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This paper investigates the association between social support, disclosure of HIV/AIDS, and
odds of initiating combination antiretroviral drug therapy in its first years on the market.
Data are drawn from the first three rounds of the Community Health Advisory and Infor-
mation Network (CHAIN) survey, collected between 1994 and 1997. CHAIN documents
service needs and rates of service utilization among a representative sample of persons with
HIV/AIDS in New York City. A two-step logistic regression estimated associations between
(1) perceived social support and use of combination antiretroviral therapy, and (2) the inter-
action between concealing HIV/AIDS and perceived social support. Results offered evidence
that the positive association between social support and use of highly active antiretroviral
treatment (HAART) and other combination antiretroviral therapies is contingent upon dis-
closure of HIV status within the household or among friend and acquaintance networks. A
positive association between social support and odds of using combination therapy was only
observed among those who disclosed their HIV status.
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INTRODUCTION

Since highly active antiretroviral treatment
(HAART) became available in 1996, lengths of hos-
pital stays, frequency of opportunitistic infections,
and death rates have significantly decreased in de-
veloped countries (Herlitz and Steel, 2001). How-
ever, efforts to conceal one’s diagnosis can pose a
serious barrier to use of available medications. Fear
of disclosing positive HIV status or HIV-related risk
behaviors is directly associated with delays in HIV
testing and entry into care after a positive diagnosis
(Chesney and Smith, 1999; Fortenberry et al., 2002;
Valdiserri, 2002). This paper examines the complex
association between perceived social support, dis-
closing one’s HIV status, and the odds of initiating
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combination antiretroviral drug therapy in its first
years on the market. We specifically assess the mod-
erating effect of concealing one’s positive HIV sta-
tus from household members, friends, or relatives on
the association between social support and odds of
treatment.

It is well known that social support can improve
health through a variety of mechanisms. These in-
clude enhanced access to resources, enhanced im-
mune response, and improved health-related behav-
iors. Integration into supportive networks has been
shown to improve mental and physical health by re-
ducing levels of stress or by buffering individuals
from stressors that diminish health and well-being
(Turner and Turner, 1999). Connection to social sup-
ports has been shown to reduce risk behaviors and
increase emotional bonding through provision of in-
formation and advice, and positive peer influence
(Ennett et al., 1999; Litwak and Messeri, 1989;
Resnick et al., 1997). Moreover, access to infor-
mation and peer support from friends and ac-
quaintances is likely to improve odds of initiating
treatment.
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Disclosure of one’s HIV status to potential
helpers is required to garner maximum social sup-
port to improve access to HIV treatment or to cope
with the potentially debilitating side related to an-
tiretroviral therapy. Individuals who conceal their
HIV status from friends and acquaintances within
and outside the household may limit their access
to information about available services, reduce po-
tential peer support for engaging in treatment, or
postpone treatment altogether if the regimen would
disclose his/her HIV/AIDS to household or other
network members. For example, if one discloses
HIV to a supportive network, he or she could take
advantage of the instrumental, informational, emo-
tional, and financial resources contained in that
network to improve access to medications. If the
same individual attempts to maintain supportive net-
works while concealing HIV, his or her efforts to
conceal the disease may override efforts to access
care.

In the current study, our analysis is guided by
theoretical and empirical research on social sup-
port and stigma (Klitzman and Bayer, 2003) and
classic theories of scila stigma. Goffman (1963) de-
scribes social stigma as a powerful phenomenon
experienced by individuals who share an attribute
that “makes [them] different from others in the
category of persons available for [them]. . .an at-
tribute that is deeply discrediting [and observable
through] a language of relationships” (p. 3). For
many persons living with HIV/AIDS, being HIV
positive represents a stigmatizing social identity
that may modify the normal operation of social
support.

We operationalize perceived stigma with mea-
sures of concealing HIV from household members,
relatives, and friend/acquaintance networks. Con-
cealing one’s HIV/AIDS status is conceived here
as a stigma management strategy that moderates
the expected positive influence of social support
on use of medication. We tested two hypotheses;
(1) we expected that perceptions of strong so-
cial support from networks comprised of house-
hold members, friends/acquaintances, and relatives
would be associated with increased odds of us-
ing combination antiretroviral therapy, controlling
for health status and socio-demographic charac-
teristics, and (2) we predicted that concealing
HIV status from network members would mod-
erate the hypothesized positive association be-
tween social support and use of combination
therapy.

METHODS

Study data were obtained from the first three
rounds of interviews from the Community Health
Advisory and Information Network (CHAIN) sur-
vey. CHAIN was initiated in 1994 in New York City.
As part of the evaluation activities, this ongoing sur-
vey provides systematic data from the perspective
of a representative sample of persons living with
HIV/AIDS in New York City. Participants provide
detailed information about their needs for health and
human services, their encounters with the full contin-
uum of HIV services, and their physical, mental, and
social well-being. The survey includes measures of
perceived social support from friend and family net-
works.

Study Sample

CHAIN participants were sampled from over
300 New York City health and social service agencies
with HIV caseloads of at least 20 adults over age 20.
The sample was drawn in a manner that created a
cohort that would be generally representative of the
population of people with HIV in all five boroughs of
New York City who were aware of their infected sta-
tus and enrolled in health or social services (exclud-
ing private doctors) during 1994. A two-stage sample
design was implemented. The first stage sampled 50
recruitment sites from a list of 300 service agencies
known to have HIV caseloads of 20 or more. Of the
50 agencies sampled, 43 agreed to assist in recruit-
ing clients for the CHAIN cohort. Thirty agencies
prepared a list of their HIV clients, including their
gender and date of enrollment in the agency, substi-
tuting random IDs for client names before sending
the list to CHAIN. CHAIN staff selected IDs at ran-
dom and sent these back to the agencies for initial
contact. When clients agreed, the agency turned over
their names and contact information to Columbia
staff members, who then obtained informed consent
and scheduled the interview. Participants at the re-
maining agencies were recruited through a sequen-
tial enrollment process on site. Agency staff obtained
written permissions from perspective clients before
CHAIN staff approached them with an invitation to
enroll in the study.

The original cohort members were re-inter-
viewed up to seven times and received $25 in trans-
portation or food vouchers as compensation for each
interview. Follow-up interviews were scheduled for
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6-month intervals for the second through fourth
rounds of interviews. In order to yield a high rate
of return with a difficult to reach population, the
actual interval between interviews was often longer
than 6 months, and most occurred between 6 and
9 months. Because this study assesses initiation of
combination therapy in its early years, we made use
of the first three rounds of interview data, Round
1 in 1994–1995, Round 2 in 1995–1996, and Round
3 in 1996–1997. The third round roughly coincides
with the period in which the first combination ther-
apy was available for general medical practice. After
1997, HAART was more widely available.

At the time of recruitment in 1994–1995, the
demographic composition of the study sample was
quite similar to surviving AIDS cases in New York
City. The only substantial deviation between the
New York City AIDS cases and the study sample
population is associated with gender; women were in-
tentionally over-sampled to yield approximately one
female for every two males sampled. Table I dis-
plays the demographic composition of participants
included in the present study compared to New York
City’s adult HIV population in 1994.

Of the 700 participants interviewed at Round 1,
480 were re-interviewed at Round 3. Of those who
were not re-interviewed at Round 3, 106 were de-
ceased at the time of follow-up; 27 moved out of
New York City and were no longer eligible to par-
ticipate in the study; 5 were not mentally competent
to complete the interview; 12 were institutionalized
and unable to complete the interview; 21 refused; and
49 were lost to follow-up. An additional 21 cases
were excluded from this study due to incomplete data
on medications used or missing information on social
support networks. Compared to those who were not
re-interviewed, participants who were re-interviewed
at Round 3 (n = 480) were significantly more likely
to be female and to report problem drug use (PDU).
Members of the study sample were less likely than
the original cohort to be Latino. There was no sig-
nificant difference in baseline age between the study
sample and the full cohort.

As displayed in Table I, the majority of the study
sample was between the age of 30 and 49. With
regard to primary HIV risk factors, 39% of males
reported having sex with other men, while 52% re-
ported current or former problem drug use. Among
women, 59% reported current or former problem
drug use. The majority of the study sample (96%)
indicated that they were connected to health or so-
cial services at Round 1. Most participants were

Table I. Community Health Advisory and Information Network
(CHAIN) Study Participants

NYC surviving
AIDS cases

12/31/94 (NYC
AIDS Inst.

surveillance data)

Study sample:
CHAIN participants
with valid network

data at baseline and
Round 3

N 28,243 459
Age (%)

20–29 14 11
30–39 45 45
40–49 30 35
> 49 10 9

Gender (%)
Female 24 40
Male 75 60

Race/ethnicity (%)
White 23 17
Black 43 51
Latino 33 30
Other < 1 2

Risk (%)
Males

Men having sex
with men (MSM)

38 39

(PDU) 51 52
Heterosexual and

other
11 9

Females
(PDU) 58 59
Heterosexual and

other
42 41

housed at Round 1, 4% were in institutional settings,
with 50% of the sample reporting additional house-
hold members. At the baseline, 24% of participants
were asymptomatic, 16% were symptomatic without
an AIDS diagnosis, and 60% had been diagnosed
with AIDS. At Round 3, only 12% remained asymp-
tomatic, 11% were symptomatic without an AIDS di-
agnosis, and 77% had been diagnosed with AIDS.

Survey Instrument

Data for the CHAIN interviews were collected
through personal face-to-face interviews conducted
by trained interviewers. The interview drew wher-
ever possible on batteries of questions previously val-
idated in HIV-positive populations. The interview
schedule was carefully reviewed by members of the
Planning and Evaluation Committee as well as an
advisory committee of PLWHs. The complete inter-
view schedule includes 15 sections containing 500
items covering topics in six domains: initial encounter
with the health-care delivery system, need for
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services, access, utilization, and satisfaction with
health and social services, socio-demographic char-
acteristics of participants, informal care-giving from
friends, family and volunteers, and quality of life with
respect to health status, psychological functioning,
and social functioning. The interviews took between
2 and 3 hr to complete, depending upon issues rele-
vant to each client’s unique service needs. Interviews
were conducted in English or Spanish, depending on
participant preference.

Measures

This study analyzes responses to CHAIN ques-
tions measuring socio-demographic characteristics,
health status, perceived social support, HIV dis-
closure, and use of combination ART. Health sta-
tus was assessed using survey questions that have
well-established psychometric properties, such as the
Medical Outcomes Survey (MOS) that have been
widely administered to HIV-positive populations
(Steward et al., 1991).

Prior research confirmed that use of HAART by
the CHAIN cohort members was associated with re-
duced mortality risk (Messeri et al., 2003). Due to its
demonstrated efficacy in extending the lives of HIV-
positive individuals during our study period (1994–
1997), use of combination therapy in its earliest years
is an important measure of access to appropriate
medical care. Treatment guidelines for New York
State recommend that all persons with an AIDS di-
agnosis, or a CD4 count less than 200 should start
treatment with antiretroviral therapy. Initiation of
combination therapy was measured as a dichotomous
variable indicating self-reported use of two or more
antiretroviral medications at Round 3 (1996–1997)
of the CHAIN study. The dependent variable cap-
tures initiation of both HAART and earlier combi-
nation therapy regimens that were considered to be
“appropriate care” by the New York State Depart-
ment of Health during the four years when combina-
tion therapies were first approved for general clini-
cal practice. This allowed us to include participants
who initiated therapy prior to the wide availability of
HAART.

Concealing HIV status is measured at Rounds
1 and 3, with separate indicators for household
members, friends, or acquaintances outside the
household, and relatives outside of the household.
Conceals HIV from Friends is a dichotomous vari-
able indicating that none of the following “are

aware of your HIV status”: close friends, neighbors,
coworkers, or acquaintances from church, clubs,
school, or other organizations, including support
groups. Conceals HIV from Relatives is a dichoto-
mous variable indicating that no relatives outside of
the household “are aware of your HIV status.” Be-
cause even one network member can provide strong
support for use of medication or pose a barrier to
treatment, we chose to use dichotomous measures
indicating the sharp distinction between reporting
no disclosure and even partial disclosure within the
support group. While very few participants indicated
no disclosure within their support networks, failing
to share one’s HIV status with even one close
associate suggests that the participant was actively
concealing the HIV/AIDS diagnosis. Conceals within
Household is also a dichotomous variable, but it
indicates that the participants concealed from at least
one household member. We argue that concealing
from just one household member could restrict one’s
willingness or ability to safely take medications at
home.

The CHAIN survey questions permit clear dif-
ferentiation between the types of support available
through specific informal network ties, and also al-
low for the specification of sequential relationships
between perceived support and health seeking be-
havior. We assessed the overall supportiveness of
informal social networks by constructing a global
measure of social support that comprises indica-
tors of perceived availability of help from household
members, friends/acquaintances outside the house-
hold, and relatives outside of the household. Dur-
ing their baseline and follow-up interviews, partic-
ipants identified and listed up to 21 network mem-
bers. Measured ties included one spouse/partner, up
to five household members, up to five friends, up
to five relatives who live outside the home, and
up to five acquaintances. From this list, participants
then identified specific network members whom they
could “count on” for seven specific types of support
across four domains: instrumental (i.e., transporta-
tion or running errands; home care when confined
to bed), informational (i.e., recommending a den-
tist who treats HIV patients; locating housing), emo-
tional (i.e., discussing troubles with family relation-
ships; hanging out just for fun), and financial (i.e.,
lending several hundred dollars in an emergency)
support.

For each of the four support domains, ini-
tial scales were constructed for acquaintance friend,
household, and relative support, resulting in a total
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of 16 scales. The maximum score for each scale is
the product of the number of questionnaire items in
the support domain, either one or two, and the max-
imum number of persons listed in the relationship,
six for household and five for the other three rela-
tionships. For example, if a participant indicated that
three friends were potential providers of emotional
support for both “troubles with family relationships”
and “hanging out just for fun,” and a fourth friend
was available only for “hanging out,” that participant
would receive a score of 7 out of a possible 10 on the
Friend Emotional Support scale. If another partici-
pant reported that only two friends were available for
“hanging out,” and had no friends that were poten-
tial providers of help with “family relationships,” he
would receive a score of 2 out of a possible 10 on the
same scale. Since there was variation in the number
of items included in each support domain, as well as
the number of ties in each type of relationship, the
summary scores were standardized as proportions.
A score of 1.0 indicates that the participant listed
the maximum amount of perceived support in each
domain.

To assess the validity of including 16 separate
social support scales in the analysis, we performed a
principle components analysis to verify that the mea-
sured dimensions of social support were in fact dis-
tinct within the study population. Results indicated
that a single underlying factor explained 37% of the
variance across the 16 scales at Round 1 and 36%
at Round 3 (eigenvalues = 5.995 and 5.778, respec-
tively). Factor loadings ranged from .439 to.774. at
Round 1 and from .401 to .770 at Round 3. Since the
scales consistently loaded on a single factor at both
Round 1 and Round 3, we combined the 16 scales
into a single Social Support Scale (alpha = .89 at
Round 1; alpha = .87 at Round 3). For ease of the
interpretation in the logistic regression models, we
then dichotomized the Social Support Scale. A score
at or below the 50th percentile is considered low, and
a score above the 50th percentile (3.0 out of a possi-
ble 16.0) is considered high.

Education and income level were excluded from
the multivariate models due to insufficient variance
in the CHAIN sample and lack of correlation with
the dependent variable (results of Chi-square anal-
yses are available from the authors upon request).
Within our study sample, 25% of participants com-
pleted high school. The majority of participants re-
ported income levels at or near the poverty line, and
most received some sort of public assistance at the
time of the interview.

Statistical Analysis

This project employed statistical analyses of
panel data from Rounds 1, 2, and 3 of the CHAIN
study. As described above, we examined the asso-
ciation between social support on use of combina-
tion therapy and the moderating effect of concealing
HIV/AIDS on the expected positive relationship
between social support and use of combination
ART. We implemented two logistic regression mod-
els. Interaction terms indicating high social support
with and without disclosure to friends/acquaintances,
household members, and relatives outside of the
home were added to Model 2. Both models included
Round 1 measures of baseline data including gen-
der, age, race/ethnicity, use of antiretroviral therapy,
social support, and disclosure; Round 2 measures of
health status and quality of medical care; and Round
3 measures of social support and disclosure. Model 2
includes Round 1 and Round 3 interaction terms in-
dicating social support with and without disclosure of
HIV status. In addition, Wald tests were performed
to assess the significance of the Model 2 interactions.

RESULTS

The models below estimate the association be-
tween perceived social support and use of any com-
bination of two or more antiretroviral drug therapies
between 1995 and 1997, including, but not limited to
HAART. Approximately 37% of the study sample
reported use of any antiretroviral therapy at Round 1
of the CHAIN study. Of those, 46 participants (9.6%
of the sample) indicated that they had used a combi-
nation of two or more antiretrovirals. These partic-
ipants likely obtained combination therapy through
participation in clinical trials before these treatments
were widely available. By Round 3, 42% of the study
sample indicated that they used two or more an-
tiretrovirals, including 64 participants who had initi-
ated HAART.

As indicated in Table II, participants reported
fairly low levels of social support at both Rounds
1 and 3 of the CHAIN study. Participants were
most likely to report emotional and information
support from friends, while financial support and
instrumental support were more likely to come from
household members. Across domains, the mean So-
cial Support Scale score was only 3.3 out of a possible
16 at Round 1, and 3.14 at Round 2. At Round 1,
47% of the sample scored at or above 3.0, indicating
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Table II. Results of Logistic Regressions for Participants Who Used Combination Therapy in Round 3 of CHAIN Study (n = 459)

Model 1 Model 2

B SE OR B SE OR

Baseline data
Male −.522 .288 .593 −.526 .295 .591
Age 20–29 −.332 .381 .718 −.346 .395 .707
Age 40–49 .340 .252 1.405 .320 .257 1.377
Age 50+ .939∗ .400 2.556 .924∗ .411 2.518
Black −.677∗ .320 .508 −.721∗ .329 .486
Latino −.142 .334 .868 −.245 .341 .783
MSM .166 .324 1.180 .136 .334 1.145
ARV, Round 1 1.330∗∗∗ .229 3.779 1.287∗∗∗ .237 3.623
High social support .120 .232 1.127 .116 .289 1.124
Concealed HIV within household −.259 .317 .772 −.204 .421 .815
Concealed HIV from all relatives outside household .128 .687 1.137 .224 .391 1.251
Concealed HIV from all friends and acquaintances

outside household
−.542 .375 .582 −.770 .434 .463

Round 2 health status
Mental health functioning −.003 .011 .997 −.006 .012 .994
Physical health functioning .021 .012 1.021 .025

∗
.012 1.026

Receives NYS appropriate medical care .399 .249 1.490 .422 .256 1.524
T-cell −.293∗∗∗ .080 .746 −.311∗∗∗ .082 .733

Round 3 social support and disclosure
High social support .309 .240 1.362 .722∗ .288 2.058
Concealed HIV within household .145 .338 1.156 .636 .426 1.889
Concealed HIV from all relatives outside household −.105 .354 .766 .014 .428 1.014
Concealed HIV from all friends and acquaintances

outside household
.059 .352 1.061 .645 .408 1.907

Problem drug user −.666∗∗∗ .243 .514 −.704∗∗ .249 .495

Interactions
Social support∗concealed within household, R1 −.034 .608 .966
Social support∗concealed from relatives, R1 −.594 .604 .325
Social support∗concealed from friends, R1 .835 .794 2.305
Social support∗concealed within household, R3 −1.383∗ .699 .251
Social support∗concealed from relatives, R3 −.062 .648 .940
Social support∗concealed from friends, R3 −2.339∗ .921 .096

Constant −.344 .714 .709 −.468 .736 .627
−2 Log likelihood 519.819 505.546
Step Chi-square (df) 101.353(21)∗∗∗ 14.273(6)∗
Model Chi-square (df) 101.353(21)∗∗∗ 115.626(27)∗∗∗

∗p ≤ .05. ∗∗p ≤ .01. ∗∗∗p ≤ .001, (two-tailed tests).

relatively high social support, and 48% scored at or
above 3.0 at Round 3.

The frequency of disclosure varied somewhat by
relationship to the study participant. At the study
baseline, 14% of participants concealed their HIV
status from all friends and acquaintances outside of
the household. At Round 1, 18% of the study sam-
ple concealed their HIV status within the household,
and 14% concealed within their household at Round
3. Twenty-two percent concealed from all relatives
outside the household at Round 1, and 17% con-
cealed at Round 3. Finally, 14% of participants said
that they concealed their HIV status from all friends,

neighbors, acquaintances, and coworkers outside the
household at Round 1, while 13% concealed from all
friends and acquaintances at Round 3.

The logistic regression models presented in
Table II suggest that the positive association of
social support on participants’ use of combination
therapy is contingent on disclosing one’s HIV status
to network members. As shown in Table II, Model
1, which does not specify interaction terms, does not
show a statistically significant association between
High Social Support at Round 1 or Round 3 and
combination therapy at Round 3. Addition of the in-
teraction terms to Model 1 significantly improves its
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predictive value, step X2 (df = 6) = 14.21, p < .05.
The odds ratios associated high support at Round 1
and Round 3 are similar in Model 1, 1.12 and 1.36,
respectively, but the interaction model indicates a
significant cross-sectional association between high
support and use of the medications at Round 3,
but only when HIV status is disclosed within the
household or the friend/acquaintance network. To
interpret the interaction effect, it is necessary to mul-
tiply the odds ratios associated with social support
and the appropriate interaction term. For those who
disclosed within the household, social support is
associated with a 200% increase in the odds of
using combination therapy. For those who conceal
their status from at least one household member,
high social support is actually associated with a
48% decline in the odds of treatment. Concealing
one’s HIV status from one’s entire network of
friends and acquaintances similarly moderates the
positive association between support and treat-
ment that is present among those who disclose
their HIV. For those who conceal, from friend
networks, high social support is associated with
an 80% decline in odds of initiating combination
therapy. Wald tests showed that the coefficients
associated with the social support∗household
conceal and social support∗friend/acquaintance
conceal interactions were significant, X2

(df = 2) = 7.79 and X2 (df = 2) = 10.47,
respectively.

Figures 1 and 2 illustrate the change in the
association between social support and treatment
when HIV is concealed from friends/acquaintances
or within the household. In these figures, the regres-
sion equations are used to estimate the predicted
probability of use of antiretrovirals for concealers
and disclosers. Predicted probabilities were derived
by setting the other covariates in the model to their
mean value. Among those who disclose their HIV
status within their friend/acquaintance networks, our
logistic regression model predicts that the average
odds of using combination therapy are .38 for those
with low social support (n = 194) and .46 for those
who perceive high social support (n = 204). Among
the much smaller group of participants who con-
cealed their HIV from all friends and acquaintances,
odds of using combination therapy were higher when
social support was low. For those with low support
(n = 43), the average odds of treatment were
.44, compared to .13 among those who maintained

Fig. 1. Mean predicted odds of initiating combination therapy. By
disclosure to friend networks.

high social support while concealing their HIV
(n = 16).

As shown in Fig. 2, this pattern was repeated
when we compared the patterns of social support
and odds of treatment between those who con-
cealed from a household member and those who did
not.

For those who did not conceal their HIV from
any household members, the mean odds of treatment
were .37 among those with low support (n = 195),
compared to .46 among those with high support
(n = 198). The pattern was reversed among those
who concealed their HIV at home. In this case, the
model predicts that the average odds of treatment are
.52 for those with low support (n = 42), compared to

Fig. 2. Mean predicted odds of initiating combination therapy. By
disclosure to household members.
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only .21 for those who continue to rely on household
support while concealing HIV (n = 22).

Although social support at Round 3 (contin-
gent on disclosure to friends or household mem-
bers) was among the strongest predictors of combi-
nation therapy in the model, the largest effect size
was use of any antiretrovirals at Round 1 (OR =
3.6), followed by age. Participants aged 50 and older
were 2.5 times as likely to report combination ther-
apy as those aged 30–39. Self-reported problem drug
use (OR = .50) and black race/ethnicity (OR = .49)
were negatively associated with the treatment. As
expected, participants with lower T-cell counts at
Round 2 were more likely than others to use com-
bination therapy at Round 3, controlling for other
factors.

DISCUSSION

Our findings offer evidence that, within the con-
text of a stigmatized disease, the generally expected
positive influence of social support is not necessar-
ily associated with improved treatment outcomes. In
fact, social support was negatively associated with
use of combination therapy when HIV status was
concealed within the household or from networks of
friends and acquaintances. We posit that initiating
an unfamiliar treatment that has potentially visible
side effects and requires storage of medication in the
home would increase risk of HIV/AIDS disclosure.
If one is actively concealing their HIV/AIDS status
while maintaining network ties, such a risk becomes
a barrier to treatment.

The longitudinal design of the CHAIN study im-
proves our ability to model the net associations be-
tween perceived support and concealing HIV on ini-
tiation of treatment over time. We observed that the
joint influence of perceived social support and dis-
closing HIV status to network members was cross-
sectional, with Round 3 support associated with
Round 3 treatment, but the nature of participants’
social connections and perceived availability of sup-
port are assumed to precede treatment. We do not
expect that perceived social support and decisions to
conceal HIV are determined by starting a regimen of
combination therapy. Exogenous influences on social
support and disclosure are controlled by including
baseline measures of perceived support and disclo-
sure to friends, household members, and relatives at
Round 1, as well as health status at Round 2.

These results may not be generalizable beyond
New York City, where there is a relatively high

prevalence of HIV/AIDS, good access to services,
and a large, open and supportive community of
PLWHs. In New York City, we found that the ob-
served moderating effects of concealing HIV were
similar across race, gender, and sexual orientation.
However, it is the case that MSMs are less likely
to conceal their HIV status than women or other
men. It is likely that rates of concealing HIV/AIDS
are lower in New York City than other regions, but
the general principles of our findings and their sta-
tistical significance should maintain in other regions.
Note that Fife and Wright (2000) found a similar
negative association between social support health
outcomes within stigmatized populations living with
HIV/AIDS or cancer in the Midwest. Concealing
one’s HIV status may have an even more promi-
nent effect on treatment in an environment where
HIV/AIDS is less prevalent.

The social network variables available for this
study have two general limitations, but these do not
substantially impact the reliability or validity of the
analysis. First, the CHAIN social network questions
are “ego-centered,” meaning that potential support-
ers were not followed up to verify their relationships
to the participants. In marginalized populations such
as this study’s target group, bounded groups can
be nearly impossible to identify and recruit into
a study. For these reasons, egocentric data are
actually preferable to complete network data in
such populations, because sample size is increased
(Cunningham et al., 1998; Ennett et al., 1999). Sec-
ond, the participants were limited in the number
of names they could supply. This data collection
strategy, known as “fixed choice,” introduces mea-
surement error into the analysis, as it restricts the
nomination process—and imposes a ceiling on net-
work size (Wasserman and Faust, 1994). However,
we would only consider this to be a flaw in the study
design if a substantial proportion of participants had
listed the maximum number of network members at
Rounds 1 and 3. Of the 459 participants included
in the study, only 10% listed more than 15 network
members, and only 1 participant listed 21 network
members.

Wright and Fife (1999) proposed three theoret-
ical possibilities for the influence of social support
and stigma on “adjustment to serious illness” (i.e.,
social support and stigma have independent effects,
social support buffers the negative effects of stigma,
and stigma influences the social support available).
Consistent with Fife and Wright (2000), our find-
ings suggest that the effects of stigma and social sup-
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port interact. Our findings suggest that while social
support is associated with higher rates of treatment,
the effect of concealing status on use of medication
is not independently meaningful. Rather, concealing
HIV moderates the influence of social support on the
odds of using appropriate medication. Continuing ef-
forts to reduce the stigma surrounding a diagnosis of
HIV/AIDS are critical, as concealing status is among
the most common strategies used to manage HIV
stigma and can present a serious barrier to adequate
medical treatment.

Our findings reinforce the need for our re-
search to carefully consider contextual effects when
we study the impact of social support of health out-
comes. Within marginalized populations living with
HIV, the best sources of support are likely contained
in weaker tie relationships that lie beyond the net-
work core. Among gay men in particular, even emo-
tionally supportive roles traditionally occupied by
family members are taken on by friend networks
(Bartelli, 2000). Identification of social mechanisms
through which social support networks reduce mor-
bidity is critical to the design and implementation of
social interventions targeted to disconnected popu-
lations. We need to understand how social supports
can be effectively integrated into systems of care for
HIV/AIDS populations, as their social networks are
uniquely affected by declining health status, poor ac-
cess to health resources, and high rates of risky health
behavior.

Future research should investigate specific pop-
ulations within which concealing HIV status from
support network members significantly impedes
treatment. Personal acceptance of one’s identity and
talking to family members about AIDS is positively
correlated with support (Johnston et al., 1995). The
prevalence of stigmatizing social processes of rejec-
tion, discrimination, and isolation in particular cul-
tural contexts should also be the focus of future re-
search. When providing case management services to
individuals with HIV/AIDS, medical and social ser-
vice providers must take the extra step to review the
client’s social environment to determine the poten-
tial positive or negative influence of one’s social net-
works on use of available treatment.
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