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Abstract

Purpose—To describe the associations among three social resource variables (social belonging,
social support networks, and social capital) and two health promotion behaviors, HIV medication
adherence and physical activity, and quality of life among persons living with HIV (PLHIV).

Method—We conducted a cross-sectional analysis in 102 adult PLHIV. Social resource variables
and quality of life were assessed using validated and widely-used instruments. Physical activity
was assessed using a daily physical activity diary and medication adherence was abstracted from
the participant's medical record. Spearman correlations and descriptive statistics were used to
analyze associations among variables.

Results—Fifty-four participants (54%) were male and most were African American (84%),
single (69%), and living in poverty (82%). Participants had been living with HIV for an average of
13.6 years (+/-7) and most were living with at least one non-AIDS comorbidity (80%). Social
belonging was significantly associated with HIV medication adherence (o =0.25, p=0.02),
overall functioning (0 = 0.48, p< 0.01) and life satisfaction quality of life (o = 0.50, p< 0.01).
Social capital was also associated with HIVV medication adherence (o= 0.17, p=0.10) and life
satisfaction quality of life (0= 0.29, p< 0.01).

Conclusions—We found that there are distinctions among various, widely-used social resource
constructs. By describing these unique associations and distinctions, our study helps identify
which social resources should be targeted in the development of interventions to improve health
promotion and the quality of life of members of this marginalized population.
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Background

Recent biomedical and political advances in the treatment of HIV have contributed to the
realistic possibility for an end to the HIV epidemic. Continued progress toward achieving an
end to the epidemic will require concerted efforts and resource expenditures to address
persistent health inequities that exist globally. HIV is a highly stigmatized disease that often
affects marginalized peoples who historically have had limited access to social resources.
Racial and ethnic minorities and gay and bisexual men are disproportionally affected by the
HIV epidemic in the United States (Ayala, Bingham, Kim, Wheeler, & Millett, 2012; Millett
et al.; Oster et al., 2011). The increased HIV burden among these groups necessitates a
better understanding of what social resources are available to them and what effects these
resources have on health outcomes. Efforts to address the challenges of persons living with
HIV who are disenfranchised or marginalized require innovative approaches that integrate
their daily context-specific challenges (2014). Understanding the relationships between
social resources and health promoting or risk behaviors, and how key demographic variables
influence social resources may help us develop targeted interventions with marginalized
groups. Among all people, including people living with HIV, the achievement of optimal
health requires individual and collective resources. Individual and collective resources have
been studied over the past several decades through studies of social resources (Cohen,
Gottlieb, & Underwood, 2000; Foa & Foa, 1980; Kawachi & Berkman, 2001), social
belonging/friendship (Hawthorne, 2006; Holt-Lunstad, Smith, & Layton, 2010), social
capital (Murayama, Fujiwara, & Kawachi, 2012), and social networks (L. Berkman, 1977;
Berkman LF, 2000). The purpose of this study was to describe associations between social
belonging/friendship, social networks, social capital, and the health promotion behaviors and
quality of life of persons living with HIV.

Social resources are defined as any concrete or symbolic item that can be used as an object
of exchange among people (Foa & Foa, 1980). They are constructs that have consistently
been observed to improve and maintain health. Examples of social resources include both
tangible items such as money, information, goods and services, and less tangible concepts
such as love/affection and status within society. Over the last few decades, social resources
have been documented to have direct and indirect benefits for members of society that
possess them (Umberson & Montez, 2010). Individuals and groups with adequate social
resources tend to be healthier and are more able to manage health threats in their
communities. When social resources are present, they mediate the deleterious effect of stress
on health as well as directly affect physical and psychological health (Cohen, Gottlieb, &
Underwood, 2000; Kawachi & Berkman, 2001). Foa and Foa classified social resources into
six categories: love/affection, status, information, services, goods, and money. This
categorization remains a useful framework for analysis despite being debated, elaborated on,
and synthesized by other scholars (Térnblom & Kazemi, 2012). In this analysis, we use Foa
and Foa's Social Resource Theory to help describe the distinct contributions of social
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belonging, social networks, and social capital on select health promotion behaviors (HIV
medication adherence and physical activity) and quality of life of persons living with HIV.

Social belonging (friendship) or inclusion is a universal and basic human need for being
accepted as a member of a group (Baumeister & Leary, 1995). Elements of social belonging
include companionship, affiliation, and connectedness (Lee & Robbins, 1995). Associations
between social belonging and increased heath promoting behaviors have been documented,
but remain an emerging area of health research (Kaczynski & Glover, 2012). Social
belonging encompasses all six of Foa and Foa's (1980) social resource categories with an
emphasis on love/affection and status. The relationship between social belonging and other
social resources, and their combined impact on the health promotion behaviors and quality
of life of persons living with HIV, has yet to be explored. However, understanding this
relationship may provide critical information on the nature of social resources in this
population, leading to improved health promoting interventions.

Social support network is a multidimensional construct that emphasizes the structure and
function of a person's social relationships (Smith & Christakis, 2008). The members of
social support networks can help to convey a strong sense social belonging, or the lack
thereof. Social support networks can be shaped by individual factors (e.g. personality,
norms), interpersonal (e.g. family, neighbors, organizational membership) and
sociostructural conditions (e.g. local geography, civil stability, macroeconomic conditions)
(L. Berkman, 1977; L. F. Berkman, 1984; Berkman LF, 2000). Social support networks are
prerequisites for the development of social capital (Cattell, 2001) and are recognized as
essential for good health by the World Health Organization (Marmot, Allen, Bell, Bloomer,
& Goldblatt). The effects of social support networks have figured prominently in health
research, practice, and policy. Extensive research has demonstrated that social support
networks decrease illness and mortality across populations (Holt-Lunstad, et al., 2010).
However, the mechanisms by which social support networks lead to improved health
outcomes are elusive (Kawachi & Berkman, 2001) and expanding the distinctions between
social support networks, social belonging (friendship) and social capital may lead to a better
understanding of these mechanisms.

Social capital is the “aggregate of potential resources which are linked to possession of a
durable network of more or less institutionalized relationships of mutual acquaintance or
recognition” (Bourdieu, 1985; Portes, 1998). While debated (Lochner, Kawachi, & Kennedy,
1999; Pitkin Derose, 2009), it can be useful to think of individual social capital comprising
reciprocity, trust, participation, norms, social networks, value of life (Szreter & Woolcock,
2004). Many of the definitions of social resources are similar to those of capital — an ability
to exchange object entities, capabilities for other objects, entities of value (Térnblom &
Kazemi, 2012) — helping to make social capital a popular area of study in health research.
However, conceptualization and operationalization of social capital vary tremendously
across studies rendering aggregation of findings difficult (Pitkin Derose, 2009). In general,
social capital is thought to be associated with positive health behaviors and outcomes,
although rigorous prospective trials are lacking. Similar to social belonging, social capital
encompasses all of Foa and Foa's (1980) social resource categories, however social capital
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can more easily illuminate the concrete and particular categories including services, goods,
and money.

Given the overlap and inter-relatedness of these constructs, scholars have called for
conceptual clarity among social resources constructs (Berkman LF, 2000; Portes, 1998;
Smith & Christakis, 2008). For example, Locher et al (2005) examined the relationship
between social isolation, social support, social capital and nutritional risk among 1000 older
adults and found that indicators of social isolation were associated with greater nutritional
risk. However, they did not examine associations between social resource variables and did
not use psychometrically sound scales to measure these variables, leaving many gaps in the
literature (Locher et al., 2005). To our knowledge our study is the first to examine the
relationships between social belonging/friendship, social support networks, social capital,
health promoting behavior, and quality of life among people living with HIV.

Objectives

Methods

We hypothesized that the nature of various constructs that contribute to conceptualizations of
social resources, particularly those most commonly used in the health literature, are different
and each construct adds distinct information about the impact of social resources on the
health of people living with HIV. In this paper, our objectives were to examine the
associations among three variables, social belonging/friendship, social support networks,

and social capital. Guided by previous research (Kawachi & Berkman, 2001), we further
examined the role of the demographic characteristics gender, age (stage of life) and
economic position on these social resources. Finally, we described the associations between
these social resource variables and two important health behaviors, HIV medication
adherence and weekly physical activity, and quality of life among persons living with HIV.

This analysis was conducted as part of a larger study examining the relationships between
age, gender and self-management behavior in adults living with HIV. A more full description
of the inclusion criteria and data collection methods for this analysis are included in prior
publications (Webel et al., 2015; Webel et al., 2014).

Sample and Recruitment

We examined the relationships between social belonging/friendship, social support
networks, social capital, health promoting behavior, and quality of life among people living
with HIV using a convenience cohort. Adults living with HIV were recruited from HIV
clinics, HIV service organizations, and a northeast Ohio HIV research registry and organized
into four groups that most approximated equal sized strata and equivalent age cut points (27
males <51yrs, 27 males =51yrs, 23 females <51yrs and 25 females =51yrs) to ensure
representation of both males and females, and older and younger participants. Individuals
with a documented HIV diagnosis (provided by the primary HIV clinic) who were 18 years
of age or older and on antiretroviral therapy (ART) were recruited from November 2011 to
June 2012 (AM=102).
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The study was approved by the institutional review board of University Hospitals, Case
Medical Center (Cleveland, OH). Written informed consent was obtained from eligible
adults living with HIV before completing study related activities. Participants completed the
demographic survey, which was collected via computer-assisted delivery, to enhance self-
report accuracy. Participants were compensated for their time with a $50 cash gift card.

Demographic characteristics were obtained by self-report and clinical data were abstracted
from participant's medical records. Clinical data included HIV disease variables (current
HIV viral load, CD4+ T cell count, current medications, 3-day self-reported HIV medication
adherence, and date of HIV diagnosis) and current health conditions. Social belonging was
measured with the 6-item Hawthorne Friendship Scale (Hawthorne, 2006). This scale was
developed from the 2004 South Australian Health Omnibus Survey (V= 3015) and was
refined through administration to 829 older adults. We used the refined scale, which
measures perceived social isolation and perceived emotional loneliness in the past four
weeks. Items are scored on a 0-4 scale with a total scale range of 0 to 24. Higher scores
indicate greater social connectedness and lower scores indicate more social isolation.
Examples of items include “It has been easy to relate to others” and “I had someone to share
my feelings with”. The Hawthorne Friendship Scale has good psychometric properties and a
Cronbach's alpha reliability coefficient of 0.72 in this study.

Social support networks were measured using the Lubben Social Network Scale (Lubben et
al., 2006). This 6-item scale is a psychometrically sound measure of perceived social support
provided by friends and family. It measures both the structure and function of social support
networks. Each item is scored 0-5 with a total scale range from 0 to 30. Respondents are
asked to report the number of friends or family who provide various types of support. Higher
scores indicate greater social network support and lower scores indicate greater social
isolation. Examples of items include “how many relatives (family members) do you see at
least once a month” and “how many friends do you feel at ease with that you can talk about
private matters”. The Lubben Social Network Scale had a Cronbach's alpha reliability
coefficient of 0.84.

Social capital was measured with Bullen and Onyx's 36-item individual Social Capital Scale.
This widely-used instrument measures eight subscales including: participation in the local
community, social agency, feelings of trust and safety, neighborhood connections, friends
and family connections, tolerance of diversity, value of life, and workplace connections;
these items were used to create a total score. Participants were asked to rate items on a 1-4
Likert-type scale. Higher mean scores indicate more social capital. Examples of scale items
include “if you were caring for a child and needed to go out for a while, would you ask a
neighbor to help” and “are you on a management committee or organizing committee for
any local group or organization”. Reliability and validity of the social capital scale have
been reported as acceptable (Onyx & Bullen, 2000; Webel et al., 2012) and the Cronbach'’s
alpha reliability for the Social Capital Scale in adults living with HIV is 0.88 in this study.
This scale has the advantage of being developed a priori for the purpose of measuring social
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capital, not integrating various measures post-hoc, and integrates the various perspectives of
social capital (Szreter & Woolcock, 2004).

Physical activity was measured using a pen and paper exercise diary. Hours of exercise
participants completed per week was assessed using a daily exercise diary completed by
each participant for seven consecutive days. The diary contained four questions about (1)
whether a participant exercised at all that day, (2) if so, what times the participant started and
ended exercise, (3) the perceived intensity of exercise, and (4) the type of exercise. Each
question was completed at the end of the day. The cumulative duration of each exercise
session was summed for a daily total and then the daily totals were summed to obtain hours
of exercise per week.

Quality of life was measured with the H/V/AIDS Targeted Quality of Life Instrument. This
widely-used, 34-item instrument is an HIV-specific quality of life measure assessing nine
dimensions: Overall function, life satisfaction, health worries, financial worries, medication
worries, HIV mastery, disclosure worries, provider trust, and sexual function(Sousa, 1999).
Each dimension is scored and reported individually. We administered the overall functioning
and life satisfaction subscales to indicate participants’ quality of life. Examples of items on
these scales include “in the past 4 weeks, 1’ve been satisfied with my physical activity”
(overall functioning) and “in the past 4 weeks, I've felt in control of my life” (life
satisfaction). Reliability coefficients ranged from 0.83 to 0.88 for all dimensions (Holzemer
W., 2000).

Statistical Analysis

Results

All data were directly imported from the web-based data collection system, REDCAP, into a
data management program (Harris et al., 2009). Subjects’ demographics, HIV disease
characteristics, social resources and health outcomes were summarized using descriptive
statistics, e.g., means and standard deviations for continuous variables and frequencies and
percentages for categorical variables. The primary measures of interests are social
belonging, social support networks, social capital, and health outcomes. Distributions of
these variables are not symmetric. Therefore, for studying associations among these
variables we used spearman rank (nonparametric) correlations coefficients. Similarly, for
finding association between a risk factor and the measures of interests we used median
regression analysis. The median regression analysis is a robust regression approach. It does
not assume normality of the response/dependent variable, as in the case of mean regression.
A covariate with p-value <0.05 was considered statistically significantly associated with the
underlying response variable.

Demographic and clinical characteristics

One hundred and two eligible participants completed the study procedures. Of these, there
were 27 males <51yrs, 27 males >51yrs, 23 females <51yrs and 25 females >51yrs. The
mean age of all participants was 48 (+ 8.7) years, most were African-American (/7= 85;
84%), single (7= 70; 69%), and had a high school degree or less education (7= 52 51%).
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Almost all, (7= 44; 92%) female participants identified as heterosexual and more than half
of male participants identified as gay (7= 29; 54%). Participants had been living with HIVV
for an average of 13.6 (£ 7.0) years. Mean duration of HIV antiretroviral therapy was 9.0
(x 5.4) years, and most participants had an undetectable viral load (/7= 80; 78%). Eighty
percent (n = 81) had a co-occurring health condition (e.g. depression, bone disease,
cardiovascular disease). On average, participants reported a mean social belonging/
friendship score of 17.0 (+ 4.8), a mean social support network score of 13.9 (+ 6.4), and a
mean social capital score of 2.64 (x 0.53). Participants had an average 3-day HIV
medication adherence rate of 92.7% (+ 17.1%) and exercised on average 4.6 (+ 5.4) hours
per week. Overall functioning quality of life was 66.5 (+ 20.6) and their life satisfaction
quality of life was 74.3 (x 20.3). Additional participant characteristics are in Table 1.

Social resources, demographics, and health outcomes

To achieve our first objective, we examined the associations between our social resources
variables (social belonging, social support networks, and social capital) and found that there
were moderate-strong and statistically significant bivariate relationships. The strongest
association was between social capital and social support networks (o= 0.44, p< 0.01),
followed by the association between social belonging and social capital (0= 0.42, p< 0.01),
and then the association between social belonging and social support networks (o = 0.36, p <
0.01). These associations can be found in Table 2. Multivariate median regression analyses
only found two sociodemographic variables that influenced social resources. Having a
college education significantly influenced the strength of one's social support network (5=
6.0, 95% confidence interval = 0.78, 11.21) and increasing age (# = —0.01, 95% confidence
interval = 0.0, 0.22) and having a college education (5= 0.60, 95% confidence interval =
-0.30, 0.90) influenced one's perceived social capital. Full multivariate median regression
analyses results are in Table 3.

To fulfill our final objective, we examined the associations between social resources and
select health promotion behaviors (i.e. HIV medication adherence and weekly exercise) and
quality of life. Of our three social resource variables, social belonging was the most strongly
associated with health outcomes. It was significantly associated with HIV medication
adherence (o = 0.25, p=0.02), overall functioning quality of life (0o = 0.48, p< 0.01) and life
satisfaction quality of life (o= 0.50, p< 0.01). While less strong, social capital was also
associated with HIV medication adherence (0o = 0.17, p=0.10) and life satisfaction quality
of life (0= 0.29, p< 0.01). Social support networks were not significantly associated with
health outcomes. None of the social resource variables were associated with weekly
exercise. Associations are in Table 3.

Discussion

We found that in this sample of adults living with HIV the association between social
belonging/friendship, social support networks, and social capital was moderate and
significant but not perfectly overlapping. This was an expected finding. In examining the
associations with our health outcomes, it appears that among our sample of adults living
with HIV, social belonging is most strongly associated with health outcomes; followed by
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social capital. Social support networks were not associated with health outcomes in our
study. This evidence supports Foa's (1980) contention that social belonging/friendship
comes before any sort of assets can be derived from social relationships (Foa & Foa, 1980).
Additionally, several explanations should be considered in light of this evidence.

Since the development of Foa and Foa's (1980) social resource theory, much work has
highlighted the significance of place/location in a person's ability to access and use social
resources. In the United States, a person's health status is often linked to his or her zip code
(Sathyanarayanan, Brooks, Hagen, & Edington, 2012).With the exception of an over-
representation of African Americans, our sample characteristics are similar to those of the
national population of adults living with HIV and would be considered a marginalized group
(Ayala, et al., 2012; Millett, et al.; Oster, et al., 2011). However, our sample reported high
levels of HIV medication adherence, exercise and quality of life. These health outcomes
were associated with social belonging/friendship and social capital. One reason for this may
be that among our Midwestern population, our participants may be less transient than in
other geographic areas and are able to develop a sense of identity in place. This stability may
allow individuals to form egalitarian social relationships and then, over time, build stronger
and perhaps more reliable friendship ties and social bonds (Umberson & Montez, 2010).
This may lead them to feel as though people care more about them, instilling a desire to
actively participate in the social relationships, which facilitates easier and fuller access to the
benefits of those social relationships and the development of social capital (Cornwell, 2014).
One implication of this explanation is that a more nuanced understanding of the individual's
social resources, and their inter-relationships, in both academic/research and clinical settings
is necessary (Turner & Turner, 2013). It is our contention that social belonging and social
capital are distinct and measureable elements of social support that influence health
outcomes among marginalized populations. Simply reducing these constructs to social
support would minimize important information necessary for the development of
interventions to improve health behaviors and quality of life among people living with HIV
and perhaps other marginalized populations.

We also found that social support networks were not significantly associated with health
behaviors. One explanation for this is that the quality of social relationships may matter
more than the quantity or density of social relationships. This hypothesis has been proposed
previously, but evidence supporting it has been limited (House, Landis, & Umberson, 1988).
By distinguishing between the existence of social relationships (social belong/friendship),
their quantity (social support networks), and the content and consequences of these
relationships (social capital), our study provides additional support for this hypothesis in a
sample of adults living with HIV. We further report the associations of these constructs with
health behaviors and health-related quality of life, which improves our understanding of how
social resources are consequential for health. An implication of this finding in the field of
HIV relates to the current initiatives to link HIV-positive individuals to formal health care.
Substantial resources have been invested in identifying HIV-positive adults, linking them to,
and retaining them in health care services. This strategy is proposed to improve HIV
outcomes and to reduce HIV infection (Nachega et al., 2014). However, although many
people living with HIV have been identified and linked to care, our ability to retain people
living with HIV in care and to help them take their HIV antiretroviral medications in a way
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that suppresses HIV viral replication has been less successful (E. M. Gardner, McLees,
Steiner, del Rio, & Burman, 2011). Engagement with care is often defined in terms of
numbers of appointments rather than the quality of the relationship between the patient and
the rest of the health care team. However, when investigating the quality of the social
relationships between patient and health care provider, improved quality of the relationships
has been found to be highly predictive of HIV medication adherence (Bakken et al., 2000;
Chen et al., 2013; Johnson et al., 2006). Additionally, a recent multi-site randomized clinical
trial found that enhanced personal contact with a clinic staff member improved the number
of primary care visits in HIV clinics (L. I. Gardner et al., 2014). Although the outcome was
defined as a quantitative measure of visits and not the quality of the social relationships with
the clinic staff, that study provided evidence that consistent personal contact was the
efficacious intervention component. The findings from that study further supports the notion
that the quality of relationships and not simply quantity has a bigger impact on patients
engaging with and being retained in care. Recently, Christopoulous and colleagues (2013)
conducted a qualitative study with newly diagnosed HIV-positive patients that examined
barriers and facilitators of engagement in HIV care (Christopoulos et al., 2013). Their results
illustrated the primacy of the quality of the relationship with health care team members for
continued engagement in care, which was particularly important as the individual
experienced health changes over time. Our findings, when taken in context of this evidence
on the quality of the relationships between persons living with HIV and members of their
health care team, suggests that the development of a social resource intervention to improve
health outcomes in this population is appropriate.

Finally, our findings lead us to recommend that investigators interested in examining the role
of social resources on health outcomes in people living with HIV or other marginalized
populations should include measures of social belonging and social capital. The information
yielded by these separate instruments was distinct and significant allowing for a more
nuanced understanding of the social resources necessary for optimal health outcomes in this
population. An additional advantage of the Social Capital Scale is that social support
networks are a subscale of the instrument and allows investigators who are also interested in
social support networks to analyze the subscale separately. Appropriate psychometric testing
must be done before analyzing the subscale in lieu of a separate measure of social network
support. Clinicians who routinely assess social resources of their clients in order to develop
a holistic care plan, should be aware that there are distinctions between social belonging,
social support networks and social capital. These unique constructs have differential
associations with health behaviors and quality of life that are often the goal of the treatment
plan. It will be important to maintain a conceptual clarity and verbal precision when
assessing patients’ social resources.

We have several limitations. The Lubben Social Network Scale does not measure network
density or activation, is confined to the structure of social support networks comprised of
friends and family, resulting in an inability to understand the type of social network and
extent of its support (Cattell, 2001). While the scales we chose to measure our social
resource constructs are limited, the scales we chose were designed a priori to measure the
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construct each purports to measure and each scale has undergone extensive psychometric
evaluation in other studies. Further, these scales are commonly used in the health literature
and the Lubben Social Network Scale has been included in the PhenX toolkit by the U. S.
National Institutes of Health to help pragmatically facilitate common data elements and
cross-sample and cross-study analyses. In the future, investigators may want to consider an
approach similar to factor analysis or item response theory to further disentangle these
constructs and methods of measurement. A framework like the PhenX toolkit may be the
most likely way to accomplish these analyses (Hamilton, 2011). Additionally, our cross-
sectional data were only collected at one site and may not be generalizable to other
populations of people living with HIV. However, our single site design allowed us to
consider the unique geographic attributes of the sample and their implications for assessment
and use of social resources in health research. Future, multi-site studies examining social
resources should analyze data both at individual sites and pooled across sites to further
explore the role of social geography in relation to health outcomes. Finally, our behavioral
data were collected using self-report measures (e.g. diaries, 3-day visual analog scale of
medication adherence). This may have led to an overestimation of both physical activity and
medication adherence in our sample.

In conclusion, we found that there are distinctions among various, widely-used social
resource constructs. Social connectedness/friendship and social capital were associated with
medication adherence and quality of life among our sample of PLWH. By describing these
unique associations and distinctions, our study helps identify which social resources should
be targeted in the development of interventions to improve the health of members of this
marginalized population. Our findings reinforce the importance of understanding the
nuanced ways in which complex social factors, such as social belonging/connectedness,
social network support, and social capital influence health outcomes of persons from
marginalized populations. The adage “it takes a village” to manage HIV as a chronic disease
is evident in our study's findings and requires close attention to the social resources available
to persons living with HIV.
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Table 1
Characteristics of the Participants
Male (n=54) | Female (n=48) | Total (n=102)
Age (years) 47 (8.6) 48 (9.0) 48 (8.7)
Race
African American/Black 42 (81%) 43 (88%) 85 (84%)
Hispanic/Latina 0 (0%) 2 (4%) 2 (2%)
Native American/Indian 1 (2%) 0 (0%) 1 (1%)
White/Anglo (non-Hispanic) 7 (13%) 3 (6%) 10 (10%)
Other 2 (4%) 1(2%) 3 (3%)
Marital Status
Married or Domestic Partnership 7 (13%) 7 (15%) 14 (14%)
Single | 41 (79%) 29 (59%) 70 (69%)
Separated or Divorced 4 (7%) 11 (23%) 15 (15%)
Education Level
High School, General Equivalency Degree or less 24 (44%) 28 (58%) 52 (51%)
Some College, Associates Degree, College Degree 29 (54%) 20 (42%) 49 (48%)
Income
Less than $400 | 17 (32%) 13 (27%) 30 (29%)
$401-$999 | 27 (50%) 27 (56%) 54 (53%)
$1,000 or more 9 (17%) 8 (16%) 17 (17%)
Have Health Insurance (yes) 47 (87%) 48 (100%) 95 (93%)
Have Children (yes) 15 (29%) 41 (84%) 56 (56%)
Paid Employment 6 (12%) 8 (16%) 14 (14%)
Permanent Housing 46 (88%) 45 (92%) 91 (91%)
Sexual Orientation
Gay | 29 (54%) 0 29 (28%)
Bisexual 8 (15%) 2 (4%) 10 (10%)
Heterosexual 11 (20%) 44 (92%) 55 (54%)
Other 1 (2%) 2 (4%) 3 (3%)
HIV Clinical Characteristics
Years Living with HIV 14.1(6.4) 13.21(7) 13.57 (7)
Years since initiation of antiretroviral treatment 9.4 (4.9) 8.0 (5.6) 8.8(5.4)
Recent CD4+ T-cell count (cells/uL) 534 (322) 679 (385) 602 (358)
Undetectable HIV Viral Load 40 (77%) 40 (83%) 80 (78%)
One or more non-AIDS co-morbidities 45 (83%) 36 (75%) 81 (80%)
Social Resources
Social Belonging 16.6 (5.3) 17.3 (4.5) 17.0 (4.8)
Social Support Network 13.5(6.3) 14.3 (6.5) 13.9(6.4)
Social Capital | 2.63(0.6) 2.62 (0.5) 2.63 (0.53)
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Male (n=54) | Female (n=48) | Total (n=102)
Health Outcomes
Three-day HIV Antiretroviral Medication Adherence (%) 93.4 (13.7) 92.9 (18.8) 92.7 (17.1)
Hours per week of exercise 5.1(5.7) 4.1(5.2) 4.6 (5.4)
Quality of Life- Overall Functioning 67.9 (21.4) 65.0 (19.3) 66.5 (20.6)
Quality of Life- Life Satisfaction 72.2 (20.8) 76.6 (19.8) 74.3 (20.3)

Data presented as mean (standard deviation) or frequency (%).
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Table 2
Associations among social belonging, social support networks, social capital and health outcomes in people
living with HIV
Social Belonging | Social Support Networks | Social Capital | HIV Medication Adherence | Weekly Exercise | Overall
Functioning
Quality of
Life
Social Belonging 1.0
Social Support Networks 0.36 (p<0.001)
Social Capital 0.42 (p<0.001) 0.44 (p<0.001) 1.0
HIV Medication Adherence | 0.25 (p=0.02) 0.08 (p=0.46) 0.17 (p=0.10)
Weekly Exercise 0.10 (p=0.36) 0.01 (p=0.90) 0.10 (p=0.38) 0.03 (p=0.79)
Overall Functioning 0.48 (p<0.001) 0.13 (p=0.19) 0.15 (p=0.15) | 0.34 (p<0.001) 0.11 (p=0.34)
Quality of Life
Life Satisfaction quality of | 0.50 (p<0.001) 0.12 (p=0.26) 0.29 (p=0.005) | 0.24 (p=0.02) 0.21 (p=0.05) 0.44 (P<0.001)
Life

Spearman's rho statistic and corresponding p-value
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Table 3

Covariate adjusted median regression analyses examining the influence of sociodemographic variables on
social resources
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B Coefficient | Standard Error | 95% Confidence Interval
Social Belonging
Age | 0.08 0.10 -0.12 0.28
High school education or less | 1.12 1.96 -2.78 5.01
College education | 3.48 2.55 -1.59 8.54
Being Married | -1.96 1.60 -5.14 1.22
Being Employed | -0.36 2.64 -5.61 4.89
Constant | 14.28 4.92 4.50 24.05
Social Support Network
Age | 3.86717 0.11 -0.21 0.21
Female | 2.0 1.91 -1.80 5.79
High school education or less | 1.0 211 -3.19 5.19
College education | 6.0 2.28 0.78 11.21 *
Constant | 12.0 2.27 1.48 22.51
Social Capital
Age | 0.01 1.79 -0.00 022™"
High school education or less | 0.08 0.64 -0.16 0.31
College education | 0.60 4.01 0.30 0.90 *
Constant | 2.01 6.85 1.42 2.59
Note:
*
p=0.05
**p<0.01
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