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Abstract
Background
Depression in HIV/AIDS children not only worsens the progression and outcome of illness, but also impacts their quality of life, having a negative influence on society. The present study was conducted from a psychosocial perspective, considering children’s social desirability, cognitive emotion regulation, and perceived social support to identify the factors influencing depression in HIV-infected children in China.

Methods
Participants were 155 children aged 8–18 years who were eligible to participate in this study assessing depression and associated risk factors using the Children’s Depression Inventory, Cognitive Emotion Regulation Questionnaire, Multidimensional Scale of Perceived Social Support, and Children’s Social Desirability scale. Hierarchical linear regression analysis was conducted to model the effects of social desirability, perceived social support, and cognitive emotion regulation on depression in HIV/AIDS children.

Results
Statistically significant linear relationships were found among social desirability, perceived social support, partial dimensions of cognitive emotion regulation, and children’s depression scores. Perceived social support, planning and positive reappraisal were negatively related to the depression. Conversely, social desirability, catastrophizing and other-blame were positively associated with the depression. Linear regression analysis indicated that children’s social desirability, perceived social support, and one dimension of cognitive emotion regulation (catastrophizing) were found to significantly predict depression.

Conclusions
Psychosocial factors have an important influence on the depression experienced by HIV-infected children. Interventions from personal subjective psychosocial to reduce depression in HIV-infected children in China are warranted.
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Introduction
Human immunodeficiency virus (HIV) infection has become a significant social emergency worldwide. HIV is threatening children as never before. According to the UNAIDS, 1.8 million children (< 15 years) were HIV positive at the end of 2017 [1]. Although the epidemic trend of global HIV infection was declining, children represent a growing share of people living with HIV worldwide and China is no exception [2]. Children infected by HIV not only suffer from the heavy burden of physical disease associated with chronic illness but are also at risk of developing mental health disorders. Depression is the most common neuropsychiatric complication in HIV-infected children and may occur during all phases of the infection [3]. Depression in HIV-infected children leads to a negative impact on a wide range of aspects of their life quality and has a profoundly deleterious influence on society [4–6]. Previous studies have shown that HIV-infected children suffering from depression are more likely to develop maladaptive outcomes and behaviors, including dropping out of school, drug abuse, alcohol use, and engaging in high-risk sexual behaviors that increases the risk of HIV transmission [7, 8]. Depression also has a wide range of negative effects on the progression of illness in HIV-infected children. It decreases their immune status and adherence to antiretroviral therapy, which may result in the potential development of drug resistance and decreased clinical effectiveness [9, 10], increasing the disease cost burden and mortality associated with illness [11–13]. Therefore, it is imperative to explore the factors influencing the development of depression in HIV-infected children.
Childhood is full of challenges that children have to deal with, including pressures coming from academic study, the relationships with peers, changes in the body and from the development of cognition function. Children who are early in psychological developmental stages, including cognition, are more sensitive to stressful events and more susceptible to the impact of social desirability [14, 15]. HIV-infected children may suffer from more stressors caused by a higher exposure to traumatic life events which result in depression, in addition to those events experienced by healthy children. Many of these stressors are chronic and impact on multiple levels of children’s lives. Despite the prevalence of HIV being low in China, levels of stigma remain widespread and profound [16, 17]. HIV-infected children are confronted with stereotypes, discrediting, prejudice, and discrimination caused by HIV infection-related stigma that may lead to them being isolated, helpless, and bullied [18, 19]. HIV-infected children face negative impacts in many ways within society. In terms of coping with stigma and integrating into society, HIV-infected children may also be affected by social desirability. Social desirability can be viewed as a tendency to present oneself favorably or to obtain approval by responding in a culturally and socially acceptable manner [20]. Studies have shown that social desirability correlates with depression in normal children but findings are heterogeneous [21, 22]. No known studies to date have explored the effects of social desirability on responses to depression in HIV-infected children. In addition to the pressure of stigma, HIV-infected children may suffer as a result of illness experienced by their parents, poor relationships with their parents, and even the loss of their parents. More importantly, the treatment and progression of HIV infection impact upon on HIV-infected children. The persistent use medication over a long time and uncertain trajectory of their illness likely make children susceptible to depression. When facing one or more of these above stressors in conjunction with the heavy burden of stressors associated with HIV-infection, social support is an important factor in ameliorating depression among HIV/AIDS patients. Perception of social support is a subjective aspect of social support, referring to the emotional experience and satisfaction of being respected, supported, and understood. Indeed, the perception of social support can have a directly beneficial impact on mental health [23, 24] and buffer against suicide risk created by stressful life events [25]. Cognitive emotion regulation is also an important factor. Studies have illustrated that emotion regulation plays a significant role in the mental health of children [26, 27]. Children learn to regulate their emotions by means of cognitions or thoughts about themselves and/or others. Cognitive emotion regulation refers to the cognitive means of handling the intake of emotionally arousing stimulations [28]. Studies have shown that using different cognitive emotion regulation strategies has different outcomes [29, 30]. The strongest relationships have been found between the cognitive emotion regulation strategies of rumination, catastrophizing, and self-blame and the reporting of symptoms of depression [31–34]. These findings might imply that by using these strategies, children may be more vulnerable to developing symptoms of depression in response to negative life events than others [34].
Depression impacts on the progression of illness and quality of life in HIV-infected children resulting in outcomes that increase the social burden of disease, as well as the diffusion and mortality of HIV/AIDS. Despite the increased interest in this field and the publication of studies highlighting the high levels of depression in children, there continues to be a dearth of data concentrating on the personal subjective psychosocial perspective. Research is needed to examine the associated influencing factors of depression in HIV-infected children, especially in the Chinese socio-cultural context. Previous studies exploring depression in HIV-infected children are mostly from the perspectives of society and family. We explored the roles of children’s social desirability, cognitive emotion regulation, and perceived social support to identify the factors influencing of depression in HIV-infected children in China. It was hoped that this would provide a basis for developing measures to reduce the levels of depression and effectively improve life conditions for HIV-infected children.

Methods
Study sites and participants
The current study was conducted in a county of the Henan Province, named Shangcai, an area with one of the highest incidences of HIV-infection in China. Here, a large number of rural residents were affected with HIV through unhygienic blood collection practices in the late 1980s and early 1990s. By the end of 2014, there were 64,663 people living with HIV in Henan Province (500,679 in China), for whom 34,150 (204,683 in China) the disease had progressed to AIDS. Although official prevalence data were not available for Shangcai county, local epidemiological surveys report that HIV infection rates were as high as 9.1–15.3% in some of the villages in this county. We obtained village-level HIV surveillance data from the anti-epidemic station to screen the names of HIV-infected children. Sample selection took place using randomized stratified cluster sampling from 43 of 71 schools in the district. The participants aged 8–18 years old were eligible to participate in and all of them were currently in school (from primary to senior high level). After excluding ten invalid questionnaires (those with > 20% questions unanswered), 145 participants returned suitable questionnaires.

Survey procedure
We contacted the headmasters of local schools with the help of the Center for Disease Control and the Prevention officer. The headmasters in each school called the HIV-infected children together. To protect participants’ privacy, the headmasters worked with children to come up with an individualized plan for assessment in terms of the preferable time and place for them to feel comfortable to meet with the researchers. Once the time and place were confirmed, interviewers accompanied by the headmasters visited the child and provided them with a detailed description of the study design and potential benefits and risks (including confidentiality issues). Informed written consent was sought from the children (> 12 years old) or their guardians (8–12 years old). In situations where no guardians were available to provide consent, a “resource person” was identified for each of these children as a means of protection. The resource persons included community leaders, caregivers, or school headmasters. The children and their guardians were assured of confidentiality. For participants with limited literacy, it was necessary to provide clarification or instruction when needed. The interviewers were trained education and psychology graduate students. It took about 1 h to complete the entire assessment inventory, including taking breaks. The questionnaires were collected immediately when completed. We checked the questionnaires to avoid errors and ensure data quality and provided a gift as a token of appreciation for participation. This study was approved by the Ethics Committee of Harbin Medical University.

Measures
Demographic characteristics
Children were asked to report on individual and family characteristics. These characteristics including the participants’ name, gender, age, ethnicity, drugs of abuse, major field of study, grade level, the number of family, satisfaction with their major, parental relationship, mother’s and father’s education levels, mother’s and father’s employment status, parental living conditions and their family’s economic situation.

Children’s Depression Inventory
Depression was measured using the 27-item Children’s Depression Inventory (CDI) [35]. A three-factor model was proposed for the Chinese version of the CDI [36]. Items are scored from 0 to 2, with a higher score indicating a greater level of symptom severity. The sum of the score ranges from 0 to 54, and a cut-off score of 19 was used to identify children in the upper 10% in samples of nonclinical children [37]. The Cronbach’s alpha of the scale was 0.82 in the present study.

Cognitive emotion regulation strategies
Cognitive emotion regulation strategies were measured by the Cognitive Emotion Regulation Questionnaire (CERQ) [38]. The CERQ includes nine conceptually distinct scales. These scales all consist of two items referring to what people think after the experience of threatening or stressful life events, ranging from 1 (almost) never) to 5 ((almost) always). A subscale score can be obtained by adding up the two items, the minimum score is 0 and the maximum score is 8. The higher the subscale score, the more the specific cognitive strategy is used. The following cognitive emotion regulation strategies were measured: self-blame, referring to thoughts of putting the blame of what you have experienced on yourself; other-blame, referring to thoughts of putting the blame of what you have experienced on others; rumination or focus on thought, referring to thinking about the feelings and thoughts associated with the negative event; catastrophizing, referring to thoughts of explicitly emphasizing the terror of an experience; putting into perspective, referring to thoughts of playing down the seriousness of the event or emphasizing the relativity when comparing it to other events; positive refocusing, referring to thinking about joyful and pleasant issues instead of thinking about the actual event; positive reappraisal, referring to thoughts of attaching a positive meaning to the event in terms of personal growth; acceptance, referring to thoughts of accepting what you have experienced and resigning yourself to what has happened; and planning, referring to thinking about what steps to take and how to handle the negative event. The CERQ has been shown to have good reliability and validity in China [39]. Cronbach’s alpha for the whole scale was 0.86 in the present study.

Children’s Perceived Social Support
The perceived social support measure was adapted from the Multidimensional Scale of Perceived Social Support (MPSS) scale [40], which has been validated in children and adolescents [41, 42]. The original MPSS scale included three subscales assessing the source of emotional support (family, friends, or significant others). Considering the potential role of school teachers and students in supporting children affected by AIDS in rural China, we created a parallel subscale for teacher and student support using similar questions instead of support using a 7-point response option (ranging from 1 =  “very strongly disagree” to 7 =  “very strongly agree”). Cronbach’s alpha of the whole scale was 0.88 in the present study.

Children’s social desirability
The Marlowe–Crowne Social Desirability scale was used as a model by Crandall et al. to develop the Children’s Social Desirability scale [43]. The version has 48 true–false items. Answers that matched the socially desirable choice were scored as 1 point. Possible scores ranged from 0 to 48 with higher scores indicating a higher tendency toward socially desirable responding. The Cronbach’s alpha of the whole scale was 0.88 in the present study.


Data analysis
The Statistical Package for Social Sciences 18.0 (SPSS 18.0) program was used for statistical analysis. All tests were two-tailed and the significance level was set at p < 0.05. Differences between the groups were tested by Chi square test. In addition, Pearson correlation analyses were conducted to examine the strength of associations between all variables. Linear regression analysis was conducted to model the effects of social desirability, perceived social support and cognitive emotion regulation on depression in HIV/AIDS children. The nine subscales of measure of cognitive emotion regulation were regarded as nine variables. Thus, we assessed all variables thought to be potentially correlated with depression based on previous studies. The initial bivariate correlations analysis identified six variables thought to be possibly associated with depression. The six candidates with p values < 0.05 were entered into the multivariate regressions. And we used step-wise fashion in the linear regression.


Results
Characteristics of the study sample
A total of 47 participants (32.41%) scored above the threshold for depressive symptoms. Of the 145 participants, 83 (57.2%) were males and 62 (42.8%) were females. The average age of the participants was 16.01 years (standard deviation (SD) = 1.929), with a range of 11–18 years. The numbers of participants in each grade were as follows: primary school, 17; senior school, 87; junior school, 28; and others, 13. Of the 145 children, 70 had lost one or both parents and 75 still had both parents alive. No significant differences in the CDI scores were found between gender, age, grades, or condition of parents (Table 1).Table 1Participant demographic data and CDI scores


	Group
	N (%)
	Depression
	Non-depression
	X2
	p

	Gender

	 Male
	83 (57.2)
	28
	55
	0.155
	0.694

	 Female
	62 (42.8)
	19
	43
	 	 
	Age

	 11–14
	30 (20.7)
	7
	23
	1.424
	0.233

	 15–18
	115 (79.3)
	40
	75
	 	 
	Grade

	 Primary
	17 (11.7)
	6
	11
	2.761
	0.430

	 Junior
	87 (60)
	29
	58
	 	 
	 Senior
	28 (19.3)
	6
	22
	 	 
	 Other
	13 (9)
	6
	7
	 	 
	Conditions of parents

	 Loss
	75 (51.7)
	23
	52
	0.216
	0.642

	 Alive
	70 (48.3)
	24
	46
	 	 





Bivariate correlations among variables
Statistically significant linear relationships were found among social desirability, perceived social support, planning, positive reappraisal, catastrophizing, other-blame factors, and Chinese HIV/AIDS children’s depression scores (p < 0.05). Among these variables, perceived social support (r = − 0.456, p < 0.01), planning (r = − 0.209, p < 0.05) and positive reappraisal (r = − 0.243, p < 0.01) were negatively related to the level of depression. Conversely, social desirability (r = 0.423, p < 0.01), catastrophizing (r = 0.277, p < 0.01) and other-blame (r = 0.203, p < 0.05) were positively associated with the level of depression. There were no significant correlations among self-blame, acceptance, rumination or focus on thought, rumination or focus on thought, positive refocusing, putting into perspective and depression (Table 2).Table 2Correlation coefficients of variables


	Variables
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12

	1. Depression
	1
	 	 	 	 	 	 	 	 	 	 	 
	2. Social desirability
	0.423 **
	1
	 	 	 	 	 	 	 	 	 	 
	3. Perceived social support
	− 0.456**
	− 0.313**
	1
	 	 	 	 	 	 	 	 	 
	4. Self-blame
	− 0.118
	− 0.121
	0.237**
	1
	 	 	 	 	 	 	 	 
	5. Acceptance
	− 0.040
	0.204*
	0.050
	0.612**
	1
	 	 	 	 	 	 	 
	6. Rumination or focus on thought
	− 0.151
	0.048
	0.110
	0.532**
	0.514**
	1
	 	 	 	 	 	 
	7. Positive refocusing
	0.083
	0.253**
	− 0.073
	0.325**
	0.405**
	0.453**
	1
	 	 	 	 	 
	8. Planning
	− 0.209*
	− 0.121
	− 0.356**
	0.490**
	0.462**
	0.489**
	0.282**
	1
	 	 	 	 
	9. Positive reappraisal
	− 0.243**
	− 0.236**
	0.351**
	0.500**
	0.452**
	0.444**
	0.313**
	0.767**
	1
	 	 	 
	10. Putting into perspective
	− 0.118
	0.087
	0.220**
	0.457**
	0.459**
	0.552**
	0.432**
	0.550**
	0.501**
	1
	 	 
	11. Catastrophizing
	0.277**
	0.244**
	− 0.162
	0.318**
	0.236**
	0.314**
	0.447**
	0.255**
	0.194*
	0.426**
	1
	 
	12. Other-blame
	0.203*
	0.195*
	− 0.08
	0.417**
	0.351**
	0.291**
	0.368**
	0.243**
	0.185*
	0.346**
	0.512**
	1


*p < 0.05, **p < 0.01





Multivariate analysis of associations between depression and other variable
In the linear regression, the three variables (planning, positive reappraisal and other-blame) were excluded from the model. In the first model the perceived social support accounted for 20.8% of the variance in the depression total scores (F change = 37.56), and perceived social support (β = − 0.456, t = − 6.129, p < 0.001) was significantly to predict depression. In the second model, the explaining variance increased to 29.5% (F change = 17.592), perceived social support (β = − 0.359, t = − 4.836, p < 0.001), and social desirability (β = 0.311, t = 4.194, p < 0.001) were significantly to predict depression. In the final model, the explaining variance increased to 31.7% (F change = 4.531), and perceived social support (β = − 0.344, t = − 4.678, p < 0.001), social desirability (β = 0.278, t = 3.714, p < 0.001) and catastrophizing (β = 0.153, t = 2.129, p = 0.035) were significantly to predict depression (Table 3).Table 3Linear regression analysis of the relationships between social desirability, perceived social support, catastrophizing, and depression total scores


	 	β
	t
	p
	F change
	R2
	R2 change

	Model 1
	 	 	 	37.560
	0.208
	0.208

	 Perceived social support
	− 0.456
	− 6.129
	< 0.001
	 	 	 
	Model 2
	 	 	 	17.592
	0.295
	0.087

	 Perceived social support
	− 0.359
	− 4.836
	< 0.001
	 	 	 
	 Social desirability
	0.311
	4.194
	< 0.001
	 	 	 
	Model 3
	 	 	 	4.531
	0.317
	0.022

	 Perceived social support
	− 0.344
	− 4.678
	< 0.001
	 	 	 
	 Social desirability
	0.278
	3.714
	< 0.001
	 	 	 
	 Catastrophizing
	0.153
	2.129
	0.035
	 	 	 






Discussion
The findings of this study support psychosocial factors have an important influence on the depression in HIV-infected children. Among the three influential factors, the strongest indicator of depression was perceived social support. We found that the higher levels of perceived social support are associated with lower levels of depression, consistent with the global literature on the “buffer” function of perceived social support. Studies have found that lower perceived adequacy of social support has been linked to poor mental health [44, 45]. Similarly, Bal et al. [46] revealed that a higher perceived availability of social support was found to be directly associated with fewer symptoms related to trauma among a group of adolescents who had suffered a stressful event. Importantly, in a study among individuals living with HIV/AIDS, Blaney et al. [47] reported that the perceived availability of social support was a strong predictor of reduced depression. This in line with other studies showing that people with HIV who reported greater satisfaction with their social support had lower rates of depression [48] and greater perceived social support was associated with better mental health [49]. The possible explanation for this is that the perception that one is accepted and valued in one’s interpersonal environment bolsters esteem, confidence, and efficacy, which guards against depression. Social resources are generally protective against adverse psychological responses to stressful situations [50]. The perceived availability of social support may prevent or reduce the occurrence of depressive symptoms by preventing a potential stressor from being perceived as stressful. HIV-infected children may experience a greater number of stressful situations caused by higher exposure to traumatic events. HIV-infected children with a higher level of social support may be more likely to believe that others would provide the necessary resources to solve the problem when they encounter stress. This may help them redefine the potential harm posed by their stressful situations and prevent or alter maladaptive behavioral responses to stressful events. It is possible that HIV-infected children with low levels of perceived social support may experience heightened perceptions of threats of stressful events resulting in high levels of depressive symptoms. Enhancing perceived social support may, therefore, prevent or decrease depressive symptoms in HIV-infected children.
We also observed a positive correlation between catastrophizing and depression, suggesting that by using the strategy of catastrophizing, HIV-infected children may be more vulnerable to developing and exacerbating depression in response to negative life events than others. Studies have shown that cognitive emotion regulation styles such as self-blaming, catastrophizing, and rumination show strong relationships with internalizing problems [31–33]. Internalizing problems include difficulties that are directed inwards, such as disordered mood, anxiety, and depression [51]. A number of authors have suggested that depressive mood and symptoms could be a consequence of the frequent use of maladaptive emotion regulation [29, 52, 53]. In other words, although dysfunctional attitudes are accessible during stressful life periods, the strategies that individuals use to regulate these cognitions (self-blaming, focus on positives, planning, positive reappraisal, catastrophizing) seem to influence the occurrence of associated depression. In a study of HIV-infected men, Crues et al. [54] observed that an improvement in cognitive coping strategies and reduction in dysfunctional attitudes were closely associated with decreases in depression. Attachment theory states that early traumatic experience, especially with a caregiver, creates an environment which invalidates emotions [55, 56]. In addition, traumatic experiences with a caregiver leads to an insecure attachment style in children. An invalidating environment and insecure attachment can cause individuals to use maladaptive strategies [57, 58]. HIV-infected children often lose their parents or experience inadequate caring relationships with them. According to the theoretical perspective of social learning, emotionally neglected individuals have deficient opportunities to learn adaptive emotion regulation strategies through caregiver modeling [59]. Therefore, they are inclined to evaluate the consequences of negative events using maladaptive strategies. From the perspective of cognitive behavioral theory, the maladaptive appraisal of negative life events may be at the core of depression and anxiety. Maladaptive processing of stressful events can overwhelm patients with negative emotions, thus contributing to clinically significant depression and anxiety [60]. Similar to findings by Noel et al. [27], HIV-infected children facing pressure caused by HIV/AIDS preferring to use the cognitive emotion regulation of catastrophizing to handle stressful situations are susceptible to depression. Based on this study, suggestions for intervention in HIV-infected children may include challenging the maladaptive strategy of catastrophizing.
We also found that social desirability was a major influential factor in depression experienced by Chinese HIV-infected children. Inconsistent, however, with other studies, in our study children having high levels of social desirability reported higher levels of depression. In studies of chronic disease in children, Deirdre et al. suggest that children scoring high on a measure of social desirability reported lower depression and anxiety compared to children scoring low on a social desirability index [15]. One possible explanation, consistent with mainstream education and authority of society, children scoring high on a measure of social desirability respond in a culturally and socially acceptable manner that would obtain approval rather than blame and criticism from their parents, teachers, or peers. Phipps and Steele put forward another possible explanation. They propose that defensiveness and selective reporting may explain the low scores for depression and anxiety when children with a long-term illness are hiding their true feelings and engaging in a pretense of normality [61]. However, in our study, HIV-infected children having high levels of social desirability reported higher levels of depression. We interpret this finding to reflect the possibility that due to lower maturity of cognitive levels, children are typically susceptible to social desirability influences. Studies have suggested that children who are strongly influenced by social desirability may deny negative thoughts and feelings in an effort to normalize their social world [62, 63]. Most importantly, as HIV-infected children, they not only have to face the burden of studying, relationships with peers, and bodily changes, but also pressure coming from the stigma, treatment, and progression of HIV infection. Consequently, for being normal and thus avoid strong controls, overt disapproval, threats of rejection from society and surroundings, they felt it was necessary to suppress negative thoughts and feelings from their own awareness. Due to the potential loss of parents, or poor relationships through caring for their parents, HIV infected children lacking from warmth may respond in a culturally and socially favorable manner rather than one true to themselves in order to be accepted, recognized, and appreciated from teachers and kinsfolk. In the long progress of denying and suppression, HIV-infected children may not correctly release and express their negative emotion. According to the theory of the strategy of emotion regulation, when individuals adopted some form of suppressive emotional regulation to deal with increased subjective negative emotional experience, this eventually leads to depressive disorder [64, 65]. All of the above findings suggest to us that in the daily life of HIV infected children, we can take measures of perceived social support, cognitive emotion regulation and social desirability to address the difficulty of depression. We suggest using this knowledge to decrease the damage caused by depression in HIV-infected children.

Limitation
Some limitations of this study must be acknowledged. The first limitation is the potential for sampling bias, as the participants in the present study were all recruited from the Henan province where a large number of rural residents were affected with HIV through unhygienic blood collection practices. These children infected by vertical transmission are not representative of all HIV-infected children throughout China. Second, the data are based entirely on self-evaluations, which may have introduced sources of bias and error. The third limitation involves the weak support for causal inference due to the cross-sectional design of this study. Therefore, future studies should include a longitudinal follow-up to determine the relationships between depression and other factors in HIV infected children.

Conclusions
To conclude, the present study examines factors associated with depression among HIV infected children in China from the psychosocial perspective. Findings suggest that perceived social support has a significant and positive effect on depression in children affected by HIV but that children’s social desirability and one dimension of cognitive emotion regulation (that is, catastrophizing) have a negative impact. Health interventions are warranted to reduce the depression so as to reduce the damage caused by depression in children affected by HIV.

Authors’ contributions
YC, JZ, WW, RW managed data collection. MZ and XZ performed analysis. XQ, LW, XS, EZ contributed to data management. EZ and ZQ wrote the first draft of manuscript. All authors contributed to design, interpretation and paper writing. All authors read and approved the final manuscript.
Acknowledgements
First, all authors wish to thank the children who participated in this study and the staff of Shangcai Center for Disease Control and Prevention. With their help, we can conduct research on factors associated with depression among HIV/AIDS children in China and come to the conclusion that could be benefit to the depression of HIV/AIDS children in the future. The views expressed in this paper are those of the authors and do not necessarily reflect the views of organizations that facilitated this study, or the institutions employing the authors.

Competing interests
The authors declare that they have no competing interests.

Availability of data and materials
The data used and analyzed during the current study are available from the corresponding author on reasonable request.

Consent for publication
Not applicable.

Ethics approval and consent to participate
This study was approved by the Ethics Committee of Harbin Medical University.

Funding
None.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


[image: Creative Commons]Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
Global HIV & AIDS statistics—2018 fact sheet. http://​www.​unaids.​org/​en/​resources/​fact-sheet. Accessed 5 Jan 2019.

2.
Turning the tide against AIDS will require more concentrated focus on adolescents and young people. https://​data.​unicef.​org/​topic/​adolescents/​hiv-aids/​. Accessed 5 Jan 2019.

3.
Maria Giulia N, Rosangela C, Mitchell AJ, Elena M, Luigi G. Depression in HIV infected patients: a review. Curr Psychiatry Rep. 2015;17:530.Crossref

4.
Safren SA, Radomsky AS, Otto MW, Salomon E. Predictors of psychological well-being in a diverse sample of HIV-positive patients receiving highly active antiretroviral therapy. Psychosomatics. 2002;43:478–85.Crossref

5.
René B. The mental health of people living with HIV/AIDS in Africa: a systematic review. Afr J AIDS Res. 2009;8:123–33.Crossref

6.
Sherr L, Clucas C, Harding R, Sibley E, Catalan J. HIV and depression: a systematic review of interventions. Psychol Health Med. 2011;16:493–527.Crossref

7.
Fellows RP, Byrd DA, Susan M. Major depressive disorder, cognitive symptoms, and neuropsychological performance among ethnically diverse HIV+ men and women. J Int Neuropsychol Soc JINS. 2013;19:216–25.Crossref

8.
Nakimuli-Mpungu E, et al. Depression, alcohol use and adherence to antiretroviral therapy in Sub-Saharan Africa: a systematic review. AIDS Behav. 2012;16:2101–18.Crossref

9.
Caroline K, et al. Impact of internalized stigma on HIV prevention behaviors among HIV-infected individuals seeking HIV care in Kenya. AIDS Patient Care STDs. 2012;26:761–8.Crossref

10.
Martin S, et al. Hepatitis C infection, antiviral treatment and mental health: a European expert consensus statement. J Hepatol. 2012;57:1379–90.Crossref

11.
Bruce D, Jane Ferguson B. Health for the world’s adolescents: a second chance in the second decade. J Adolesc Health. 2015;56:3–6.Crossref

12.
Holzemer WL, et al. Exploring HIV stigma and quality of life for persons living with HIV infection. J Assoc Nurses AIDS Care. 2009;20:161–8.Crossref

13.
Penzak S, Reddy Y Sr. Depression in patients with HIV infection. Am J Health Syst Pharm. 2000;57:376–86.PubMed

14.
Mwamwenda TS. Age differences in social desirability. Psychol Rep. 1995;76:825–6.Crossref

15.
Logan DE, Claar RL, Scharff L. Social desirability response bias and self-report of psychological distress in pediatric chronic pain patients. Pain. 2008;136:366.Crossref

16.
Cao XB, et al. A study of HIV/AIDS-related stigma and discrimination among former plasma donors in rural areas. Zhonghua Yu Fang Yi Xue Za Zhi. 2009;43:1022–5.PubMed

17.
Cao X, Sullivan S, Xu J, Wu Z. Understanding HIV-related stigma and discrimination in a “blameless” population. AIDS Educ Prev. 2006;18:518.Crossref

18.
Cluver L, Bowes L, Gardner F. Risk and protective factors for bullying victimization among AIDS-affected and vulnerable children in South Africa☆. Child Abuse Negl. 2010;34:793–803.Crossref

19.
Tao X, et al. Psychosocial well-being of children in HIV/AIDS-affected families in Southwest China: a qualitative study. J Child Fam Stud. 2009;18:21–30.Crossref

20.
Crowne DP, Marlowe D. A new scale of social desirability independent of psychopathology. J Consult Psychol. 1960;24:349–54.Crossref

21.
Krebs D, Denton K, Higgins NC. On the evolution of self-knowledge and self-deception. New York: Springer; 1988.Crossref

22.
Miotto P, Coppi MD, Frezza M, Rossi M, Preti A. Social desirability and eating disorders A community study of an Italian school-aged sample. Acta Psychiatr Scand. 2010;105:372–7.Crossref

23.
Cohen S, Wills TA. Stress, social support, and the buffering hypothesis. Psychol Bull. 1985;98:310–57.Crossref

24.
Tsegaye B, et al. Direct and indirect effects of perceived social support on health-related quality of life in persons living with HIV/AIDS. AIDS Care. 2013;25:337–46.Crossref

25.
Soykan A, Arapaslan B, Kumbasar H. Suicidal behavior, satisfaction with life, and perceived social support in end-stage renal disease. Transpl Proc. 2003;35:1290–1.Crossref

26.
Muris P, Fokke M, Kwik D. The ruminative response style in adolescents: an examination of its specific link to symptoms of depression. Cogn Ther Res. 2009;33:21–32.Crossref

27.
Noël VA, Francis SE, Williams-Outerbridge K, Fung SL. Catastrophizing as a predictor of depressive and anxious symptoms in children. Cogn Ther Res. 2012;36:311–20.Crossref

28.
Thompson RA. Emotional regulation and emotional development. Educ Psychol Rev. 1991;3:269–307.Crossref

29.
Garnefski N, Kraaij V. Relationships between cognitive emotion regulation strategies and depressive symptoms: a comparative study of five specific samples. Pers Individ Differ. 2006;40:1659–69.Crossref

30.
Anderson CA, Miller RS, Riger AL, Dill JC, Sedikides C. Behavioral and characterological attributional styles as predictors of depression and loneliness: review, refinement, and test. J Pers Soc Psychol. 1994;66:549–58.Crossref

31.
Kraaij V, et al. Negative life events and depressive symptoms in late adolescence: bonding and cognitive coping as vulnerability factors? J Youth Adolesc. 2003;32:185–93.Crossref

32.
Garnefski N, Teerds J, Kraaij V, Legerstee J, Kommer TVD. Cognitive emotion regulation strategies and depressive symptoms: differences between males and females. Pers Individ Differ. 2004;36:267–76.Crossref

33.
Garnefski N, Boon S, Kraaij V. Relationships between cognitive strategies of adolescents and depressive symptomatology across different types of life event. J Youth Adolesc. 2003;32:401–8.Crossref

34.
Garnefski N, Legerstee J, Kraaij VV, Van DKT, Teerds J. Cognitive coping strategies and symptoms of depression and anxiety: a comparison between adolescents and adults. J Adolesc. 2002;25:603–11.Crossref

35.
Saylor CF Jr, Finch AJ, Spirito A, Bennett B. The children’s depression inventory: a systematic evaluation of psychometric properties. J Consult Clin Psychol. 1984;52:955–67.Crossref

36.
Tsai CH, Wu PC. Factor structure of the children’s depression inventory: evidences from Asian children and adolescents. Child Indic Res. 2013;6:559–77.Crossref

37.
Kovacs M. Rating scales to assess depression in school-aged children. Acta Paedopsychiatr. 1981;46:305–15.PubMed

38.
Garnefski N, Kraaij V. Cognitive emotion regulation questionnaire—development of a short 18-item version (CERQ-short). Pers Individ Differ. 2006;41:1045–53.Crossref

39.
Liu W, Chen L, Blue PR. Chinese adaptation and psychometric properties of the child version of the cognitive emotion regulation questionnaire. J Norman Bethune Univ Med Sci. 2016;11:e0150206.

40.
Dahlem NW, Zimet GD, Walker RR. The multidimensional scale of perceived social support: a confirmation study. J Clin Psychol. 1991;52:756–61.Crossref

41.
Zimet GD, Powell SS, Farley GK, Werkman S, Berkoff KA. Psychometric characteristics of the multidimensional scale of perceived social support. J Pers Assess. 1990;55:610–7.Crossref

42.
Canty-Mitchell J, Zimet GD. Psychometric properties of the multidimensional scale of perceived social support in urban adolescents. Am J Community Psychol. 2000;28:391–400.Crossref

43.
Crandall VC, Crandall VJ, Katkovsky W. A children’s social desirability questionnaire. J Consult Psychol. 1965;29:27–36.Crossref

44.
Allgower A, Wardle J, Steptoe A. Depressive symptoms, social support, and personal health behaviors in young men and women. Health Psychol. 2001;20:223–7.Crossref

45.
Decker C. Social support and adolescent cancer survivors: a review of the literature. Psycho-Oncology. 2010;16:1–11.Crossref

46.
Bal S, Crombez G, Van OP, Debourdeaudhuij I. The role of social support in well-being and coping with self-reported stressful events in adolescents. Child Abuse Negl. 2003;27:1377–95.Crossref

47.
Blaney NT, et al. A stress-moderator model of distress in early HIV-1 infection: concurrent analysis of life events, hardiness and social support. J Psychosom Res. 1991;35:297–305.Crossref

48.
Mizuno Y, Purcell DRC, Parsons JT, Team TS. Correlates of depressive symptoms among HIV-positive injection drug users: the role of social support. AIDS Care. 2003;15:689–98.Crossref

49.
Mcdowell TL, Serovich JM. The effect of perceived and actual social support on the mental health of HIV-positive persons. AIDS Care. 2007;19:1223–9.Crossref

50.
Hong Y, et al. Perceived social support and psychosocial distress among children affected by AIDS in China. Community Ment Health J. 2010;46:33–43.Crossref

51.
Gracious BL. Empirically based assessment of child and adolescent psychopathology: practical applications, second edition. J Am Acad Child Adolesc Psychiatry. 1998;37:336–7.Crossref

52.
Ehring T, Fischer S, Schnülle J, Bösterling A, Tuschen-Caffier B. Characteristics of emotion regulation in recovered depressed versus never depressed individuals. Pers Individ Differ. 2008;44:1574–84.Crossref

53.
Gross JJ, John OP. Individual differences in two emotion regulation processes: implications for affect, relationships, and well-being. J Pers Soc Psychol. 2003;85:348.Crossref

54.
Cruess S, et al. Changes in mood and depressive symptoms and related change processes during cognitive-behavioral stress management in HIV-infected Men. Cogn Ther Res. 2002;26:373–92.Crossref

55.
Burns EE, Jackson JL, Harding HG. Child maltreatment, emotion regulation, and posttraumatic stress: the impact of emotional abuse. J Aggress Maltreat Trauma. 2010;19:801–19.Crossref

56.
Cicchetti D, Rogosch FA. Adaptive coping under conditions of extreme stress: multilevel influences on the determinants of resilience in maltreated children. New Dir Child Adolesc Dev. 2009;2009:47.Crossref

57.
Shipman K, Zeman J, Penza S, Champion K. Emotion management skills in sexually maltreated and nonmaltreated girls: a developmental psychopathology perspective. Dev Psychopathol. 2000;12:47–62.Crossref

58.
Shipman K, Edwards A, Brown A, Swisher L, Jennings E. Managing emotion in a maltreating context: a pilot study examining child neglect. Child Abuse Negl. 2005;29:1015–29.Crossref

59.
Morris AS, Silk JS, Steinberg L, Myers SS, Robinson LR. The role of the family context in the development of emotion regulation. Soc Dev. 2010;16:361–88.Crossref

60.
Beck AT. Cognitive therapy and the emotional disorders. Oxford: International Universities Press; 1976.

61.
Phipps S, Steele R. Repressive adaptive style in children with chronic illness. Psychosom Med. 2002;64:34.Crossref

62.
Paulhus DL, Reid DB. Enhancement and denial in socially desirable responding. J Pers Soc Psychol. 1991;60:307–17.Crossref

63.
Paulhus DL. Two-component models of socially desirable responding. J Pers Soc Psychol. 1984;46:598–609.Crossref

64.
John OP, Gross JJ. Healthy and unhealthy emotion regulation: personality processes, individual differences, and life span development. J Pers. 2004;72:1301–34.Crossref

65.
Eastabrook JM, Flynn JJ, Hollenstein T. Internalizing symptoms in female adolescents: associations with emotional awareness and emotion regulation. J Child Fam Stud. 2014;23:487–96.Crossref




OEBPS/sidebar.gif





OEBPS/cc-by.png
() _®





OEBPS/contact.gif





