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Abstract
Title of Dissertation: Socio-demographic Factorscidl Supports, and Quality of Life
among People Living with HIV/AIDS in Ghana.
Tina Abrefa-Gyan, Doctor of Philosophy, 2014
Dissertation Directed by: (Drs. Llewellyn Cornelid&ofessor, and Joshua N.
Okundaye, Associate Professor, School of SocialkjVor
This study aimed to determine whether quality f&f éind social support differ by
socio-demographic factors and whether socio-denpbggacharacteristics and social
support are associated with quality of life in widuals diagnosed with HIV/AIDS in
Ghana. This study utilized concepts from the irgtetisn domains of social capital,
social network, and social support theories. Usirngoss sectional design, survey
data were collected from 300 participants selebtsghuse they attend support groups
meetings, are a convenient sample, and also hgegierce in participating in
research studies. The Medical Outcome Studies (M@P®)Health Survey and the
MOS Social Support Survey (MOS-SSS) instrumenteweed to assess quality of
life and social support respectively. A demograghiestionnaire developed by this
researcher was also used to gather demographitiafmn about the respondents.
The study used independent santgiests to determine possible differences in quality
of life and social supports among individuals asrescio-demographic factors,
Multiple regression was used to determine if sa@oiographic factors moderated
the relationship between social support and quefitife, and to also identify factors
associated with quality of life. Social support viégher for men, married
individuals, and those with more than 12 yearsdofcation while the reports on
quality of life was higher for men. There was aipes association between overall

social support and overall quality of life£ .51). Sex contributed most to quality of



life. Males reported poorer quality of life at I@@cial support but better quality of

life at higher social support. Females, on the rofiaed reported lower quality of life
compared to the males but their reports of qualityfe were approximately the same
at both low and high social support. Similarly,s8avho have children reported
slightly better quality of life than those who detmave children but these two groups
reported about the same quality of life at highi@mupport. Overall, the findings
from this study indicate that the combination afisedemographic factors and social
support related to quality of life. Implicationsthie findings for practice, research,

and policy in Ghana were discussed.
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CHAPTER 1
Background, Significance, and Literature Review

In this chapter, the setting, significance of shely, and the prior literature on
the topic of enquiry will be discussed.
Overview of the Political Climate Affecting Healthand Policy in Ghana

The Republic of Ghana is a West African countrydeoed by Cote d’Ivoire to
the west, Burkina Faso to the north, Togo to ttst, @and the Gulf of Guinea and
Atlantic Ocean to the south (Central IntelligenageAcy [CIA], 2013). Being the
first in Africa to gain independence in 1957 fromitBh rule, Ghana enjoys a
constitutional democratic system of political ruded it is currently a stable economic
and political economy (Ansong, 2009; CIA, 2012)naB@a has a unitary system of
governance whereby the central government possessesauthority and decision-
making power than the local governing bodies. Gitteat Ghana is a low-resource
country and is committed to eradicating poverty angroving the health of its
people, there are policies in place for the poardisadvantaged population. One of
the main goals of these poverty policies is to inprthe health of the poor.

As part of its effort to eradicate poverty amorsgeihtire population the
government of Ghana has mobilized each of the 28rgonent departments

(ministries) to pursue the poverty reduction goal of the goreent. For example,

1Ministry of Education and Sports; Ministry of EngrdMinistry of Food and Agriculture; Ministry of
Communication and Technology; Ministry of Defenktnistry of Environment and Science; Ministry
of Finance and Economic Planning; Ministry of FgreAffairs; Ministry of Health; Ministry of
Information; Ministry of Interior; Ministry of Juite and Attorney General's Department; Ministry of
Lands, Forestry, and Mines Ministry of Local Govaent and Rural Development; Ministry of
Manpower, Youth and Employment; Ministry of Parlemary Affairs; Ministry of Private Sector

Development and President’s Special Initiative jPBlinistry of Regional Cooperation and NEPAD



the Ministry of Manpower, Youth, and Employment (M®) has a vision of
eradicating poverty and promoting employment araasantegration through a
sustainable means while ensuring overall natiomeibseconomic growth and
development (MMYE, 2007). Other ministries suctiresDepartment of Education
seek to reduce poverty by providing particularlyadivantaged, vulnerable,
Ghanaians the quality education that fosters pssive socio-economic development
and growth in the country (GhanaWeb, 2010). Siryildhe Ministry of Energy
ensures the provision of reliable source of ensggyices to the private and public
sectors in an environmentally sustainable mannensuire the achievement of its
health promotion and poverty reduction goals (Ghéela, 2010).
Prevalence of Poverty in Ghana

Ghana is rich in natural resources and has roughée the per capita output
of some poorer African countries, but the coungrgtill dependent on aid from
multinational institutions and some developed amdiie-income countries for
financial and technical support (CIA, 2010). Aatiog to the CIA (2013), Ghana
consulted with the International Monetary Fund (I\N#Rd entered into a three-year
Poverty Reduction and Growth program with this aigation to improve
macroeconomic stability, private sector competite®s, human resource
development, and good governance and civic respditsi“Sound macro-economic
management along with higher prices for oil, gaid,acocoa helped sustain high
GDP growth in 2008-2012, despite the general slowdim the global economy

during that same time period” (CIA, 2013). Currgnthe nation’s major sources of

(MRCN); Ministry of Road Transport; Ministry of Tagm and Modernization of the Capital City;
Ministry Of Trade and Industry; Ministry of WomenaChildren's Affairs; and Ministry of Works

and Housing.



foreign exchange include gold and cocoa produc®well as individual remittances
(CIA, 2013). According to a United Nations (UN)fidétion, an individual or a
family living on $1.25 US or less per day livesaipsolute poverty (United Nations
Department of Economic and Social [DESA], 2010; Wafision Ghana, 2012). An
estimated 40% of Ghana’s population of about 2%onil lived in poverty in 2000
(Ghana Living Standards Survey [GLSS 2000], aglditesGhana Districts, 2010).
These citizens are able to meet their basic noiali needs, but cannot afford certain
essential needs such as health, shelter, clotamjeducation (Ghana Districts,
2010). As of 2007, an estimated 28.5% of the pdjmrigabout 6,936 853) lived
below the poverty line (Briefing Paper, 2009; C2913). According to the Briefing
Paper (2009), 18% of the citizens of Ghana livextteme poverty. This population
who live in extreme poverty constitute an estim&8d, 000 households who are
unable to meet the cost of basic health care asid fzod needs or nutritional
requirements. In the capital city of Accra, whéems study was conducted, poverty
levels are only two percent, while the rural aregserience 70 percent level of
poverty (World Vision Ghana, 2012). However, andatievidence suggests that
majority of the People Living with HIV/AIDS (PLWAIjve in poverty.
Poverty Policies in Ghana

In Ghana, there are poverty policies guiding tbei& Protection Programs
which influence policy in a way that enables pesslving in poverty, extreme
poverty, and with vulnerabilities to become effeetplayers in the socio-economic
development of the global economy (Ghana Distr@4,0). Owing to the goal of
eradicating poverty globally, “the Government ofg®h’s vision of a National Social
Protection Strategy (NSPS) is the creation of @&sp which the citizenry are duly

empowered with the capacity to realize their rigind responsibilities to manage



social, economic, political, and cultural shocksci@l Protection interventions will
afford persons in extreme poverty the capacityotaribute to economic growth
within the framework of the Ghana Growth and Pov&#duction Strategy Il (GPRS
[I. 2006-2009) (Ghana Districts, 2010). Anothealof the Social Protection
Program is to assist beneficiaries to overcomeasoieks like unemployment,
sickness, disability, and old age.
History of Social Protection

There are two phases in the history of the dewvedy of the Social
Protection Programs; the informal and the formaies. The informal stage refers to
the traditional means that Ghanaians use to safédi@ir income, while the formal
phase emerged after the government developed fanteaventions to serve as safety
nets for citizens in times of health and socio-@toit vulnerabilities.
Informal Social Protection

In the past, Ghanaian residents derived informpert systems from
relatives, remittances to credit organizaticsiss), and faith-based networks (e.g.,
membership in churches, religious fellowships,)g®riefing Paper, 2009). Itis
possible that this informal system, though effegtiwas not reliable. This is because
these support systems were developed based oalailmjilof resources with
sympathetic kinsmen, trustworthiness of the suslectors, and the resourcefulness
of the faith-based networks. Perhaps, people vanwecfrom poorer family
backgrounds, or did not have the means to remibpggtion of their employment
income to credit organizations, or were not membéfaith-based organizations did
not have informal social protection in times ofrnerability and extreme poverty.
Even those who remitted incomes to credit orgamnatand anticipated receiving

support during a period of social risk like a suddéesability may not have benefited



from these informal sources of social protectioregithat these forms of trust-based
support systems were unreliable. Thus, regardiagtisu system, the susu collector
could embezzle funds or disappear with memberdrifrtions without necessarily
facing punitive actions. Moreover, these informmechanisms have diminished in
form and scope due to urbanization and demograghtainges (Briefing Paper, 2009).
With increasing trends in urbanization and demadgi@aphanges caused by migration
of people from different parts of the country tbam centers to explore economic
opportunities, the fabric of trust among peopledgedly disappeared as people found
it difficult to trust “strangers.” Therefore, tleewas the need for the government to
legislate policies that ensured more organizeané&bisources of social protection in
times of health vulnerabilities and financial case

Formal Social Protection

After World War 11, the government of Ghana intueed the pension scheme
to help public servants and formal private worlsafeguard themselves against
vulnerabilities and risks (Briefing Paper, 2008Jowever, only an estimated 10% are
covered under this social security program (Brigfaper, 2009). Given that this
program is not universal, the remainder of the jatpan in the informal labor force
may not have any reliable source of social prodecthechanisms to support them in
times of need.

In addition to the pension scheme, a broader, cehgorsive social protection
mechanism has been developed to address povenyligple levels (Briefing Paper,
2009). The recently developed social protectimygmms are universal interventions
developed and administered in fulfillment of thelshnium Development Goals
(MDGs) regarding health, education, child poveatyd gender equality (MMYE,

2007). These policies include the National Hehiturance Scheme (NHIS) in 2003,



Education Capitation Grants to schools from 200862@nd the School Feeding
Program in 2004, (Briefing Paper, 2009). Otheri&8qwotection programs include
the National Pensions Act 766 of 2008, the PilastCaransfer Program, Public
Works Program, and the Livelihood Empowerment Agaikoverty (LEAP). Yet,
implementing these policies in full force is stihderway (Mensah, Oppong, &
Schmidt, 2009). The Social Protection Programsléagktreme poverty by
redistributing income, lessening risk, and prowvidiasources to extremely poor
households who are susceptible to the tendenagsofting to adverse coping (e.g.,
removing children from school in times of finanataises, extreme hunger
experienced by pregnant/lactating women living idiN/AIDS, etc.).

The National Health Insurance Scheme (NHIS), 2003

During the early post-independence era, Ghana gedviree universal
medical services to her citizens, but the early0$3aw economic hardships due to
falling cocoa exports, failed economic policies dngh inflation rates, declining
health infrastructure, and the brain-drain of Hea#re professionals, (migration of
Ghanaian-trained health care workers to other cmsibecause of a better promise of
economic security), making it impossible for thesgimment to continue
implementing this health policy (Mensah, 2006).

Following the mandates of the IMF and World Bank+sgored Structural
Adjustment Programs, the government implementessarecovery scheme (or fee
for service cash and-carry system) (Mensah Oppomguiteng, & Frempah-Yeboabh,
2006). According to Oppong (2001) the cost of tieahre services became
unaffordable for the poor and this resulted in ase&aing health indicators.
Therefore, the poor resorted to either self-mettioatr delaying medical treatment

until the health condition deteriorated to neartdexperiences, or to alternative



medical treatments from traditional unregulatedsaehealers (with often disastrous
consequences and high mortality rates), spiritisaleand mobile drug vendors
(Oppong, 2001). To mitigate the harsh consequeoicé® cash-and-carry system
and to replace it with a better policy, to increbhealth care access to the poor, and to
improve quality of life, the government launcheNational Health Insurance Scheme
(NHIS) in 2003. Diseases covered under this schdmmot include HIV/AIDS
(Mensah et al., 2009), although the NHIS insuré% 9% the common health
problems (which include malaria, diarrhea, uppepimtory tract infections, skin
diseases, hypertension, asthma, and diabetes) é®hiaistry of Health, 2004a and
2004b). Given that the NHIS does not cover thdtheare costs for HIV/AIDS
treatment, the persons living with HIV/AIDS stritterough their own individual
endeavors to receive enough social support (suoredgation, material goods,
information about the disease, etc.) to help imeriheir QoL. However, international
funding from the U.S. President’'s Emergency PlarAi®S Relief (PEPFAR),
United States Agency for International Developm@&8AID), the World Health
Organization (WHO) and the Joint United NationsgPamnme on HIV/AIDS
(UNAIDS) and many developed countries either phytiar fully sponsor HIV clinics
in selected countries to enable these clinics toige HIV/AIDS medication and
some other supportive services to those living WithS (NAP+, Ghana, 2010).
How do these Socio-political Issues Relate to HIVIRS at the Global Levels and
in Ghana?

In 2003, the World Health Organization (WHO) and @wint United Nations
Programme on HIV/AIDS (UNAIDS) launched the “3 bysirategy in December
2003, with the goal of helping low-and middle-ina@eountries provide HIV/AIDS

treatment to 3 million people by the end of 2005R@port on “3 by 5,” 2006). The



report indicated that although this goal was nbiexed on time, over 1.3million (a
jump from about 400,000-500,000 in 2003) peopl®imand middle-income
countries were receiving treatment by 2005. Foffigeal years 2010-2014, the more
recent efforts by PEPFAR (PEPFAR, 2014) among stlaee to:

e “Support the prevention of more than 12 million neW infections;

e Ensure that every partner country with a generdlegggdemic has both 80%
coverage of testing for pregnant women at the natitevel, and 85%
coverage of antiretroviral drug (ARV) prophylaxisdatreatment, as indicated,
of women found to be HIV-infected,;

e Provide direct support for more than 4 million pkeopn treatment, more than
doubling the number of people directly supportedreatment during the first
five years of PEPFAR,;

e Support care for more than 12 million people, idahg 5 million orphans and
vulnerable children (OVCs); and

e Ensure that in every partner country with a Pasimer Framework, each
country will change policies to addrdse larger structural conditions, such as
gender-based violence, stigma, or low male partn@ivement, which
contribute to the spread of the epidemic.”

So what does this treatment strategy mean in Ghan@Rana, anecdotal
evidence suggests that many people still do nat leagy access to HIV treatment due
to high unemployment and low-income rates amorgygbpulation, and as a result,
they are unable to afford transportation to the ldiMics, make co-payment for the
medications, and acquire other food and medicaimplement, (NAP+ Ghana,
2013). Thus, even though access to Antiretrovirahtment (ART) for HIV/AIDS

has increased at the global level, the percepfithose living with HIV/AIDS in



Ghana is somewhat different. Looking at theseeissbrough a Ghanaian
contemporary lens, having access to ART is stibf@matic for most persons living
with HIV/AIDS in Ghana. A 2013 estimate of ART @rage for PLWA eligible for
ART indicated that from 2010-2012 not all PLWA wheeded ART were able to
access the treatment (PEPFAR Ghana OperationaRe&part FY 2013). The report
revealed that in 2010, 41% of the 94,971 adultgldé for ART received this
treatment. The subsequent years saw annual inctennelmoth the number of adults
eligible for ARTs and the percentage of them wtaeneed the treatment. Fifty two
percent (52%) of the 96,584 and 60% of the 99,@R2ts eligible for ARTs did
access the treatment in 2011 and 2012 respectively.
Introduction to the Setting and Relevant Terminolog in this Study Area
HIV/AIDS is a major public health problem in coues with low resources
such as Ghana. Even though HIV/AIDS is a disdasedttacks people regardless of
their social position or class, this study will ggenpeople of lower socio-economic
status in Ghana who attend support group meetmgsgrove their chances of
accessing more resources by virtue of their merhigems these groups in order to
improve their quality of life. This sample is chasmainly because it is a convenience
sample, the respondents are mobilized, active, Iialy to participate, and the
organization was willing to partner with this resgeer on the study and helped to
reach a vulnerable and stigmatized populationdtiarwise might be very difficult to
access. Therefore, this study aims at examiniagntipact of socio-demographic
factors and social support on the lives of peaplad with HIV/AIDS. A brief
review of some terms and concepts will introducgouthie setting and population of

interest: HIV/AIDS in Ghana.



Developing Countries.

According to The World Bank, Ghana, which is tham@untry of interest in
this study, is categorized as a developing cou2®t1). Using the Gross National
Income (GNI) per capita calculation, The World Batkssified countries as
developing, low income (GNI of $1,005 or less), &mder middle income (GNI of
$1,006-$3,975) as of July 1, 2011 (The World B&tk,1). Ghana has a GNI of
$1,320 (World Health Organization [WHO], 2011), ghds a developing country
because it has relatively low resources that cameatt the material demands of its
population (see Appendix A for the list of some eleping countries in Africa).

Data on Life Expectancy in Developing Countries (Uderlying Causes of
Death).

Infant and child mortality rates are often usednagor determinants of a
country’s socio-economic situation and health (Sgamfi et al., 2009 for infant and
child mortality issues in Ghana). The underlyiagiges of death among children are
malnutrition and diseases such as measles and HD&AGlobal Health Council,
2011). In Ghana, “the under-five mortality rate @&sed from 111 per 1,000 live
births for the period 0-4 years preceding the 2008ey data gathering to 80 per
1,000 during the same period prior to the 2008eyirGyamfi et al, 2009, p. xxiv).

According to Gyamfi et al. (2009, as reported kg Hational Population
Council [NPC, 1994]), the life expectancy in Ghamd 994 was 58 years and it was
projected to increase to 65 years by 2010, an@ tgedrs by 2020 (See Appendix H
for health statistics and health information syse@hGhana). Currently, the
estimated life expectancy at birth for Ghanaiarébi82 years (62.99 years for males
and female: 67.71 years for females) (CIA, 201Ggneral causes of deaths among

children, women, and men include malnutrition, malalruberculosis (TB), and

10



HIV/AIDS (Global Health Council, 2011). In the ye2009 alone, it was estimated
by the CIA (2013) that 18,000 Ghanaians died asalt of HIV/AIDS.

Human Immunodeficiency Virus (HIV).

The HIV virus was first detected among a groupayf men in 1981 in the US
(Avert, 2009, Gyamfi et al., 2009). In Ghana, HiMs first detected in 1986, and it is
mainly transmitted through heterosexual means farilV positive partner to a
partner whose HIV status is negative (Gyamfi et20109). The HIV is a virus that is
transmitted through having unprotected sex (sekawit a condom) with someone
who has HIV and also through other modes of H\sitransmission (CDC, 2011;
Barnett &Whiteside, 1999). According to the CD®12), other modes of HIV virus
transmission include sharing of a needle amongiioje drugs users (intravenous
drug use), from HIV positive mother to infant, @naim a blood transfusion. Upon
contact with body fluids, HIV attacks the body’snmane system (the body's defense
against infection) and increases a person’s riskfettion of diseases. Without
treatment, the immune system of most people infleafth HIV will be severely
compromised.

CD4+ T Cells (T-helper CD4 Cell) Count.

When the human body fluids come into contact with 1V, this virus
attacks the cells in the body’s immune system ddhe CD4+ T cells or T-helper
CD4 cells (CDC, 2011). According to the CDC, thesls are responsible for
keeping the body immune to diseases and infectiimstefore, when the HIV attacks
the CD4 cells and the CD4 cell count falls as alted this attack, this is an
indication that the immune system is not workindl\aad that the individual has

become prone to other diseases such as opportunigictions like TB. Preferably,
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the CD4 cell counts in someone with a healthy imensystem range from 500 to
1,800 per cubic millimeter of blood (CDC, 2011).

People Living with AIDS.

When an individual’'s CD4 cell count gets below 2080 cubic millimeter of
blood, AIDS is diagnosed (CDC, 2011). Alternatiyevhen CD4 cell count is over
200, AIDS can be diagnosed if the individual ha¥ ldhd certain opportunistic
diseases such as tuberculosis or PneumocystisiiGamgumonia (PCP) are present
(CDC, 2011). In this study, people who are diagaosith HIV/AIDS are referred to
as People Living With AIDS (PLWA). According todlCIA, the 2009 estimates
indicate that 260,000 Ghanaians live with HIV/AIR&h an adult prevalence rate of
1.8%

HIV Viral Load.

HIV viral load blood test is a test that measuhesamount of active HIV in
the blood. According to the CDC Morbidity and Madity Weekly Report (MMWR)
(2001), “monitoring human immunodeficiency virupéyl (HIV-1) ribonucleic acid
levels (also known as HIV viral load) has becomegdtandard of care for monitoring
response to therapy in HIV-infected patients. ddgtby CDC MMWR (2001) on the
clinical and behavioral characteristics of adutsetiving medical care for HIV found
the following categories of viral load among thedst participants: undetectable,
detectable but <5,000 copies/mL, 5,000-100,000as3piL, and >100,000
copies/mL. The higher the value of the viral loast tresults, the more active HIV is
present (CDC MMWR, 2001).

Anti Retroviral Therapy/Treatment (ART).

ARTs are a combination of medicines used to stepeproduction of HIV

virus and help HIV-infected persons to maintainéoJevels of viral loads-at
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undetectable levels (CDC, 2011). Despite the derued effectiveness of ARTS,
there have been controversies relating to haviogsacto ART. For example, for
years, the South African president Thabo Mbeki tiaesd the safety of and refused
to support what has become ART (Virusmyth Homep&g89). There are also
conspiracy beliefs that ART is genocidal, thus H\'/nanmade, and that those on
ARTSs are merely human guinea pigs for the US gawent research studies (Bogart,
Wagner, Galvan, & Banks, 2010). However, recerdistiin 2010 showed that an
estimated®8% of people at the advanced stage of HIV/AIDSauth Africa in 2007
received ARTs (Statistics South Africa, 2010) whi®, 15%, and 21% had received
the treatment earlier in 2004, 2005, and 2006 @smdy. This increase in the percent
of population served signifies a complete changstitude and the ART program
happens to be of the real success stories giveititisde during President Mbeki's
tenure.

It is also possible that the long term health ootes are different for those on
ART than those who are not. For example, sevéudiess have observed that
individuals on effective ART who achieve long-tesappression of viral load to
undetectable levels may exhibit periodic tempomcyeases in plasma viral load
(CDC, 2011). These are generally small increasesvden approximately 50 and
1000 copies/mL), and are estimated to last fortghemiods (<3 weeks)” (CDC, 2011,
para. 5). It appears that PLWA on ARTs maintaimdoviral loads.

Wealth and HIV.

Whiteside (2002) found that in both developed agewketbping countries, HIV
spreads among people at the margins of societygdbe and the dispossessed. In
Africa where many are poor, the infection rateighkr (Gilbert & Walker, 2002;

Whiteside, 2002). Another key finding in Whitesglstudy was that economic
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growth/decline and stagnation may cause changésticaurage HIV spread. With
equitable growth, there is the potential that peapll become better off and there
will be more resources to combat the disease, wtihonore work need to be done in
this area. In Ghana, household income plays aglivole in one’s ability to access
social support and experience a better qualityfef |

The Demographic and Health Survey Report in 200&ygmfi et al. (2009)
indicates the average annual household income am&ls about GH¢1,217 (USD
$558) while the average per capita income is al@$t400 (USD $184). There are
regional differences with the Greater Accra regecording the highest average per
capita income of GH¢544 (USD$ 250) whilst Upper Waexd Upper East regions had
less than GH¢130 (USD $60). Thus, urban localhis higher per capita income
than rural localities. According to Gyamfi et alréport, the three main sources of
household income in Ghana are income from agricallactivities (35%), wage
income from employment (29%) and income from seipyment (25%), while
remittances constitute less than 10 percent ofdtmid income. The annual estimated
total value of remittances received in Ghana is &H¢571 million (USD $251,179
million) whilst the estimated total annual valuerefittances paid out by households
is GH¢231,344 million (USD 106,121 million) whiclpresents 42 percent of all
remittances received” (Gyamfi et al., p. viii).

The average exchange rate of Ghana cedi to theolls as 2.08 to 1
respectively as of October 2013. In this studynthly income is measured in
(Ghanaian cedis) as a continuous variable with ¢ategories (low income [0-
100.99], middle income [101-500.99], middle upde1-1000.99], and high income
[1001 or more]. Those earning less than 501 aresmwvell off as compared to those

earning 501 or more.
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Extent of HIV in Ghana

The Joint United Nations Program on HIV/AIDS (UNA3D2009) estimates that
260, 000 of the 22.9 million people in Ghana ar¥ Hositive, representing less than
3% of the total population. Though HIV prevalemate dropped from 3.6% in 2003
(395, 000 adults between ages 15-49 years infeatbdhe disease) to 2.3% in 2006
and declined to 1.4% in 2012, “the rate is of machcern because according to
UNAIDS and the World Health Organization (WHO), asguntry with infection
rates above 1% is still considered as having argémed epidemic” (National
AIDS/STI Control Programme/Ghana Health Service @AdC, September, 2005, as
cited in Ansah-Koi, 2006 p. 556). To put Ghanal¥ lgrevalence rate into proper
perspective, the adult prevalence rates of othath®on African countries as of 2012
are listed; Lesotho (23.10%), Botswana (23%), Sédtica (17.90%) and Zimbabwe
(14.70%) (CIA, 2013). Given the adult prevalendesan these Southern African
countries, the prevalence rate in Ghana is relgtiosv. In the year 2013, the adult
prevalence rate increased to 1.8% (CIA, 2013} jiassible that the newly added
taxes on condoms, might have contributed to thérsem condom use and the adult
HIV/AIDS prevalence rate has increased as a réSoinmunication with a financial
consultant on social projects in Ghana, Octobe2B8Q3).
The UNAIDS’ 2009 Report further gave the followifagts about HIV/AIDS in
Ghana;
e Adults aged 15 to 49 prevalence rate: 1.9% [1.22%]
e Adults aged 15 and up living with HIV: 250 000 [2Q00 — 280 000]
e Women aged 15 and up living with HIV: 150 000 [XRID — 160 000]
e Children aged 0 to 14 living with HIV: 17 000 [15@- 19 000]

e Deaths due to AIDS: 21 000 [18 000 — 24 000]

15



e Orphanddue to AIDS aged 0 to 17: 160 000 [130 000 — 200} O
The HIV incidence rate has appreciably reduced (@hdealth Service [GHS],
2014). According to the GHS, an estimated 2.6 amilibeople became newly infected
with HIV in 2010, nearly 20 per cent fewer than g& million people infected in
1999. Therefore, it is possible that the prevaderate is going down as a result of the
reduction in the incidence rate. As a result, HINDA related mortality rates have
reduced from 2.1 million in 2004 to 1.8 million2009 (GHS, 2014). These trends
signify, to a large extent, how well the PLWHA &eiving treatment with ARTS.
Statement of Problem and Research Questions

The purpose of this study is to add to the liteatan HIV/AIDS, socio-
demographic characteristics, social support, and @& LWA with a special
reference to one developing country: Ghana. Pusvstudies have employed
gualitative and purely descriptive methodologiedrawing conclusions about the
correlation between the variables (Booysen, 20@tyBen & Summerton, 2002;
Tladi, 2006). A preliminary step in understandihg socio-demographic factors and
their relationship with the disease in developingrdries is dependent on empirical
outcomes that are based on psychometrically andtiggiia/ely sound analytical
framework.

Specific Aim 1:
The first aim of this study relates to identifyispgecific socio-demographic
characteristics as well as understanding the rfod@@al support of those diagnosed
with HIV/AIDS in influencing quality of life. Witlout an understanding of what is

likely to enhance the functioning of this populatid is impossible to determine

2 According to the Department of Social Welfare ina@a in 2005 (as cited in World Education, 2006,
p. 11), “Any person below the age of eighteen (#3rs who has lost one or both parents and is
exposed to moral, physical and psychological dangex result of neglect and/or abuse or incapacity
whether or not a parent is alive.”
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which of the variables may be targeted to imprdw@rtwell-being. Given that one
cannot change static variables like sex and mat#als, findings from this study will
likely help to identify subgroups in the populatiith lower quality of life that can
receive treatment to help improve their qualityifef
Therefore, the first set of research questions i®kows:
1. Is there an association between overall social@tigmd quality of life?
2. What demographic factors and subdimensions of ksgports contribute the
most to quality of life among individuals diagnoseith HIV/AIDS?
3. Will socio-demographic factors moderate the retatfop between social supports
and quality of life?
4. Are both socio-demographic factors and social suppof individuals with
HIV/AIDS associated with their quality of life?
Specific Aim 2:
The second aim of this study is to understand diffees in the receipt of
social support and QoL in relation to socio-dempbre characteristics of those
living with HIV/AIDS in Ghana. Is there any evidemof differences in the receipt of
social support and QoL between males and femadegdsed with HIV/AIDS? Are
those individuals who are married more likely toei@e more social support or score
higher in QoL ratings compared to those who areamied? Is the level of education
and employment status likely to play any role iesth differences? Answers to these
relevant questions are important to know in devielpgountries because of their
implications for policy and better health and méhtalth outcomes of those
diagnosed with HIV/AIDS. Therefore, the secondafaesearch questions for this

study is as follows:
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5. Do social supports and quality of life among indivéls diagnosed with
HIV/AIDS differ by socio-demographic factors?
5a.lIs social support the same across socio-demogrégttiars?
5b.Is quality of life the same across socio-demografdctors?

Although no known cure has been found for HIV/AIREe nature of the
disease suggests that a comprehensive understasfdimgrole of socio-demographic
factors and social support in the quality of lifdltee PLWA is necessary before an
effective intervention can be prescribed, even gihdaillions of dollars are being
spent in Africa on HIV/AIDS education and preventjgrograms and treatment
(Ghana AIDS Commission [GAC], 2010). This compmetiee knowledge is needed
because findings continue to suggest that an utadhelisg of the socio-demographic
and social support determinants of the diseaseitaldor prevention and intervention
(Barnett & Whiteside, 1999; Bloom & Mahal, 1997; iéside, 2002), despite
tremendous progress that has been made at diagravsinmedically treating the
disease. This study will identify what factors admite the most to quality of life and
will enable practitioners and policy makers to drpractice and policies in ways that
will improve clients’ chances of accessing resosifge., social supports) in order to
further help them improve their quality of life.iv@n that HIV/AIDS is a public
health issue in Ghana, knowledge of these factdrfhi@lp administrators of
HIV/AIDS- related programs and interventions ingeahe delivery of these factors,
if possible, in order of priority. For exampleyegn the cross-sectional nature of the
study, if this study determines that employmeniustébeing employed) and having
tangible social support contribute most to the igpaf life, then this results will be

suggested to policy makers who may choose to infdegolicies in ways that will
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make these factors more readily available to pgrangrs so they deliver these factors

(interventions) to PLWA.
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Literature Search Strategy

The specific criteria for judging an article, giégrature, a book, magazine,
etc. relevant for review is that the study was cmted preferably from 1980 to
present, was conducted in any country, and espeaialeveloping country, and the
study is deemed relevant to the present studyorBeftarting the actual review,
websites of bilateral and multilateral developmanmganizations such as Center for
Disease Control (CDC), World Health OrganizationH®J)), Joint United Nations
Program on HIV/AIDS (UNAIDS), United Nations Eduiatal, Scientific and
Cultural Organizations, and United Nations Headtpray New York websites were
searched for basic definitions and human indiddso, PEPFAR and other domestic
and international non-governmental organizationsbsites were searched for current
facts about the HIV/AIDS epidemic, particularlydeveloping countries. This study
will validate the studies that have examined thati@ship between socio-
demographic factors, social support and QoL amdi\yR.

First, EBSCOhost, Academic Premier, MEDLINE, CINAHLINAHL with
full Text, ERIC, Health Source-Consumer Editionyé®logy and Behavioral
Sciences Collection, Social Work Abstracts SocINDEh Full Text, and
PUBMED searches (1980-2013) were used to idenfistadies addressing the link
between socio-demographic factors with social stg@nd the QoL among PLWA.
Searches were limited to English language but wpen to all countries. Generally,

keywords pertaining to the independent variableewgender”, “socioeconomic

status,” “socioeconomic resources”, “HIV/AIDS”, “perty”, and ‘educational’.

Keywords pertaining to the outcome variable ofriest were “social support”, “social

network,” “social resources” “well being”, “qualigf life,” and “health-related

quality of life.”
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When keywords such as “HIV/AIDS” and “poverty” agdcio-economic
characteristics” were first searched, 400 artielese retrieved. To obtain empirical
outcome studies that examined the predictive aggons between demographic
characteristics, social support, and QoL, seva@dquures were employed. First,
Academic Premier, Social Work Abstracts, Googlediah Socindex, CINAHL,
Medline, PsycINFO, Web of Science, and PUBMED dezsq1980-2013) were used
to identify all studies addressing the link betwsenioeconomic status, social
support, and quality of life among HIV/AIDS affedtpersons. Searches were limited
to English language databases. Some keywordsfikgralentified independently by
this researcher and also through discussion antosi@aithor and the university
librarians, and then expanded to include keyworsisodered in published literature
and through a database thesaurus.

Specifically, keywords pertaining to the indepertdexriables (i.e., socio-

demographic factors) were “gender,” “socioeconost&tus,” “socioeconomic

resources”, “poverty”,

educational status,” “so@oconomic factors,” “income”,

“social status,” “social class,” “marital statusgducation,” and “employment status.”
Other relevant keywords related to independentibsées searched include “social
support,” “social support OR social support netvggtksocial networks OR social
capital OR social status,” and “social influenc&elevant keywords that were used

in searching the outcome variable include “headtlated quality of life, “quality of

life,” “life satisfaction OR quality of life,” “lie satisfaction OR wellbeing,” “well

being,” “psychological wellbeing,” “self esteem AHIV/AIDS,” and “coping.” Other
general keywords to determine other sources ofksapport included “religion OR

spirituality.” Other keywords included “predicti@R correlation OR influence OR
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outcome.” Finally, the keywords combination, “HOR AIDS OR HIV/AIDS, AND
HIV infections” were used to identify studies tisaimpled PLWA.

Last, a hand search of the Journal of Health Garéhe Poor and
Underserved and the American Journal of Public tHdedm 1980-present was
conducted. The archives of Journal of AIDS and IRi&search (which came into
existence in October 2009) were also hand searfonedlevant articles. The
reference sections of all literature retrievedriariew were also hand searched for
potential literature important for inclusion in theview.

Based on the inclusion criteria (articles perceiasdhaving the potential to
capture all variables in the study), 63 out of408 were initially picked. The 340
articles were excluded because the titles andhikeearcts did not match the theme of
this research study: 180 were focused on asses@rigpact of social support on
dependent variables like coping and medication damge, 100 studies examined
HIV/AIDS and its impact on developing economies,db8he articles did not capture
the main variables (socio-demographic factors aethssupports) in the current
study, and two of the articles were written in Splan Another set of 20 of the 63
articles originally selected were excluded afteefs review of the purpose of the
study, sample, major findings and the limitatioh¢he study, leaving 43 articles
eligible for this review.

Summary of Literature Synthesis

The synthesis of the literature in the various pts®ttings helped reveal that
socio-demographic factors and social support ptegiality of life among PLWA.
Thus, a significant relationship was found betwsetial support, demographic
factors and quality of life. This review suppadtte fact that demographic

characteristics and social support variables grafgiant predictors of quality of life,
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although the majority of the studies in this revierere conducted in developed
countries. Because only a few of the studies wenelacted in developing countries,
more research that examines the impacts of soermdeaphic characteristics and
social support on QoL is needed in this regiorhefworld.

Overview of Quality of Life

Culturally, although quality of life is a newer a@apt in a developing country
like Ghana, it is anecdotally conceptualized assth&e of general health of the
people. According to the Network of Persons Liwnith HIV/AIDS in Ghana
(INAP+ Ghana], 2011), quality of life is measureffatently using different
indicators in various studies. The NAP+ Ghana kates that there are no
standardized instruments for measuring qualityfefih Ghana. Thus, some studies
on socio-demographic factors and general heal@hiana have measured quality of
life using unstandardized indicators such as dsfieéjustice, quality of education;
improvement in general poverty levels, improvemergeneral sanitation levels,
improved maternal and infant mortality rates, aighfeconomic growth rate (NAP+
Ghana, 2011).

People Living with HIV/AIDS (PLWA) in many countrse and especially in
developing countries report a significantly lowardlty of Life (QoL) (Buseh,
Kelber, Stevens, & Park, 2008; Diamond, Taylor, &t@n-Culver, 2010; Eriksson,
Nordstrom, Berglund, & Sandstrom, 2000; Fan, KuapKMorisky, & Chen, 2011;
Perez et al., 2009; Ryu, West, & Sousa, 2009; Tsshval., 2009). Perhaps, reports
on quality of life are significantly lower becausedeveloping countries, having
access to medicines and other material/economatiress that can improve the
overall quality of life can be challenging for PLWi#ho are already overburdened

with the socio-economic consequences (such asdisation and unemployment) of
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the disease. Itis important to note that the egpees of PLWA in developed
societies might be different from their counterpantthe developing world because
of the easier access they might have to healthazad®ther economic resources. For
example, a study conducted in Ghana by Gyamfi.¢2809) reported that the
attainment of national strategic goals—reducinglityrrates, reducing population
growth, and increasing life expectancy-will likefgprove the quality of life of all
Ghanaians. This study did not culturally define doncept of quality of life as it
pertains to the general and the chronically illydagon in. However, among a
chronically ill population, a pretesting of the Qistrument (to be used later in this
study for data collection) by this researcher @momvenient sample of PLWA in
Accra, Ghana suggested that quality of life is emtealized as the state of general
health of a chronically ill person. A search farudtural definition of quality of life
through a modified systematic review by this reslear did not find any definition
within the Ghanaian context and developing coustiriegeneral. Although the
experiences of HIV and QoL of PLWA in developinguotries are different for their
counterparts in the developed world, the concegtsiaderstood similarly in both
societies. For example, in the US, quality of ifelefined as "a broad range of
human experiences related to one's overall weligidiRevicki et al., 2000, p. 888).
This definition implies that the assessment of smgiality of life is based on the
individual’s subjective evaluation of general healt

According to Cella (1994), the construct of quabtyife is primarily
multidimensional in nature, and is also assesseathhiyzing the person’s perceptions
and experiences about their own ratings of physindlmental functioning. This
author identified some of the dimensions of qualityife as “physical, functional,

emotional, and social well-being” (p. 187). Instlstudy, the domains of quality of
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life proposed by Wu, Revicki, Jacobson, and Mdllt297), which include general
health perceptions, pain, physical functioninge ainctioning, social functioning,
mental health, energy/fatigue, cognitive functibealth distress, and overall quality
of life will be analyzed.

Moreover, the literature indicates that PLWA withoper socio-demographic
conditions (e.g., being homeless) experienced lomatal health functioning (Perez
et al., 2006). Furthermore, most research on sbemographic and health correlates
of HIV/AIDS have generated findings that suggeshsdalirect and cyclical
relationships between socio-economic growth and/AINS and quality of life
(Bloom & Mahal, 1997; Bloom, Urassa, Ng’'weshemiB&erma, 2002; Galobardes,
Lynch, & Davey, 2004; Link & Phelan, 1995; Pick&tPearl, 2001; Smith, Hart,
Blane, & Hole, 1998; Whiteside, 2002; Yen & Sym@899). Despite increasing
evidence of these relationships, their relevan@eibaps firmly established in
developed countries where variations in socio-enoadackgrounds are widespread
and treatment for HIV/AIDS is accessible. In deyghg countries, where variations
in socio-economic and health status is less wideshand where access to modern
treatment of HIV/AIDS is restricted, little is knovabout the impacts of socio-
demographic correlates on their QoL.

Socio-demographic Factors and QoL

The socio-demographic factors that will be assesss#dde age, gender,
employment status, educational status, incomepaardal status. Other
demographic factors like race and sexual oriermai@ not included for assessment
because they are irrelevant for use in the stutdinge Overall, socio-demographic
and psychosocial characteristics are related tgipalyfunctioning (Hasanah &

Mahiran, 2011).
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Income and QolL.

People of lower socio-economic status experienael@hysical health
functioning (Liu et al., 2006; Sun, Wu, Qu, Lu, &g, 2013). Camfield and
Skevington (2008) studied the impact of healthdescbn Subjective Well-Being
(SWB) and QoL. They found that there was a curedir relationship between
income and SWB. Other demographic factors su@gasand gender have mixed
results regarding their influence on quality oélif

Age, Gender, and QoL.

In a study that assessed the impact of some deptugriactors and pain, a
domain of QoL found that age, gender, symptomsitifdie, depression, and anxiety
were not significantly related to pain (Aouizeratak, 2010). Similarly, age,
ethnicity, and gender were not associated withityuad life in another study that
examined health status, religious affiliation, aeligious faith (Flannelly & Inouye,
2001). However, age (being older) was associatddlewer physical functioning (
Bajunirwe et al., 2009; Figuero, et al., 2011; etwal., 2006; Perez et al., 2009), better
psychological QoL (Grimsley, 2003), more comorhéatit(Nokes et al., 2009) and
lower quality of life (Ryu et al., 2009; Sun et,&013; Tangkawanich et al., 2008) in
these studies that assessed the factors influeheiaigh-related quality of life
(HRQOL). However, age positively correlated withlQo a study conducted in some
Southern states in the USA (Vyavaharkar, Moneyhdaordaugh, and Tavakoli,
2012). Thus, as age increased, QoL also incred$esiphenomenon implies the
older people reported a better QoL. These incardisesults on age by Rye et al. and
Vyavaharkar et al. may be due to the differencegeimder of the sample and the
settings of both studies. Thus, the former studyptad females while the latter

studies males only. Even though both studies wenewucted in the USA, the former
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was conducted in the South whereas the latter sghtpéir respondents from the
West Coast. In Ryu and colleagues’ study, ageralsterated the association
between HIV/AIDS symptoms and quality of life. Raps, age and gender did not
relate to QoL in Aouizerat’s study because of timthtions of the study-which
include the use of a convenience sample. Thusegmonses from a randomly
selected sample may have differed.

Poor women are disproportionately vulnerable toHR&/AIDS epidemic
(Bloom & Mahal, 1995a; Booysen, 2004; Booysen & $warton, 2002; Gillespie,
Greener, Whiteside, & Whitworth, 2007; Tladi, 200&8)Yomen, compared to men,
consistently reported lower QoL (Abasiubong, EkBtissey, Etukumana, & Edyang-
Ekpa, 2010; Cederfjall et al., 2001; Mrus, Tse@hn, & Wu, 2005; Skevington,
Norweg, & Standage, 2010; Sowell, Seals, MoneyHaemi, Cohen, & Brake, 1997;
Subramanian, Gupte, Dorairaj, Periannan, & Mat?@09) and lower cognitive
functioning (Figuero et al., 2011) but in Figuet@k's study, women reported less
pain than men. It appears that women across madiesthave reported a lower QoL
as compared to men with the exception of Figuead. &t study. Perhaps, women’s
tolerance to pain is higher than that of men oir tepression of somatic symptoms
differ from that of men. It is therefore importaatconduct more studies to determine
why women and men differ on the various QoL domaimsthe current study, the
pain subscale of the QoL instrument will be useth&asure pain level among both
genders and the data will be analyzed separatefyehgler.

Studies of HIV/AIDS and transportation centers repayh rates of infections
along areas where workers migrate (Calmin et GLLO® According to the Calmin et

al.’s study, female migrants are more prone to kiféction than their non-migrant
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counterparts, even though more males leave for @wodkbring home HIV/AIDS and
blame it on the women.

Employment Status, Marital Status, and QoL.

Rueda, (2011) found that being employed was styorgghted to better
physical and mental health QoL. Compared to themr-working counterparts, those
who were employed were more likely to report adrequality of life (Rudtel,
Pisarev, Loit, & Uuskula, 2009). Unemployment digantly related to increased
subjective cognitive symptom burden and higherllef'elepression (Atkins et al.,
2010). Regarding marital status, being singlelasy alone, predicted higher
scores for general health perceptions (Li et &l1,03.

Education and QoL.

Higher educational levels related to lower levélsagnitive symptom
burdens (Atkins et al., 2010). Coombe and KelQO®) suggested that knowledge
about HIV/AIDS, coupled with attitudes and valukeattwill lead to appropriate
decisions can help protect people against thetinfeand also help improve their
QoL. As education becomes a universal right ameéssible to all, it becomes more
acceptable for women and girls to become more wgwlIn decisions affecting
themselves-and thus affecting their sexual ancakbees, thereby reversing the HIV
trend (Coombe & Kelly, 2001). However, there aifeecences between general
education (years of schooling) and HIV/AIDS edumatiknowledge. According to a
survey report in Ghana, 98 percent of women anpe®8ent of men know of AIDS,
although only one in four women (25%) and one ne¢hmen (33%) are fully
knowledgeable of the prevention and transmissiadle7AIDS (Gyamfi et al.,
2009). This survey also indicated that generataton provides people with the

knowledge and skills that can influence a bettaliguof life (Gyamfi et al., 2009).
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The survey found a close association been levetio€ation and the health of women
and children. A positive relationship was alscedeined between the reproductive
health behaviors of women and men and their lefretiocation. Thus, women and
men who have completed more years of schooling dstrated the likelihood to
make positive reproductive health choices. Orother hand, HIV/AIDS knowledge
is gained through counseling (expert advice fronfgssional counselors to patients
and their relatives) and finding information fronags media sources like television,
radio, newspapers, brochures, fliers, etc. (Awusatare, 1995). While Coombe and
Kelly argues that general/formal education increas®’s tendency to acquire more
knowledge about HIV/AIDS or sexually transmittedehises (STDs) and positively
affect the sexual behavior of highly educated peofilvusabo-Asare (1995) suggest
that increased HIV/AIDS knowledge among both highdipicated and the less
educated is analytically important for controllithge spread of the disease. According
to Awusabo, HIV/AIDS education and knowledge chaneople’s attitudes not

only towards the disease and infected personslbatto the adoption of lifestyles
that will not predispose people to infection” (292. Therefore, having HIV
knowledge influences the attitudes of both thecatkd and the less educated in
terms of their sexual behavior and how they marnlagalisease.

Alternatively, some argue that people with highdueational credentials
(general education) are less vulnerable to HIVatiée (Coombe & Kelly, 2001;
Tladi, 2006). In Lusaka, Zambia, for instance, dkeeline in the prevalence rate for
15-19 year old women was higher for those with sdaogy and more years of
advanced/tertiary education than for those whadichave more than elementary
school education (Fylkesnes et al., 1999 as aitécbombe & Kelly, 2001). This

study contradicts Booysen and Summerton’s findimgua lack of condom use among
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educated people. Current information about peaple have become sexually active
in recent times (after behavioral correlates of Idpread are understood by many)
and their behavior towards sexual activities, saskhose in the Lusaka study
concluded that more educated people are now ldssrable to HIV infection. In a
closing argument on how education can enhanceatp&ctty of making discerning
use of information, Coombe and Kelly made the feitay statement: “Becoming
literate is arguably the most basic change thata&ihn effects. An educated person
can garner and internalize information from a widdety of sources. Moreover,
sound educational background helps one pay cléset@in to information and helps
people to develop the ability to analyze and euelig#ormation” (p. 441).

In addition, HIV/AIDS knowledge or having informati about available
medication or affordability of treatment has bessagiated with education. Thus,
those who are less educated may be less awaraitdlzle medication for treating
HIV/AIDS and may not be able to afford necessaegtiment (Tladi, 2006).
Therefore, the intellectual skills developed thio@igrmal education help people
assess information related to HIV/AIDS and the eded people are more likely to
earn higher incomes and this higher earning capa@nable them to afford their
needed medications (Sun et al., 2013). In a sistgidy, being female, separated or
divorced, having less CD4+ count, level of educatiad being at the severe stage of
the disease predicted poorer QoL (Nojomi, AnbanR&njbar, 2008).

However, it is important to assess the knowledgepaiception of what
constitutes risky behaviors among PLWA to help deiee whether knowledge and
perception of HIV-related risky behavior vary bycemdemographic factors
(Cornelius, Okundaye, & Manning, 2000). In thigdst, knowledge and perception

of what constitutes HIV-related risky behavior il measured and controlled for in
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examining the relationship between education (yeasshooling) and quality of life.

The following items (from the National Survey faarkily Growth which Cornelius,

Okundaye, & Manning used to collect data regardegknowledge of HIV risky

behavior) will be used to measure knowledge andgmion of risky sexual

behaviors:

1. “Number of sexual partners?”

2. “How often did you or your partner use condom fizedse protection in the last
12 months?

3. “What would you say are the chances that you hadesexual intercourse with
someone who might be infected with HIV-the viruattbauses AIDS?” Response

options are “low,” “medium,” and “high.”
Responses will be dichotomized as “have adequaie/lkedge of’ versus have poor
knowledge of HIV-related risky behaviors.
Overview of Social Support

Williams et al. (2004) define social support as‘ihéerpersonal transactions
that include some combination of aid or instrumkassistance, affirmation, and
affection” (p. 107). According to Sherbourne anev@&rt (1991) the dimensions of
social support that influence quality of life asmgible (e.g., someone to assist you
with daily activities like accompanying you to ttector or help prepare your meals),
affectionate (e.g., someone who shows you lovejitipe social interaction (e.qg.,
someone to spend time with and engage in an erpyahvity with), and
emotional/informational support (e.g., someone gan count on to listen to you
when you need to talk/someone to give you inforareéis needed). These

dimensions of social support proposed by SherboamndeStewart (1991) were

selected for use and will be evaluated in thisystuetause their study was conducted
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as part of the Medical Outcomes Studies and reptesecomprehensive study of
social support.

The role of social support in mitigating the imgaot HIV/AIDS has been
given limited attention in empirical research, desspome evidence of its positive
relationship to QoL (Gielen, McDonnell, Wu, O’'Cam@bFaden, 2001). Having
social support improves one’s chances of accesssuurces such as medication,
food, transportation to clinics and support growgetings, to mention a few, and
consequently results in better quality of life.r E@ample, the lack of or limited
access to social support presumes poor QoL amamekving with AIDS.

Socio-demographic Factors and Social Support.

Given the high rate of sexual and physical violef@&elen, Fogarty,
O’Campo, Anderson, Keller & Faden, 2000; Vlahoalet 1998), there is evidence
that women, compared to men, experience lowerafadecial support (Catalan et al.,
1996; Cederfjall, Langius-EKI6f, Lidman, & Wredling001; Kohli, Sane, Kumar,
Paranjape, & Mehendale, 2005; Linn, Poku, CainzHjplel, & Crawford,1995;
Solomon et al., 2008).

Social Support and QoL.

In addition to lack of information about socio-degmaphic correlates of
quality of life among those diagnosed with HIV/Alx$developing countries, little
is known about the role of social support in detamg QoL among the population in
developing countries, despite extensive knowledgebaarticularly in the West, that
suggests that quality of life is positively assteibwith strong social support and
self-care behaviors (Bajunirwe et al., 2009; Burgog Renwick, 2004; Folasire,
Irabor, & Folasire, 2012; Gielen, McDonnell, Wu,&ampo, & Faden, 2001;

Tangkawanich, Yunibhand, Thanasilp, & Magilvy, 200§avaharkar et al. 2012).
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This dearth of knowledge is in part expected, githet many instruments used to
measure relevant variables in developed nationsmoaipe used to measure similar
variables in developing countries. Many studigmrding HIV/AIDS, social support,
and quality of life in developing countries useualifative approach (Coombe &
Kelly, 2001). Itis possible that qualitative apaches are used often in studying the
phenomenon because cultural adaptations of institgmequire specific technical
knowledge of quantitative methodology and are tocoasuming. Conclusions from
such gualitative studies have been less relevameftision making or useful for
formulating policies for ameliorating the socio-aomic, health, and mental health
challenges of those diagnosed with HIV/AIDS in depéng countries.

To enhance the validity and reliability of thesstiaments when used outside
of the United States, the instruments undergo @lladaptation to ensure the
constructs in the measures are culturally relei@ttie respondents in the study. For
example, a study of a group of both HIV-infected aninfected Ugandan women
using the Lugandan version of the instrument redut reliability coefficients 0.70,
except for role functioning (0.51), energy (0.68)d cognitive function (0.69) (Mast,
et al., 2004). By using principal component analys determine the underlying
factors in the QoL instrument, the tool demonsttatdequate construct validity as
factor analysis of the data supported the presehtte physical and mental health
components of the original instrument (Mast et2004). Thus, the tool has only
been adapted for use in Uganda (Lugandan langimadgdjica. The tool has not yet
been adapted for use in any West African countityerefore, more research efforts in
developing countries that are geared towards examilV/AIDS relationships from

guantitative perspectives are needed.
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The extent to which these infected people havesscmesocial support is not
studied extensively and is undocumented in the H&vature on Ghana. This
researcher consulted with expert Ghanaian resaarchéhe field of HIV/AIDS and
QoL among PLWA in Ghana. It was found that mayoot the PLWA in Ghana may
either have limited social support or none, esplgdeecause of the gap in the
research and lack of interventions that help imerdients’ knowledge of available
social support. In addition to this finding, anguoing qualitative study of selected
HIV support groups in Ghana by a group of reseascimethe University of Ghana
are gathering data that suggest that PLWA lackassaipport, are not knowledgeable
about social support systems, and experience pobr @necdotal evidence from
this study suggests that this client populationegalty report poorer QoL. Social
support was the strongest predictor of physicattioning, mental functioning, and
overall quality of life of PLWA in a selected proge in China who contracted HIV
through sexual intercourse (Sun et al., 2013js pssible that those living with
AIDS are left to identify needed sources of sosigdport through their own efforts,
and may be in serious lack of social support a&salt.

Better emotional support predicted higher CD4 celints and improved QoL
(Bhargava & Booysen, 2010), social support podifivelated to QoL (Abboud,
Noureddine, Huijer, DeJong, & Mokhbat, 2010; Cegddirét al., 2001; Diamond et
al., 2010; Douiahy & Singh, 2001; Hansen, Vaugt@avanaugh, Connell, &
Sikkema, 2009; Hayajneh & Al-Hussami, 2009; Nichdlshounwou, Mena, &
Sarpong, 2009; Saunders & Burgoyne, 2001), meseitin QoL (Nunes, 1995), and
quality of life especially among older people (Maf&i al., 2010). Specifically,
increased social support predicted lower levelsoghitive symptom burden

(Stewart, Cianfrini, & Walker, 2005) and less sbsiapport significantly decreased
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mental health functioning(Kimuna, 2004). There wasgnificant relationship
between improved family functioning with social popt and better quality of life,
self-perceptions of health and mental health (RatieBorus, et al., 2010). Jia et al.
(2007) also found that more social support incréasping level, but increased
comorbid conditions and longer HIV infection ducetiwere negatively related with
multiple quality of life dimensions at both baseliand 12 months.

Patients on (ART) (a form of tangible support) arather treatment protocols
reported improved physical, emotional, and mergalth, and daily functioning
(Atkins et al., 2010; Perez et al., 2009). Becaigbese medications, many HIV-
infected persons are able to reduce their viral.I@ata suggest that HIV-infected
persons with undetectable viral load are less titfes, and may be less likely to
transmit HIV via sexual contact. Again, instrunargupport was positively
associated with quality of life (Kauf et al., 2008)herefore, an understanding of the
impacts of social support and gender-specific meishas to improve quality of life
would enhance quality of life and subsequent loftgeamong individuals living with
HIV/AIDS. Moreover, Beard, Feeley, and Rosen (90@®ve suggested that focusing
on the depressive symptoms, activity, and copiregjesgies as part of comprehensive
treatment regimen-that provide social support-égnifsicantly control pain and
improve the overall quality of life of PLWA.

A qualitative study by Kauf et al. (2008) examiribd lack of support among
PLWA in the Potchefstroom district of South Afriche themes for support
identified include “facilitative and impeding exjpEmces of poverty-stricken people
living with HIV, basic, psycho-social needs, cudtlispiritual, and self-actualization
needs” (p. 55). They also found that the expegeraf poor PLWA in the district are

closely related to their support needs. Theseoasidwrgued that the individual needs
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as well as the collective needs that positivelydjmtethe quality of life of the PLWA
must be addressed using a holistic approach.

Some studies suggest that family support in the foir emotional and/or
tangible support makes multiple levels of posiiimpact on people living with
HIV/AIDS (Kimuna, 2004; Kowal et al., 2008; Mohan&Kamath, 2009).
However, a systematic review conducted by Mohamahkaamath did not reveal any
trials of tangible support from family members @ducing the morbidity and
mortality in HIV-infected persons in developing odies. The authors therefore
concluded that there is a clear need for rigortwdias of the clinical effects of
family support on people with HIV in developing edties. Having children or not
influences access to social support (Li et al. 0201

Children often provide care services to parentsrafadives living with
HIV/AIDS, and are also charged with the respongibdf heading the household
(Avert, 2009). Stewart et al. (2005) discovereat fALWA without children reported
greater pain experiences, health distress, andrlzeignitive functioning than those
with children. It is possible that having childrand receiving support from them
help comfort PLWA and consequently reduce thein pewvel significantly. In
addition, PLWA without children reported higher seofor general health
perceptions, energy, quality of life, and, physicactioning, while those with
children functioned better with regards to theimtaé health (Kudel, 2011). An
understanding of the impact of social support agnblgr-specific mechanisms to
guide policy formulation would enhance longevityarg individuals living with
HIV/AIDS. Some aspects of social support inadvetyeprovide spiritual wellbeing.

Similar studies that examined social support andhipact on the quality of

life of clients with high and low use of a commuyritased AIDS service
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Organizations (CBAOSs) (Feitsma, Koen, Pienaar, &, 2007)and Home-Based
Care (HBC) (Li et al., 2010), found that service vsduced client isolation(Ma et al.,
2007) and improved their quality of life(Crook, Broe, Roberts, & Gafni, 2005).
The users of both emergency room services and ewngpitary therapies reported
moderate QoL (Kabore et al., 2010). On the otlaedhhigh users of agency services
(tangible, or emotional support) compared with lasers were single, lived alone,
and reported poorer health (Crook et al., 2008)mg@ared to the control arm in a
randomized clinical intervention trial, general lie@and mental health among
participants in the intervention significantly ingped (Crook et al., 2005; Kabore et
al., 2010). Other studies found that effectivaickl care for symptomatic PLWA can
improve their quality of life over time (Crook dt,&2005; Solomon et al., 2009).

Louwagie et al. (2007) examined a path model erpigithe relationship
between social services on the achievement ofnm@diate outcomes (i.e., ceasing
substance use, accessing ART, and acquiring dtabkeng) and the impact of
intermediate outcome status on quality of life tigio a longitudinal design. Using
ARTSs (an intermediate outcome which was acquireoligih the assistance of social
services) significantly improved QoL. Housing slibpositively influenced
physical health status (Magafu, et al., 2009) Histtbsure, family sociability, and
number of children per family were found to be figant predictors of overall
quality of life (Chin, Botsko, Behar, & Finkelsteia009).

It is evident that in the Highly Active Antiretraal Therapy (HAART) era,
most PLWA who adhere to Antiretroviral Therapy (ARiVe a better quality of life
(Hartzell, Janke, &. Weintrob, 2008). In additimnmedication, those with the
various forms of social support (tangible, emotipetc.) reported better quality of

life than those who lack social support (Astonlgt2005).
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Social Support, Demographic Factors, and QoL.

Little is known about the extent available socigsort (e.g.,
emotional/informational, tangible, affectionategdaositive social interaction) is
related to quality of life across socio-demograpihiaracteristics, especially for
women in comparison to men in developing countliesddition to the influence of
social support, socio-demographic factors exemtgréluence on quality of life
among PLWA. For example, past studies have fohatigome forms of social
support (subjective and instrumental) (MahanadaWjTen Have, & Oslin, 2009),
predict some dimensions of quality of life (physiftanctioning, role functioning, and
social functioning, etc.) (Jia et al., 2004) andisalemographic factors such as age
(Mavandadi, Zanjani, Ten Have, & Oslin, 2009) ptayimportant role in determining
one’s quality of life. Ncama et al. (2008) exandiriee role of demographic factors
such as age, gender, and marital status and fleeedi€es in social support and
quality of life among PLWA. They concluded thateedemographic factors and
social support are predictive of quality of lif€his conclusion helps establish the
necessary interconnectedness of socio-demogragttiaré and social support with
quality of life and lays the foundation for explaig how the logic model for the
relationship between these variables might work.

Rationale for the Study

None of the studies reviewed examined the relatipnsetween demographic
factors, social support, and quality of life am@n@hanaian sample. The two studies
in this review that were conducted in Ghana (Awuakare, 1995; Konadu-
Agyeman, 2004) did not specifically use socio-derapgic factors and social

supports to predict QoL among the respondentsreTisagherefore the need to study
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demographic factors and the various forms of satipport and their relationship
with quality of life in Ghana.

In developing countries in general, social workenesvide services for women,
children and families of those diagnosed with HNB&. Despite the extensive
knowledge base of information that may enhancecebworker’s ability to provide
appropriate intervention in developed countriesagor challenge to providing
relevant services in developing countries relatdadk of empirical evidence to guide
intervention delivery/clinical practice.

Empirically-based evidence about social dimensafreervices and effective
mechanisms that are informed by empirical evidessparse and thereby poses
hindrances to service delivery to those diagnoséd iIV/AIDS. Similarly,
decisions by politicians for policy formulation amdplementation in most
developing countries are not guided by researategenie. Therefore, social work
interventions in these societies are informed Hicpgrescriptions that are not
guided by research evidence. As a result, intéimes by social workers have less
meaningful impact on the lives of PLWA. By examigithe issue of socio-
demographic factors, social support, and qualitffefamong PLWA, clinical
practitioners will be informed of the best practiceecessary for delivering social
support intervention(s) in ways that will help irope the quality of life among of
PLWA. Likewise, quality of life among policy deass for PLWA will possibly be
guided by research evidence. Given that this rekea a preliminary study on this
topic in Ghana, other researchers can build omgbearch knowledge in this area by

using the knowledge gained from this study as &limg block.
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Differences in the Experience of QoL in Low-resoure versus High-resource
Countries

As found in the literature review, the experienckequality of life in low-
resource and other countries are similar. Spediicthe literature review found that
the studies conducted in low resource countriegrted significantly lower quality of
life than do studies from other high resource coest For example, studies
conducted in Ghana, Uganda, Malawi, Namibian Zimiekand South Africa all
reported significantly lower quality of life (Bajunwe et al., 2009; Beard et al., 2009;
Booysen & Summerton, 2002; Coombe, 2001; Gieleal.e001; Gilbert & Walker,
2002; Gillespie et al., 2007; Kabore et al., 2idpuna et al., 2004; Konadu-
Agyemang, 2001; Louwagie et al., 2007; Magafu et28l09; Mrus et al., 2005;
Selman et al., 2010; Ssewamla et al., 2008; Whige<1002; Yadav et al., 2010).
Similarly, studies from other high resource cows#nieported low quality of life
among PLWA (Aouizerat et al., 2010; Burgoyne & Reky2004; Crook et al.,
2005; Friedland et al., 1996; Hansen et al., 20fkes et al., 2011; Nunes et al.,
1995; Rao etal., 2007).
Blending US Research with Non-US Research

As indicated in the literature review, the studieaducted in hihh resource
countries and particularly in the US reported lavality of life among PLWA
(Aouizerat et al., 2010; Chin et al., 2009; Giettral., 2001; Hansen et al., 2009; Jia
et al., 2007; Liu et al., 2006; Mrus et al., 20Nichols et al., 2009; Nunes et al.,
1995; Ryu et al., 2009; Stewart et al., 2005). seheports from the US research
inform work in other parts of the world. For exdmpghis current study is informed
greatly by the research findings in the US. Acewdo the findings of the research

synthesis, the US research blends well with norré$8arch recognizing that, socio-
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demographic factors and social support influenadityuof life among PLWA but the
reports of quality of life are significantly lower developing countries as compared
to US settings.

In conclusion, although the relationship betweericcdemographic factors
with social support and QoL among PLWA has beedistuextensively in most
developed countries, some Asian and African coesitthe topic has received
little/no attention in Ghana. Only two empiricalidies (Awuabo-Asare, 1995;
Konadu-Agyeman, 2004) from the literature in thisdy were conducted in Ghana.
None of the two studies examined the impact ofvdréous forms of social support on
QoL among PLWA in Ghana specifically. Furthermammst of the studies reviewed
were not guided by a theoretical framework. Thenefthe present study served as a
preliminary guide to help determine the relatiopslamong variables in the study in
a Ghanaian sample. It is possible that other en@inaracteristics about the nature of
HIV/AIDS in Ghana will be detected which might helpect policy and practice in

this community.
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Chapter 2
Theoretical Framework

The HIV/AIDS pandemic is a global health issue thed social implications
for PLWA. Extensive conceptual studies on theaadeterminants of health have
been conducted at the global level and these pergpe are summarized in the WHO
Social Determinants of Health Report (WHO, 2010here has been a considerable
impact of the report on global health, particulantside the U.S. The resulting
conceptualizations from the report are discusseagalvith specific social
determinants of health, social support, social néta; and social capital.
The Social Determinants of Health

Even though the health of people is determinecelgrigy individual life and
biological factors, social and environmental fastaiso play a key role in
determining the health of people. According toitoher (2001, p. 11, as cited in
WHO, 2010), “social determinants of health are ¢hosnditions of life deeply
connected to the foundations of existence, to tiesty of economic and social
life—quality and affordability of housing, level employment and job insecurity,
standard of living, availability of mass transptida, quality of education, war, social
exclusion, early childhood stress, developmenteof trechnologies, clean air and
water, forms of clean economic development, racgsmnerty, distribution of
resources, social services, chronic stress, ahyeattosystem and workplace
conditions.” Hofritcher further argued that thentiee social environments, including
the distribution of power and privilege may plasoée in the health of populations,
such as social networks, educational systems,amdyf structure” (p. 11).
Therefore, it is necessary to consider, in depih social determinants of health while

studying the quality of life of people living withchronic disease like HIV/AIDS. It
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is likely that those from more affluent backgroumasi of higher socio-economic
statuses will have better access to essentiallstetierminants of health like a healthy
ecosystem and experience higher quality of life tireeir counterparts from lower
socio-economic backgrounds.

Furthermore, Chernoma (1999) indicated that evengh the germs and
genes play a major role in disease determinatienetivironment in which germs and
genes operate is more important in determiningadise This statement suggests that
the social environment in which an actor is locatetermines the health of the actor.
Thus, people living in deprived communities are enlikely to experience poor
health even after controlling for individual modimg factors (Smith, Hart, Watt,
Hole, & Hawthorne, 1998). According to Smith (2p0fe combination of income,
education, occupation, and wealth-making up onetgas class-determines to a large
extent one’s health and quality of life. Smithigated that the highly educated, the
richer, those with better paying jobs, and those ate well connected to influential
people in America stand a better chance of expengrincreased life expectancy
given the advancement in medicine.

At the global level, the social determinants ofltieaperate similarly. Thus,
the richer and more educated people have bettesad¢o health care services and are
healthier than the poorer and less educated pamugat The determinants of health
are complex in nature. Thus, “the Commission ocid@®eterminants of Health
(CSDH) was set up by the World Health Organiza{MHO) to get to the heart of
this complexity” (WHO, 2010, p. 4).

Regarding global health solutions, there has alMs@gn a constant debate
between focusing on technological advancement icaécare and public health

approaches and the acceptance of health and dsgasgocial issue needing
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interdisciplinary policy actions (WHO, 2010). TiHO 2010 report suggests that
the social determinants of health need to be mahagerder to improve health
inequity.

Health inequity, also known to as socioeconomidtheaequity, refers to the
unfair distribution of health-related resources #relsignificant differences in health
among population groups defined by socio-econod@mographic, and geographical
differences among these populations (Hofritche®12@/HO, 2005). This definition
suggests that unfairness within the health systerdghe unequal access to health
care services due to social factors like class,l@empent, income, etc. puts the less
advantaged at higher risk for ill-health. The n¢@bso emphasized psychosocial
approaches, social production of disease/poligcahomy of health, and eco-social
frameworks as the three main theoretical basegmlly social position for
explaining the health of people. Furthermores ivelieved that social position is
influenced by both collective social power and abcauses of health among the elite
and the less dominant classes in the society. WH® (2010) has developed a
conceptual framework for the action on the soociédninants of health.

According to the WHO (2010), it is conceptualizbet the socio-economic
and political context including governance, macawexnic policies, social policies,
public policies, culture and societal values iniadd to factors such as education,
gender, income, social cohesion, and social cdipital the structural determinants of
health and determines health inequities. Theder&éurther influence material
circumstances which include living and working ciioahs, food availability as well
as behavioral, biological, and psychological fastali together constituting social

determinants of health. The combination of theasseconomic context, material
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circumstances, and the health system predict eguligalth and the health-related
quality of life of a population.

How Does the WHO Report Blend with the Complexity bthe Situation in
Ghana?

The document emphasizes social factors as stradigtive factors of health
equities for the less and more advantaged peophleisociety. In Ghana, a
developing country, the health inequities experehisy the less advantaged is a
reality. Given the previous discussion of the tieahd social policies in Ghana, it is
evident that the poor are unable to access thejfmhty health resources in the
country. The less advantaged is also dispropatewn vulnerable to diseases
because of their likelihood to be exposed to uttaanand hazardous environmental
conditions and experience malnutrition making thore vulnerable to diseases. In
this study, a great majority of the participan@ttivere examined are less advantaged.
Given that unemployment rate is high in Ghana,thedespondents are less educated
and are likely to be less healthy, the majorityhef respondents and the community of
people living with HIV/AIDS in general are unemptxry, Compared to their non-

HIV affected less advantaged counterparts, thegmempce a relatively severe health
inequity because of their inability to work andrearcome and become capable of
accessing health care services and specific HIVBAli2atment. As a result, many
PLWA in Ghana and in many developing countries Hawaed support groups to
collectively combat and significantly reduce theamt of these health inequities to
enhance a better quality of life for themselvest@dek of Persons Living with

HIV/AIDS [NAP+], Ghana, 2010).
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Theories Driving this Study

According to the European sociologists Haralamiyaktdolborn (1991), a
theory “is a set of ideas which claims to explammvisomething works” (p. 8). A
theory is also referred to as “logically relatedgwsitions that aim to explain and
predict a fairly general set of phenomena” (Carpi&Daley, 2006a, p. 565). Even
though the socio-demographic and social supporetades of HIV/AIDS have been
widely studied in the developed and in few deveiggountries, most of the existing
studies were not theory-driven. This study waslgdiby the main intersection
domains of the theories of social capital, socéivorks and the social support
theories.

These theories are proposed for use becauseutis steks to examine how
social networks will influence social capital fortiwa which will in turn drive the
receipt of social supports and how these socigiatip influence quality of life
across socio-demographic factors. For the pojuiati Ghana, it is hypothesized
that those who have access to more social cagi@lrasult of their social networks
(relationships with family, friends, and membersimgroups) are expected to receive
more social support and report better quality feftihan those who report less/no form
of social support (see Figure 1).

Social Capital Theory.

Social capital refers to connections and ties witind between social
networks that individuals are able to use to obtdirer forms of capital/goods and
services. These goods and services are the césdtial capital (Oakes & Rossi,
2003). According to Woolcock and Narayan (2000)eé°s family, friends, and
associates constitute an important asset, onedhnabe called upon in a crisis,

enjoyed for its own sake, and/or leveraged for ntgain” (p. 3).
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Figure 1: Model: Conceptualization of Socio-demgipia Factors, Social Support,

and Quality of Life (Adapted from Oakes & Rossi03D
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Social capitalnfluences the level of social support an individegeives and
also predicts the quality of life of the individuét addition to predicting quality of
life, thereexists a reciprocal relationship between socippsu and social networks.
Thus, one’s size and quality of social networktuefices the amount of social
support accessed by that individual. This studg #heorizes that the combined
effect of the socio-demographic factors and sagiglport are predictive of quality of
life.

The use of the social capital theory dates batkegavork of sociologists such
as Durkheim, Bourdieu, Coleman, and Marx, thougbrizavas one of first scholars
who introduced the term social capital (Oakes &9Rd&003). For instance,
Durkheim views “social group membership and netw@& an antidote to anomie
and self-destruction” (Oakes & Rossi, 2003, p. 7#¥jheory and practice, a person’s
“relationship” with others places the individualarbetter position to secure goods
and services from them. These goods and serviegbaresults of social capital
(Oakes & Rossi, 2003). In the literature, thesati@ships are also known as social
network, social support, group memberships, andikbeOne would hypothesize
that those who receive more social support asudt refstheir relationships with
family, friends, and membership in groups are etgubto report better quality of life
than those who report little or no forms of pereeisocial support. It is likely that
one cannot receive social support without havirgametwork(s) in place and
receiving assistance from these networks. In amditommunities with higher levels
of social capital are more likely to foster sogiatworks that provide social support to
individuals who are part of the network.

Friedland, Renwick, and McColl (1996) made an intguotr distinction

between social relationships/networks and sociapsu. These authors explained
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that social networks refer to a web of social retathips, and social support is the aid
and assistance received through those relationd¥igusy social epidemiologists are
now interested in social capital because of itepiil to influence health outcomes

in a variety of situations (Cobb, 1976, as cite&iiredland et al., 1996; Oakes &
Rossi, 2003). Other social groups like self-helpia support groups for PLWA
enhance the establishment of social networks.

Self help groups, especially 12-step groups, enhieie members to form
social networks and receive social supports. énli®step groups, the more you go to
the meeting, the more you gain from the meetinguf@laye, Smith, & Lawrence-
Webb, 2001). Itis a natural support system teapte can connect to. Self-help
group membership can lead to social capital bectngsmore you attend the meeting,
the more networks you are able to build, and tl@cls of receiving social supports
from these networks increase. In the current stadg would expect social support
to have a significant relationship with qualityliéé. Thus, those who receive more
social support as a result of their relationshigh vamily, friends, and membership
in groups are expected to report better qualityf@than those who receive less/no
form of social support. In this study, it is aksgpected that social support will differ
by socio-demographic characteristics, such as baimlg or female, employed versus
unemployed, and married versus unmarried.

Basic Assumptions of the Different Theoretical View of Social Capital.

There are various conceptualizations of socialtahpy different authors.
Muntaner, (2008, p. 38) holds the view that socgdital, which includes “civic
participation, trust in communities or good neighihp relations are good for health.”
This study focuses more on neighborly relationa ksy determinant of health.

Szreter and Woolcock (2003, p. 1) presented theegpectives of social capital; 1)
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“A ‘social support’ perspective that argues thdimal networks are central to
objective and subjective welfare; 2) an ‘inequalibesis stressing that widening
economic disparities have eroded citizens’ sens®adhl justice and inclusion, which
in turn has led to heightened anxiety and compredissing life expectancies; and 3)
a ‘political economy’ approach that sees the printterminant of poor health
outcomes as the socially and politically mediatediesion from material resources.”
These are not so much definitions of social capsgbositions that have been taken
concerning the degree to which this concept catagxpcome inequality and
population health differences. The later positiamarticular, has developed as a
broader critique of psychosocial etiology in gehespecifically stress. To some
extent this debate has been mitigated throughekieldpment of the SDH WHO
model that merges both psychoscocial and neombpasitions, in addition to social
capital.

Thus, these three perspectives on social capitairdene the quality of life of
people living with chronic illnesses like HIV/AIDSThese perspectives are further
viewed through the individual versus societal/podit economy lenses. For example,
is having social support and attaining equalitg imore affluent society an
individual’s responsibility or a function of the@ety? Similarly, is the political
economy accountable for providing enough mateesburces for its citizens to
ensure that they enjoy a better quality of lifeRe Teceipt of social capital is also
defined in terms of the equal distribution of metleresources and wealth in society
as well as the psychosocial framework ideologias itifluence health outcomes of a
population.

This study proposes to measure an individual'sipt@é social support rather

than measuring the government-provided materialees, which may be unequally
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distributed. Respondents in the study are mendferarious HIV/AIDS support
groups and by virtue of their membership in thepsupgroups, they will likely
access/receive certain goods and services likedseed co-payments for their
medications, employment referrals, and HIV/AIDs eation, among others by virtue
of being members of these groups. Other assumptiosscial capital may vary from
the above-mentioned perspectives.

Social capital, according others, can have botlitipesand negative
implications. For example, Portes asserted thatarks among immigrants have
contributed to the growth of the ethnic busineskigtry in the USA (Muntaner, 2008,
p. 38). Similarly, Woolcock believed that inteiactamong public, private, and legal
systems in a civil society enhances economic deweémt (Muntaner, 2008, p. 38).
Muntaner et al. narrated that “tight friendshipwartks of peers can increase the risk
of smoking, drinking, or use of illicit drugs, whiln a different situation similar links
may decrease the risk of suicide” (p. 36).

Similarly, Naperstek, Biegel, and Spiro (1982)temled that neighborhood
residents depend on some informal neighborhoodiress to cope with life crises.
Thus, “a neighborhood contains ‘locality relevanstitutions that connect the
individual to the fabric of the society: churchheol, community and civic
associations, pharmacist, physician, small busesessd more” (Naperstek, Biegel,
& Spiro, p. 89).

Historical Development of the Theory of Social Capal.

The use of the concept of capital dates back tolgl@onceptualization of
capital in which he described capital as “partwptus value captured by capitalist or
the bourgeoisie, who control production means asigliloution” (Lin, 1999, p. 28).

According to Haralambos & Holborn (1991), conflietcurs as a result of the
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exploitative relationships between the bourgeoiaiebthe proletariat (manual
working class) as hypothesized by Marxist contiigorists. This interaction “creates
a fundamental conflict of interest between socialigs since one gains at the
expense of another” (Haralambos & Holborn, p. IP)e basic premise of Karl
Marx’s postulation was that workers in exchangetlieir labor get money (wage) to
purchase goods and services needed to survivehedother hand, the dominant class
or the bourgeoisies who control the means of pridolncapture the surplus value as
profit. Lin (1999, p. 29) indicates that capitaldrtapitalist society as postulated by
Marx represents two related but distinct eleme@tsone hand, “it is part of surplus
value generated and pocketed by the capitalist”aamthe other hand, it represents an
investment with and expected returns in the maleste” (Lin, 1999, p. 29).

In 1954, Barnes explained the model of social i@tahips that were not
necessarily a function of families or work groupsi(nes, 1954). In later years, Casel
found that a relationship exists between sociapsup and health (Casel, 1976).
Loury focused on the concept of social supporerms of racial income inequality
and its policy implications (Portes, 1998). Acdogdto Portes, Loury argued that
orthodox economic policies that focus solely orvittbal human capital and the
creation of opportunities based on skills and ghiliere not enough to reduce
barriers and economic inequalities. He further adgtihat minorities, by virtue of
their inherited poverty, low skills, and limitedcsal networks have access to limited
socioeconomic opportunities. Using the literatunardergenerational mobility, Loury
argued against individualistic approach to econgmoicy without advancing the
concept of social capital any further (Portes, 3998

However, the first contemporary analysis of socédital was introduced by

Pierre Bourdieu (Portes, 1998). Bourdieu definedas capital as “the aggregate of
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the actual or potential resources which are lirtkeplossession of a durable network
of more or less institutionalized relationshipsraftual acquaintance or recognition”
(Bourdieu 1985, p. 248). Portes further argued Baatrdieu’s work, while the most
theoretically refined and instrumentally concepiead, received little attention in
English literature because he published in Fremdurdieu’s analysis of social
capital focused on the benefits gained as a refalimembership in a group and
further contended that “social networks are noataral given and must be
constructed through investment strategies oriettéle institutionalization of group
relations, usable as a reliable source of otheefitsh (Portes 1998, p. 3).

According to Muntaner, Lynch, and Smith (2008), teeent use of the theory
of social capital began in the field of classiaatislogy and political science. The
authors narrated that the use of this concept becaare popular in the mid 1990s
following the release of Robert Putnam’s bo8otvling alone: The collapse and
revival of American communitydn the relationship between civic engagement and
local governance(Muntaner et al., 2008). The asthather recounted that the
concept has gained more popularity across manwlsscence disciplines since
Putnam’s work.

Key Concepts.

The various leading scholars of this theory haveceptualized the theory of
social capital differently. For example, sociahesion and social capital have been
used interchangeably in the literature to connmevarious forms of relationships
between and among individuals, families, friendstepvorks, business, and
communities (Kawachi & Kennedy, 1997). Specifigathe concept of social capital
is discussed from three main schools of thoughtn@anity health, social support,

and those who believe that social capital and sool@esion mediate inequality and
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population health. In this paper, social capgaliscussed from a public health point
of view, specifically in the improvement of quality life, leaning towards the
assumption that having adequate social capitalresililt in improved health for
individuals and groups who are closely related.

Various Constructs of Social Capital.

Bourdieu categorized neighborhood resources oo forms; social support,
social leverage, informal social control, and nehood organization participation
(Carpiano, 2008). According to Carpiano (2008)uileu’s conceptualization of
social support posits that this is a form of socegital that has a great influence on
health, and residents depend upon it to cope withlems in daily life. The social
leverage form of social capital serves as a soofragormation that helps residents to
access information and other available resourasctim affect health and wellbeing
in the neighborhood. Regarding the informal socaadtrol form of social capital,
residents maintain social order and neighborho&etyséhrough collective action.
Through the neighborhood organization participatemm of social support, residents
come together to collectively pursue neighborhodtiies that improve health-
related quality of life (Carpiano, 2008).

However, Coleman categorizes social capital integtorms, namely “norms,
information channels, and collective obligationd axpectations—that operate
through, and are facilitated by, relational netvgoikdividuals within the structure of
relations have the ability, by virtue of these cections, to achieve ends not
otherwise possible” (Coleman 1988, as cited in Kimassoerge, Skyles, & Guiltinan,
2006, p. 491). Coleman’s conceptualization ofalazapital lends credence to the

proposition that one’s relationship or connectiwsith certain networks or groups of
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people enable the individual to obtain certain goadd services that the person could
otherwise not access without belonging to theseoris.

Burt (2001) discusses social capital on the bafsise advantage that social
capital gives to its actors. His explanation afiabcapital relates to the classic self-
help philosophy. Thus, in self help groups, theengmu put into a meeting, the more
you get from a meeting (Okundaye, Smith, & Lawre@adb). Burt explains that
people who are better connected benefit greatiy fittose connections. Burt further
detailed some of the specific network patterns tviviwolve ways in which
individuals and groups can participate in thesavogks. By virtue of belonging to
these networks, individuals increase their advantagccessing resources as a result
of their relations within these networks and, egdBg across “structural holes.”
Structural holes are “the gaps between nonredurwtaniécts” that link individuals to
those connected with networks other than their divey provide additional access to
information, resources, and opportunity (Burt 1982 cited in Chaskin et al., 2006, p.
492). According to Chaskin et al. (pp. 491-492pdi¢ock (1998) focuses on
embedded relations (“integration”) and autonomalations (“linkage”) at the micro
level (social integration within and social tiegybed a community or group,
respectively) and their counterparts (organizatiortagrity and synergy) at the
macro level.

Putnam (1993, 2000) argued that social capitalli@gotrust, norms, and
networks and the role of civic engagement in featilng collective action among
community residents. Putnam’s conceptualizatiotheftheory posits that the
relationships among actors in a community fostesttand adherence to community
norms. These norms and trusting relationshipsw@age civic participation and

collective actions among the residents or the whodeip/community.
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The social capital and health literature focusesenon Putnam’s
conceptualization of social capital (Aguilar & S@&009). In Putnam’s view, social
capital always yield positive results and this viemther suggests that poverty
reduction programs aimed at improving health shéoddis on increasing social
capital (Putnam, 1996).

How Social Capital can be a Risk or Protective Faor for QoL.

Carpiano studied the social capital forms and heationg a sample of adults
in 2004 and 2007. The study produced mixed finglingor example, higher social
support was positively related to daily smoking &mthe drinking (Carpiano, 2004).
However, Carpiano found that higher forms of sold@aérage and informal social
control predicted lower daily smoking and bingenkiing. Carpiano also concluded
that social support can have both negative andip@sionsequences. To determine
whether neighborhood attachment moderated theaesdtip between the forms of
social capital and health outcomes, Carpiano’systodnd that informal social
control predicted “health advantage” (p. 87) wiméghborhood participation was
related to a “health disadvantage” (p. 87). Actaydo the group behavior literature,
group behavior is characterized by factors sudrasp members’ loyalty to group
objectives through a hierarchical power and coninfluence of financial incentives,
and collective group cooperation to achieve agrgexh group goals (Heyer, Stewart,
& Thorp, 1999). External norms also influence grdnehavior (de Renzio, 2000;
Heyer, Stewart, & Thorp, 1999).

Risk Factors for QoL.

According to Fraser, Richman, Gallinsky, and Da0@, p. 187), risk factors

are “individual or environmental conditions thattiease the likelihood for negative
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outcomes in particular population.” Thus, sociglital can influence the conditions
of actors in a particular network in a negative way

Relating to Carpiano’s (2004) study, other stutii@ge found that social
capital increases suicide risk factors among Negtons youth in Canada (Kirmayer,
Boothroyd, Laliberté, &Simpson, 1999; Mignone & @IN 2005). These authors
found that psychosocial, socio-economic, and caltizctors are responsible for
suicidal thoughts among these youth. Similarlytéand Landolt (1996) asserted
that social capital promotes inequality rather ttl@ngeneralized view that it is
inherently good. Owing to the negativity assoaatgéth social capital, the authors
argued that “inner-city youth gangs are also saw#vorks that provide access to
resources and enforce conformity. The same kihties®that sometimes yield public
goods also produce "public bads" such as mafiali@snprostitution rings, and youth
gangs, to cite a few. For a ghetto teenager, meshigein a gang may be the only
way to obtain self-respect and material goods” tg%o& Landolt, para. 15).
Therefore, that in some circumstances social dagatabe a good thing, and in other
circumstances not such a good thing. It depengarinon the norms and values
shared by the community or locale in which soc#dital exists. Bonding capital,
using the authors’ terminology, can exacerbatelmsbetween groups, and can lead
to, for example, racist practices by whites agaftistan Americans.

Social Capital as a Protective Factor for QoL.

Protective factors include greater caregiver conmecgreater neighborhood
and peer regulation which are associated with pdggical well-being and better
quality of life; number of people in a householddé@elonging to a church and
consequently receiving social support (Cluver & d&er, 2007). According to

Kirmayer et al. (1999), social capital serves asqutive factors that decrease suicide
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among depressed First Nation adolescents. Thaoml sapital helps the youth to
cultivate a sense of admiration for life, develefi-esteem and coping skills, ethical
hostility towards suicide, and a sense of feeliapbged to the community (Kirmayer
et al.).

Relying on these available scant literature in idig@ng risk and protective
factors is inappropriate. Therefore, this studypmses additional protective factors
given this researcher’s knowledge of the cultuedtisg. These protective factors
include perceived sense of family support, suppeffi@amily/network systems,
resilience or positive coping in adversity, andigjpality (thus relying on one’s sacred
relationship with God for better health conditi@msl longevity). The protective
factors, which have the potential of improving diyadf life, are expected to cushion
and strengthen the debilitating impacts of the fésitors.

This study focuses on the protective factors ofad@tipport, given that the
protective factors are more applicable in thisisgit
Social Networks Theory

A social network refers to “a set of individualsavare either directly or
indirectly connected” (Lin & Peek, 1999, p. 243)n and Peek concluded that social
networks prescribe one’s incorporation into a comityuand their subsequent access
to resources within this community. Accordingheit conceptualization of social
network, more intimate networks provide more sosigdport for its members.
Similarly, the University of Twente (2011) definedcial networks as “the web of
social relationships that surround individuals”rgpal). According to Berkman and
Glass (2000), social networks are responsible faviging social capital (resources)
after people who were previously disconnected ewadht together to form social

networks. Upon forming these social networks,ttisisleveloped, norms are adhered
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to, and people are able to form social networksfrehich social capital could be
accessed (Cook, 2000). Given the forgoing argunsecial network is a building
block for social capital. Social capital can beeieed when these networks are
available and yield their support.

Kawachi and Berkman, (2008) indicated that engageimesocial networks
tends to have direct positive effects on healticames regardless of the presence of
other factors such as stress. Moreover, studibstbfanimals and humans have
provided evidence that lends credence to the lfi@attthe presence of significant other
members of the same species influences the indiVithder some form of stress
(Kaplan, Cassel, & Gore, 1977). For example, ffecgveness with which “electric
shocks that can produce peptic ulcers are givamitoals previously conditioned to
avoid the ulcers is determined, to a large extantyhether the animals are shocked
in isolation (high ulcer rates) or in the preseatétter mates (low ulcer rates)”
(Conger, Sawrey, & Turrel, 1958, as cited in Kapdaal., 1977, p. 48). This study
implied that being part of a network system prosidgportunities for individuals to
improve their quality of life.

The quality and the quantity of the networks aneestelent on material, human
and social capital of a person which are basiashermined by socio-demographic
factors such as one’s income, gender, educatioplogment, etc. It is important to
acknowledge the impact of the hierarchies or diffiees in statuses and social classes
of actors within a particular social network andvitbese differences determine the
amount of capital one can receive. For exampléndinidual who has Bill Gates
(one of world’s richest people) in their socialwetk versus having ‘Joe Smith,” an
ordinary middle/low class person in their netwaskexpected to receive a

disproportionately high social capital from Bill 8a than from ‘Joe Smith.” Thus,
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the social class and affluence level of actorsiwitme’s networks play a major role
in the quantity and quality of social capital oreegives from these networks. It is
hoped that the better the quality of the actorsiwithe network, the better the
chances of receiving more and quality social sugpor

It is also worth noting that the Internet today bamificantly challenged the
trust and network formation and it will not be susmg upon discovery that the
Facebook and other social network websites are snsaough which people form
networks in both western and non-western societdggecdotal evidence shows that
many people in non-western/developing countries Gihana are signed up on social
media websites like Facebook, Twitter, and Whatsafimough the literature on
network formation via the Internet in Ghana wasfoahd, an online survey analysis
in the United States, United Kingdom, and Canadaveld that increased Internet use
correlated with increased social capital and atpesindirect effect (through social
capital) on political participation among Intersers (Gibson, 2001).
Social Support Theory

The dimensions of social support that influencdtheautcomes are tangible
(e.g., someone to assist you with daily activitiks accompanying you to the doctor
or help prepare your meals), affectionate (e.gnesme who shows you love),
positive social interaction (e.g., someone to sgand with and engage in an
enjoyable activity with) , and emotional/informatal support (e.g., someone you can
count on to listen to you when you need to talk/sone to give you information as
needed (Sherbourne & Stewart, 1991). The netwpdf(the actor helps the
individual to secure social support, which furtimproves the person’s quality of
life. In this current study, it is expected thatigl networks will influence the social

support received by an individual.
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Prior research suggests that fewer networks otisakhips and lack of
adequate social support are negatively relatedadity of life (Barnett & Gotlib,
1988). While social networks are the actors thihoaigd from whom we receive
certain social and economic goods and serviceglsagpport is the physical,
financial assistance, and emotional comfort giveas by our family, friends, co-
workers and others with whom we are in a relatignglith (Ashton et al., 2005;
Barnett & Gotlib, 1988; Kaplan, Cassel, & Gore, IR7The lack and ineffective use
of social support increases the risk for experieg@oor quality of life among PLWA
(Bloom & Mahal, 1997; Centers for Disease Contrad revention, [CDC], 2009),
resulting in more hospitalizations, and creatirgylastantial financial burden to the
healthcare system and the human capital resourdedia nations (Bloom, Urassa,
Ng'weshemi, & Boerma, 2002). Failure to use sosigiport has been linked with
decreased quality of life for PLWA (Kawachi & Berlam, 2008; Gielen, McDonnell,
Wu, O’'Campo, & Faden, 2001; Woolcock & Narayan, @000ther studies
suggested that social support makes multiple lexgi®sitive impact on the quality
of life of PLWA (Awusabo-Asare, 1995).

This theory is included in the model explainingateinships among the
variables in this study because social networkshe@ctors through whom we
receive social capital (which are the goods and@es we receive by virtue of our
membership in the social network). Therefore,a@aipports being the ‘physical,
financial assistance, and emotional comfort (gaous services) given to us by our
family, friends, co-workers and others with whom ave in a relationship with is

derived from social capital and through our netwairkelationships.
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Another theory that Influence the Relationship betveen Social Support and
QoL

Another theory that influences the relationshipaetn social support and
quality of life but is not relevant in this studydiscussed below.

Empowerment Theory.

The theory of empowerment assumes that those wéxb certain resources
will be equipped or given the power to identify aatess available support systems
to help them experience improved quality of lifeThistory and conceptualization of
empowerment in social work dates back to the woiBasbara Solomon (Lee, 1997,
p.19). Empowerment “refers to a process wherebsops who belong to a
stigmatized social process category throughout tiveis can be assisted to develop
and increase skills in the exercise of interperkiorfilmence and the performance of
valued social roles” (Solomon, 1976, p.6). Accogdio Solomon (1976, p. 12)
“anyone who is haunted by severe limitations oirtkelf-determination and an
inevitable sense of dependency” is powerless. rBmocontended that factors that
block empowerment of persons include “compromise@gnal and interpersonal
strengths and resources, economic insecurity,datidaining in critical thought, and
lack of experience in the political arena” (Cox8I9as cited in Lee, 1997, p. 19). In
the current literature, empowerment has been canakped as having different
indicators, approaches, or themes. A study bynguogverment expert (Frans, 1993)
identified five dimensions/themes of empowerment.

Frans (1993) argued that the empowerment conce@ieao oppressed
populations and professional social workers altvgfollowing themes: (1) A
perception of positive and satisfying self-concép};a critical awareness of one’s

position in the larger society or “macrostructurg§s”315); (3)a “perception of
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possessing adequate knowledge and skills needefiuence events in one’s own or
others’ lives” (p. 315); (4) tendency to act in aythat influences action on behalf of
self or others; and (5) a sense of collective itientn this study, the empowerment
approach is relevant, thus, it is operationalizeidgithe knowledge building
dimensions outlined by Frans and Solomon (197&)we¥er, this theory will not be
included in the theoretical framework of the stibegause, the conceptualization of
empowerment-operationally defined by Solomon, asrigg power and freedom
which comes through the acquisition of knowledge"g), and Frans’s theme that
adequate knowledge and skills are needed to infRiements in one’s own or others’
lives- are insufficient for explaining how qualiby life will be improved. Although it
is expected that clients will gain knowledge obimhation about available resources
and become empowered to use these resources tthaeipchieve better quality of
life, the means through which these necessary resswill be acquired has not been
properly outlined in this theory. For example, theory only assumes that gaining
knowledge and becoming empowered to use theseroesowill automatically
improve quality of life. However, having accesshese resources might be difficult
without having some network of relationships whiailght improve the individual’s
chances of accessing these resources. Therdimr¢heory does not adequately
explain the paths/relationships between socio-deapdic factors and social supports
and their possibility of predicting the quality Idé of PLWA.
Theoretical Model

According to Oakes and Rossi (2003), one’s socamemic characteristics
such as income/asset, education, and employmeus stanstitute the person’s
human, material, and social capital. The authamthér implied that these three forms

of capital prescribe an individual’'s Socio-Econor@tatus (SES). Other demographic
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factors such as age, sex, and knowledge of HIVIurrdlated risky behaviors are
also examined in this study. Globally, the soaior@mic and demographic factors
constitute socio-demographic factors. In this gtuids conceptualized that variation
in socio-demographic characteristics and socigbstipwill predict quality of life (see
Figure 1for the conceptual model).
How this Model Explains the Relationship between Sxal Support and QoL

An understanding of the relationship between saigbort and QoL among
PLWA is vital to determining appropriate intervemts that would ensure better
outcomes. The logic model (see Figure 1) suggbatssbcio-demographic factors
and social support make up the person’s sourceapifal such as material, human
and social capital which in turn determines onedd QFor example, one’s socio-
economic characteristics such as income/assetagdncand employment status
constitute the person’s human, material, and scaijgital (Oakes & Rossi, 2003). It
is therefore possible that social support will pceduality of life. It is also possible
that one cannot receive social support withoutrigocial network(s) in place and
receiving assistance from these networks. Thezefprality of life of PLWA cannot
improve without having adequate social supportpaently, receiving HIV
education and Anti-Retro Viral (ART) medicationspraves quality of life. The
gualitative aspect of the interaction between andray patients and the health care
providers also influence the quality of life of tReWA. Thus, the networks formed
among patients and the practitioners/health caféatd fellow patients, as well as
the care the patients receive from the health parkessionals relates to better quality
of life.

The proposed logic model is supported by empiesadence from many

studies (See Bajunirwe et al., 2009; Burgoyne &Wek, 2004; Mclnerney et al.,
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2008; Perez et al., 2005; Rao, Hahn, Cella, & Hedea, 2007; Yen et al., 2004).
Quality of life is also determined by one’s socenrtbgraphic status. For example,
past literature suggested that younger people (N#a@i, Zanjani, Ten Have, &
Oslin, 2009), or women living with HIV/AIDS lack sl support (Catalan et al.,
1996), and reported low rates of quality of lifer(id, Tsevat, Cohn, & Wu, 2005).
Therefore, treatment/interventions may need t@ahgeted on these socio-
demographic variables to improve quality of life fbese people. When knowledge
about the role of socio-demographic factors andetstending about the impacts of
social support on quality of life is reached, intErtions/treatments will be targeted
toward the appropriate socio-demographic and ssaaport variables in improving
the quality of life of PLWA.
The Model

In this model (Figure 1), socio-demographic fastsuch as income,
employment status, marital status, education, aratsnstitute one’s material, social,
and human capital and demographic factors. Thestmnographic factors (the
three forms of capital: material, human, and soasalvell as the demographic factors
like age) and social support predict quality ofelifA combination of these
demographic factors and social supports receiveth fone’s family, friends, co-
workers, acquaintances, neighborhoods/communitittsence the quality of life of
PLWA.

The model will enable the researcher to determinhetiaer receipt of social
support and one’s quality of life will differ by s€being male or female), stated
income (whether one receives lower, middle, or uppme), etc. Thus, the model
will specifically suggest the extent to which m&krhuman, and social capital and

demographic factors will determine quality of l#enong the population under study.
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According to Oakes and Rossi (2003, p. 776), madtedpital include tangible wealth
like “homes, cars, refrigerators, income, stocksl #lows, such as earnings, savings,
investments and known expected wealth, such asiiahees.” Human capital on the
other hand refers to “fixed endowments of an acech as being 6’9” and able to
play point-guard, being handsome or beautiful,avitg innate ability in
mathematics or music. Human capital also inclukgation, skills, abilities, and
knowledge one may acquire” (Oakes & Rossi, p. 78)cial capital includes goods
and services that one receives from others asuét Eone’s relationship with them
(Oakes & Rossi).
Hypotheses and Research Questions
In this study, many questions that examine relatiqrs between socio-
demographic characteristics, social supports, aadity of life were examined. The
research questions are:
1. Do social supports and quality of life among indivals diagnosed with
HIV/AIDS differ by socio-demographic factors?
2. Is social support the same across socio-demogrégttiars?
3. Is quality of life the same across socio-demografanitors?
4. Is there an association between overall social@tgmd quality of life?
5. Will socio-demographic factors moderate the refatlop between social
supports and quality of life?
6. What demographic factors and subdimensions of ksefports contribute the
most to quality of life among individuals diagnoseith HIV/AIDS?
7. Are both socio-demographic factors and social sttppof individuals with

HIV/AIDS associated with their quality of life?
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Sociodemographic factors influence the level of sosigdport an individual
experiences and also predicts their quality of liféne level of ecial support received
by an individual is dependent on the nature ofsth@al networks they belong to. For
this study, the following null hypotheses wereéést

1. There shall be no differences in social supportscrality of life among
individuals diagnosed with HIV/AIDS across sociavdmgraphic factors
(independent samptetests were used in testing this hypothesis).

2. There is no association between overall social sdgmd quality of life
(linear regression was used to test this hypothesis

3. Socio-demographic factors will not moderate thatrehship between social
supports and quality of life (Multiple Regressiaralysis were used to test this
hypothesis).

4. All demographic factors and subdimensions of sauglports will contribute
equally to quality of life among individuals diagsenl with HIV (Multiple
Regression analysis were used to test this hypg)hes

5. There is no relationship between socio-demografaitiors and social
supports combined with the quality of life of indiuals with HIV/AIDS
(Multiple Regression analysigere used to test this hypothesis).

Hypotheses 2, 3, 4, and 5 were tested using leedmultiple regressions to
identify the predictors of quality of life. The@es on the dependent variable, quality
of life, as measured by the MOS-HIV scale were reaténto the equation as one total

score since multiple regression analysis needsongnuous variable.
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Chapter 3
Research Design and Methods
Research Design

This study used a cross-sectional design survdytivé aim of identifying
whether there are differences in perceived soajabsrt and quality of life among
males versus females, individuals diagnosed wiWAIDS who are married versus
unmarried, up to 12 years of schooling versus Essyer more of schooling, and
employed versus unemployed, and whether socio-dexpbig characteristics and
social supports of these individuals are associatddquality of life. Data were
collected at one-point in time through the usetahdardized instruments in the
months of September and October 2013.

Population

This study was conducted at the Ghana Network cfdPes Living with
HIV/AIDS in Ghana (NAP+ Ghana, 2013).

NAP+ Ghana.

This organization serves PLWA in the greater Acegion of Ghana and also
serves as the national headquarters of the netwotke entire country. NAP+
Ghana is a network of Persons Living with HIV/AID&h 350 member associations
representing over 270,000 persons living with HI\DA in all the ten regions in
Ghana (UNAIDS, 2011). The clients who presenhit national headquarters to
attend support group meetings, who were the regaadn the proposed study live
in the Achimota, Accra metro area where the agénhtycated. The network was
formed to provide the required structure and systamepresenting the views, hopes,
and aspirations of PLWA across the country. TheMdek also aims to improve the

quality of life of persons with HIV/AIDS through eral strategies, including
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effective participation in national policy and pram dialogue, effective advocacy,
capacity building and strengthening, informatioaréig and working together with
partners in a coordinated manner. Even thoughdhges of the individual support
groups (e.g., Global Disease Control, Goodwill AfBundation, Young Women
against Stigma Foundation, etc.) suggest thatwezg formed for specific historical
and faith-based reasons, these specific reasonmdoeumented (NAP+ Ghana,
2011) (see Appendix | for the full list of Supp@toups at NAP+ Ghana, Achimota,
Accra). The members of the network belong to thagfian, Islamic, West African
Traditional, and the Baha'i faiths and thereforeoiporate spiritual sessions into their
meetings to help them meditate/reflect on “God” hod/ building a more intimate
relationship with God positively influence theiraiity of life. The support group
meetings usually begin with prayer and a Christiawotional session moderated by a
support group leader or a staff member (persomahwonication with the agency
Program Director, 2013). This researcher was @nt@btreate a couple more
variables in the analyses to control for differenbetween these support groups
because data on descriptive information about hlagacteristics of these support
groups were not available.

According to NAP+ Ghana (2013) the basis for forgniine support groups
are as follows: The support groups were formeanaassociation on the basis of
having support to conduct their meetings and shakperiences. The groups were
formed to serve as unified bodies which update negmbn new trends in HIV/AIDS
management. The support groups were also formedlpoits members learn about
the different ways in which they could improve thguality of life through attending

workshops, advocacy, information sharing, leaderstapacity strengthening, and
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other relevant strategies. These potential paybankourage PLWA to join the
support groups with the hope of reaping these lisnef

Furthermore, the support groups come togetherabwiigh the complexity of
issues working against PLWA in Ghana includingreagand discrimination, which
have long limited group members’ participation iraningful activities. The support
groups meet once every month on different schedidéels but mostly from 7:00am
to 1:00pm on weekdays. On the other hand, all tippart groups in the Greater
Accra Region meet every quarter to discuss thegsatfecting the support groups in
general and update the members on current is§lressupport group members
benefit from travel and transportation and snatkseetings and also get the ARTs at
participating health care facilitates at the cdsgH¢10.00 (Ghana cedis) per month
(NAP+ Ghana, 2013).

The population of the support group members vdrgeause there is a
freedom of association with an average group diz®er group (NAP+ Ghana,
2013). NAP+ Ghana is registered as a companydohiy guarantee under the
Ghana Company'’s code of 1963 (NAP+ Ghana, 2013).0Fpanization works with
institutions such as Ghana AIDS Commission (GA@)sBns Living with HIV/AIDS
(PLHIV) Associations, National AIDS Control Programa (NACP), United Nations
Joint Programme on HIV/AIDS (UNAIDS), and Care im&tional Prevention Project
and Global Fund Round 8 Project with the Adverbstelopment and Relief
(ADRA) agency. NAP+ Ghana serves as the nationdralta body to direct,
coordinate and provide a common voice for PLWA m@a. A convenience sample
of the NAP+ Ghana network members located in trea@r Accra region of Ghana
only was surveyed. The president and the membiehe NAP+ Ghana headquarters

in Accra have granted this researcher permissi@oliect data from the network
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members. The members attend meetings at the hadeicguand at the regional
offices on regular basis and so data collectiohblscheduled to take place while
members are present for meetings-to help redupemdgnts’ burden of having to
travel to the meeting site on their off days tctipgrate in the study. Everyone one
who presents at this office is assumed to be e##&tWA or an employee.
Therefore, one’s HIV status is not easily idenkifeg and given that the agency has
many employees, this researcher will not be idieatifs the PLWA survey
researcher.

Eligibility Criteria

Regardless of their stage of HIV/AIDS (whether syonpatic or
asymptomatic), all PLWA, who present at the ceatet are members of the support
groups, and are 18 years or older are eligibleetmbluded in the study. To attain a
support group membership status, one must haedtpssitive for HIV/AIDS and
have their status documented in their medical dxc@AP+ Ghana, 2011).
Therefore, any person who presented at the sugpmup meetings at the NAP+
Ghana office was checked by the agency staff terdene if this requirement is met.
Due to confidentiality issues, data were colledtech respondents without
necessarily identifying the specific support grothpy belonged to (see Appendix |
for the support groups within Achimota, Accra; wdittend meetings at the agency
during the months of September and October, 2013).

The sample was drawn through voluntary participatibthe support group
members. For the identity of the study participaatsemain anonymous, no
identifying information about the respondents walfected. During the analysis,
how long they have been coming to the support grongeting was analyzed because

it is possible that length of group attendance ¢ @altentially change their attributes.
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Moreover, completed questionnaires were marketktsd’ for those who received
little assistance from the researcher in completmegguestionnaire, even though the
majority of the respondents completed their surweigis no assistance from the
researcher.
Sample, Power Analysis, and Sampling Strategy

Prior to conducting the study, a power analysis em®lucted to determine
the recommended sample size for the study. Twooaphes were used for the power
analysis. The first approach relied on using théstical package G* Power used to
estimate the sample sizes for the analyses. Thisresl setting the effect size, power
level and alpha level, and computing the samplke s&eded for a multivariate
analysis with 15 variables. Based on a medium effiee (.15), power (.80), and an
alpha level set at .05, one hundred and thirty paréicipants were required for these
analyses. The second approach focused on follorgicgmmendations in the
published literature. In this case, Stevens (20862)mmends 15 cases per IV for
conducting hierarchical multiple regression, sugjggshat a total of 225 participants
(15 IVs) will be required for these analyses. W5 cases was more than sufficient
for these analyses data were collected from 30@cp@ants to help increase the
power level of the sample to help adjust for unexpe missing data. Study
participants were notified about the research ptd)g posting flyers at the NAP+
Ghana office where they attend support group mgetimThe respondents were also
informed by word of mouth by the agency represergdb voluntarily meet the
researcher in her designated office space witl@ératiency to complete a survey.
Procedures

Participants completed self-administered surveygspond to this study (see

Appendix G). This researcher distributed the syimstruments on an hourly basis to
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the respondents individually as they consentedttgypation in the study after
providing an explanation of the study (i.e., puganfidentiality, IRB approval,
and information about compensation for respondgres) Appendix F). To
compensate them for their time and transportatiomfome to the research site
(especially for some respondents who will not kespnting for support group
meetings but to participate in the study), eachigpant was given GH ¢10 (US$5).
For the total of 300 respondents, GH ¢3,000 cedisift U. S. $1,500) was given as
compensation to the respondents.

The researcher read and explained the purposéddeatiility, IRB approval,
and information about compensation for respondieats a prepared script (see
Appendix F) to clients to ensure clarity for theg@o needed further assistance in
completing the instrument accordingly. This acawebiding the discussion of the
guestions with respondents is expected to helgrobtare truthful responses from
the participants (Dillman, Smith, & Christian, 2009 his action was particularly
necessary in order not prime respondents into Bpecitcomes or in order not to
encourage specific responses from respondents (fosllivan, & DelLong, 2011).
Respondents that needed assistance in completitigyter questions were helped
accordingly.

Measurement

QoL.

The dependent variable (DV), overall QoL (totalrsjpwas measured using
the Medical Outcomes Study HIV Health Survey (MOB/H scale (McDonnell et
al., 1997; Smith, Feldman, Kelly, DeHovitz, Chirgw& Minkoff, 1996; Revicki,

Wu & Brown, 1995; Wu et al., 1991; Wu, Revicki, &litz, 1997), which offers a

% See Appendix D for aspects of health that theesaaasures.
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total score and subscales score that were usée asdain outcome variable total
(representing a continuous level variable). Themsemres of both the overall QoL
and its subscale scores were further estimatedised in the data analysis to ensure
the representation of typical values for the scorethese variables/scales (Weinbach
& Grinnelle, 2007). This scale is a brief, commesive health status measure that
has been used extensively in studies of HIV/AIDSu(\Wevicki, Jacobson, & Malitz,
1997). Wu developed this instrument in 1987, ar$s remained one of the first
disease-targeted measures available for this ppuland is widely used in clinical
trials and other research and evaluation studigsRM rust Research, 1996; Wu et
al., 1997). According to Wu et al. (1997), thelsdaas moved through stages of
adjustments and modifications. The current versiothis instrument consists of 35
guestions, which assess ten dimensions of heattergl health perceptions, pain,
physical functioning, role functioning, social fuioming, mental health,
energy/fatigue, cognitive function, health distrasd QoL. One item assesses health
transition, and the subscales of the MOS-HIV amrest as summated rating scales on
a 0-100 scale where higher scores indicate bettdtth The concepts and number of
items in the MOS-HIV are discussed in Wu et aB9@) and MOS-HIV Health

Survey Users Manual (n.d). Examples of questiomghiysical functioning subscale
include: Does your health now limit you in thesé\aites: walking uphill or climbing
(a few flights of stairs), bending, lifting or sfmag, walking one block, eating,
dressing, bathing or using the toilet. Responséise®e questions include: Yes,
limited a lot (1); Yes, limited a little (2); andd\(3). Examples of questions regarding
quality of life include: How has the quality of yolife been during the past 4 weeks?
i.e., How have things been going for you? Respotséhis question include: Very

well: could hardly be better (1); Pretty good @pod and bad parts about equal (3);
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Pretty bad (4); Very bad: could hardly be worse Gjonbach’s alpha from studies
that have used this scale range from 0.70 to @88€n, McDonnell, Wu, O’Campo,
& Faden, 2001; Revicki, Wu, & Brown, 1995 as citedVu et al., 1997). The MOS-
HIV also demonstrated concurrent validity with meaas of health and discriminated
between distinct groups (Wu et al., 1997). DatdhenMOS-HIV were used as a
continuous total score.

Social Support.

The variable, social support was measured using I8Q$al Support Survey
(19 items} (Sherbourne & Stewart, 1991). Example of itemthis scale include:
“How often is someone available to listen to yowewlyou needed to talk?”
Responses range from 1 = none of the time to bof #te time (higher score
indicates more support). Cronbach’s alpha frortudysthat has used this scale is
0.97 (Schwartz & Frohner, 2005). Using confirmattagtor analysis to confirm the
factor structure of the MOS-SSS, this measure dstrnated concurrent validity
(Gjesfjeld, Greeno, & Kim 2008). The data weredubeth as a continuous total
score and also the subdimensions (tangible, affieate, positive social interaction,
and emotional/informational) of the measure weggdaned to determine whether a
particular dimension contributed the most to Qate(Fable 3 for the scores of
respondents on the QoL scale). In the literatineMOS social support survey and
the MOS HIV scales correlated in studies condutedanada (Burgoyne &
Renwick, 2004), and South Africa (Mclnerney et 2008). These two scales are
used in this current study to validate the relatiop between these two tools, using a

Ghanaian sample.

* This instrument will serve as independent variableultiple regression analysis. The full scale is
available at http://www.nationalmssociety.org/foofessionals/researchers/clinical-study-
measures/msss/index.aspx.
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Williams et al. (2004) reported internal consistefar tangible support (.91),
emotion/information support (.96), affectionate ot (.94), positive social
interaction (.94), and total support (.93). Thegodlound that the measure possesses
good convergent and divergent validity, correlastrgngly and positively with
family and marital functioning, mental health, aswutial activity and negatively with
loneliness and role limitations.

Sociodemographic Variables.

The socio-demographic characteristics selected wasidered because of
the role they play in HIV/AIDS issues. Informatiabout sex was collected through a
short answer questions “are you male or femaleertigl female (2)?” Marital status
was also dichotomized into married versus unmasrl(dgle, divorced, or widowed)
because such dichotomization reflects the culatdgorization of marital
relationships in the community from which the datth be drawn. Years of
schooling (education) was dichotomized by uneducéiel2 years of schooling) and
educated (13 years or more of schooling) becaubmibéd variability in educational
background of HIV/AIDS population in the commun{tyAP+ Ghana, 2010).
Similarly, employment was dichotomized by “employadinemployed” with
response sets yes/no.

Other socio-demographic information collected arauded in the regression
analysis included age, (identify their age in ygdr&ome in numbers (in four
categories which was later to be collapsed intovevsus high income during the
analysis but this dichotomization was not feasii@deause all respondents reported a

monthly income of zero to less than 100 Ghana geassing children as well as the

® Although divorce is not a common phenomenon inciramunity from which data will be collected,
those who are divorced or widowed are viewed asauriet in the community. Similarly, the practice
of cohabitation is culturally unrecognized or outtal in the community.
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time of their first diagnosis with HIV/AIDS ideni&#d in month and year to measure
duration of HIV/AIDS (time since diagnosis).

Given that knowledge of HIV/AIDS and the knowledgeH1V risky behaviors
influence the sexual behaviors and attitudes di bo¢ educated and the uneducated
(Cornelius, Okundaye, & Manning, 2000), these cpts®ill be measured using the
knowing about HIV/AIDS assessment scale (Pophari, Hanks, Hetrick, &
Grossman, 1992) and 3 items from the knowledgel¥frisky behavior scale
(National Center for Health Statistics, National@t of Family Growth, 1995) to
statistically control for education on both sodapports and QoL. The knowing
about HIV/AIDS assessment scale (Popham et & Jli5-item scale that measures the
participants’ functional knowledge of HIV/AIDS. Aording to Popham et al. having
functional knowledge (knowing about HIV/AIDS) helfmsreduce the risk of HIV
infection. Examples of items include “Hugging agmer with AIDS is a way to get
HIV” and “The virus that causes AIDS is found ilodd.” The response options
range from “I am sure it's false” (1 point) to “frasure it's true” (5 points). The
knowledge of HIV risky behavior scale (National @arfor Health Statistics,
National Study of Family Growth, 1995) was used isurvey that focused on a
subpopulation of African American females betwdendges of 15-44, who were
selected from households that had previously ppaied in the 1993 National Health
Interview Survey. In general, the respondents vask&d questions about the history
regarding their pregnancy, past and current usewmtraception, fertility issues,
prenatal care issues, marriage/cohabitation stafussocio-demographic questions.
The following three items were used:

1. “Please list the number of your lifetime sexpaftners?”
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2."How often did you or your partner use condomdisease protection in the last 12
months?”

3. “What would you say are the chances that yow thead sexual intercourse with
someone who might be infected with HIV-the viruattbauses AIDS?” For the first
and second items, respondents’ were requiredttthesnumber of partners and the
number of times their partners used condoms reispéct The third item had
response options ranging from 1 (low), 2 (mediuamd 3 (high). The psychometric
properties of the knowing about HIV scale (Pophaml.e1992) and the knowledge of
HIV risky behavior scale (National Center for HeaBtatistics, National Study of
Family Growth, 1995) are unknown.

Use of the Instruments.

This researcher acquired the written permissiah@fauthors of the
instruments to culturally validate the instrumefotsuse in Ghana. Upon pretesting
both the adapted and the original tools on theardgnts in Ghana, the respondents
offered to be examined using the original Englstig for the following reasons:

1. The readability level of the original tools was simtent with their readability
statistics.

2. The concepts in the original tools are consistetit their cultural
understanding of these concepts.

3. English is the official language in Ghana, andd¢fane all studies that they
have been subjects of are conducted in Englishs,Tthey are only familiar
with participating in research studies conducteBnglish.

4. They cannot read or write their responses in thalllanguage-Twi.’

5. Feasibility of using the original instruments iGhanaian setting without

threatening the psychometric properties of theste@s determined by
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examining the percent of missing item responses fite instruments (Mast

et al. 2004). All the respondents answered athstén the original English

version, but less than half of the respondents aresiva few items in the

adapted version. This researcher reported acdbytédr the original
instrument, and the time and ease of administratiere also acceptable (Mast

et al., 2004).

Therefore, this researcher has informed the autiegarding the use of their
instruments in its original form instead of usihg tadapted versions (see Appendix G
for the survey instrument). The survey was forgthtising the recommendations of
Adday and Cornelius (2006).

Prior to arriving at the above conclusion, the ssalere culturally adapted to
the population from which the data were to be ctdld and were field tested and
psychometrically analyzed. First, items in theless@MOS Modified Social Support
Survey and MOS-HIV) were translated to Twi langubgeexperts in linguistics of
the local community. Another professional back stated the adapted version to
English to determine if the concepts/wording aterad and to ensure that the items
reflected the cultural understanding of the coreepd that the scales measured what
they are intended to measure. This researcherjsvnoative of this culture forward
translated the instrument.

Second, the scales were piloted among respondsjtsvbio did not
participate in the study and their responses heipédentify consistencies and
inconsistencies that may help modify the scales.rEsearcher intended to conduct
reliability and validity assessments to determfree Cronbach’s alpha coefficient of
.80 and above will be achieved to deem appropfaatemeasuring social support

(MOS Modified Social Support Survey) and QoL (MO8/Hin the community.
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However, the use of a culturally validated instratneas rejected by the respondents.
Moreover, the cultural adaptation of a standardimettument is beyond the scope of
this study. Therefore, the original tools weredise

Data Analysis

Data from this study were analyzed to determinati@iships and general
findings from the study.

Data Entry and Data Management.

Data were entered by hand. In order to ensuretguaintrol, data were
cleaned after entry of every 10 completed survaifslata were entered into SPSS
(19.0) for data management, cleaning, and analyg#sis researcher. Quality
control measures included manual verification efdata that had been entered.
Before running analyses, missing data were recta®8, and reverse coding was
conducted as necessary for the QoL instrument, ledge of HIV, and knowledge of
risky sexual behaviors. In addition to recodingsimg data to 99, mean substitutions
of the scale scores were used as recommended bip,LBarrett, and Morgan (2008).
These authors suggested that if a participant ssimg data for at least 1 item or
more, the mean function in SPSS computes the nmoala sf the scale using
data/responses from the items that had valid dagalistitute for missing data from
those who did not respond (see pp. 240-242). Givenl17 of the 18 items on the
social support scale had valid responses, the farmsed was “COMPUTE
Mtotssosup=MEAN.17
(stalk,sinfo,sgdadvice,sconfide,rswantadv,sprivagygest,sunderstand,sbedconf,sdoc
tor,smeal,schores,showlove,shug,sgodtime,srelggyseaffmind). There were no
missing data for the other scales. Continuousisées were standardized into Z-

scores and the dichotomous demographic variables algo dummy coded for use in

80



assessing interactions between social supportgaady of life (Cohen, Cohen,
West, & Aiken, 2003).

Analyses.

After entering and cleaning the data, descriptte¢istics were conducted to
first check the distribution of the data (De Va2@802). Distribution of all variables
was examined for skewness and kurtosis. Nextyibiteastatistics (correlations) and
multiple regression analyses with hierarchicalyentere run to statistically analyze
relationships between social supports and qualitifeoand socio-demographic
factors, social support, and quality of life respeddy. Independent sampleests
were used in examining differences in social supaod quality of life across socio-
demographic factors.

A two-tailed alpha of 0.05 was used for the sta@dtests in this study and
the assumptions fdftests and multiple regression were adequately mmethecking
that the multiple regression assumptions were aatejumet, the correct
specification of the form of the relationship beéndVs and the DV were checked
and the analysis found a SPLOAM that representelsbland not u-shapes,
indicating that this assumption is adequately Mekt, prior research and theory
indicated correct specification of 1Vs in the mqdeid prior research also indicated
chronbach’s alpha of .8 and above for the sociapstt, HIV knowledge, and HIV
risky behaviors instruments suggesting that thexe mo measurement error in the V.
In addition, the homoscedasticity (constant vamgrssumption were checked using
the scatter plot of residuals, the order of cas#ieated against residuals indicated
independence of residuals, and P-p plots were taseldeck the normality of
residuals. A check for any multicolinearity amohg wariables was conducted by

analyzing the SPSS output for correlations to deite if two or more predictors in
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the model were highly correlated. Correlations agnpredictors were below the .8.
Thus, the models attained acceptable level of pullinearity § <.5) for predictors in

the regression analyses.
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Chapter 4
Results
This chapter presents the hypotheses tested itham@sults from this study.
Hypotheses Testing
The following null hypotheses were tested:

1. There is no association between overall social stgnd quality of life
(Pearson correlation and/multiple regression weegluo test this hypothesis).

2. All demographic factors and subdimensions of satig@lports will contribute
equally to quality of life among individuals diagrea with HIV (Multiple
Regression analysis was used to test this hypathesi

3. Socio-demographic factors will not moderate thatrehship between social
supports and quality of life.

4. There is no relationship between socio-demografaigiors and social
supports combined with the quality of life of inaiuals with HIV/AIDS
(Multiple Regression analysis was used to testhithesis).

5. There shall be no differences in social supportsarality of life among
individuals diagnosed with HIV/AIDS across sociavdmgraphic factors
(independent sampteests was used in testing this hypothesis).

Hypothesis 1 (Hz)

The null hypothesis that there shall be no diffeesnin social supports and
quality of life among individuals diagnosed with\HAIDS across socio-
demographic factors was tested. The analyses fdaursseveral socio-demographic
characteristics: sex (male versus female), masitdlis (married versus unmarried),
years of schooling (0-12 years [uneducated] vet8ugears or more [educated]), and

employment status (employed versus unemployedg aBsumptions for conducting
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t-tests were adequately met. For this analysis, éperndent variables, social support
and QoL were measured at a continuous level, wheheaindependent variables (i.e.,
sex, marital status, education, and employmentg werasured at the nominal level.
Hypothesis 2 (H.)

The null hypothesis that “there is no associatietwieen overall social support and
quality of life” was tested using linear regression

Hypothesis 3 (Hy3)

To test the null hypothesis that socio-demografattors will not moderate the
relationship between social supports and qualitif@f multiple regression models
included interaction terms for social support byisalemographic factors (see Tables
7-21 for non significant interactions for demogrigdiactors and Figures 2 and 3 for
significant interactions only). Multiple models reegenerated for each demographic
factor and social support and their interactiomteaind the significance of the
interaction was determined by analyzing the satiglport by the demographic
variable interaction term. If the p-value for ith&eraction term was.05, then the
interaction was said to be significant. Significemain effects were also interpreted.
Hypothesis 4 (H4)

The null hypothesis that all demographic factors smbdimensions of social supports
will contribute equally to quality of life was examed using a regression model. The
model summary and coefficients tables were analyaegtermine which predictor(s)
contributed most to quality of life. Socio-demagn& variables such as age,
incomé&, sex, marital status, having children, educatinployment status, duration
of HIV/AIDS (time since HIV diagnosis), and socgalpports were entered using a

hierarchical strategy. These independent variadnésred the analysis in order of

® Income was later removed from analyses becausesgibndents reported same level of income.
Thus, there was no variation in the response fsrgarticular variable.
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causal priority (Norusis, 2002). Theory and pastature guided the entry of socio-
demographic variables into the analysis, partitylaecause of their causal influence
on the other variables. Independent variables as@ge, sex, and marital status
entered the analysis in step 1 following the oxfeantry in Gielen et al. (2001).
Because having children often relates to maritgust having children and marital
status entered the analysis in step 2. HIV knogde#nowledge of HIV-related risky
behavior, and how long they have been attendingupgort group meetings were
entered in step 3, followed by years of schoolidgéation in step 4. Given that
education often determines employability and incopagticularly in a less developed
country like Ghana, employment status and incontered in step 5; duration of
HIV/AIDS (time since diagnosis), religion, and bedpng to other networks entered
in step 6; and, finally, overall social supportseeed in step 7. For each step, a model
summary was estimated by SPSS and indicafes@®adjusted R which is

indicative of the amount of variance accounteddfpeach variable or set of variables
on a step, after controlling for the sets enterfdiile each variable. This researcher
considered examining the influence of quality & bn the predictors but given that
theory and research do not suggest that qualilifeahfluences socio-demographic
factors and social supports, this relationship natsested.

Hypothesis 5 (Hx)

Socio-demographic variables such as age, incomensital status, having
children, education, employment status, duratioHISM/AIDS (time since diagnosis),
and social support were entered into the analysrsulchically. These independent
variables entered the analysis in order of causatity (Norusis, 2002). Theory and
past literature guided the entry of socio-demogi@pariables into the analysis,

particularly because of their causal influencelendther variables. Independent
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variables such as age, sex, and marital statusedrtee analysis in step 1 following
the order of entry in Gielen et al. (2001). Becaihsehaving children often relates to
marital status, having children and marital st&tugred the analysis in step 2.
HIV/AIDS knowledge/education as well as educatigeafs of schooling) are
analytically important in predicting quality oféif Therefore, HIV knowledge,
knowledge of HIV-risky behaviors, and how long thewe been attending the
support group meetings entered step 3, followegdays of schooling/education in
step 4. Given that education often determines eyapiliity, particularly in a less
developed country like Ghana, employment statusredtin step 5, duration of
HIV/AIDS (time since diagnosis), religion, and beding to other networks entered
in step 6 and, finally, social support enteredt@p</. For each step, a model summary
was estimated by SPSS and indicatéaml R change, which is indicative of the
amount of variance accounted for by each variabkebof variables on a step, after
controlling for the sets entered before each véiab

The results of the present study, including tiseilts of the descriptive
statistics, correlations, independéitésts, and the multivariate analyses are included
in this section. Data for all 300 (100%) resporideamained in the analyses. The

demographic profile of the respondents is preseintdéble 1.
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Table 1: Demographic Factors of Respondents

Demographic Fact N %
Se»

Male 69 23.0

Female 231 77.0
Belong to other Groups

Yes 28 9.3

No 27z 90.7
Education in Years

0-12 291 97.0

>13 9 3.0
Married

Yes 15z 50.7

No 148 49.3
Children

Yes 242 80.7

No 58 19.3
Employment Statt

Employed 13 43

Unemployed 287 95
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Table 1 (Continued)

Demographic Fact

%

HIV/AIDS Diagnosis Duratio
0-4 years
>4 years

Family Member Benefit
Yes

Monthly Incom:e

GH ¢0-100.99

Christian

Non Christial

Years of Group Attendan
O-lyear

>1 year

99 33.0

201 67.0

30C 10C

300 100
Religion
280 93.3

20 6.7

37 12.3

263 87.7

Income did not vary (all respondents reported hgaibout the same level of income).
The vast majority (97%) of the respondents repadndng 0-12 years (none
through high school). All of the 300 respondentsoréed monthly income of less than
GH ¢100.99 (USD $46.33) and do have family memb#rs benefit from the
respondents’ membership and participation in thgpstt group workshops and
activities. This reported income is much lower thize $1310 gross GNP (see
Appendix H). By estimation, the respondents alpored income of less than $2.50
per day implying that they are living in povertyl¢Bal Issues, 2014). According to
the Human Development Reports, Ghana, the onlytopimthe West African region

which has attained a medium development status aedo the US which is a very
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high development country (United Nations DevelopmBrnogramme [UNDP]

Human Development Reports, 2014). According to riiaport, the mean years of
schooling of adults in Ghana is 7 years, the gemdguality index is .065, life
expectancy at birth as of 2013 was 64.6 years,thecestimated number of people
living in multidimensional poverty is 31.2% whil83 of Ghanaians are living on
less than $1.25 per day. These national humarajewent indices reports on Ghana
are comparable to the data gathered from the samfiés study.

Overall, the mean score for social support is 2888= .49) and the mean of
the overall quality of life is 2.2080 = .12). The following means (M) and standard
deviation (SD) were computed for the subdimensadrthe social support scale;
emotional/informational suppoA = 2.49,SD= .70); tangible supporiM = 3.09,SD
= .42); affectionate suppomi(= 2.66,SD= .65); and positive social interaction

support M = 2.64,SD= .61) (see Table 2).
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Table 2: Social Support (Four Subdimensions andierall Social Supports Scale

Scores)

Social Supports  Minimum  Maxi- M SD Cronbach’s

mum alpha

Emotional/infor- 1.00 (8) 3.63 249 .70 .93
mational Support (29) (19.94) (5.59)
Tangible Suppo 1.00(4 4.0C 3.0¢ Az .94
(16) (12.38) (1.39)
Affectionate 1.00(3) 4.67 2.66 .65 91
Support (24) (7.99) (1.95)
Positive Social  1.00(3) 3.67 2.64 .61 .53
Interaction (11) (7.93) (1.83)
Support
Overall Social  1.00(18) 3.72 2.68 49 .93

Support Scale (67) (48.22) (8.88)

(M)

The means and standard deviations of the subdionsi quality of life
were: general health perceptiovi € 1.71,SD = .29); physical functioning\ = 2.32,
SD=.12); role functioningM = 1.74,SD = .27); social functioningM = 2.33 SD=
.79); cognitive functioning\]l = 2.91,SD = .23); pain 1 = 2.80,SD = .54); mental
health M = 2.12,SD = .32); energy/fatigueM = 2.14,SD = .43); health distres$/(=

2.37,SD=.25); and quality of lifeNl = 2.13,SD= .42) (see Table 3).

" The total raw scores (before the mean scores estimated) are put in parenthesis. The mean scores
were used in the analysis.
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Table 3: Overall QoL and Subdimensions of the Qoal& Score$)

Quality of Life Minim  Maximum M SD Cronbach
um -'s alpha

General Health 1.20(6) 2.80(14) 1.71 29 (1.47) .18

Perception (8.53)

Physical Functionir  1.33(8 2.83(17 2.3 14(.83 .51

(13.90)
Role functioning 1.00(2) 2.00(4) 1.74(3.48) .27}.55 -.071
Social functioning 1.00 5.00 2.33 .79 N/A

Cognitive functioning 2.25(9) 5.50(22) 2.91(9.66)23(.94) .83

Pair 1.50(3 5.00(10 2.80(5.60 .54(1.09 .5€
Mental Healt| 1.60(8 6.00(30 2.12(10.5¢ .32(1.62 .5C
Energy/Fatigue 1.75(7) 4.50(18) 2.14(8.54) .43(L.7168
Health distress 2.00(8) 3.50(14) 2.37(9.64) .259(1.0.64
General QoL 1.00 4.00 2.13 42 NfA
OverallQoL Scale 2.0¢ 2.69(97 2.2 12(4.19 .4€

(M) (74) (79.23)

The respondents who scored low on social suppeptsrted lower scores on
quality of life and those who scored higher on absupports also scored higher on
quality of life. Results of the analyses condudtedddress the null hypotheses in

this study are as follows:

8 The total raw scores (before the mean scores egtimated) are put in parenthesis. The mean scores
were used in the analysis.

9 The total raw scores and the cronbach’s alphthéosocial functioning subscale were not calcdlate
because the subscale is constituted by only orre ite

10 The total raw scores and the cronbach’s alphthéogeneral quality of life subscale were not
calculated because the subscale is constitutedlyyoae item.
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Hypothesis 1 (HQ): There shall be no differences in social supportand quality
of life among individuals diagnosed with HIV/AIDS aross socio-demographic
factors

Independent samplégests were run to test for significant group digfeces
to determine whether social supports and qualityf@tiffer by sex (male versus
female), marital status (married versus unmarrigedys of schooling (0-12 years
[uneducated] versus 13 years or more [educatet])eanployment status (employed
versus unemployed). The assumptions for conduatithgpendent-tests for the
dependent variables (social support and qualitifegfmust be measured on
a continuous scale; the dependent variables muspj@ximately normally
distributed; the independent variables (e.g., matsus female and married versus
unmarried) must consist of two categorical, indelgen groups; there must be
independence of observations; there must be ndisemt outliers; and there must be
equality/homogeneity of population variance®re adequately methere were
significant differences in social supports and fyalf life across some demographic
factors (sex, marital support, and education) {s&d#es 4 and 5). Therefore, the null
hypothesis was not supported.

Social Support across Demographic Factors.

Group mean scores on social supports were statigtaifferent for sex,
marital status, and education in years. The testsignificant for sex t(102.25) = -
18.65, mean difference of -.88, p <.0005). Themmales reported less social support
(M = 2.48, SD = .31) than their male counterpavts«3.36, SD = .35). Similarly, the
test for the amount of social support receivedhmgé who are married versus

unmarried was significant t(298) = -2.41, meanati#hce of. -.14p = .016).
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Table 4:T-tests Comparison of Social Supports across Dembgrd&actors =300)

Variable N t p MM SD SE 95%
Difference) Diff Cl
for CI
Sex -.18.650 .0005 (-.88) 047  -977-
-.789
Femalt 231 2.4¢ 31
Male 69 3.36 .35
Marital -2.414 016 (-.14) .057  -.246-
Status -.025
Unmarried 148 2.61 .50
Married 152 2.75 48
Education ir 3.971 .002 (.29) 07z .12¢
Years 444
0-12 years 291 2.69 .50
(uneducated)
>13 9 2.40 .20
(educated)

Employment .380 .704 (.05) -.222-
Status .140 .329
287 2.68 .50

Unemployed
Employed 13 2.6: A€

Note: Significant findings are in bold and the mésk) and standard deviations (SD)

Table 5:T-tests Comparison of Quality of Life across Demggia Factorsl = 300)
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Variable N t p M (Mean SD SE 95%

Diff) Diff Cl
for CI
Sex -.12.433 .0005 (-.17) 014  -199--
144
Femalt 231 2.1¢ .0¢
Male 69 2.3¢ AC
Marital -1.561  .120 (-.02) 013  -.047- -
Status .005
Unmarried 148 2.61 .50
Married 152 2.75 A48
Education ir -.48( .631 (-.019 03¢ -.097-
Years .059
0-12years 291 2.200 A2
>13 9 2.219 A1
Employment 740 .460 (.02) -.041-
Status .033 .090
287 2.20 A2
Unemployed
Employed 13 2.18 13

Note: Significant findings are in bold and the mélst) and standard deviations (SD)
of variables are included.

Unmarried individuals reported less social supfdrt 2.61, SD = .50) than
their married counterparts (M = 2.75, SD = .48heTesults for differences in the

group mean scores for years of schooling was sogmf but counter to prior research

94



t(11.41) = 3.97, mean difference of .29 .002). Those who are educated (have
acquired more than 13 years of schooling/more kiigim school education) received
less social supporM = 2.40,SD = .20) than do those who are less educated (with O
12 years in schooling/has up to high school edaop(M = 2.69,SD= .50). The
group difference in employment status (being emgadioyersus unemployed) relating
to the receipt of social support was not statifificagnificant (p > .05). The
assumption that population variances are equaldisated by Lavene’s test was
significant for both sex and education in yeargygsting unequal variances.
Therefore, the standatdialues that do not assume unequal variances wpogted
(Green & Saltkind, 2008). All other assumptiongladt tests were adequately met.

Quality of Life across Demographic Factors.

The test was significant for s¢®8.14) = -12.43, mean difference of -.p%&
.0005). Thus, females reported poorer qualityfef(M = 2.16,SD=.09) compared
to their male counterpart®i(= 2.33,SD=.10) (see Table 6). The results for marital
status, education, and employment were not statibtisignificant p > .05). This
result indicates that reports of quality of life @amy married versus unmarried,
educated versus uneducated, and employed versoployed were not different.
Therefore, being married or not, educated or unetga; employed or not did not
yield significant differences in the quality ofdibf people living with HIV/AIDS.

The assumption that population variances were eapialdicated by Lavene’s test
was significant for sex suggesting unequal variantaerefore, the standardalues
that do not assume equal variances were reporteg (& Saltkind, 2008). All other

assumptions of thetests were adequately met.
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Hypothesis 2 (Hg): There is no association between overall socialgport and
quality of life

This null hypothesis was not supported. Linearesgion was run to examine
the association between overall social supportosedall quality of life (see Table 6).
Table 6: The Mean\), Standard DeviatiorSD), and the Summary of Linear
Regression Analysis for Social Supports (SS) ancklationship between Quality of

Life (QoL) (N = 300)

Variable/Predictors B R° t p M SD 95% ClI of
B

Constant 58.66 .0005 1.813-1.939

Social Support 514 .264 10.34 .0005 2.68 .49  (098-.144

The bivariate correlation between overall sociglpsrt and overall quality of
life was positive, similar to what was expectedsdzhon the literature. A significant
moderate correlation was found between overallaacipport and overall quality of
life (r =.5,p=.01). Thus, as social supports increase or deerajuality of life also
increases or decreases respectively. The predictbe regression analysis was
overall social support while the criterion variaklas overall quality of life. The
mean score for social support was 2.8B € .49 while the mean (2.20) and standard
deviation (.12) were obtained for QoL. Overall sdsiupport significantly was
associated with quality of life(1, 298) = 106.87%,= 10.34, B = .12r = .51,p < .001.
The R is .264, which means that social support explainsdest percent (26.4%) of

the variance in the quality of life for these PLWA.
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Hypothesis 3 (H@): Socio-demographic factors will not moderate the

relationship between social supports and quality diife

To determine if socio-demographic factors modettagerelationship between
overall social support and quality of life, an nmaetion between social support and
socio-demographic factors was tested (see Figure 2)

Figure 2: Conceptualization of the Interaction ot®-demographic Factors by

Social Support on QoL (Adapted from Baron and KenfdQ86] Moderator Model)

Predictor (X)
(Social
support)

4 N

Dependent
Modgrator (2) »| variable (Y)
(socio- (QolL)
demographic

A 4

factors)

o J

Product of
predictor and

the moderator
(X*2)

After standardizing the continuous predictors (allesocial support and the
moderators, age and duration of HIV diagnosis)@mimy coding the categorical
demographic factors/moderators, there were no cos@bout multicollinearity
because all standardized betas for the continddsignot including the interaction

terms) are below .50.
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Sex.

The final model for the social supports by sexrat&on was significar(3,
296) = 66.04, B = .04,= 2.26,p = .024 and accounted for 40.10% of the variance in
quality of life (adjusted R= 39.50%, suggesting minimal shrinkage), aftertsing
for social support. Social support alone accoufiie@6.1% of the variance in
quality of life. Social support was shown to berenmportant for males than females
in their assessment of their quality of life (seguiFe 3).

Figure 3: Interaction of Male by Social Support@uality of Life'*

3
Q@ 2.5
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1
Low social support High social support

Thus, at both low and high social support, malesnted higher quality of life
than female¥. The interaction term yielded the following meams! standard
deviations: social suppo/A(=.00,SD= 1.00), Male M = .23,SD= .42), and the
interaction of social support by maM € .32,SD=.67). The social support by sex
interaction was still significant when marital ststand having children were held

constantlF(5, 294) = 40.34, B = .055%,= 2.50,p = .013 and accounted for 40.7% of

1 Scores from low social support to high social suppepresent the respondents’ scores on the scale
from a range of low to high social support.

12 Scores from low social support to high social suppepresent the respondents’ scores on the scale
from a range of low to high social support.
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the variance in quality of life. The interactiarm, after holding marital status and
having children constant, yielded the following meand standard deviations: social
support M =.00,SD= 1.00), married (M = .51, SD =50), have child(®h=.81,SD
=.40), male M = .23,SD= .42), and the interaction of social support ajerV =
.32,SD=.67).

Having Children.

Similarly, the final model for the social suppdbnishaving children
interaction was significanF[1, 298) = 66.04, B = -.03=-.24p < .028) and
accounts for 27.80% of the variance in qualityifef (adjusted R= 27.10%,
suggesting minimal shrinkage). For the social sugpby having children
interaction, those who have children reported loguelity of life than those who
have no children at low social supports. Howevehjgh social supports, both those
with children and those who do not have childrgroreed approximately the same
quality of life, making the main effects of haviolildren in this interaction
uninterpretable (B = .06,= 10.34,p < .0005) (see Figures 4).

Figure 4: Interaction of Have Children by Sociapfart on Quality of Lifé

3
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5o —e— yeschild
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Low social support High social support

13 Scores from low social support to high social suppepresent the respondents’ scores on the scale
from a range of low to high social support.
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When sex and matrital status were held constansdbtial support by have
children interaction disappeared (was non-signifigéB = -.02,;t = -1.74,p = .083).
Likewise, the interaction of group attendance (tomg they have been attending
support group meetings-year or less versus grédaarone year) was not significant,
but almost significanta= 0.61). Likewise, the interactions for social support and
quality of life by all the other moderators (malrgéatus, age, years of schooling,
employment, duration of first HIV/AIDS diagnosiglbnging to other support
groups, and religion) were not significant (seeléafy-21).

Overall, males reported higher quality of life tfamales. However, males,
at low social support reported poorer quality t&# While they reported higher quality
of life at higher social support. For females, lomhigh social support did not
necessarily relate to poorer or higher qualityifef | Furthermore, those with children
reported lower quality of life at low social supptitan those who do not have
children. At high social supports, those who helvddren and those who do not have

children reported about the same levels of qualityfe.
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Table 7: Schooling in Years (Education) as the Nigmificant Moderator of the

Relationship between Social Support and Qualityitef (N = 300)

Variable/Predictors  f R° t p 95% CI for B
Constant 375.821 .0005 2.188-2.211
Step 1 .264 .050-.073
Social Suppo .52t 10.52¢ .000¢

Step 2 270 -.120-.116
Educated -.002 .026 979

Step 3 273 -.273-.074
Social Supportb -.10C -1.12¢  .260 .05C-.07<
Educated

Interaction

Note: non-significant findings are in bold. Coeiicts in the final model are reported.
Table 8: Employment as the Non-significant Moderafahe Relationship between

Social Support and Quality of Lifé&(= 300)

Variable/Predictors R t p 95% CI for B
Constar 371.84(  .000: 2.19(-2.21:
Step ! .264

Social Support .520 10.248 .0005 .049-.072
Step 2 .265

Employed -.035 -.704 482 -.076-.036
Step 3 .266

Social Support b -.03¢ -.684 495 -.084-.041

Employed Interaction

Note: non-significant findings are in bold. Coeiicts in the final model are reported.
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Table 9: Time Since Diagnosis of HIV/AIDS (HIV yesamas the Non-significant

Moderator of the Relationship between Social Supgod Quality of Life N = 300)

R t

Variable/Predictors p 95% CI for B
Constant 380.590 .0005  2.190-2.212
Step 1 .264

Social Suppo 511 10.25¢  .000¢ .04¢-.071

Step : .26<

HIV Years -.020 411 .681 -.009-.014
Step 3 .269

Social Support by .071 1.426  .155 -.003-.021

HIV Years

Interaction

Note: non-significant findings are in bold. Coeiiiats in the final model are reported.

Table 10: Age as the Non-significant Moderatorhaf Relationship between Social

Support and Quality of LifeN = 300)

Variable/Predictors f R t p 95% Cl for B
Constar 377.28° .000t 2.18¢-2.21:
Step 1 .264

QoL 527 10.481  .0005 .050-.073
Step 2 272

Younge -.08¢ -1.782 .07¢ -.022-.001
Step « 272

QoL by Younger .014 .288 773  -.009-.013

Interaction

Note: non-significant findings are in bold. Coeiiiats in the final model are reported.
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Table 11: Being Christian as the Non-significantddmtor of the Relationship

between Social Support and Quality of Lifé¢<£ 300)

Variable/Predictors 3 R t p 95% Cl for B

Constant 88.278 .0005 2.171-2.270
Step 1 .264

Social Suppo 674 3.99¢ .000t  .04(-.117
Step : .26¢

Christian -.047 -.853 .395 -.073-.029
Step 3 .264

Social Support by -.177 -1.065 .288 -.062-.019
Christian

Interaction

Note: non-significant findings are in bold. Coeiiiats in the final model are reported.
Table 12: Long Group Attendance as the Non-sigaificModerator of the

Relationship between Social Support and Qualityifef (N = 300)

Variable/Predictors B Rt p 95% CI
for B
Constant 130.489  .0005 2.137-2.203
Step 1 .264
Social Suppo .32z 2.71( .0007  .01C-.06t
Step : 27¢
Long Attendanc .10z 2.03¢ .04z .001-.071
Step : .28¢
Social Support by Long .222 1.879 .061 -.001-.059

Attendance Interaction
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Table 13: Attending Other Networks as the Non-gigant Moderator of the

Relationship between Social Support and Qualityifef (N = 300)

Variable/Predictors R t p 95% ClI for B
Constant 362.043 .0005 2.190-2.214
Step 1 .264

Social Suppo 51: 9.89¢ .000¢ .04¢-.072

Step . .26¢€

Network -.048 -.930 .353 -.059-.021
Step 3 .266

Social Support by  -.011 -.207 .836 -.048-.039

Network Interaction

Note: non-significant findings are in bold. Coeiiiats in the final model are reported.

Tablel 14: Quality of Life by Marital Status Inteteon (N = 300)

Variable/Predictol B R? t p 95% Cl for
B

Constar 71.01: .000t 2.54%-
2.686

Step 1 162

QoL A72 6.132 .0005 .158-.307

Step : .18C

Marriec 132 2.511 01: .02¢-.232

Step 3 184

QoL by Married -.098 -1.268 .206 -.168-.036

Interaction

Note: non-significant findings are in bold. Coeikicts in the final model are reported.
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Table 15: Quality of Life by Having Children Inteteon (N = 300)

Variable/Predictors p RP t p 95% ClI

for B
Constant 46.546 .0005 2.617-2.848
Step 1 .162
QoL oy 5.89: .0005 .23€-.47:
Step 15¢
Have Children -.052 -.991 323 -.193-.064
Step 3 187
QoL by Have -.348 -2.857 005 -.321--.059

Children Interaction

Note: Significant findings are in bold. Coefficienh the final model are reported.
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Table 16: Quality of Life by Employment Interacti¢id = 300)

Variable/Predictors p R® t p 95% CI

for B
Constant 100.300 .0005 2.627-2.733
Step 1 .162
QoL 414 7.66] .000¢ .152-.257
Step : 157
Employed -.019 -.355 723 -.302-.210
Step 3 .166
QoL by Employed -.063 -1.148 252 -.452-.119
Interaction

Note: non-significant findings are in bold. Coeiiiats in the final model are reported.

Table 17: Quality of Life by Religion InteractioN & 300)

Variable/Predictol R? t p 95% ClI for E
Constar 26.87¢ .000t 2.63¢-2.74(
Step : 162

QoL .489 3.309 .001 .151-.254
Step 2 174

Christian -.097 -1.751  .081 -.586-.017
Step : 17E

QoL by Christiar  -.10€ -.72¢ 469 -.711-.23¢
Interaction

Note: non-significant findings are in bold. Coeikicts in the final model are reported.

106



Table 18: Quality of Life by Group Attendance Iraetion (N = 300)

Variable/Predictors p R’ t p 95% CI

for B
Constant 37.114 .0005 2.728-3.034
Step 1 .162
QoL .64z 3.16¢ .00z 12C-.512
Step : .18(
Long Attendance 151 -2.746  .006 -.388-.-064
Step 3 A75
QoL by Long .234 -1.157 .248 -.324-.084
Attendance
Interaction

Note: non-significant findings are in bold. Coeiiiats in the final model are reported.

Table 19: Quality of Life by Attending Other Netvksrinteraction I = 300)

Variable/Predictors R® t p 95% ClI for

B
Constant 97.580 .0005 2.630-2.738
Step 1 162
QoL 402 7.300 .0005 .145-.252
Step : 168
Network -.03t -.617 53¢ -.251-.131
Step 3 .163
QoL by Network -.010 -175 .862  -.246-.206

Interaction

Note: non-significant findings are in bold. Coeikicts in the final model are reported.
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Table 20: Quality of Life by Age InteractiolN & 300)

Variable/Predictors 3 R® t p 95% Cl for B
Constant 104.099 .0005 2.628-2.730
Step 1 .162

QoL 412 7.816 .0005 .152-.254
Step2 .18C

Younge -.13¢ 2.60z .01C -.017-.12(C

Step 3 .183

QoL by Younger .078 1449 148 -.012-.080
Interaction

Note: non-significant findings are in bold. Coeiiiats in the final model are reported.
Table 21: Time Since Diagnosis of HIV/AIDS (HIV ysaas the Non-significant

Moderator of the Relationship between Social Supgod Quality of Life N = 300)

Variable/Predictol B Rt p 95% Cl for E
Constar 102.77¢ .000t 2.62¢-2.73:
Step : 162

Social Support .408 7.681 .0005 .150-.253
Step 2 .163

HIV Years -.023 -.429 .668 -.063-.040
Step « 162

Social Support b .08¢ 1.65¢ .099 -.00¢-.097
HIV Years

Interaction

Note: non-significant findings are in bold. Coeikicts in the final model are reported.
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Hypothesis 4 (Ha): All demographic factors and subdimensions of sael
supports will contribute equally to quality of life among individuals diagnosed
with HIV
To determine which demographic factors or dimersafrsocial support

contributed most to quality of life, hierarchicauliple regressions was computed.

The overall equation was significaft(16, 283) = 15.39\ = 300,p < .0005.
The R change (.02) indicated that thé iRcreased by 2% when the entire set of
predictors was entered in the final step. The bighd2.61) and the significant F
change |p = .036) suggest that this change is significaritus, all the predictors
combined accounted for 46.5% of the variance inityuaf life (R? = .465, adjusted
R? = .434). The adjusted’43.40%) is close to the’R46.5%) suggesting little
shrinkage and that the equation would cross-vaidagll but it is expected that the
equation may be a little weaker if the study isepd. Standardized betas among the
IVs are low, below .8. Therefore, multicollinearigynot a problem. The following
predictors significantly predicted quality of lifdge (B =-.002, t = -3.41p = .001);
sex (B =.174t = 8.42,p < .0005); having children (B =.028, t = 2.@55 .042);
years of attending support group meetings (B =,.0432.63,p = .009); and
education in years (B = .06#5= 2.11,p = .035). For each additional increase in age,
predicted quality of life decreased by -.002 caliitrg for all other variables.
However, males reported an improved quality of .lifé4 points higher than females.
Similarly, those who have children reported .028liqy of life better than those who
do not have children, and those who have atterttiedupport group meetings more
than a year reported .043 points of quality of tifgher than those who have been in

attendance for less than a year controlling footder variables.
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Likewise, those who are educated (have 13 yearsooe of schooling)
reported .064 quality of life higher than their doeated counterparts (those with O-
12 years of schooling) controlling for all otheriadles. Overall, those who are
younger, are males, have children, have attendedupport groups longer than a
year, and are educated reported higher qualityeof$ex (being male) contributed
most to quality of life (B = .174y < .0005). Given that sex (being male), contributed
most to quality of life, the null hypothesis thdtdemographic factors and
subdimensions of social supports will contributaadty to quality of life was
rejected. The demographic factors and the subdimensf social supports did not
contribute equally to quality of life even thoudtetentire group of predictors, when
put together in a block, highly associated withlqyaf life F(16, 283) = 15.35 <
.0005,N = 300, adjusted R=.434 (from .422 to .434). This difference of 20
value suggests a small effect according to Coh@88)L The beta weights presented

in Table 22 indicate the contribution of the ensie¢ of predictors to quality of life.
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Table 22: Demographic Factors and Dimensions ofab8etipports and their

relationship with Quality of LifeN = 300)

Variable/Predictors R° t p 95% ClI for B
Constant 1.381 .168 -.799-4.559
Step 1

Younge -.162 -3.41( .001 -.00&-.001
Male .631 8.415 .0005 134-.21F
Married .038 .839 .402 .012-.029
Step 2

Have Children .095 2.047 .042 .001-.055
Step : 431

HIV Knowledge .00¢ 122 .90z -.56%-.637
Knowledge of HIV .047 1.036 301 -.014-.045

Risky Behaviors

Long Attendance 122 2.631 .009 .011-.076
Step ¢ 43¢

Educate .09 2.11¢ .035 .004-.12¢
Step 5 441

Employment -.040 -.896 371 -.074-.028
Status

Note: Significant findings are in bold.
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Table 22 (Continued)

Variable/Predictors B R° t p 95% ClI for B
Step 6 445
Years of HIV/AIDS .015 .316 .753 -.006-.009
Diagnosis
Christiar -.031 -.66¢ 507 -.057-.02¢
Belong to other Grou] -.04% -.981 .32¢ -.052-.017
Step 7 465
Emotional/informational -.094 -.981 242 -.042-.011
SS
Tangible S: 1.32¢ .18t -.01%-.06¢
Affectionate S: -.01t -127  .88¢ -.04¢-.04(
Positive Social 114 .940 .348 -.024-.068

Interaction SS

Note: Significant findings are in bold. Coefficisnh the final model are reported.
Income was excluded from analysis because it dicdvawy (all respondents reported
having about the same level of income).
Hypothesis 5 (Hg): There is no relationship between socio-demographfactors
and social supports combined with the quality of fe of individuals with
HIV/AIDS

The regression equation with the set of predidtorslation to the outcome
variable, quality of life, is significant with &(13, 286) =18.06N = 300,p < .0005.
Therefore, the null hypothesis that ‘there is natrenship between socio-
demographic factors and social supports combinéul tve quality of life of

individuals with HIV/AIDS’ was rejected. Means asthndard deviations as well as
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the results of the analysis are presented in T2hleCorrelations among the
predictors are all low, below.5, with the exceptadrsex and overall social support (
=.755). The set of predictors accounted for 4106%e variance in quality of life.
The shrunken R squared value is 42.60%, which sugdjéle shrinkage. If we cross
validate we will expect the equation to be a littleaker if we repeated the study. A
number of demographic factors were significant [@je -.002,t =-3.5% = <
.0005); sex (B =.154, t = 8.1p,= < .0005); years of attendance (B =.043, t 426
=.009); years of schooling (B =.070, t = 2.8%; .023). Thus, for each additional
increase in age, the respondents reported abditdéf¥ease in their quality of life,
controlling for all other variables in the moddllales reported about .154 higher
quality of life than their female counterparts aftentrolling for all other variables.
Those who had attended the support group meetmg®ef than a year scored .043
higher on quality of life than group members wheéeecently joined the support
group (for less than one year) after accountingfioother variables in the model.
The educated group (has acquired 13 years or nigehooling) reported having
.070 points more of quality of life than those wi#i2 years of schooling. Overall

social support was not statistically significamto@gh almost significanp = .081).
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Table 23: Demographic Factors and Overall Socigp8tts as and their relationship

with of Quality of Life (N = 300)

Variable/Predictors B R° t p M SD 95% Clof B
Constant .838  .403 -.799-4.559
Step : 40¢

Younge 171 3.58¢ .0005 36.7¢ 10.6¢ -.00%-.001
Male .558 8.150 .0005 117-.192
Married .035 779 437 .012-.029
Step 2 413

HaveChildrer .084 1.81¢ .07C -.002-.05Z
Step : 431

HIV Knowledge .033 729 727 447 .02 -.367879
Knowledge of .059 1.320 .188 1.79 .35 -.010-.049
HIV Risky

Behaviors

Long Group 122 2.63¢ .009 .011-.07¢
Attendance

Step 4 439

Educated 103 2.288.023 .010-.130
Step 441

Employec -.041 -91¢  .36C -.074-.027%

Note: Significant findings are in bold. Coefficienh the final model are reported.
Income was excluded from analysis because it dicdvawy (all respondents reported

having about the same level of income).
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Table 23 (continued)
Variable/Predictors R° t p M SD 95% Cl of B

Step 6 445

HIV/AIDS .023 486 627 4.09 1.41 -.006-.010
Diagnosis

Duration

Religior -.044 -97C .33¢ -.06:-.021
Belong to other  -.040 -.897 .370 -.051-.019
Groups

Step” 451

Overall JA1¢ 1.75(C .081 2.6¢ .4€ -.004-.06C
Social

Support

Note: Significant findings are in bold. Coefficienh the final model are reported.
Income was excluded from analysis because it didvawy (all respondents reported
having about the same level of income).

Overall, being younger and male and attending tippart group meetings for
longer than a year as well as having acquired &8syef schooling or more were
related to improved quality of life. Marital stafthaving children, knowledge of
HIV, knowledge of HIV risky behaviors, employmematsis, duration of HIV/AIDS
diagnosis, religion, belonging to other networks] aocial supports did not relate to
quality of life. The combination of social suppoatsd demographic factors influences
the quality of life of people living with HIV/AIDSHowever, some of these
demographic factors (age, sex, years of attendamckyears of schooling)
individually related with quality of life while thether predictors (marital status,

having children, knowledge of HIV, knowledge of Hiléky behaviors, employment
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status, duration of HIV/AIDS diagnosis, religiorelbnging to other networks, and
social supports) did not relate to quality of lifelividually.
Outcomes of this Research and Significance

This study produced findings that shed light ofiedénces in social support
and quality of life across sex, marital, educatipaad employment statuses among
those diagnosed with HIV/AIDS in developing couesti For example, it was found
that women lack strong social support to cope Wit/ AIDS diagnosis and those
who are married and educated are more likely tortephigher rate of social
supports. In addition, the study shed light onabkgociation between sex, marriage,
education, employment, social support as well agigechildren and quality of life
among these individuals. Knowledge and understengéenerated from such
findings may, therefore, provide direction for faration of policy and influence
practice to further help improve the lives of thagfected with HIV/AIDS in Ghana.
For example, findings may provide information abloowv to expand social network
to maximize social support and improve QoL for thdgagnosed with HIV/AIDS in
Ghana.

Human Subject Protection (Ethical Issues)

The study did not seek written consent of participa Some important ethical
concerns could be raised if consent were requoethfs study. It is possible that
irrespective of informing the respondents of thigihts to refuse to participate in any
part of the survey, as well as the plans to assemédentiality in how the data is
collected, analyzed and reported, some study paatits may still feel there is a risk
of being identified as being HIV positive by mersigning a consent form to
participate in the study. This is a real issuanasy persons living with HIV/AIDS

encounter stigma and discrimination from their g&s, families and communities
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and may choose not to disclose their status ta®the such, they may rightly feel
that the signing of the consent form may lead fislathat others may learn about
them. Thus, if a signed consent form was requicedHis study, it is quite possible
some may simply choose not to participate in tbhdystTherefore, the UMB’s IRB
approved a Consent Waiver for this study. Withegeiving a consent waiver, it may
be possible that the findings of the study mayibedu due to self selection. In this
case only a subset of those who are eligible tigi@aite and were comfortable with
signing a consent form would have been includatiénstudy.

Possible risks and benefits of participating inshely were explained to
respondents. The respondents were assured of eatiéility and the safety of their
information. Thus, results from the study are reégbonly as summaries so that their
individual responses cannot be identified and thames will never be connected to
their completed questionnaires in any way. Posdibhefits of the study include the
fact that results from the survey will be used éserarchers, practitioners, and policy
makers to help conduct further research on thig tép encourage the use of
appropriate social support interventions/practam®®ng social work practitioners
serving the HIV/AIDS community, and to help shapé anfluence policies that will
positively impact the quality of life of PLWA.

Participants were reminded that participation isiRtary and their agreement
or refusal to participate was not contingent ugairtreceiving services at the
agency. That is, their services at the NAP+ Ghaitlan no way be affected if they
agreed or refused to participate in the study.pfbdect respondents’ privacy and
confidentiality, no identifying information will beollected from participants and
participants will be assured that their responséder kept confidential and no

responses in the study will be linked to them. iNtwease their privacy especially
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during the survey data collection, the researcliendt walk around the room while
they completed their surveys; asked if they hadqum@stions about how to complete
the survey and answered these questions, therhbadgpondents complete the
surveys; and directed clients to place their coteplsurveys in a large manila
envelope after the researcher had checked theystowveompletion.

Given that both staff and PLWA presented at thdysgite for various
reasons, and the office is a gated building, pewjilen the community will not be
able to identify this researcher as an HIV reseanch

Finally, it is expected that the questions in thevey posed minimum burden
to respondents, because questions in MOS ModiftmiaESupport Survey and the
MOS-HIV are few. Considering the level of educatairihe respondents and because
arrangements were made to provide help for thoseneleded assistance in
completing the questionnaires, the questionnaiexe wompleted in in a timely
fashion. As mentioned earlier, socio-demograpHiarimation were gathered through
short answer questions. The next chapter provitesiscussion and implications of

these findings
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Chapter 5
Discussion

In this chapter, the summary of findings, the samiiies and differences between
these findings and prior literature, and the imgtliens of the findings for social work
practice, policy, and research, will be discus3éd chapter will also discuss the
strengths and limitations of the study and concludke a brief inference drawn from the
overall findings of the study.
Summary of Findings from this Study

This study examined whether socio-demographic fa@ad social supports
influenced the quality of life of people living wiHIV/AIDS. The study also examined
whether the receipt of social supports and thertegauality of life would differ across
socio-demographic factors such as sex, maritalstaducation, and employment status.
The following null hypotheses were tested: Theneasssociation between overall social
support and quality of life; all demographic fastand subdimensions of social supports
will contribute equally to the quality of life amgnndividuals diagnosed with HIV;
socio-demographic factors will not moderate thatrehship between social supports and
quality of life; there is no relationship betweearti®-demographic factors and social
supports combined with the quality of life of indluals with HIV/AIDS; and there shall
be no differences in social supports and qualityffefamong individuals diagnosed with
HIV/AIDS across socio-demographic factors. Theséhypotheses were not supported.
Thus, there is a significant relationship betweatiad support and quality of life, all
demographic factors and subdimensions of socig@ip did not contribute equally to

the quality of life among individuals diagnosedwidlV; some socio-demographic
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factors (sex and having children) significantly recate the relationship between social
supports and quality of life; there was a significeelationship between socio-
demographic factors and social supports combindul the quality of life of individuals
with HIV/AIDS; and there were significant differese in social supports and quality of
life among individuals diagnosed with HIV/AIDS asgsome socio-demographic factors
(sex, marital status, and schooling in years).

Similarities and Differences between Findings andir Literature

The findings from this study were analyzed in corgmm to the evidence in the
literature to determine consistencies and incozIscses.

Hypothesis 1 (HQ): There shall be no differences in social supportand
quality of life among individuals diagnosed with HM/AIDS across socio-
demographic factors.

This null hypothesis was rejected because socmiats differed across sex,
marital status, and education while quality of ti§ered with sex only. Thus, females
received less social supports compared to theie m@alinterparts, unmarried couples
received less social supports compared to thoseandhmarried, and those with fewer
years of education reported receiving more socigpserts than those who were more
educated than them. In terms of reports on quafitife, men reported better quality of
life than women.

Socio-demographic Factors and Social Supports.

Compared to findings from other studies (Kohli, &akumar, Paranjape, &
Mehendale, 2005; Solomon et al., 2008) the diffeeen group mean scores for social

supports for males and females in this study wiasively low. This finding is contrary
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to the expectation that men would receive greatezls of social support than women
given the underlying cultural dynamics of this segft This difference in the receipt of
social support for males and females in this studyg probably less because in this
current study, people living with HIV/AIDS are disoinated against regardless of their
sex. Perhaps, other factors like income, familykgemund/dynamics, etc. moderate(s)
sex and the receipt of social support and so theenadion effect of these other socio-
demographic factors need to be investigated taméte their contribution in influencing
the relationship between sex and social supp&@thiooling in years and marital status
also differed significantly to the receipt of sd@apport.

Past literature indicated that those who are mduea&ed reported better quality
of life than those who are less educated (Gyandl.eR009) and in general, more
education translates into better social economaittistin most societies (Sun et al., 2013)
including this research setting. However, in tusrent study, those who are more
educated received less social support compardgtiouneducated counterparts. It is
possible that the high nature of discrimination &k of resources for HIV treatment in
general in this setting has limited the abilityesen educated persons living with
HIV/AIDS in accessing treatment for HIV/AIDS, cangithem to report less social
supports. It is anticipated that the highly ededatill report more social supports than
the less educated in this setting. Therefore, tiepiorts of lower social supports could
also be due to their disappointment in the percepredicament created for people living
with HIV/AIDS by society. In addition, their unmekpectations from the family, the
community, and the government in the areas of headicial, emotional, physical, and

mental health needs might have conflated theirsassent of their received social
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supports than those who are less educated. Howawecdotal evidence from the
respondents indicated that unless one is highlgaed, has acquired higher university
degree(s), and was financially affluent/stable alnelady engaged in a gainful
employment before their first HIV/AIDS diagnosisid difficult to maintain a good
quality of life. Discrimination against the PLWAe&m®ed to be high in their own
viewpoints, and this could result into losing onggsnful employment, loyal
acquaintances/friends, and personal integrity, anuhers, regardless of a PLWA'’s
level of education. Despite all the plausible oeesthat could affect the quality of life of
people who are educated, it is still unclear wheytreported less social supports
compared to their uneducated counterparts. Furésearch needs to be conducted to
find out why the less educated reported more ssaigports than their educated
counterparts in this setting where level of edurais positively correlated with income
and income greatly determines one’s access to mese(social supports).

Regarding marital status, the married individuesorted more social supports
than their unmarried counterparts. This findinghnsistent with the literature (Li et al.,
2010). Li et al found the reverse-that the unmdrpeople reported the receipt of more
social support than those who are married. lossfble that the difference in the settings
and the fact that marital status in both settingsschot necessarily guarantee more social
support might have resulted in the inconsistendjnitings.

Other demographic factors also yielded inconsidiadings regarding social
support and quality of life. Both social suppaisl quality of life did not differ on
employment status in this current study althougis¢hconstructs differed significantly

on employment status in past studies (Rueda, Riitel, Pisarev, Loit, & Uuskiila,
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2009). Further studies need to be conducted tmiexawhether social supports will
differ across employment status, age, having aildgtime since HIV diagnosis, how
long one has been attending support group meetieligion, and belonging to other
networks. These socio-demographic factors did iitgrdsignificantly on social supports
and quality of life in this current study althoughme of them differed significantly in
other studies. Thus, age, religion, and time sthagnosis differed significantly on
quality of life and having children influenced taequisition of more social support.

Socio-demographic Factors and Quality of Life.

Another consistent result with prior literature Wasnd regarding the quality of
life and sex. Women consistently reported lowediguaf life compared to men
(Abasiubong, Ekott, Bassey, Etukumana, & EdyangeER010;Cederfjall et al., 2001;
Mrus, Tsevat, Cohn, & Wu, 2005; Skevington, Norw&dgstandage, 2010; Subramanian,
Gupte, Dorairaj, Periannan, & Mathai, 2009). Santb findings from this current study,
women reported lower quality of life compared tonmk is therefore necessary to
determine ways to equalize the receipt of socippsett for both men and women living
with HIV/AIDS. The reports of quality of life amgmmarried versus unmarried,
educated versus uneducated, and employed versogployed were not significant.

This finding suggest that been married or not, gpéilghly educated or less educated, and
being employed versus unemployed do not make ardiite in the report of quality of

life of people living with HIV/AIDS in this studyetting. In other studies however,
employment (Atkins et al., 2010; Rueda, 2011; Rijitsarev, Loit, & Uuskila, 2009),
education (Atkins et al., 2010; Coombe and Kel§Q2), and marital status (Li et al.,

2010) significantly affected the quality of life BLWA.
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Hypothesis 2 (H@): There is no association between overall socialgport
and quality of life.

To reiterate, the syntheses of the literature stpda significant positive
relationship between social support and qualitijfef Therefore, the null hypothesis that
there will be no relationship between overall sbsigpport and quality of life is rejected.
Consistent with prior literature (Abboud, Nouredsdiiuijer, DeJong, & Mokhbat, 2010;
Diamond et al., 2010; Douiahy & Singh, 2001; Handémughan, Cavanaugh, Connell,
& Sikkema, 2009; Sun et al., 2013), this curreatigtfound a significant relationship
between social support and quality of life. Thasjgnificant positive relationship was
found between social support and quality of lifehis study. The amount of social
supports received determines the quality of lifp@dple living with HIV/AIDS. Similar
to the findings in this study, the reports of sbsigpport among PLWA in developing
countries are lower (Louwagie et al., 2007). Basgdies also indicate that quality of life
among PLWA in developing countries are usually Io{Buseh, Kelber, Stevens, &
Park, 2008; Diamond, Taylor, & Anton-Culver, 20H¥ksson, Nordstrom, Berglund, &
Sandstrom, 2000; Fan, Kuo, Kao, Morisky, & Cherl,2(Perez et al., 2009; Ryu, West,
& Sousa, 2009; Tsevat et al., 2009). These findorgsocial supports and quality of life
in developing countries are consistent with redutts this study.

Hypothesis 3 (H@): Socio-demographic factors will not moderate the
relationship between social supports and quality diife.

This null hypothesis tested the moderation/intévactffects of socio-
demographic factors on the relationship betweeraksapports and quality of life. In

the prior literature, age moderated symptoms of/AIBS and quality of life (Ryu et al.,
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2009) but in this current study, sex and havinddecen moderated the relationship
between social support and quality of life. Therefthe null hypothesis that socio-
demographic factors will not moderate the relatipdetween social supports and
quality of life was rejected. Although males rejpdrpoorer quality of life at low social
supports and a higher quality of life at higherigbsupports, and females on the other
hand reported almost the same level of qualityfefdt both low and high social support,
males reported better quality of life overall. Thigling is consistent with literature
(Abasiubong, Ekott, Bassey, Etukumana, & EdyangeER010; Mrus, Tsevat, Cohn, &
Wu, 2005; Skevington, Norweg, & Standage, 2010; &b8eals, Moneyham, Demi,
Cohen, & Brake, 1997; Subramanian, Gupte, Dordiajjannan, & Mathai, 2009). This
finding also suggests that regardless of studyngetinales generally report higher
quality of life compared to their female countetpaPerhaps, higher reports of quality of
life are popular among males because they tenectiwe higher rates of social supports
(Kohli, Sane, Kumar, Paranjape, & Mehendale, 2@8opmon et al., 2008). However,
anecdotal evidence indicates that males tend tinl @upport groups. Further qualitative
studies are needed to investigate why men tenddiol support groups; how men can be
challenged to engage more in support groups, whyevoreceive less social supports;
and how women'’s access to social supports systambeimproved. Moreover,
intervention studies focusing on improving socigbgorts in general and specifically
tailored to improving women'’s access to social sufgpare needed to help improve the
quality of life of women as well. To determine éswill moderate the relationship
between social support and quality of life, mar#t@tus and having children were held

constant (controlled for) and the relationship ramed significant. This result further
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suggests that sex (being male or female) combinéergcting) with the amount of social
support received is strongly associated with thedityuof life. However, when sex and
marital status were statistically controlled fohether or not one has a child combined
with the social support they receive (having claldby social support interaction) was
not significant. It is possible that those who hakigdren do not necessarily increase
their potential for receiving more social suppber their counterparts who have no
children. Therefore, the report of a person livwvith HIV/AIDS may not change
regardless of whether or not they have childreerh&ps, factors like the number of
children one has, age of the children (whether #reyconsidered to be minors or adults
and how much supervision, attention, and amounaod they need), functioning level
(whether children have physical, psychologicaljdevelopmental disabilities or not) need
to be assessed for their impact on the persomglwith HIV/AIDS in further studies.

Hypothesis 4 (HQ): All demographic factors and subdimensions of seal
supports will contribute equally to quality of life among individuals diagnosed with
HIV.

The demographic factors in this study (age, sexitahatatus, having children,
years of attending support group meetings, edutagimployment status, years of HIV
diagnosis, religion, and belonging to other netwdind the subdimensions of social
supports (tangible, affectionate, positive soaiédtiaction, and emotional/informational
support) were analyzed to determine which of thias®rs contributed most to quality of
life. In this study, these factors did not conttédequally to quality of life. Age, sex,
having children, years of attending support grogetimgs, and education in years

predicted quality of life. However, sex contributée most to quality of life in this
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current study even though prior literature indisdteat overall social supports is the
strongest predictor of quality of life (Sun et @&013). This inconsistency may be due to
the differences in the study settings/context. Thus Sun et al. study was conducted in a
non-low resource country (China), while the currgmtly was conducted in a low
resource country (Ghana). Therefore, the null Hypsis that these predictors will
contribute equally to quality of life was rejectéthving children or not influenced

quality of life.

Stewart et al. (2005) discovered that PLWA withchitdren reported greater pain
experiences and health distress. This finding isistent with results from this study as
those who have children reported better qualitffefthan do those who do not have
children. Even though age, marital status, emphaynstatus, years of HIV diagnosis,
religion, and belonging to other networks did righgicantly predict quality of life in
this current study, prior research indicated otleewin the literature, the following
demographic factors predicted quality of life: dyavandadi, Zanjani, Ten Have, &
Oslin, 2009; Vyavaharkar, Moneyham, Murdaugh, & dkoli, 2012); age and marital
status (Ncama et al., 2008); religion (Flannellyn&uye, 2001; Kudel et al., 2011); years
of HIV diagnosis (Tsevat et al., 2009; Vyavaharigal., 2012) and employment status
(Rueda, 2011; Rudtel, Pisarev, Loit, & Uuskila, 208tkins et al., 2010). However,
Flannelly and Inouye (2001) and Vyavaharkar e{20112) found that age did not predict
quality of life. The findings from these two stadiare consistent with outcomes from
this current study although these two studies werglucted in geographically different
settings. It is possible that these studies foumiar results because they both used a

non-random sample. None of the subdimensions a@hlssupports predicted quality of
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life but in other studies, these subdimensionsipted quality of life: affectionate social
support (Bajunirwe et al., 2009); emotional/infotroaal support (Bhargava & Booysen,
2010; Burgoyne & Renwick, 2004; Friedland et a898); and tangible social support
(Atkins et al., 2010; Crook et al., 2005; Perealet2009). However, some prior studies
found no relationships between tangible supportqaity of life (Bajunirwe et al.
2009; Mohanan & Kamath, 2009). This finding fromjiarwe et al. (2009) and
Mohanan and Kamath (2009) match the findings irctiveent study. Perhaps, the
similarity in the study settings is responsibletfug consistency in the findings on age. It
is important to conduct qualitative or mixed-metbatudies that will examine why none
of the subdimensions of social support contribwiteguality of life in this study.

Hypothesis 5 (Hg): There is no relationship between socio-demograpt
factors and social supports combined with the qualy of life of individuals with
HIV/AIDS.

The literature indicates that age (Mavandadi, Zainjeen Have, & Oslin, 2009;
Ncama et al., 2008), gender, marital status, anlssupports are predictive of quality
of life (Ncama et al., 2008). In this study, sedemographic factors and social support
combined, were predictive of quality of life. Thimes, the null hypothesis that there is
no relationship between socio-demographic factodssacial support is not supported.
As this finding is consistent with the literatunegre needs to be done regarding the
receipt of social supports with respect to theassisocio-demographic factors to ensure

the sustained improvement in the quality of lifgpebple living with HIV/AIDS.
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Methodological Limitations

This study is cross-sectional and causal relatipsdbetween the variables in the
study were not established. Because the studyaisedvenient sample of participants,
as participants were not randomly selected, finglimigthe study are not generalizable to
the population of individuals infected with HIV/ABIn Ghana. For example, because
the majority of population from which the data weatlected is poor and did not have
more than high school education, findings fromghely are not generalizable to
individuals infected with HIV/AIDS who have moreatt high school education or are
wealthy. A vast majority of the respondents whmpteted this study could read and
write English. Persons who are not literate wergen-represented in this. Those who
requested for assistance in completing the sunaxe few. It is possible that the nature
of the questionnaire (self reporting by circling tight answer) made it easier for many
to complete the surveys independently. The fewardents that ‘listened’ to some
selected questions may not differ from those wkad? the questions. Therefore, the
results for those who read or listened were nolyaed separately.

In addition, it was impossible to determine theatxturation of HIV/AIDS, as
individuals may have been infected many years bdfwe time they were diagnosed with
HIV/AIDS. This inability of the study to determiriee exact date of HIV/AIDS
infection is even more of a problem in countridg IGhana, where there is limited
access to health care or screening for HIV/AID®er€fore, any findings regarding the
duration of HIV/AIDS as a predictor of QoL may haweebe interpreted with caution.

It was expected that some, if not all, of the resj@mts may have found a number

of the questions to be sensitive in nature ang&ysonal to respond to. To help offset
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this limitation and improve response rate, expl@amabf the purpose and potential
benefits of the research were discussed with th&jpants and incentives were given to
those who completed the survey.
Methodological Strengths

Despite the limitations, this study is an importstiép in statistically evaluating
the relationship between socio-demographic facodssocial support and quality of life
and adds to the existing literature on the glotmgdact of HIV/AIDS and socio-
demographic factors on quality of life and socigbort in developing countries. Using
concepts that have been extensively studied, thoagket in Ghana, is a strength of this
study because this study has a great wealth chraselata to draw from. Furthermore,
the measurement instruments used have sound psgtiimproperties and have also
been used in many settings and have demonstrageghaie reliability and validity. Last,
this study highlights the social components oflives of those living with HIV/AIDS.
This is a strength compared with a study that aslys the “medical model” to examine
the quality of life issues among PLWA.
Implications for Research, Practice, and Policy

Findings from this study have implications for sdavork practice, policy, and
research in the Ghanaian community in particu@onsidering that HIV/AIDS infection
rate is disproportionately high in developing coies, and majority of the PLWA report
lower social support and poorer quality of lifesearch evidence about the relationships
between socio-demographic characteristics, sog@dart, and quality of life among
PLWA in Ghana in particular and in developing coig® in general is sparse. The

findings from this study informs research and cdadduseful in setting the pace for
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conducting further research to determine otheraées that influence the receipt of
social supports and the reports of quality of liféndings also provide preliminary
information that may guide further research on@a@@mographic and social support
correlates of quality of life among those diagnos&tt HIV/AIDS in Ghana in particular
and in developing countries in general. Givenliinded human and material resources
in this study setting, these findings provide infiation that suggests the design of
specific social support interventions for meeting heeds of those diagnosed with
HIV/AIDS in Ghana. It is evident from the study tisacial support is highly associated
with quality of life. Therefore, policy makers needconsider formulating policies that
can facilitate easy access to social supportsdmsans living with HIV/AIDS. Despite
the methodological limitations, implications ofgtstudy also inform policy about how
resources should be redistributed across socio-gexpbic factors among the HIV/AIDS
population in Ghana to help improve their qualityife.
Conclusions

This study reports on the relationships betweersdemographic factors, social
support, and quality of life among PLWA in Ghara.conclusion, this study aimed to
add to the scant empirical literature on the pdssidationships between socio-
demographic factors, social supports and qualitiffemong PLWA in Ghana in
particular, and in developing countries in genetattle has been studied on quality of
life and social support within the Ghanaian soci€lye study concluded that males and
females receive different amounts of social supgpand they also report different levels
of quality of life. Thus, males receive more sbsigpport and report higher quality of

life compared to their female counterparts. Likssyithose who are married and
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educated reported different levels of social suppompared to their unmarried
counterparts but did not necessarily differ initmeports of quality of life. However,
there was not a lot of variation in the variable&ation so results on education must be
interpreted with caution. Moreover, there wasrargj association between the
combination of socio-demographic factors such asase education with social support
and the quality of life of the PLWA in Ghana. Neahe’'s sex (being male) moderated
the relationship between social support and quefitife. Thus, the interaction of male
and social support positively related with quatifilife. As a result of this interaction,
males reported higher quality of life than femaiden they reported both low and high
social supports. Results from this study were ctest with the results from the
literature for most of the variables. Further giadéive and quantitative studies need to be
conducted to investigate why the inconsistencesuits on the relationship between
variables like employment and quality of life. T$tedy did not necessarily investigate
whether respondents were employed formally or midly even though it appears some
of them are informally employed but presented asnsloyed. Employment, though not
a significant contributor to social support andlgyaf life in this study may have

clinical effects on both social support and quadityife. Further studies need to be
conducted to determine the qualitative and clingfdcts of informal employment on the
lives of people living with HIV/AIDS in Ghana anaW these effects of employment

influence their quality of life.
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Appendix A

Some Developing Countries in Africa (Adopted frdme World Bank, 2011)

Angole Gambia, Th Nigerie
Benir Ghani Rwand:
Botswan: Guinet Sao Tomé and Princi
Burkina Fas Guine&Bissal Senege
Burund Kenye Seychelle
Cameroo Lesothc Sierra Leon
Cape Verd Liberia Somali
Central African

Madagascar South Africa
Republic
Chac Malawi Sudal
Comoro: Mali Swazilant
Congo, Dem. Re  Mauritanie Tanzanii
Congo, Re Mauritius Togc
Cote d'lvoire Mayotte Ugand:
Eritree Mozambiqu:  Zambie
Ethiopie Namibie Zimbabwe
Gabor Niger
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Appendix B

The Summary of Power Analysis: A Priori Sample i@stion for an Independent Sample

t-test using G* Power 3.10

Power (1B =. 80)

Significant level §)

Medium effect size(. 5

.0t

N=102 (51 in each grou

134




Appendix C

The Summary of Power Analysis: A Priori Sample i@stion for Multiple Regression

using G* Power 3.13 (2009)

Power (1B =. 80)

Significant level §)

Medium effect size.1E)

.0t

N=13¢

0.2 H

0.15

0.1 4

200 —

180 —
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Appendix D
Concepts and Number of Items in the MOS-HIV (CitedlVu et al., 1997)

Concept No. of Meaning of Scores (Lo

ltems
Genera 5 Views personal health as pr
health
perceptions
Physical 6 Very limited in performing physice
functioning activities due to poor health including

eating, dressing, bathing or using the toilet

Role 2 As a result of physical health, experien
functioning problems with work or daily activities
Pair 2 Very severe and limiting pe
Social 1 Social activities limited due to hee
functioning
Mental 5 Feels nervous ardepressed all of tr
health time
Energy 4 Feels tired and worn out all of the ti
Health 4 Feels despair, discouraged and afraid
distress to health all of the time
Cognitive 4 Has difficulty concentrating, reasoni
functioning and remembering all of the time
Quality of 1 Life has been very bad; could hardly
life worse
Health 1 Physical health and emotional condit
transition much worse than 4 weeks ago
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Appendix D (Continued)

Concept No. of Meaning of Scores (Hig

ltems
Genera 5 Views personal health as excell
health
perceptions
Physical 6 Performs all types of physical activiti
functioning due to poor
health including vigorous or strenuous
activities with-
out limitations
Role 2 No problems with work or other dai
functioning activities as a
result of health
Pair 2 No pain or limitations due to pe¢
Social 1 No limitations on social activities as
functioning result of health
Mental 5 Feels calm, peaceful and happy al
health the time
Energ) 4 Feels energetic and full of pep all 1
time
Health 4 Does not feel despair, discouraged
distress afraid due to health
Cognitive 4 Has no problem concentratir
functioning reasoning and remembering
Quality of 1 Life has beeiwvery good; could hardl
life be better
Health 1 Physical health and emotional condit
transition much better than 4 weeks ago
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Appendix E
Reverse Coded Items (MOS-HIV Survey)
C11. a. Please check the box that describes whedlodrof the following statements is
true or false for you.
b. I am as healthy as anybody | kni

c. My health is exceller

Response Choi Questionnaire Code Reverse Cced
Value Value

Definitely True 1 5

Mostly True 2 4

Not Sure 3 3

Mostly Fals: 4 2

Definitely Fals 5 1
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C12. How has the quality of your life been durihg past 4 weeks That is, how have

things been going for you? (PLEASE CHECK ONE).

Response Choir Questionnaire Reverse Coded Val
Coded Value
Very well; could 1 5

hardly be better

Pretty goor 2 4
Good and bad par 3 3
about equal

Pretty ba 4 2
Very bad; coulc 5 1

hardly be worse

C13. How would you rate your physical health and&omal condition now compared to

4 weeks age (PLEASE CHECK ONE)

Response Choir Questionnaire Coded Val Reverse Code
Value

Much bette 1 5

A little bettel 2 4

About the sarr 3 3

A little worse 4 2

Much worst 5 1
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C2.How much bodily pain have you generally hadrduthe past 4 weeRyPLEASE

CHECK ONE)
Responsi Questionnaire Coded Val Reverse Code
Choice Value
None 1 6
Very Mild 2 5
Mild 3 4
Moderatt 4 3
Sever: 5 2
Very Sever 6 1

C3. During the past 4 weeks, how much did pairriete with your normal work

(including both work outside the home and housey®(RLEASE CHECK ONE)

Response Choi Questionnaire Coded Val Reverse Code
Value
Not at al 1 5
A little bit 2 4
Moderatel 3 3
Quite a bi 4 2
Extremely 5 1

140



C8. How much of the time, during the past 4 weeks:
b. Have you felt calm and peaceful?
d. Have you been a happy person?

C9. How often during the past four weeks

a. Did you feel full of pep (or energy)?

d. Did you have enough energy to do the thingswanted to do?

Response Choir  Questionnaire Coded Val Reverse Code
Value

All of the Time 1 6

Most of the Tim 2 5

A Good Bit of the 3 4

Time

Some of the Tim 4 3

A Little of the 5 2

Time

None of the Tim 6 1
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UNIVERSITY of MARYLAND
SCHOOL OF SOCIAL WORK

Appendix F
Letter of Introduction to the Study

SURVEY ADMINISTRATOR’S SCRIPT TO BE READ TO EACH PE RSON
WHO IS ASKED TO FILL OUT THE SURVEY.

Monday, September 2, 2013
Dear NAP+ Ghana Member:

| am a doctoral student at the University of MamglaBaltimore in the USA. | am very
interested in obtaining information from you thahde used to help us to know if
demographic factors (age, income, gender, etc.paail supports affect your quality of
life. 1 would like to know if you are willing tailf out a form that contains some
guestions about what you think of the social supgervices you receive and what your
quality of life is. Your answers will help the NARGhana secretariat and decision
makers know if your demographic factors and thepstipyou receive have an effect on
your quality of life.

The survey should only take between 20-30 minde®mplete.

If you would like to fill out one of the questionnas, | will need to take a few minutes to
briefly explain the purpose of the study beforeimgkou to fill out the questionnaire.

Are you interested in filling out a questionnairf=or the subjects that agreed to
participate in the study, | explained the detailthe study and had them complete the
surveyl.

[I thanked those who were not interesting in pguéiting for their time.]

[I continued with the next set of comments as fo#ip

Please take a few minutes to fill out the questiaren The filling out of the questionnaire
will take about 20-30 minutes. None of the infotima collected will allow anyone to
know your name or where you live. Your answerg$ anly be combined with those of

others to help the NAP+ Ghana and decision mak®&terstand whether these issues
affect your quality of life. Knowing your responsssl also help them further decide
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how best to improve these factors that may dirdwilye an impact on your quality of
life.

[I will hand a copy of the survey to the participanwhen they are finished, I will check
it for completeness and thank them for their time].

If you have any questions about this survey ofsth@o-demographic factors, social
supports, and quality of life or your rights asaatggipant in this study, please e-mail
Tina Abrefa-Gyan @abrefa-gyan@ssw.umaryland.eoluDr. Cornelius at
Icornelius@ssw.umaryland.edThis study has been reviewed and approved by the
University of Maryland, Baltimore Institutional Rew Board (IRB), the University of
Ghana, and the Ghana Network of Persons Living WIWAIDS (NAP+ Ghana).

| hope you enjoy completing the survey and | lookward to receiving your responses.

Sincerely,

Tina Abrefa-Gyan, MSW
Doctoral Student

Llewellyn Cornelius, Ph.D.
Professor and Principal Investigator
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Flyer for Introducing the Study

A RESEARCH STUDY ON SOCIAL SUPPORTS AND HIV/AIDS

Greetings NAP+ member,

| (Tina Abrefa-Gyan) am here today to administ@0a30 minute survey thaixamines
how NAP+ support group members like you see the wayhat social support and
other issues affect your quality of life.1 am a doctoral student at the University of
Maryland, Baltimore. This study is part of my daetiodissertation which is being
supervised by Dr. Llewellyn Cornelius at the Unsigr of Maryland Baltimore.

This study has been approved both by the UnivedditMlaryland IRB board, the local
IRB from Noguchi Memorial Institute for Medical Regech at the University of Ghana,
and the NAP+ Presidents’ Office.

If you are interested in participating in this stugou will be asked to complete a survey.
You must be 18 years of age or older in order ttigpate in this study.

Should you choose to participate in this study gan complete the survey in one of the
private offices here at NAP+.

| will not be collecting any data in this survethwill allow either NAP+ or | to identify
you.

After you complete the survey, you will receiveapensation of 10 Ghana cedis
(US$5) for your time and efforts.

In closing, if you are interested in knowing mobmat this study and would like to
participate in it, please stop by the NAP+ presidgeoffice following the presentation, so
the staff can direct you to my private office.

Thanks in advance for your time and consideration.
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INTERVIEWER SCRIPT
Attachment 1. INSTRUCTIONS TO SURVEY ADMINISTRATOR

(2) Introduced myself and the survey to the respondent.

After introducing the respondent to the study, Il ga@ve the respondent a copy of the
survey questionnaire and went over the format ®fSbrvey form; that is,

¢ Pointed out answer choices

¢ Mentioned the questions require only one answer.

(2)  After orienting the respondent to the survey questinnaire (form), I will said
that “I will want to emphasize, or in some cases.egemphasize, the following points:”

¢ Each question should be read carefully beforeahswvered

¢ When you feel that you have understood the queatahhave decided upon your
answer, you should check the number that matcleeartbwer you have decided
upon.

¢ Responses should be provided for all the questiotige survey.

There are no right or wrong answers.

¢ Because | want to know what your responses areay@to use your best judgment
in interpreting and responding to each question

¢ | am here to help if you have any questions ooii peed to clarify any items on the
survey form or anything about the survey process.

¢ When you complete the survey form, | will give y@eompensation of Ghana ¢ 10
(US $5), Please contact Ms. Tina Abrefa-Gyan (itte) NAP+ Ghana secretariat’s
president, or Dr. Llewellyn Cornelius if you haveegtions (after you leave).

L 4

After going over the points above, | gave the paréint the survey form and had
him/her complete it (in the pre-arranged seminam®/offices located within the agency
building where this researcher was present as.well)

(1) | did not offer any advice about what | thought afiyhe questions meant.
Instead | told them to use their best judgmenesponding to each question.

2 Whenever a survey form was turned in, | will revesint carefully to make sure
that a response is circled for each item, andrtitat than one answevas not circled.
3) After ensuring that the form was complete,d thie following:

¢ Thanked the participant for taking the time to ctetgthe survey.

¢ | reminded them that their participation has beery valuable because the
information that they provided will be used to htip NAP+ secretariat and the
policy makers as well to evaluate how well socimmdgraphic factors and social
supports influence their quality of life and to gagt ways in which these factors and
social supports can be improved,;

¢ | reminded them to email me, Ms. Tina Abrefa-Gytluie, Ghana Network of Persons
Living with HIV/AIDS (NAP+) Secretariat, or Dr. Ligellyn Cornelius if they had
further questions after they leave
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Appendix G

Questionnaire (survey instrument)

Socio-demographic Factors, Social Supports, and Qua  lity of Life
among People Living with HIV/AIDS in Ghana

We are conducting a survey about how personal and family (socio-demographic) factors as well
as social supports affect the quality of life of people living with HIV/AIDS. We would like to know
your responses to the questions regarding these issues. Our goal is to use the responses to find
out whether these personal and family factors and your social supports affect your quality of life.
Your responses may help improve the services you receive from the NAP+ Ghana and from other
social/health services providers. Also, decision makers may use findings from this study when
deciding on how best to help people living with HIV/AIDS in Ghana.

Have you completed this survey before?
Yes 10 (If Yes, thank you for completing the survey).
No 20 (If No, please answer the questions below).

PERSONAL AND FAMILY FACTORS

Please answer the following questions by placing a “X" in the appropriate box or by
writing your answer in the space or box provided.

Al. Are you male or female? (PLEASE CHECK ONE)
Male 10
Female 20
Other (please specify)

A2. Please list your age in years?

A3. What is your marital status? (PLEASE CHECK ONE)
Married 10
Not married (specify your relationship status) 20

A4. Do you have children? (PLEASE CHECK ONE)

Yes 10

No AN
A5. How many years of schooling have you acquired? (PLEASE SELECT ONLY ONE
CATEGORY)

0-12 (none-up to secondary school education) 10

13 years or more (more than secondary school education) 20

A6. What is your current employment status? (PLEASE CHECK ONE)

Unemployed 10
Employed 20
A7. What is your current monthly income in Ghanaian cedis (GH ¢) (PLEASE CHECK ONE)
GH ¢0-100.99 10
GH ¢101-500.99 27
GH ¢501-1,000.99 30
Greater than GH ¢1,001 47]
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A8. Identify in years the time since your first dia  gnosis with HIV/AIDS (PLEASE CHECK
ONE)

0-1 year 10
1-2 years 20
2-3 years 30
3-4 years 47
Greater than 4years 50

A9. What is your religion? (PLEASE CHECK ONE)
Christian 10
Non-Christian (specify) 20

A9.a. Please describe your spirituality/spiritual a  ctivities and how you think your
involvement in spiritual activities affect your HIV /AIDS condition (PLEASE WRITE YOUR
ANSWER IN THE BOX BELOW)

A10. How long have you been attending the supportg  roup meetings? (PLEASE CHECK
ONE)

0-1 year 10

Greater thanl year 20

All. Do you have any family members who benefit fro ~ m the knowledge gained from the
workshops you attend here at NAP+? (PLEASE CHECK ON  E)

Yes 10

No 20

Al12. Do you belong to other network systems (any gr  oup) that help you to support
yourself? (PLEASE CHECK ONE)

Yes 10

No AN

Al2.a. If yes, describe this group, its activities, and your level of commitment to group
activities: (PLEASE WRITE YOUR ANSWER IN THE BOX BE LOW).

Al12.b. Describe what can be done to help improve yo  ur access to the networks:
(PLEASE WRITE YOUR ANSWER IN THE BOX BELOW).

A13. In order to help develop effective social supp  ort interventions, please tell us more
about your access to support/help in time of need. These support systems may include
material resources, emotional support, employment, etc. (PLEASE WRITE YOUR ANSWER
IN THE BOX BELOW).
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B. SOCIAL SUPPORT

People sometimes look to others for companionship, assistance, or other types of
support. How often is each of the following kinds o f support available to you? (PLEASE
CHECK ONE BOX ON EACH LINE).

None A Some Most All
of the Little of the of of
Time of the Time the the
Time Time Time
1 2 3 4 5
B1Emotional/informational ~ Support
Bl.a. Someone you can count on to 5 5 5 5 5
listen to you when you need to talk.
B1l.b.Someone to give you information 5 G 5 G G
to help you understand a situation.
Bl.c. Someone to give you advice 5 G 5 G G
about a crisis.
B1.d. Someone to confide in or talk to 5 G 5 G G
about yourself or your problems.
Bl.e. Someone whose advice you 5 G 5 G G
really want.
B1.f. Someone to share your most
m} [m] m} [m] [m]

private worries and fear with.
B1.g. Someone to turn to for
suggestions about how to deal with a o a o o
a personal problem.
B1.h. Someone who understands your

problem. . . . . .
B2 Tangible support
B2.a. Someone to help you if you were
confined to bed. . . . . .
B2.b. Someone to take you to the o a o o
doctor if you needed it. o
B2.c. Someone to prepare your meals if o o o o o

you were unable to do it yourself.
B2.d. Someone to help with daily chores
you were sick. o o o o o
B3 Affectionate support
B3.a. Someone who shows you love

and affection. . . . . .

B3.b. Someone to make you feel loved o o o o
and wanted. .

B3.c. Someone who hugs you. o o o o o

B4 Positive social interaction

B4.a. Someone to have a good time o o o o o
with.

B4.b. Someone to get together with for o o o o o
relaxation.

B4.c. Someone to do something o o o o o

enjoyable wiith.

B5. Additional item

B5.a. Someone to do things with to help o o o o o
you get things off your mind.
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C. QUALITY OF LIFE

Please answer the following questions on quality of your life by placing a “x” in the
appropriate
box.

CL1. In general, would you say that your health is? (PLEASE CHECK ONE)

Excellent 1o
Very Good 20
Good 3o
Fair 40
Poor 5o

C2. How much bodily pain have you generally had dur  ing the past 4 weeks ? (PLEASE

CHECK ONE)
None 1o
Very Mild 20
Mild 3o
Moderate 40
Severe 5o
Very Severe 60

C3. During the past 4 weeks , how much did pain__ interfere with your normal work
(including both work outside the home and housework )? (PLEASE CHECK ONE)

Not at alll 1o
A little bit 20
Moderately 3o
Quite a bit 40
Extremely 50
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C4. The following questions are about activities yo u might do during a typical day. Does
your health now limit you _in these activities? If so, how much? (PLEASE CHE CK ONE
BOXON EACH LINE).

YES, YES, NO, Not
Limited A Limited A Limited
Lot Little At All
1 2 3

a. The kinds or amounts of
vigorous activities you
can do, like lifting heavy
objects, running or . . .
participating in strenuous
sports.

b.  The kinds or amounts of
moderate activities you
can do, like moving a o o o
table, carrying groceries
or bowling.
Walking uphill or

c. climbing a few flights of | a a
stairs.

d Bendi.ng , lifting or a 5 5
stooping.

e. Walking one block . o a a
Eating , dressing,

f.  bathing, or using the | a a
toilet.

C5. Does your health keep you from working at a job  , doing work around the house or

going to school? (PLEASE CHECK ONE)?

Yes 1o
No 20

C6. Have you been unable to do certain kinds or amo ___unts of work, housework, or
schoolwork because of your health? (PLEASE CHECK ON  E)?
Yes 1o
No 20
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For each of the following questions, please check the box f or the gne_answer that comes
closest to the way you have been feeling during the past 4 weeks . (PLEASE CHECK ONE
BOX ON EACH LINE)

All of Most A Good Some A None

the of the Bit of the Little  of the
Time  Time of the Time ofthe  Time
Time Time
1 2 3 4 5 6
C7. How much of the time,
during the past 4 weeks,
has your health limited
your social activities . o . . . o
(like visiting with friends
or close relatives)?
C8. How much of the time,
during the past 4 weeks:
a. Have you been a very o o O o O O
nervous person?
b. Have you felt calm
and peaceful? . . . . . .
c. Have you felt
downhearted and o o m o m m
blue?
d. Have you been a
happy person? . . . . . .
e. Have you felt so down
in the dumps that
nothing could cheer . . . . . .
you up?
C9. How often during the
past four weeks :
a. Did you feel full of pep - - - - - -
(or energy)?
b. Did you feel worn out? o o o o o o
c. Did you feel tired? o o o o o o
d. Did you have enough o o o o o o
energy to do the
things you wanted to
do?
e. Did you feel weighed o o o o o o
down by your health
problems?
f.  Were you discouraged o o o o o o
by your health
problems?
g. Did you feel despair a a o a o o
over your health
problems?
h. Were you afraid a a o a o o
because of your
health?
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For each of the following questions, please check the box f or the gne_answer that comes
closest to the way you have been feeling during the past 4 weeks .(PLEASE CHECK ONE
BOX ON EACH LINE).

All of Most A Good Some A None
the of the Bit of the Little  of the
Time Time of the Time of Time
Time the
Time
1 2 3 4 5 6

C10. How much of the
time, during the
past 4 weeks:

a. Did you have
difficulty
reasoning and
solving
problems, for
example,
making plans,
making
decisions, and
learning new
things?

b. Did you forget o o o o o o
things that
happened
recently, for
example,
where you put
things and
when you had
appointments?

c. Did you have o o o o o o
trouble keeping
your attention
on any activity
for long?

d. Did you have o o o o o o
difficulty doing
activities
involving
concentration
and thinking?
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C11. Please check the box that describes whether ea  ch of the following statements is true
or false for you.

Defi- Mostly Not Mostly Defi-

nitely True Sure False nitely
True 2 4 False
1 3 5
a. | am somewhat ill. O o o o O
b. | am as healthy as
O ] ] ] O
anybody | know.
c. My health is excellent. | o o o |
d. I have been feeling bad
lately. s s s -

Cl12. How has the quality of your life been duringt  he past 4 weeks ? That is, how have
things been going for you? (PLEASE CHECK ONE).

Very well; could hardly be better 1o
Pretty good 20
Good and bad parts about equal 3o
Pretty bad 4n
Very bad; could hardly be worse 50

C13. How would you rate your physical health and em  otional condition now compared
to 4 weeks ago ? (PLEASE CHECK ONE)

Much better 1o
A little better 20
About the same 3o
A little worse 40
Much worse 50
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D. KNOWING ABOUT HIV/AIDS

Read each _question. Carefully check the one___answer that fits best . (PLEASE CHECK ONE
BOX ON EACH LINE).

I am | Think | Don't | Think I'm
Sure it's Know it's Sure
it's True False it's
True False
1 2 3 4 5
D1. Hugging a person with o o o o o
AIDS is a way to get
HIV.
D2. The virus that causes o o o o o
AIDS is found in
blood.
D3. You do not get HIV by o o o o o
using a public sink to
wash your hands.
D4. Teenagers can get o o | o o
AIDS.
D5. Eating food made by a | | a | |
person with AIDS can
give you HIV.
D6. You can get HIV by
using the same
telephone as a person . . . . .
with AIDS.
D7. You can tell whether
people are infected
with HIV by looking at . . . . .
them.
D8. Having sexual
intercourse is a way to o o o o o
get HIV.
D9. You do not get HIV by
swimming in a public o o o o o
swimming pool.
D10.Sharing needles to
take steroids is one o o o o o
way to get HIV.
D11. Only boys and men | | a | |
get HIV.
D12. HIV is not spread by | | a | |
fleabite.
D13. Dancing with a | | a | |
person who has AIDS
is a way to get HIV.
D14. As soon as people a o o a o
get HIV, they begin to
feel sick.
D15. Condoms are 100% o O O o O
effective in preventing
HIV.
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E. KNOWLEDGE OF HIV RISKY BEHAVIOR

Read each _question. Where applicable, ¢ _arefully answer the question, or check the one
answer that fits best.

E1l. Please list the number of your lifetime sexual partners?

E2. How often did you or your partner use condom fo r disease protection in the last 12
months?

Number of times:

None (please place “x” here):

E3. What would you say are the chances that you hav e had sexual intercourse with
someone who might be infected with HIV-the virus th at causes AIDS? (PLEASE CHECK
ONE)

Low 10
Medium 20
High 30

THANK YOU FOR COMPLETING THIS SURVEY. WE APPRECIAT E THE TIME YOU HAVE
TAKEN AWAY FROM ALL THE THINGS YOU HAVE TO DO TODAY TO COMPLETE THE
SURVEY.

TINA ABREFA-GYAN

DR. LLEWELLYN CORNELIUS
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F. INTERVIEWER'S ASSESSMENT OF RESPONDENTS’ CONCEPTUAL
UNDERSTANDING OF THE SURVEY ITEMS

All subsequent questions should be answered by the interviewer after the interview is
concluded.

Read each _question. Carefully select and/or write the answer(  s) that fit best .

F1. (PLEASE CHECK ONE)

YES, NO
1 0
a. Did the respondent check with others for information to
answer any question? .
b. Do you think anyone influenced the respondent’s 5 5

answers during the interview?
c. Did you feel threatened during the interview? o o
d. Were you physically threatened during the interview?

O
O

F2. What proportion of the questions do you feel th e respondent had difficulty answering?

All 4n
Most 3o
Some 20
Few 1o
None Oo

F3. Which questions did the respondent have trouble answering? [Identify up to three. If
the respondent had trouble with less than three, ch eck the box assigned to response
option “000.”

Less than three 000o

Three or more O

(List question numbers)

G. IINTERVIEWER'S OBSERVATIONS

G1. INTERVIEWER: Do you have any other comments on  the interview? For example, did
anything else significant happen during the intervi ew? (PLEASE CHECK ONE)

No Oo

Yes 1o

If Yes: [Explain]
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Appendix H

Health Statistics and Health Information System&béna (Adopted from WHO, 2011).

23,837,
Total population

000
Gross national income per capita (PPP internati) 1,32(
Life expectancy at birth m/f (yea 57/64
Probability of dying under five (per 1 000 live this) 69
Probability of dying between 15 and 60 years

402/253
(per 1 000 population)
Total expenditure on health per capitaernationi $, 2009 122
Total expenditure on health as % of GDP (2! 8.1
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Appendix |

Support Groups within NAP+ Ghana, Achimota, Accra

Number Name of Support Group Membership Female Mad
Goodwill Aid Foundatio 98 6S 28
Global Disease Contt 78 57 21
Young Women Against Stignr 49 26 23
Foundation
Grass To Grace Foundat 7C 45 25
Humanity Health Foct 58 41 17
Almond Tre¢ 50 45 5
People’s Unity Foundatic 68 2C 48
Lord Our Shephe 54 35 19
Let Them Say Advocac 63 33 3C

Support Group

158



References

Abbott, S., & Freeth, D. (2008). Social capitatidrealth: Starting to make sense of the
role of generalized trust and reciprocitjournal of Health Psychology, 1874—
883. doi: 10.1177/1359105308095060

Adday, L. A., & Cornelius, L. J. (200®esigning and conducting health surveys:A
comprehensive guide.'{8d.). San Francisco, AC: Jossey-Bass.

Aguilar, J. P., & Sen, S. (2009). Comparing comgaljizations of social capitdburnal
of Community Practice, 1424-443. doi: 10.1080/10705420903299979

Ansah-Koi, A. (2006). Care of orphans: Fosteringhventions for children whose
parents die of AIDS in Ghankamilies in Society, 8355-564. Retrieved from

www.familiesinsociety.org

Ansong, D. (2009). Ghana country assessment fathydevelopment accounts (CSD
Country Brief 09-39). St. Louis, MO: Washingtonitrsity, Center for Social
Development.

Aron, L. (1990). One person and two person psyaties and the method of
psychoanalysi®sychoanalytic Psychology, 1990475-485. Retrieved from

http://psycnet.apa.org/journals/pap/7/4/475/

Ashton, E., Vosvick, M., Chesney, M., Gore-Felt@n, Koopman, C., O’shea, K.,
Maldonado, J., ...& Spiegel, D. (2005). Social supand maladaptive coping
as predictors of the change in physical health $gmp among persons living
with HIV/AIDS. AIDS Patient Care and STDs, 19, 5&B8. Retrieved from

http://lwww.thebody.com/content/living/art24366.html

159



Awusabo-Asare, K. (1995). HIV/AIDS education armmdinseling: Experiences from
GhanaHealth Transition Review, 229-236. Retrieved from

http://htc.anu.edu.au/pdfs/Awusabo?2.pdf

Avert (2009). Children, HIV and AIDS. Retrieved ifino

http://www.avert.org/children.htm#

Bajunirwe, F., Tisch, D. J., King, C. H., Arts, E, Debanne, S. M., & Sethi, A. K.
(2009). Quality of life and social support amoragi@nts receiving antiretroviral

therapy in Western UgandalDS Care, 21271-279. Retrieved from

http://dx.doi.org.proxy-hs.researchport.umd.edd/@80/09540120802241863

Barnes, J. A. (1954). Class and committees inravligian Island ParistHuman
Relations, 739-58. Retrieved from

http://garfield.library.upenn.edu/classics1987/A18844400001.pdf

Barnet, P. A., & Gaotlib, I. H., (1988). Psychosadunctioning and depression:
Distinguishing among antecedents, concomitantscandequences.
Psychological Bulletin, 1087-126. doi: 10.1037/0033-2909.104.1.97

Barnett, T., & Whiteside, A. (1999). HIVAIDS aneévklopment: Case studies and a
conceptual frameworkThe European Journal of Development Research, 11,
200-234. doi: 10.1080/09578819908426744

Baron, R. M., & Kenny, D. A. (1986). The moderatoediator variable distinction in
social psychological research: Conceptual, strategid statistical considerations.
Journal of Personality and Social Psychology, 5173-1182. Retrieved from

http://www.public.asu.edu/~davidpm/classes/psy53&IBadf

160



Berkman, L. F., & Glass, T. (2000). Social integraf social networks, social support
and health. In L. F. Berkman & |. Kawachi (EdsSocial EpidemiologyNew
York, NY: Oxford.

Bloom, D. E., & Mahal, A. S. (1997). Does the AleSidemic threaten economic
growth? Journal of Econometrics, 7105-124. Retrieved from

http://app.cul.columbia.edu:8080/ac/bitstream/108P2P:15623/1/econ 9495 7

30.pdf

Bloom, S., Urassa, M., Ng'weshemi, J., Boerma,. J2002). Community effects on the
risk of HIV infection in rural TanzaniaSexually Transmitted Infections, 7281
266. doi:10.1136/sti.78.4.261

Booysen, F. (2004). HIV/AIDS, poverty and risky sakbehaviour in South Africa.
African Journal of AIDS Research, 57-67. Retrieved from

http://psufasa.org/map info/full%20documents/cog¥?0documents/south%20

Africa/organisations/SA%20poverty%20risk%20and%20H6020behaviour.pdf

Bogart, L. M., Wagner, G., Galvan, F. H., & Banks,(2010). Conspiracy beliefs about
HIV are related to antiretroviral treatment non exeéfmce among African
American men with HIV.Journal of Acquired Immune Deficiency Syndrome, 53,
648-655. doi:10.1097/QAl.0b013e3181c57dbc

Bourdieu, P. (1986)The forms of capitaln J. G. Richardson (Ed.).Handbook of theory
and research for sociology of education (pp. 248)2%ew York, NY:
Greenwood.

Briefing Paper (2009, February). Social protectmtackle child poverty in Ghana.

161



Bronfenbrenner, U. (1979)The ecology of human development: Experiments toyena
and designCambridge, MA: Harvard University Press.

Burgoyne, R., & Renwick, R. (2004).Social suppaord guality of life over time among
adults living with HIV in the HAART eraSocial Science & Medicine, 58353-
1366. doi: 10.1016/S0277-9536(03)00314-9

Burt, R. (2001). The social capital of structurales In M. F. Guillen, R. Collins, P.
England, & M. Meyer (Eds.New directions in economic sociologyew York,
NY: Russell Sage Foundation.

Buseh, A. G., Kelber, S. T., Stevens, P. E., & P&rkG. (2008). Relationship of
symptoms, perceived health, and stigma with qualityfe among urban HIV-
infected African American meRublic Health Nursing, 25409-419. doi:
10.1111/;.1525-1446.2008.00725.x

Cabassa, L. J., & Hansen, M. C. (2007). A syst@maview of depression treatments in
primary care for Latino adultsResearch on Social Work Practice, #94-503.
doi: 10.1177/1049731506297058

Camlin, C. S., Hosegood, V., Newell, M, McGrath, Barrnighausen T., Snow, R. C.
(2010). Gender, migration and HIV in rural KwaZWmMiatal, South Africa.
PIoSONE, 51-10. doi:10.1371/journal.pone.0011539

Camfield, L., & Skevington, S. M. (2008). On sulijee well-being and quality of life.
Journal of Health Psychology, 1364-775. doi:10.1177/1359105308093860

Carpiano, R. M. (2004)The forms of social capital: A sociomedical science

investigation of neighborhood social capital asealth determinant using a

162



Bourdieu framework Unpublished Doctoral Dissertation, Columbia Univgrs
New York.

Carpiano, R. M., & Daley, D. M. (2006a). A guidedaglossary on postpositivist thec
building for populatio health.Journal of Epidemiology and Community Hea
60, 564570. doi: 10.1136/jech.2004.031!

Carpiano, R. M. (2008). Actual or potential neighimod resources for health: What «
Bourdieu offer for understanding mechanisms linksngial capital t health? In
|. Kawachi, S.V. Subramanian, & D. Kim (EdsSocial capital and heal (pp.
83-93). New York, NY: SpringerLink

Catlan, J., Beevor, A., Cassidy, L., Burgess, AMeadows, J., Pergami, A., Gazzz
B., & Barton, S. (1996). Women and Hinfection: Investigation of it
psychosocial consequencJournal of Psychosomatic Research, 3%47.
Retrieved from

http://www.sciencedirect.com/science/article/piZ239¢996000694

Cassel J. (1976).he contribution of the social environment to hesistanceAmerican
Journal of Epidemiology, 1€107-23. Retrieved from

http://www.ncbhi.nlm.nih.gov/pubmed/7822

Catalan, J., Beevor, A., Cassidy, L., Burgess, A. P., tibees, J., Pergami, A., ... Bartc
S. (1996). Women and HIV infection: Investigatioinits psychosocie
consequenceslournal of Psychosomatic Research, 39-47. doi:

10.1016/00223999(96)0006-4

163



Cattell, V. (2001). Poor people, poor places, poor health: The mediating role
social networks and social capit:Social Science and Medicine, 1501-1516.
doi: 10.1016/S0278536(00)0025-8

Cella, F. (1994). Quality of Life: Concepts andinigon. Journal of Pain and Sympto
Management, 9186-192. Retrieved from

http://scholar.google.com/scholar?hl=en&qg=qualitfiHtibe Y03A+concepts+anc

definitions+cella&as sdt=20000000&as ylo=&vis=0

Centers for Disease Control and Prevention (2(ff¢ct of antiretroviral therapy c
risk of sexual transmission of HIV infection angsuinfection. Retrieved froi

http://www.cdc.gov/hiv/topics/treatment/resourcasf§heets/art.hi

Centers for Disease Control and Prevention (2Q4itng with HIV/AIDS. Retrieved

from http://www.cdcgov/hiv/resources/brochures/livingwithhiv.htm;

Centers for Disease Control and Prevention (20@ybidity and Mortality Weekly
Report (MMWR): Recommendations and Reports. Regddvom

http://www.cdc.gov/immwr/preview/mmwrhtml/ss6011aimRs cid=ss601l1al

Centers for Disease Control and Prevention (20@8ybidity and Mortality Weekly

Report (MMWR). Retrieved frohttp://www.cdc.gov/mmwr/preview/mmwrhtr

mm5021a2.htm

Centers for Disease Control and Prevention (2Qddybidity and Mortality Weekly
Report (MMWR): Recommendations and Reports. Regddvom

http://www.cdc.gov/immwr/preview/mmwrhtml/ss6011aimRs cid=ss601l1al

Central Intelligence Agency (2013). The World Faobk. Retrieved fron

https://www.cia.qgov/library/publications/t-world-factbook/geos/gh.ml

164



Chan, A. W., Hrobjartsson, A., Haahr, M. T., GotmscP. C., & Altman, D. G. (2004).
Empirical evidence for selective reporting of outm@s in randomized trials:
Comparison of protocols to published articl®&MA, 2912457-2465. Retrieved

from

http://psychrights.org/Research/Digest/Science4EBalpiricalEvidencelnTrialsJ

AMAO4. pdf

Chaskin, R. J., Goerge, R. M., Skyles, A., & Goa, S. (2006). Measuring social
capital: An exploration in community—research parship.Journal of
Community Psycholog®4,489-514. doi: 10.1002/jcop.20111

Chernomas,R.(1999Jhe social and economic causes of diselsmnitoba: Canada,
Canadian Centre for Policy Alternatives.

Chilisa, B., Bennell P., & Hyde, K. (200The impact of HIV/AIDS on the University of
Botswana: Developing a comprehensive strategicaesg(Report No. 2).
Botswana: University of Botswana.

Cluver, L & Gardner, F. (2007). Risk and protectiaetors for psychological well-being
of children orphaned by AIDS in Cape Town: A quatlite study of children and
caregivers’ perspective®IDS Care 19, 318-325. Retrieved from

http://lwww.spsw.ox.ac.uk/fileadmin/documents/pdénzir Gardner 2007

AIDS Care pdf.pdf

Cohen, J. (1992). A power primé&sychological Bulletin, 112155-159. Retrieved from

http://classes.deonandan.com/hss4303/2010/coher$®2%i?0sample%20size.p

df

165



Cohen, J., Cohen, P., West, S. G., & Aiken, L.2B0@).Applied Multiple Regression/
Correlation Analysis for the Behavioral Sciencesi(8d.). Mahwah, NJ:
Lawrence Erlbaum Associates, Publishers.

Coleman, J. S. (1988). Social capital in the aoeadf human capitalhmerican Journal
of Psychology, 945-120. Retrieved

http://onemvweb.com/sources/sources/social capiial.

Cook, K. S. (2000).Trust in societyNew York, NY: Russell Sage Foundation.
Coombe, C., & Kelly, M. J. (2001). Education asehicle for combating HIV/AIDS.
Prospects, 30, 3-9. Retrieved from

http://portal.unesco.org/education/en/file downlghg/8b101702cb719eb63573

e502e05f8a8eprospects119.pdf

Corcoran, J., & Nichols-Casebolt, A. (2004).Ecobagiframework for assessment and
goal formulation Child and Adolescent Social Work Journal, 2B1-235. doi:
10.1023/B:CASW.0000028453.79719.65

Cornelius, L. J., Okundaye, J. N., & Manning, M.(2000). Human Immunodeficiency
Syndrome Virus-related risk among African-Ameriéamales. Journal of the
National Medical Association, 9283-195. Retrieved from

http://www.nchi.nlm.nih.gov/pubmed/10976175

Diamond, C., Taylor, T. Anton-Culver, H. (2010). &ity of life, characteristics and
survival of patients with HIV and lymphom@Quality of Life Research, 118}9—
155. doi: 10.1007/s11136-009-9565-0

Dillman, D. A., Smyth J. D., & Christian L. M. (200 Internet, Mail, and Mixed-Mode

Surveys:The Tailored Design Method (3rd edNew York: John Wiley.

166



Dolgoff, R. & Feldstein D. (2009)Understanding social welfare: A search for social
justice(8th ed.) Boston, MA: Allyn & Bacon.

Egger, M., & Smith, G. D. (1998), Bias in locatiand selection of studieBritish
Medical Journal, 31661-66. Retrieved from

http://www.nchi.nlm.nih.gov/pmc/articles/PMC2665334

Egger, M., Zellweger-Zahner, T., Schneider, M., k&mC., Lengeler, C., & Antes, G.
(1997). Language bias in randomized control tqaiklished in English and
German. The Lancet, 350826-329. Retrieved from

http://www.nchi.nlm.nih.gov/pubmed/9251637

Engel, R. J., & Schutt, R.K. (200%he practice of research in social woilkhousand
Oaks, CA: Sage Publications.

Epstein, H. (2007).The invisible cure: Why are we losing the fightiaghAIDS? New
York, NY: Pan Books Limited. Retrieved from

http://www.ingentaconnect.com/content/routledg/£886/00000008/00000001/

art00003
Eriksson, L. E., Nordstrom, G., Berglund, T., Saraig, E. (2000).The health-related
quality of life in a Swedish sample of HIV-infectpdrsonslournal of Advanced

Nursing, 321213-1223. Retrieved froimtp://web.ebscohost.com.proxy-

hs.researchport.umd.edu/ehost/folder?sid=bf4dfi2ee54159-aeca-

45695a991d32%40sessionmqrl5&vid=5&hid=7

Farouk, B., I. (2004). Report of the federationgass in Ghana (Bulletin No. 6). Cape
Town, South Africa: Slum/Shack Dwellers Internatib(SDI). Retrieved from

http://www.sdinet.org/bulletins/b6.htm

167



Fee, E. (2006, September).The WHO response to MAHDS pandemic. Paper
session presented at the meeting of the World Ké€aiganization, Geneva,
Switzerland.

Folasire, O. F., Irabor, A. E., & Folasire, A. Nt02). Quality of life of people living
with HIV and AIDS attending the Antiretroviral Clixy University College
Hospital, NigeriaAfrican Journal of Primary Health Care and FamMedicine,

4(1),1-8. Retrieved fronhttp://phcfm.org/index.php/phcfm/article/view/294

Frans, D. J. (1993).A scale for measuring sociakeloempowermenResearch on
Social Work Practice,,3312-328. doi: 10.1177/104973159300300305

Fraser, M. W., Richman, J. M., Galinsky, M. J., &P S. H. (2009). Intervention
research. New York, NY: Oxford University Press.

Friedland, J., Renwick, R., & Mccoll, M. (1996).Gog and social support as
determinants of quality of life in HIV/AID&IDS Care, 8 (1)15-32. doi:
10.1080/09540129650125966

Galobardes, B., Lynch, J. W., & Davey, S. G. (20@bhHildhood socioeconomic
circumstances and cause-specific mortality in &dait: Systematic review and
interpretationEpidemiological Review, 26—-21. Retrieved from

http://www.nchi.nlm.nih.gov/pubmed/15234944

Ghana AIDS Commission (2006). HIV Sentinel SuriRgport. Retrieved

fromhttp://data.unaids.org/pub/FactSheet/2008/sa08 eghpdf

Ghana AIDS Commission (2010). HIV Sentinel SuriRgport. National AIDS/STI
Control Program. Ghana Health Service, MinistrHeflth, Accra, Ghana:

Author.

168



Ghana Districts.com (2010). The National Sociat&gtion Strategy (NSPS): Execulti

Summary. Retrievedom http://www.ghanadistricts.com/home/? _=60&sa==t

Ghana Ministry of Health (2004a). Legislative lnstrent on National Health Insuran:
Accra: National Parliament of Ghana Pr

Ghana Minigry of Health (2004b). Guideline for Designing dntplementing Distric-
wide MHOs in Ghana, Accra: Government of Ghana iBhivlg House

GhanaWeb (2010).The Netherlands: 1st Phase of NEBA&ha School Feedir
Programme takes off in two weeks. Retriewom

http://www.ghanaweb.com/GhanaHomePage/diasporaiglat. php?1D=1042:

Gibson, R. K. (2001). Elections online: Assesgittgrnet voting in light of the Arizon
Democatic primary.’ Political Science Quarterlyl16, 561583. Retrieved fror

http://www.jstor.orq/pss/7982.

Gielen A. C., Fogarty, L., O’'Campo, P., Anderson, J.ll&e J., & Faden, R
(2001)Women living wih HIV: Disclosure, violence, and social suppc
Journal of Urban Healt, 77, 480-491. doi: 10.1007/BF02386755

Gielen A. C., McDonnell, K. A., Wu, A. W., O’Campo, R&,Faden, R. (2001 Quality
of life among women living with HIV: The importancé violence, socia
support, and self care behavioSocial Science and Medicine,,5£-322. doi:
10.1016/S027B536(00)0013-0

Gillespie, S., Greener, R., Whiteside, A., & Whitth, J. (2007).Investigating tt
empirical evidence for understanding vulnerabi#ibd the associations betwe
poverty, HIV infection and AIDS impar AIDS, 21,1-4. Retrieved fron

http://www.heard.org.za/downloads/investiga-the-empiricalevidenc-for-

169



understanding-vulnerability-and-the-associationsvben-poverty-hiv-infection-

and-aids-impact.pdf#page=6

Gillespie, S., Kadiyala, S., & Greener, R. (2003 )poverty or wealth driving HIV
transmissionAIDS, 21,5-16. doi: 10.1097/01.aids.0000300530.67107.45

Gjesfjeld, C. D., Greeno, C. G. & Kim, K. H. (2008} Confirmatory Factor Analysis of
an abbreviated social support instrument: The M@S-Research on Social
Work Practice, 1831-237.doi: 10.1177/1049731507309830

Global Health Council (2011). Malnutrition Causealf-bf Africa’'s Child Deaths.

Retrieved fromhttp://www.globalhealth.org/news/article/5094

Global Issues (2014). Poverty facts and statsié¥eid from

http://www.globalissues.org/article/26/poverty-f&eind-stats

Gyamfi, S., Peprah, P. T., Toboh, L., Amedoe, JQuansah Asare, G. J., Sepah, E.,...
Govindasamy, P. (2009). Ghana demographic andhheaivey 2008. Accra,
Ghana: Ghana Statistical Service, Ghana Healthic®erand ICF Macro
(Calverton, MD).

Haralambos, M., & Holborn, M. (1998ociology: themes and perspectives (3rd ed.).
London, England: Harper Collins Publishers.

Hartzell, J. D., Janke, I. E., & Weintrob, A. @2008). Impact of depression on HIV
outcomes in the HAART erdournal of Antimicrobial Chemotherap246—255.
doi:10.1093/jac/dkn193

Hasanah, C. I, Zaliha, A. R., &Mahiran, M. (201yality of Life Research, 20, 91-
100Factors influencing the quality of life in patient#th HIV in Malaysia.doi:

10.1007/s11136-010-9729-y

170



Healy, K. (2005).Social work theories in context: Creating framewsof@r practice
Hampshire, NY: Palgrave MacMillan Publishers.
Heyer, J., Stewart, F., & Thorp, R. (1999). Growghaviour and development: Working

papers No. 161. Retrieved framtp://www.wider.unu.edu/publications/working-

papers/previous/en GB/wp-161/ files/82530858921%@dkefault/wpl61.pdf

Hochschild, A. R., (1975). Disengagement theorgritigue and a proposalAmerican
Sociological Review, 4653-569. Retrieved from

http://www.jstor.org/pss/2094195

Hofrichter, R. (2001). Creating health equity thgbwsocial justice. (Draft Working
Paper).National Association of County and Healtfidiafls Washington, DC.

Jia, H., Uphold, C. R., Wu, S., Reid, K., Findl&y, & Duncan, P. W. (2004). Health-
related quality of life among men with HIV infeatipEffects of social support,
coping, and depressioAIDS Patient Care and STDs,,1#84-603. Retrieved

from http://dx.doi.org/10.1089/apc.2004.18.594

Jordaan, W. & Jordaan, J. (1989)an in contex{2"%d.) Johannesburg, South Africa:
Lexicon.
Kaplan, B. H., Cassel, J. C., & Gore, S. (1977ci8 support and health. Medical

Care, 1547-58. Retrieved frorttp://www.jstor.org/stable/3763353

Kawachi, I., & Berkman, L. F. (2008). Social teasd mental healthJournal of Urban
Health, 78,458-467. Retrieved from

http://www.nchi.nlm.nih.gov/pubmed/11564849

171



Kawachi, I., & Kennedy, B. (1997). Health and sdciohesion: Why care about income
inequality? British Medical Journal, 3141037-1039. Retrieved from

http://www.nchi.nlm.nih.gov/pubmed/9112854

Kirmayer, L., Boothroyd, L., Laliberté, A., Simpsds. L. (1999). Suicide Prevention
and Mental Health Promotion in First Nations angiti@ommunities (Rep. No.
9). Montreal: Culture & Mental Health Research tJhistitute of Community &
Family Psychiatry, Sir Mortimer B. Davis-Jewish @eal Hospital.

Konadu-Agyemang, K. (2001). A survey of housingditions and characteristics in
Accra, an African cityHabitat International, 2515-35. do0i:10.1016/S0197-
3975(00)00016-3

Lee, J. A. B. (1997). The empowerment group: Tlerthef the empowerment approach
and an antidote to justice. In J. K. Parry (EBrjhm prevention to wellness
through group worKpp. 15-32). Binghamton, NY: The Haworth Press, In

Leech, N. L., Barrett, K.C., & Morgan, G. A. (2008 ed.). SPSS for intermediate
statistics: Use and interpretation. New York: Tayad Francis Group.

Lin, N. (1999). Building a network theory of sdotapital. Connections, 228-51.

Retrieved frontiteseerx.ist.psu.edu/viewdoc/download

Lin, N., & Peek M. K. (1999). Social networks ameéntal health. In A. Horwitz & T. L.
Sheid (Eds.).A handbook for the study of mental hedfip. 241-58). New
York: Cambridge University Press.

Link, B. G., & Phelan, J. (1995). Social conditi@sfundamental causes of disease.
Journal of Health and Social Behavior,,30—-94. Retrieved from

http://www.nchi.nlm.nih.gov/pubmed/7560851

172



Link, B. G., & Phelan, J. (1995). Social conditi@sfundamental causes of disease.
Journal of Health and Social Behavior,,3D—-94.

Linn J. G., Poku, K. A., Cain, V. A., Holzapfel, Ki., Crawford, D. F. (1995).
Psychosocial outcomes of HIV iliness in male anddke African American
clients.Social Work Health Care, 21 (3}3-60. Retrieved from

http://www.nchi.nlm.nih.gov/pubmed/8560363

Lombe, M., & Sherraden, M. (2008). Effects of papating in an asset-building
intervention on social inclusionlournal of Povertyl1, 284-305. doi:
10.1080/10875540802198362

Lynch, J. W., Smith, G. D., Kaplan, G. A., & Houde S. (2000). Income inequality and
mortality: importance to health of individual inceppsychosocial environment,
or material conditionsBritish Medical Journal, 3201220-1224. Retrieved from

http://www.nchi.nlm.nih.gov/pmc/articles/PMC1127%89

Mavandadi, S., Zanjani, F., Ten Have, T. R., & @d. W. (2009). Psychological well-
being among individuals aging with HIV: The valuesocial relationships.
JAIDS Journal of Acquired Immune Deficiency Synagren1 91-98. Retrieved

from http://dx.doi.org/10.1097/QAIl.0b013e318199069b

MAPI Trust Research (1996).Education Informatiosd@imination. Retrieved from

http://www.mapi-trust.org/services/questionnairetising/catalog-

questionnaires/116-mos-hiv

Mast, T. C., Kigozi, G., Wabwire-Mangen, F., Blagk, Sewankambo, N., Serwadda,

D., Gray, R, ..., Wu, A. W. (2004). Measuring lijyeof life among HIV

173



infected women using a culturally adapted questamenn Rakai district,
Uganda.AIDS CARE,1681-94.doi: 10.1080/09540120310001633994

McDonnell, K., Gielen, A. C., Faden, R., Wu, A.,.&Campo, P. (1997).Health related
quality of life among women living with HIV. In Netnal Conference on Women
and HIV, Los Angeles, May.

Mensah, J. (ed.) 2006a. Understanding economicmaf Africa: A tale of seven
nations. Basingstoke: Palgrave Macmillan.

Mensah, J., Oppong, J. R., & Schmidt, C. M. (20BBana’s National Health Insurance
scheme in the context of the health MDGs: An eroplrevaluation using
Propensity Score Matching. (Ruhr Economic Papes§ ¥1Essen, Germany:
Ruhr Economic.

Mignone, J., & O’Neil, J. (2005). Social capitaidayouth suicide risk factors in First
Nations communities. Canadian Journal of Publialthe 1, 51-54. Retrieved
from http://www.ncbi.nlm.nih.gov/pubmed/15686154

Millennium Development Goals Report (2010).Publghbg the United Nations
Department of Economic and Social Affairs (DESAjnd 2010.

Ministry of Manpower, Youth, and Employment (200)EAP Social Grant Pilot
Implementation and Design (Ghana): A summary Report

Mohanan P., & Kamath, A. (2009). Family supportreducing morbidity and mortality
in people with HIV/AIDS. The Cochrane CollaboratiGochrane Reviews.
Retrieved from http://www.cochrane.org/reviews/@Ma6046.html.

Monette, D. R., Sullivan, T. J., & DeLong, C. RO{2). Applied social research: A tool

for the human services'{8d.).Belmont, CA: Brooks/Cole Cengage Learning.

174



MOS-HIV Health Survey Users Manual (n.d.). Retrig¥em

http://chipts.ucla.edu/assessment/pdf/assessmaD&/ M IV%20Users%20

Manual%20%?20Draft.pdf

Mrus, J. M., Williams, P. L., Tsevat, J., CohnES.& Wu, A. W. (2005). Gender
differences in health-related quality of life intigats with HIV/AIDS. Quality of
Life Research, 14479-491. Retrieved from

http://www.springerlink.com/content/I61403471x1w4

Naparstek, A. J., Biegel, D. E., & Spiro, H. R. 829. Neighborhood networks for
humane mental health caréNew York, NY: Plenum Press.

Ncama, B. P., Mclnerney, P. A., Bhengu, B. R., €ss] |. B., Wantland, D. J., Nicholas,
P. K., ... Davis, S. M. (2008). Social support aneflination adherence in HIV
disease in KwaZulu-Natal, South Afridaternational Journal of Nursing
Studies, 451757-1763. doi: doi:10.1016/].ijnurstu.2008.06.006

National Center for Health Statistics, Nationaldtof Family Growth (1995). Retrieved
from

http://dataarchives.ss.ucla.edu/da catalog/da czptilleRecord.php?studynumb

er=H1505V1

Nichols, L. Tchounwou, P. B., Mena, L., & Sarpoby,(2009). The effects of
environmental factors on persons living with HIVD$. International Journal of
Environmental Research and Public Health2641-2054.
doi:10.3390/ijerph6072041

Nojomi, M., Anbary, K., Ranjbar, M. (2008). Healtelated quality of life in patients

with HIV/AIDS. Archives of Iranian Medicine, 1508-612. Retrieved from

175



http://www.sid.ir/En/ViewPaper.asp?ID=122050&var8iMOULAVI%20NOJ

OUMI%20MARZIEH,ANBARI%20KH.,RANJBAR%20MITRA;ARCHIVES%

200F%20IRANIAN%20MEDICINE;NOVEMBER%202008;11;6,668.2

Norusis, M. J. (2006 SPSS 15.0 Guide to Data Analysipper Saddle River, NJ:
Prentice Hall Inc.

Oakes, M. J., & Rossi, P. H. (2003). The measur¢mfeBES in health research: Current
practice and steps toward a new appro&ctial Science & Medicine, 5669-

784. Retrieved frorttp://www.ncbi.nlm.nih.gov/pubmed/12560010

Oppong, J.R. (2001). Structural Adjustment andhtbalth care systerm K. Konadu-
Agyemang (Ed.)IMF and World Bank Sponsored Structural Adjustment
Programs in

Africa: Ghana’s Experience, 1983-1999(pp. 357-Allershot: Ashgate.

PEPFAR (2014). Ghana Operational Plan Report F\Y32B&trieved from

http://www.pepfar.gov/documents/organization/222 p&6

Popham, W. J., Hall, E. A., Tonks, D., Hetrick, M, & Grossman, D. (1992).
Assessment instrument for measuring student outso@mdes 5-7. Retrieved
from

http://www.cdc.gov/HealthyY outh/publications/hiv rdbook/pdfs/hiv bookletO

5.pdf
Progress on Global Access to HIV Antiretroviral Tdq@y: A Report on “3 by 5” and

Beyond. (2006). Retrieved from

http://www.who.int/hiv/fullreport en highres.pdf

176



Portes, A., & Landolt, P. (1996). The downside adial capital.The American Prospect,

22,18-21. Retrieved fromttp://prospect.org/cs/articles?articleld=4943#

Portes, A. (1998). Social capital: Its origins apgblications in modern sociology.
Annual Review of Sociolog®4, 1-24. Retrieved from Pickett, K. E., & Pearl, M.
(2001). Multilevel analyses of neighborhood socaemmic context and health
outcomes: A critical reviewlournal of Epidemiological Community, ,5BL1—

122. Retrieved from

http://www.nchi.nlm.nih.gov/pmc/articles/PMC1731828f/v055p00111.pdf

Putnam, R.D. (1993Making democracy work: Civic traditions in modetaly.
Cambridge, MA: Harvard University Press.

Putnam, R. D. (1996). Tuning in, tuning out: Theusge disappearance of social capital
in America.Political Science and Politics, December 19664-683. Retrieved
from

http://www.valdosta.edu/~gamerwin/pa/classes/padvr@ddings/Putnam%20A

rticle.pdf

Putnam, R.D. (2000Bowling alone: The collapse and revival of Americammunity.
New York, NY: Simon & Schuster.

Rao, D., Hann, E. A, Cella, D., & Hernandez, L0(2). The health related quality of life
outcomes of English and Spanish speaking persang hith HIV/AIDS from
the continental United States and Puerto Rico.

de Renzio, P. (2000). Bigmen and Wantoks: Sociaitalzand group behaviour in Papua

New Guinea: Working paper No. 27. Retrieved from

177



http://www.google.com/search?source=ig&hl=en&rlza1&5L.Q ENUS461&=

&qg=group+behavior+and+social+capital

Research Methods Knowledge Base (2011). Positigidhost-Positivism. Retrieved

fromhttp://www.socialresearchmethods.net/kb/positvsim.ph

Revicki, D. A., Osoba, D., Fairclough D., Barofsky,Berzon, R., Leidy, N. K., &
Rothman M. (2000). Recommendations on health-relqtelity of life research
to support labeling and promotional claims in thateld StatesQuality of Life
Research, 887-900. Retrieved from

http://www.nchi.nlm.nih.gov/pubmed/11284208

Revicki, D. A., Wu, A. W., & Brown, R. (1995). Chgea in clinical status, health status,
and health utility outcomes in HIV-infected patemiledical Care, 33AS173-
AS182.

RotheramBorus, M. J., Stein, J. A. Jiraphongsa, C., Khugi&s., Lee, S., & Li, L.
(2001). Benefits of family and social relationshfpr Thai parents living with
HIV. Prevention Science, 1298-307. doi 10.1007/s11121-009-0165-6

Ruttel, K., Pisarev, H., Loit, H., & Uuskila, A.0Q@9). Factors influencing quality of life
of people living with HIV in Estonia: a cross-sectal surveyJournal of the
International AIDS Sociefy12,1-8.d0i:10.1186/1758-2652-12-13

Saunders, D. S. & Burgoyne, R. W. (2001). Help-seggatterns in HIV/AIDS
outpatientsSocial Work in Health Care82, 65-80 Retrieved

fromhttp://www.ncbi.nlm.nih.gov/pubmed/11358273

Schwartz, C., & Frohner, R. (2005). Contributiordeimographic, medical, and social

support variables in predicting the mental heaitheshsion of quality of life

178



among people with multiple sclerosislealth and Social Work, 3@03-212.
Retrieved from

http://monkeyman.pbworks.com/f/Contribution+of+wedries+to+MS. pdf

Scott, J. (2005, May 16). Life at the top in Amarisn't just better, it's longer. New York
Times.

Selman, L.E., Higginson, 1.J., Agupio, G., Dinat, Rowning, J., Gwyther, L., ...
Sebuyira, L. M. (2011). Quality of life among patig receiving palliative care in
South Africa and Uganda: A multi-centred stubgalth and Quality of Life

Outcomes, 91-14. Retrieved fronhttp://www.hglo.com/content/9/1/21

Schafer, J. L. & Graham, J. W. (2002). Missingad@ur view of the state of the art.
Psychological Methods, 147-177. doi: 10.1037//1082-989X.7.2.147

Sherbourne, C. D., & Stewart, A. L. (1991). The MB&ial Support Surveocial
Science and Medicine, 3205-714. Retrieved from

http://cmcd.sph.umich.edu/assets/files/Repositopmiin%20Take%20Pride/The

%20MOS%20Social%20Support%20Survey.pdf

Skevington, S. M., Norweg, S., & Standage, M. (Q0R0edicting quality of life for
people living with HIV: International evidence froseven culturesAIDS Care,
22, 614-622. doi: 10.1080/09540120903311466

Smith, M. Y., Feldman, J., Kelly, P., DeHovitz Al, Chirgwin, K., & Minkoff, H.
(1996). Health-related quality of life of HIV-infesd women: Evidence for the
reliability, validity and responsiveness of the Med Outcomes Study Short

Form 20.Quality of Life Research, 87-55. doi: 10.1007/bf00435968

179



Smith, G. D, Hart, C., Blane, D., & Hole, D. (1998)dverse socioeconomic conditions
in childhood and cause specific adult mortalityogmective observational study.
BMJ, 316 1631-1635. Retrieved

fromhttp://www.ncbi.nlm.nih.gov/pmc/articles/PMC2856di{1631.pdf

Smith, G. D., Hart, C., Watt, G., Hole, D., & Hawthe, V. (1998). Individual social
class, area-based deprivation, cardiovascular sksesk factors, and mortality:
the Renfrew and Paisley studyournal of Epidemiology and Community Health,
52399-405. Retrieved from

http://www.nchi.nlm.nih.gov/pmc/articles/PMC1756721

Solomon et al. (2009). A longitudinal quality-dfiel study of HIV-infected persons in
South India: The case for comprehensive clinices @nd support servicesIDS
Education and Prevention, 2104-112. doi:10.1521/aeap.2009.21.2.104

Sowell, R. L., Seals, B. F., Moneyham, L., Demi, @ohen, L., & Brake, S. (1997).
Quality of life in HIV-infected women in the Soutiern United StateAlDS
Care, 9 501-512. Retrieved from

http://www.tandfonline.com/doi/abs/10.1080/71361B19

Stevens, J. (2002\pplied Multivariate Statistics for the Social Swes (4th ed.).
Mahwah, NJ: Lawrence Erlbaum Associates, Inc., iBoéts.

Solomon, B. B. (1976). Black empowerment: Sociatkna oppressed communities.
New York: Columbia University Press.

Statistics South Africa (2014). Mid-year populatestimates 2010. Retrieved from

http://www.statssa.gov.za/publications/P0302/P080aR2pdf

180



Sun, W., Wu, M., Qu, P., Lu, C., Wang, L. (2013uafty of life of people living with
HIV/AIDS under the new epidemic characteristic€imna and the associated

factors.PLOS ONE, 8 (6)1-10. Retrieved fromawvww.plosone.org

Szreter, S., & Woolcock (2003). Health by assoer#i Social capital, social theory and
the political economy of public healtimternational Journal of Epidemiology, 33,
1-18. doi: 10.1093/ije/dyh013

Tladi, L., S. (2006). Poverty and HIV/AIDS in Soutfrica: An empirical contribution.
Journal of Social Aspects of HIV/AIDS,359-381. Retrieved from

http://www.sahara.orqg.za/index2.php?option=com dot®task=doc view&aqid

=250&Itemid=85

United Nations Development Programme, Ghana (20@8jtgage schemes in Ghana.

Retrieved fromhttp://www.undp-gha.org/news&event.php?id=12

United Nations Development Programme (2014). HuDavelopment Reports.
Retrieved from

http://hdr.undp.org/en/countries/country fact sekegy fs CUB.html

United Nations Department of Economic and Socidaid (2010). Report on the World
Social Situation 2010 Media Kit: Rethinking PovertRetrieved from

http://www.un.org/esa/socdev/rwss/2010 media.html

United States Agency for International Developm@0tL1).NAP+WA Gaining Ground
on NetworkingRetrieved from

http://www.fhi.org/NR/rdonlyres/e3tu3frfbuviabidwnbcsk3jrnmpouq34gifcejx

h5kw2cxz5o0asdsaxr2xtwgp3xntstkm357f/SUCCESSSTORYGKHAenhv.pdf

181



The United States President’'s Emergency Plan FOSARelief (2014). Targets from
Fiscal Year (FY) 2010- FY 2014, 2014). Retrieveahir

http://www.pepfar.gov/about/138278.htm

University of Twente (2011)5ocial Support.Retrieved from

http://www.utwente.nl/cw/theorieenoverzicht/ Theatysters/Health

de Vaus, D. (2002Analyzing social science data: 50 key problemsaita dinalysis
Thousand Oaks, CA: Sage.

Vyavaharkar, M., Moneyham, L., Murdaugh, C., & Tkol A (2012). Factors
associated with quality of life among rural womeithwHIV disease.AIDS
Behavior, 16295-303. doi: 10.1007/s10461-011-9917-y

Virusmyth Homepage (1999). President Mbeki questidAT. Retrieved from

http://www.virusmyth.com/aids/news/rembeki.htm

Vlahov, D., Wientg, D., Moore, J., Flynn, C., SchramP., Schoenbaum, E., & Zierler, S.
(1998). Violence among women with or at risk foMHhfection. AIDS and
Behavior, 253-60. doi: 10.1023/a:1022359307814

Waltz, C. F., Strickland, O. L., & Lenz, E. R. (B)Measurement in nursing and health
research (8'ed.). New York: NY, Springer Publishing Company, Inc.

Ware, J E., & Sherbourne, C. D. (1992). The MOSt86t Short Form HealtBurvey
(SF-36). I. Conceptual framework and item selectMadical Care, 30, 473-483.

Weinbach, R. W. & Grinnell, Jr, R. M. (200Btatistics for social worker&" ed.).
Boston, MA: Allyn and Bacon.

Whiteside, A. (2002). Poverty and HIV/AIDS in AfacThird World Quarterly, 20313-

332. Retrieved from

182



http://hmb.utoronto.ca/Old%20Site/HMB303H/weeklypplweek-08-

09/Whiteside Poverty.pdf

Williams, R. M., Turner, A. P., Hatzakis, P., CI84, Rodriquez, A. A., Bowen, . D., &.
Haselkorn, J. K. (2004). Social support amongregte with multiple sclerosis.
Rehabilitation Psychology, 4206—113.doi: 10.1037/0090-5550.49.2.106

Woolcock, M., & Narayan, D. (2000). Social capitafplications for development
theory, research, and polidyorld Bank Research Observer, P25-249.

Retrieved fromhttp://wbro.oxfordjournals.org/cgi/content/abstfab{2/225

The World Bank (2009). Poverty Net. Retrieved from

http://web.worldbank.org/WBSITE/EXTERNAL/TOPICS/ERDVERTY/EXT

PA/O,,contentMDK:20040961~isCURL:Y~menuPK:435040~p&0&B8956~pi

PK:216618~theSitePK:430367,00.html

The World Bank: Working for a World Free of Povef011). How We Classify

Countries. Retrieved frofnttp://data.worldbank.org/about/country-classificas

World Education (2006). Situational analysis ofnarable children in Ghana. Retrieved

from http://ghana.worlded.org/Docs/ghana vulnerabilitydg jun06.pdf

World Health Organization’s “Equity Team” workin@fihition. Health and Human
Rights and Equity Working Group Draft Glossary. Uhfished, 2005.

World Health Organization Ethical and safety recamudations for researching,
documenting, and monitoring sexual violence in eyaecies. Geneva: World
Health Organization, 2007. Retrieved from

http://www.who.int/gender/documents/OMS Ethics&$at®Aug07.pdf

183



World Health Organization (2009).Putting womentfigthical and safety
recommendations for research on domestic violegasat women. Geneva:
World Health Organization, 2001. Retrieved, from

http://www.who.int/gender/documents/vawethics/en/

World Health Organization (2011). Countries: Ghafeslth statistics and health

information systems. Retrieved frdmtp://www.who.int/countries/gha/en/

World Vision Ghana (2012). Building a better visir children. Retrieved from

http://www.worldvision.org/content.nsf/learn/wondsion-ghana

Wu, A. W., Revicki, D. A., Jacobson, D., & Malitz, E. (1997). Evidence for reliability,
validity and usefulness of the medical outcomedystdlVV health survey (MOS-
HIV). Quality of Life Research, @81-493. doi: 10.1023/a:1018451930750

Wu, A. W., Rubin, H. R., Matthews, W. C., WareEJ, Brysk, L. M., Hardy, W. D.,
Bozzette, S. A., Spector, S. A., & Richman, D. I291). A health status
guestionnaire using 30 items from the Medical Ontes Study: Preliminary
validation in persons with early HIV infectioNledical Care, 29786-798.

Retrieved fromhttp://www.ncbi.nlm.nih.gov/pubmed/1875745

Yen, C. F., Tsai, J. J., Lu, P., Chen, Y., ChenChen, P., & Chen, T. (2004).Quality of
life and its correlates in HIV/AIDS male outpatiemeceiving highly active
antiretroviral therapy in TaiwanPsychiatry and Clinical Neurosciences, 581-

506. Retrieved fronttp://www.nchi.nlm.nih.gov.proxy-

hs.researchport.umd.edu/pubmed/15482581

184



Yen, I. H, & Syme, S. L. (1999). The social enviment and health: a discussion of the
epidemiologic literatureAnnual Review of Public Health, 2237-308.
doi:10.1146/annurev.publhealth.20.1.287

Yi, M. S., Mrus, J. M., Wade, T. J., Ho, M. L., Hhomg, R. W., Cotton, S., Peterman, A.
H., ... Tsevat, J. (2006). Religion, spiritugliaznd depressive symptoms in
patients with HIV/AIDS Journal of General Internal Medicine, 2321-S27.doi:

10,1111/j. 1525-1497.2006,00643.x

185



