have prevented. Such opportunistic infections 
(OIs) include pneumonia caused by the fungus 
known as Pneumocystis jirovecii, tuberculosis (TB), 
hepatitis C, hepatitis B, syphilis, and infection by 
human papillomavirus (HPV). The HIV that is 
the source of AIDS must pass through the skin or 
mucous membranes and into the body to cause an 
infection. It is transmitted from one person to an-
other through exposure to blood, semen, vaginal 
secretions, breast milk, and penetration of the skin 

by HIV-contaminated objects such as hypodermic 
needles. 

The U.S. Centers for Disease Control and 
Prevention (CDC) identifies older adults with AIDS 
as persons 50 years of age and older. Once consid-
ered universally fatal, AIDS is now considered a 
chronic disease, manageable through advances in 
medical treatment. As a result, increasing numbers 
of older adults are living with HIV infection and/
or AIDS (NASW, n.d.). Antiretroviral (ARV) medi-
cations, which combat the HIV that is the source of 
AIDS, have enabled many HIV-infected individuals 
to live longer and to survive into older adulthood. 
However, the long-term use of ARV medications has 
physical consequences, which can be manifested in 
older adults who are treated with them. Moreover, 
older adults have a diminished ability to metabolize 
ARV medications, which can lead to toxicity, and 
their use can exacerbate preexisting hepatic, cardiac, 
and metabolic conditions, as well as HIV and AIDS. 


