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Abstract
Objective—Utilizing a heterogeneous sample of adults diagnosed with HIV infection, the current
study sought to explore associations among age, various dimensions of social support, and
psychological and functional wellbeing.

Methods—Cross-sectional data capturing subjective and instrumental support, social interaction,
behavioral health service utilization, and psychological wellbeing (i.e., positive affect and depressive
symptomatology), as well as physical functioning, were collected from 109 men and women living
with HIV. In order to explore age group differences, participants were stratified by age (≤ 54 vs. 55
+ yrs.).

Results—Despite endorsing greater medical comorbidity, older adults reported significantly lower
depressive symptomatology, greater positive affect, and were less likely to report seeing a behavioral
health specialist than their younger counterparts. No age group differences emerged for instrumental
support or amount of social interaction. However, older adults reported higher subjective support,
which in turn was associated with lower depressive symptomatology, greater positive affect, and
non-utilization of behavioral health services.

Conclusion—More attention should be paid to the social environment of individuals diagnosed
with HIV, as the quality of social relationships may be particularly important for successful
psychological adaptation to HIV.
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Introduction
Recent years have seen significant growth in the number of older adults living with HIV/AIDS.
Since the beginning of the epidemic, 13% of all AIDS diagnoses have been among individuals
aged 50 and above, and current reports estimate that 15.6% of new HIV/AIDS cases occur
among this older cohort1. Coupled with advances in the treatment of HIV infection (e.g., Highly
Active Anti-Retroviral Therapy (HAART)), HIV/AIDS has transformed into a chronic
condition with which increasing numbers of both younger and older adults are aging. As is the
case with other chronic health conditions, individuals with HIV often experience challenges
that tax coping resources and impact quality of life, including changes in neuropsychiatric
functioning,2 a reduced ability to participate in daily activities,3 adherence to complicated
treatment regimens,4 and changes in social network composition.5

In part due to these physical and neuropsychiatric sequelae, individuals with HIV often
experience co-occurring mental health issues. For example, approximately one-third to one-
half of individuals with HIV experience depressive symptoms.6-8 Accordingly, depression is
the most common mental health disorder among individuals living with HIV, with rates of
diagnosable depression ranging from 20-54%.9-10 Depression and depressed affect are related
to accelerated disease progression, as evidenced by declines in CD4+ cell counts and increases
in viral load,11-12 higher frequencies of health care visits and hospitalizations,9-10 and reduced
survival rates.13 Furthermore, depression is associated with poorer disease management, as
depressive symptoms can interfere with medication adherence and compliance with treatment
regimens.9,14 It is therefore important to identify protective factors and the mechanisms by
which they are associated with sustained psychological wellbeing among individuals with HIV/
AIDS. Such efforts may lead to reduced rates of depressive disorder and, ultimately, improve
quality of life.

One important sociodemographic correlate of depression and overall wellbeing is age. Despite
greater medical comorbidity, greater limitations in physical functioning (Nokes et al., 2000),
15 and more rapid disease progression16-17 among older individuals with HIV, studies suggest
that older adults may fare better and be more psychologically resilient than their younger
counterparts. Comparisons of younger and older adults with HIV/AIDS, for instance, reveal
that older adults experience either comparable or fewer depressive symptoms, as well as greater
overall emotional wellbeing, than younger age groups.15,18 A number of explanations have
been offered for these age differences, including greater wisdom, patience and contentment in
old age, less threatening perceptions of illness, and less resentment due to being diagnosed
with a chronic condition.19

Another mechanism that might account for fewer depressive symptoms and greater
psychological resilience among older adults is the quality and perceived supportiveness of their
social relationships. Both structural (e.g., network size, frequency of contact, living situation,
etc.) and functional (e.g., perceived quality and availability of support and satisfaction with
support) aspects of social ties have been shown to change over the lifespan. In spite of declining
rates of social interactions and reductions in social network size with advancing age,20-21

research suggests that social ties are no less important in later life than at other points in the
lifespan.22-23 Relationships in later life tend to be of better quality and characterized by greater
emotional closeness and less negativity.24-26 One explanation for these findings is that older
adults are more adept at selectively managing their social contacts in order to maximize positive
affect. According to Socioemotional Selectivity Theory (SST), with increasing age comes the
realization that time is limited.27 As a result, people are driven to satisfy emotional needs. Thus,
as people age, they selectively prune their social networks and shape their social environments
in order to spend time with emotionally rewarding partners. By doing so, older adults achieve
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increasing emotional closeness in significant relationships, thereby maximizing positive and
minimizing negative affect.

Despite evidence for the association between age-related changes in social network functioning
and enhanced psychological wellbeing, the literature on this association among individuals
with HIV is sparse. Prior work on structural aspects of social ties suggests that older adults
living with HIV are more likely to be socially isolated, live alone, and/or have smaller social
networks than their younger counterparts.5,18,28 However, few studies have examined age-
related differences in functional aspects of social ties, such as perceived quality and availability
of support, and the impact of such differences on depression and overall psychological
wellbeing among individuals with HIV. In one of the only studies to specifically examine age
group differences in the relationship between perceived social support and affect among HIV-
infected men, social support was shown to have a greater impact on both negative and positive
moods among older relative to younger men.29

The general lack of attention to age-related variability in functional aspects of social ties is
unfortunate given that functional aspects have been shown to be just as, if not more, important
for psychological wellbeing than structural aspects of social ties.30-31 Among individuals with
HIV/AIDS, social support has been linked to factors such as less distress and greater positive
affect,29,32 better medication adherence,14,33 more consistent medical appointment attendance,
34 and slower disease progression.35 Furthermore, functional and structural features of social
ties are often distinct, and in some cases uncorrelated. For example, Crystal et al. (2003) found
that although older adults with HIV were more likely to live alone, there were no age group
differences in perceived tangible or emotional support.18 Finally, functional and structural
aspects of social ties can differentially impact health outcomes,36-37 further highlighting the
need to study multiple facets of social relationships among individuals with HIV.

To address these gaps in the literature, the current study sought to explore the association
between age and both functional and structural aspects of social network functioning among
individuals aging with HIV. Specifically, we were interested in examining the extent to which
functional and structural aspects of social ties accounted for, or statistically mediated, age group
differences in depressive symptoms and positive affect. A better understanding of the
psychosocial processes underlying the relationship between age and psychological wellbeing
can help inform the treatment and care of both younger and older adults living with the chronic
stress of HIV infection, and potentially delay the onset and progression of depression among
this vulnerable cohort. Thus, we first examined the association between age and various indices
of physical and psychological wellbeing. We hypothesized that despite greater physical
comorbidity and pain, older adults with HIV would report fewer depressive symptoms and
more positive affect than their younger counterparts. Next, we examined whether functional
and structural aspects of social ties played a role in the observed age group differences in
psychological wellbeing. We hypothesized that older adults would report greater subjective
support, or higher perceived quality of social support, from network members, and that this
would account for age differences in depression and positive affect.

Methods
Participants and Procedure

Data for this study were derived from the HIV-Aging Study, a cross-sectional study designed
to investigate age differences in rates of mental health and substance abuse conditions and
behavioral health service utilization among adults with HIV infection. Study recruitment and
data collection occurred between October 2004 and September 2005. A detailed description
of the sampling and recruitment procedures employed in this study is provided elsewhere38

and briefly summarized here.
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Participants for the study were recruited from two sources--the Philadelphia Center for AIDS
Research (CFAR) clinical registry and coordinating CFAR clinics. A stratified random
sampling procedure (based on gender and age group criteria) was used to recruit individuals
from the CFAR registry. The registry included adults receiving treatment for HIV at local
infectious disease clinics who had consented to being contacted for research recruitment.
Participants from the CFAR coordinating clinics, however, were referred by clinical staff and/
or self referral.

Two hundred and forty-four patients who met age and gender group stratification criteria and
whose physicians provided consent were contacted by phone and recruited for study
participation. Of those contacted, 109 (44%) agreed to participate. All participants met the
following inclusion criteria: diagnosed as HIV+, at least 18 years of age, English-speaking,
and cognitively intact (i.e., Mini-Mental State Examination (MMSE) score > 16). It is important
to note that consistent with findings from other studies of individuals with HIV,39 older women
were not equally represented in our sample. This was primarily due to the fact that women
represented a smaller proportion of patients in both the CFAR clinics and registry, thus making
recruitment difficult.

In comparison to those recruited from the CFAR registry (n=72), study participants recruited
from coordinating clinics/referrals (n=37) were significantly younger (p < .001), and were more
likely to be married (p < .001), to have received behavioral health treatment within 90 days
prior to the study interview (p = .019), and to have agreed to participate in the study (p<.001).
However, there were no significant differences between the two recruitment groups in terms
of gender, race, education, social support, work status, income, insurance, or mental health/
substance abuse status.

During the study interviews, trained research assistants collected information on
sociodemographic characteristics, psychiatric and physical health, alcohol and substance use,
cognitive functioning, social support, and medication adherence. Prior to starting the interview,
all participants provided written consent in accordance with the University of Pennsylvania
Institutional Review Board (IRB) regulations. Interviews took approximately 3 hours to
complete. Upon completion of the interview, participants were compensated with $40 for their
time and effort.

Measures
Sociodemographic variables—Variables including age, gender, sexual orientation,
marital status, education, and ethnicity were assessed by questionnaire at baseline. Table 1
presents a summary of the sociodemographic characteristics of the entire sample.

Medical comorbidity—The Medical History Checklist subscale of the Multilevel
Assessment Instrument (MAI)40 was used to assess for the presence or absence of 23 health
conditions (e.g., diabetes, heart trouble, asthma). The total number of reported health conditions
was summed to create a composite score.

Pain severity—Pain severity was measured with one item from the Medical Outcomes Study
12-Item Short Form (SF12).41 Participants were asked to report how much bodily pain they
had experienced during the previous 4 weeks. Responses were measured on a 6-point Likert
scale (1=none, 6=very severe). Depending on the analyses conducted, pain severity was treated
as either a continuous or dichotomized variable (0=none-mild, 1=moderate to severe).

Functional and structural social support—An abbreviated version of the Duke Social
Support Index42 was used to assess 3 dimensions of social support: subjective support,
instrumental support, and social interactions. The abbreviated measure, which was specifically
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developed to facilitate the measure of support among older adults and those with a medical
illness, included 23 items. Subjective support was assessed with 7 items measured on a Likert
scale (1=hardly ever, 3=most of the time). These items included how much participants felt
satisfied with, understood, and listened to by family and friends. Instrumental support was
assessed with 13 items measured on a dichotomous scale (0=no, 1=yes) and included items on
whether family and friends helped with a variety of tasks (e.g., help when sick, run errands,
help with money). Finally, frequency of social interaction with family and friends was assessed
with 4 items. For each of these subscales, all items were summed, thus creating 3 composite
scores.

Depressive symptoms—The depression module of the Patient Health Questionnaire
(PHQ-9)43 was used to measure depressive symptoms. Respondents reported how often they
experienced each of 9 symptoms (0=not at all, 3=nearly every day) during the previous 2
weeks. Items were summed and treated as a continuous variable.

Positive affect—Six items comprising the Vigor subscale of the shortened, 37-item Profile
of Mood States (POMS)44 were used to assess positive affect. The POMS is an adjective
checklist assessing how participants have felt during the past seven days, with each item
measured on a 5-point scale (0=not at all, 4=extremely). Adjectives measuring vigor included
“cheerful”, “energetic”, and “full of pep”.

Behavioral health service utilization—Participants were asked whether they had seen a
therapist -- psychiatrist, psychologist, counselor, or social worker-- for any drug,
psychological, or emotional problems during the previous 90 days.

Analytic Strategy
First, descriptive, univariate analyses were run to compute means and standard deviations for
continuous outcomes and percentages for binary outcomes. Second, relationships among
sociodemographic factors, age, functional and structural support, depressive symptoms, and
positive affect were examined in order to identify potential covariates for inclusion in
subsequent regression models. Tests of significance included zero-order correlations, t tests
for equality of means, and chi-square tests for continuous and dichotomous outcomes,
respectively. Finally, a series of regression models were run to examine mean group differences
and mediating effects. Mediating effects were assessed by comparing main effects of primary
covariates with and without mediators in the model. For models containing indices of social
support, because social support data were unavailable for a notable proportion of subjects (i.e.,
>10% of the sample), listwise deletion was used to omit cases with missing data. It is important
to note, however, that statistical comparisons of participants with and without missing data
yielded no significant differences in any of the following variables: age group membership,
depressive symptoms, vigor, medical comorbidity and pain severity.

In order to explore age group differences, participants were stratified by age (<54 = younger
adults vs. 55+ = older adults). Thus, age was treated as a dichotomous variable (0=younger
adults, 1=older adults) in all analyses. Our cutoff of 55 and older as the threshold for “older
adult” classification is slightly more conservative than other work with samples of individuals
with HIV/AIDS, which has tended to use a threshold of 50 and older.1 Nevertheless, the cutoff
of 55+ was chosen due to the fact that the majority of the work on age group differences in
social network functioning and psychological and emotional wellbeing outlined above has
operationally defined “older adults” using a minimum threshold of 55 years and above.24-27
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Results
Sample Characteristics

Table 1 presents the sociodemographic characteristics of the sample. Participants were a mean
age of 49.42 (SD=14.05) years and primarily African American (63.9%). Roughly half of the
sample was male (55%), and 51.9% reported being gay or bisexual. More than half of the
sample lived with at least one other person (56.9%) and 19.3% were married. Finally,
participants reported a mean of 13.06 (SD=3.79) years of education and 9.87 (SD=6.15) years
since being diagnosed with HIV infection.

In determining whether to include sociodemographic characteristics as confounders in
subsequent analyses of the relationships between age group, social support, and physical and
psychological outcomes, we examined bivariate associations between the sociodemographic
variables and key study variables (i.e., age group, medical comorbidity, pain, social support
indices, depressive symptoms, and vigor,). Analysis of age group differences in
sociodemographic characteristics yielded only one significant finding--older adults were more
likely to be men (74.3% vs. 45.9%; χ2=7.71, p=.005). We did not, however, control for gender
in the analyses of the age-outcome relationships, because gender was not significantly related
to any of the key study variables. Furthermore, zero-order correlations revealed that education
was positively associated with subjective support (r=0.40, p<.001) and vigor (r=0.34, p<.001),
and negatively associated with depressive symptoms (r=-0.26, p=.01) and pain severity
(r=-0.25, p=.01). Caucasians also reported slightly greater levels of subjective support (F=4.86,
p=0.03). Finally, married individuals (F=18.66, p=.004) and those living with at least one other
person (F=4.02, p=.05) reported less pain severity. Nonetheless, because education, ethnicity,
living situation, and marital status were not associated with age group (p>.05), we did not
control for these variables as confounders in the outcome analyses involving age.

Age Group Differences in Physical and Psychological Functioning and Functional and
Structural Social Support

Next, age group differences in medical comorbidity, pain severity, depressive symptoms,
positive affect, behavioral health service utilization, and social support indices were assessed.
As seen in Table 2, despite reporting a greater number of medical conditions (F=4.20, p=.04),
older adults endorsed fewer depressive symptoms (F=5.97, p=.01) and more vigor (F=5.51,
p=.02), and were less likely to have visited a behavioral health specialist (OR=0.36, 95%
CI=0.13, 0.99, p=.04) than their younger counterparts. Table 3 presents results from analyses
of age-group differences in social support variables. Although there were no differences
between younger and older adults with respect to social interactions or instrumental support,
older adults did report significantly greater subjective support (F=4.05, p=.04) than their
younger counterparts.

The Mediating Role of Functional and Structural Social Support
Having examined the associations between age and physical and mental health and social
support, we next were interested in relationships between social support and psychological
outcomes. Greater subjective support was significantly associated with fewer depressive
symptoms (b=-.81, p<.001), greater vigor (b=.60, p<.001), and a lower odds of having seen a
behavioral health specialist (OR=0.75, 95% CI=0.64, 0.88, p<.001), while greater social
interaction only was related to greater vigor (b=.58, p=.005). Instrumental support was
unrelated to any of the psychological variables.

In order to assess whether functional and structural indices of social support mediated, or
statistically accounted for, the relationship between age group and depressive symptoms, vigor,
and behavioral health service utilization, a series of regression models were run.45 In each of
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these models, age group and social support composites were entered in the first and second
steps, respectively (Table 4). Results from these analyses indicated that the significant
associations of age with depressive symptoms (b=-2.39, p=.04) and vigor (b=2.56, p=.03) in
the first stage regressions became non-significant with the addition of subjective support to the
second stage models. In contrast, the association between age group and behavioral health
service utilization was not diminished by the introduction of subjective support. Similarly,
social interactions and instrumental support did not reduce the significance of the age
relationship with any of the outcome variables, indicating that social interaction and
instrumental support were not mediators of the relationships involving age.*

Discussion
Individuals aging with HIV often experience chronic challenges that may tax coping resources
and negatively impact their mental health. Thus, in an effort to improve the quality of life of
individuals with HIV/AIDS, it is important to identify factors that are related to fewer
depressive symptoms and sustained psychological wellbeing. There is a good deal of evidence
suggesting that older adults are better able to regulate their emotions in the face of negative
life circumstances (e.g., chronic illness) and that this may be attributed, in part, to the quality,
as opposed to quantity, of their social relationships.27,46 Furthermore, a robust literature
supports the notion that functional aspects of social relationships are just as important as
structural aspects in predicting psychological wellbeing.30-31 However, the majority of prior
work examining associations among age, physical and psychological wellbeing, and social
relationships among individuals with HIV has yielded mixed results, utilized homogeneous
samples, and focused on structural, rather than functional, dimensions of social ties. Thus, the
current study sought to build upon this work by exploring age group differences in physical
health, depressive symptoms, and positive affect, as well as differences in both structural and
functional aspects of social support, among a heterogeneous group of adults with HIV.

As hypothesized, comparisons of younger and older adults revealed that although older adults
experienced greater medical comorbidity, they reported fewer depressive symptoms, greater
vigor, and were less likely to have seen a behavioral health specialist than younger adults.
These results are in line with prior work that has shown that older adults with HIV/AIDS
experience fewer depressive symptoms when compared to younger adults.18 Prior work on
patients experiencing other chronic conditions, such as chronic pain, has yielded comparable
findings, whereby older adults report fewer depressive symptoms than their younger
counterparts.47 One mechanism that may account for age group differences in psychological
wellbeing among individuals with chronic health conditions such as HIV/AIDS is the perceived
quality of their social ties.29 Results from this study, which used a multifaceted measure of
social support to capture both structural and functional dimensions of social relationships, lend
support to this notion.

Whereas previous work with individuals with HIV/AIDS has demonstrated that structural
aspects of social ties, such as living situation (i.e., alone vs. with others) and network size, may
be compromised among older relative to younger individuals with HIV/AIDS,5,18,28 no
significant differences in living situation or the frequency of social interactions were observed
for participants in the current sample. Furthermore, there were no notable differences in the
amount of instrumental support received by those in the younger and older cohorts. However,
as hypothesized, significant age group differences in the quality, or subjectively perceived
supportiveness, of social ties did emerge. Older adults reported significantly greater subjective
support relative to their younger counterparts, a finding that is consistent with other
investigations of age-related variation in the quality of social support over time.24,26 Moreover,

*The pattern of these mediation results remained consistent, even after controlling for the effects of medical comorbidity and pain severity.
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whereas greater subjective support was associated with fewer depressive symptoms, more
vigor, and lower odds of having seen a behavioral health specialist across age groups, with the
exception of an association between social interactions and vigor, there were no other
significant associations among instrumental support or the frequency of social interactions and
these variables. This latter set of findings parallels results from prior work and suggests that
perceived satisfaction with social support may be more strongly associated with psychological
wellbeing than the amount of support received.30-31

Finally, as predicted, subjective support, but not instrumental support or the frequency of social
interactions, appeared to statistically mediate, or account for, the associations between age
group and both depressive symptoms and vigor. While the exact mechanism underlying these
results is unknown, it is possible that the findings reflect a developmental process whereby
individuals are motivated to proactively prune their social networks over time in an effort to
increase emotional closeness, thereby maximizing positive affect and minimizing negative
affect.27 Thus, one would expect that older adults would report higher quality relationships,
and that this greater subjective support would, in turn, predict fewer depressive symptoms and
greater vigor. This was indeed the case with the current sample.

Despite the significant mediating effect of subjective support on depressive symptoms and
vigor, it is important to note that in the regression analyses, subjective support did not
significantly mediate the relationship between age group and behavioral health care utilization.
There are numerous explanations for these findings. First, given that the regression analyses
testing for mediation were completed for a subset of the full sample and the overall frequency
of utilization was relatively low, it is possible that the analyses lacked the power to detect
statistically significant effects. Although the findings did not meet statistical significance,
mediation analyses did suggest a trend level association whereby the addition of subjective
support to the model reduced the significance of the main effect of age group on utilization.
Second, due to the fact that older adults in this sample experienced less depressive symptoms,
they accordingly may not have needed to use behavioral health services at the same rate as
their younger counterparts, irrespective of their perceived social support. Finally, the findings
may be attributed to factors identified in previous work as reducing the likelihood that older
persons are referred to or utilize services from specialty behavioral health clinics, such as
insufficient insurance coverage and perceived stigma associated with mental illness and mental
health treatment.48-50

While the results from this work have important implications for the wellbeing and care of
individuals aging with HIV/AIDS, several issues should be considered when evaluating the
findings. First, although the results suggest that subjective support mediated the age-
psychological wellbeing link, we cannot rule out the possibility that additional factors such as
age-related variability in coping style, life experiences, and health expectancies also play a role
in accounting for age-related differences in depressive symptoms and positive affect among
individuals with HIV/AIDS.19,47,51 Future work would benefit from collecting data that taps
multiple constructs from larger samples, thereby allowing for analysis of models that capture
these complex associations and mechanisms.

Second, although results from predictive and mediation models are presented, it is important
to reserve caution when interpreting the findings. In light of the cross-sectional nature of this
study, we cannot infer any causal effects, nor can we speak to the sequential ordering of the
relationships among the variables. For instance, the current study posits that perceptions of
high quality social support foster feelings of self-worth, belonging, and emotional closeness,
and thus predict fewer depressive symptoms and greater positive affect. However, it is possible
that the relationship between social support and psychological wellbeing is reciprocal in nature.
In other words, individuals experiencing distress may have a more negative outlook that results
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in harsher, more critical judgments of network members and dissatisfaction with social
relationships.52-54 Additionally, negative affect may precipitate higher frequencies of negative
interactions with network members. As a result, depressive symptoms and low positive affect
may impair relationship functioning and the overall perceived quality of one's relationships.
In order to address these issues, future investigations should incorporate prospective, multi-
wave, longitudinal designs. Doing so will enable examination of both reciprocal and non-
reciprocal causal models, as well as the lagged associations of these variables upon one another
over time.

Conclusion
This study sought to explore psychosocial factors that are associated with reduced depressive
symptomatology and greater positive affect among individuals aging with a chronic,
neuropsychological condition. While prior work has demonstrated that older adults with HIV/
AIDS may be particularly susceptible to social isolation, smaller social networks, and declines
in psychological wellbeing, results presented here suggest a different pattern of findings. Older
and younger adults reported comparable levels of instrumental support and social interactions,
while older adults reported significantly greater subjective support and psychological
wellbeing. Subjective social support, in turn, was associated with fewer depressive symptoms
and greater positive affect. These findings point to the value of examining multiple facets of
the social environment of individuals diagnosed with HIV/AIDS, as opposed to focusing solely
on structural aspects.

Greater understanding of the exact mechanisms by which social relationships influence
depression and positive affect among individuals with HIV/AIDS could help better inform
efforts geared towards sustaining and/or improving psychological wellbeing among this patient
population. For example, examining the multiple processes that link social ties to wellbeing
may shed light on the extent to which various dimensions of social relationships serve as health-
protective resources. This information, in turn, could aid in the design of interventions that
utilize social resources to promote successful psychological adaptation among both younger
and older adults aging with HIV/AIDS.
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Table 1
Sample Characteristics (N=109).

Continuous Variables Mean (SD) Range

Age (years) 49.42 (14.05) 21-88

Years of education 13.06 (3.79) 2-29

Years since HIV+ diagnosis 9.87 (6.15) 0.67-21

Dichotomous Variables N (%)

Male 60 (55.0)*

Caucasian1 35 (32.4)

Married 21 (19.3)

Live with others 62 (56.9)

Gay/Bisexual 56 (51.4)

Note. Asterisk (*) denotes significant age group difference (p<.01).

1
The remainder of the sample was African American (63.9%) or “other” (3.7%).
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Table 2
Age group differences in Physical and Psychological Well-Being.

Age Group

All
(N=109)

Younger Adults
(n=74)

Older Adults
(n=35)

p

Medical conditions 3.16 (2.69) 2.79 (2.66) 3.91 (2.64) .04

Pain severity 2.84 (1.52) 2.86 (1.54) 2.79 (1.49) .83

Depressive symptoms 6.87 (5.70) 7.78 (5.61) 4.90 (5.49) .01

Vigor 11.61 (5.06) 10.86 (4.93) 13.36 (4.99) .02

Mental health/Substance abuse
visit

32 (29.4%) 26 (37.1%) 6 (17.6%) .03

Notes. Cell values represent means and standard deviations for continuous variables and counts and percentages for dichotomous variables. Observed
ranges for continuous variables were: medical conditions (0-11), pain severity (1-6), depressive symptoms (0-24), and vigor (0-23). Pairwise deletion was
used for cases with missing data.
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Table 3
Age group differences in social support variables.

Age Group

All Younger Adults Older Adults p

Social interaction 6.48 (2.58) 6.42 (2.48) 6.61 (2.82) .74

Instrumental support 7.65 (3.42) 7.72 (3.42) 7.53 (3.48) .80

Subjective support 16.91 (3.30) 16.42 (3.24) 17.87 (3.20) .04

Notes. Cell values represent means and standard deviations. Observed ranges were: social interaction (1-13), instrumental support (0-12), and subjective
support (10-21). Pairwise deletion was used for cases with missing data.
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Table 4
Effects of age group and subjective support on depressive symptoms and vigor (n=88).

Variable Model 1: Depressive Symptoms Model 2: Vigor

b (SE) p b (SE) p

Step 1

 Constant 7.32 (0.66) <.001 10.80 (.63) <.001

 Age group -2.39 (1.15) .04 2.56 (1.12) .03

Step 2

 Constant 20.11 (2.53) <.001 1.90 (2.68) .48

 Age group -1.59 (1.02) .12 1.67 (1.09) .13

 Subjective Support -.77 (.15) <.001 .54 (.16) .001

ΔR2 0.23, p<.001 0.11, p=.001

Notes. Models 1 and 2: b (SE) = unstandardized regression coefficient (standard error).

Model 3: OR (95% CI) = odds ratio (95% confidence interval). Sample size differs from parent sample due to listwise deletion of missing cases for each
model.

J Acquir Immune Defic Syndr. Author manuscript; available in PMC 2010 May 1.


