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Abstract 

Introduction: Apart from physical conditions, health is considered a product of general policies form-
ing social environment to which people are exposed. The present study aimed to determine the re-
lationship between social capital and self-rated health (SRH), also known as self-assessed health or 
self-perceived health, in people living with human immunodeficiency virus (HIV). 
Material and methods: The  present descriptive-analytic study was conducted among 321 patients 
with immunodeficiency at the West Tehran Behavioral Diseases Center in 2020-2021. Data were col-
lected using social capital questionnaire (SCQ), and personal information checklist involved SRH 
questions. SPSS Statistics version 25.0 software was employed for data analysis. 
Results: Majority of participants with SRH status were between 31 and 40 years old (44.2%). Based on 
linear regression test, two social capital components, such as social agency, i.e., proactivity and initiation 
in social contexts (B = 0.231, p = 0.028), and value of life (B = 0.163, p = 0.009), were the most positive 
predictor variables. On the other hand, intentional non-adherence to treatment was the most negative 
predictor variable (B = –0.320, p ≤ 0.001) in patients who self-rated their health status. 
Discussion and conclusion: Social agency, such as proactivity and initiation in social contexts, and 
value of life, had a statistically significant relationship with SRH status of HIV patients. Other social 
support components were not statistically significant. However, statistically significant relationship 
between social agency and value of  life with SRH status highlights the necessity of  taking actions, 
including preventing social isolation, being attentive to this group of people, and the role of the men-
tioned factors in SRH status. 
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Introduction 
Human immunodeficiency virus (HIV), followed by ac-

quired immuno-deficiency syndrome (AIDS) continues to be 
one of the world’s most serious public health issues [1]. This 

disease is a health-medical phenomenon, entangling social, 
cultural, and economic aspects. Even though HIV-infected 
patients are facing life-lasting stress, pain, uncertainty, hope-
less future, and feeling of being at “death’s door”, the sufferers 
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tween social determinants and mental health were assumed, 
and the sample size was determined as 321 respondents, giv-
ing the following formula: 

n = Za + Zb/C
2 + 3

c = ln (1 + r)/ln (1 – r)

Inclusion and exclusion criteria 

Inclusion criteria

Data on HIV infection derived from patients’ medical 
records of  the center, Iranian nationality, no mental disor-
ders (according to patients or their files), no use of psycho-
tropic medications, and basic literacy. 

Exclusion criteria

Severe illness, COVID-19 infection, relocation during 
the study, making it impossible to complete the  question-
naire, and inability to answer study’s questions. 

Data collection and definition 
of terms 

Data were collected using social capital questionnaire 
(Onyx and Bullen, 2000), and personal information check-
list involved SRH questions. 

Social capital questionnaire

Onyx and Bullen [14] developed social capital question-
naire (SCQ) with eight sub-scales to measure the  concept 
of social capital from an individual point of view. Sub-scales 
included community participation, sense of  trust, neigh-
borhood connections, family and friend connections, value 
of life, social proactivity, diversity tolerance, and workplace 
connections. SCQ contain 36 items, and scoring system was 
designed based on a  4-point Likert scale. The  sum of  all 
thirty-six questions provides total score, and the total score 
of  eight health variables varies between 0 and 100. High-
er scores indicate better social capital. Eftekhari et al.  [15] 
ensured the  questionnaire’s validity and reliability in Iran. 
The intra-class correlation coefficient of sub-scale scores was 
over 0.70, while internal consistency (Cronbach’s a  coeffi-
cient of reliability) was 0.96 [15]. In the present study, Cron-
bach’s a coefficient of 0.85 confirmed reliability. 

Health status (SRH)

SRH is a  notable and beneficial indicator in health re-
search employed to predict health issues economically by 
including it in questionnaires. It is noteworthy that SRH 
measures health perceived by individuals  [16] using one 
question: “How do you evaluate your current health status?”.
The five-point Likert’s scale scored the variation on a conti
nuum from “excellent” to “very poor”. In Iran, Ms. Nedjat 

endure a sense of rejection, discrimination, humiliation, and 
other sorts of pressure and rejection from their societies [2]. 
In addition to its personal consequences, HIV leads to prob-
lems encountered in society, such as workforce shortages, de-
creased life expectancy, and downfall of social structures [3]. 

A human is a social being, and social interaction is one 
of  the  primary factors affecting individuals’ quality of  life 
(QoL). Many research studies have revealed that a supportive 
environment positively influences the physical and psycho- 
social aspects and life satisfaction of  people living with 
AIDS [4]. Nowadays, social capital is described as the net-
works of  beneficial relationships among individuals  [5]. 
Pronyk et al.  [6] highlighted the  vital roles of  social capi-
tal and community cohesion in successful implementation 
of HIV treatment. The  authors’ viewpoint was founded 
upon the capacity to fight HIV stigma through interaction 
between individuals and societies. One of  the  most ever- 
present concerns regarding social capital is its relationship 
with an individual’s health status, especially in the last two 
decades [7]. 

Apart from physical conditions, health is considered 
a  product of  general policies forming social environment 
to which people are exposed  [8]. In health research, this 
variable has the  most significant value, and its estimation 
has always been one of  the  challenges health researchers 
encounter. Self-rated health (SRH) is a  valid and practical 
indicator to determine health status [9], and personal per-
ception of  one’s health status is a  highly critical indicator 
of one’s QoL [10]. Social capital is linked to an individual’s 
health status through several factors, such as lifestyle and 
socio-economic variables [7]. A study conducted in Canada 
between 2013 and 2015 among two groups of HIV-infected 
and healthy women, revealed that social elements and struc-
tural inequality were directly related to SRH status  [11]. 
Health is the  most fundamental component of  social wel-
fare that relies mostly on socio-economic factors rather than 
medical interventions, and is one of  the  central concepts 
of sustainable development [12]. Therefore, due to the sig-
nificance of the issue, we decided to conduct a study to de-
termine the relationship between social capital and SRH in 
people living with HIV (PLHIV). 

Material and methods 
Design 

This descriptive-analytic cross-sectional study was con-
ducted among 321 participants (males and females), who 
have been referred to the West Tehran Behavioral Diseases 
Center in 2020-2021. This health center is a referral center 
for patients with immunodeficiency disorders in western re-
gions of Tehran. 

Study population 

According to Shokoohi et al. study  [13], an  a  value of 
0.05, a b value of 0.1, and a correlation coefficient of 0.18 be-
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[17] examined the validity and reliability of the Persian ver-
sion of the World Health Organization’s health status ques-
tionnaire, which was approved to evaluate the general health 
status in Iran. 

Personal information checklist

A researcher-made checklist of  demographic informa-
tion comprised questions regarding current personal rela-
tionship status, number of children, illness duration, adher-
ence to treatment, medication use duration, age, education 
level, alcohol consumption in the past six months, number 
of smoked cigarettes, drug injections in the past six months, 
and substance abuse in the past six months. 

Procedure 

After obtaining the required authorization and approval 
from the Ethics Committee of Alborz University of Medical 
Sciences, the study was started. Due to the COVID-19 pan-
demic restrictions and rigorous implementation of  health 
protocols, there was a  limited number of  patients visit-
ing the  center. Therefore, measures to solve this issue and 
achieve maximum population diversity were undertaken. In 
order to identify eligible participants, the researcher went to 
the center and search through patients’ case files. Then, po-
tential candidates were phoned, and objectives of the study 
were explained. Willing patients were asked if they intended 
to participate in person or online. Those who decided to be 
visiting the center were given written consent forms. The rest 
received their forms through the center or via the Internet. 
After collecting consent forms, the social capital question-
naire and checklist of personal information with questions 
on health status were provided to individuals either in per-
son or online with Pars tools. The researcher collected data 
by telephone interviews from participants who could not 
participate in the  study in person or online. Patients were 
assured about confidentiality of their information, and that 
they had no obligation to participate in the study. Also, pa-
tients were informed that no one will prevent their access to 
health services if they will not participate in the study. 

Data analysis 

After obtaining questionnaires, data were entered into 
SPSS Statistics version 25.0  [18] software. Kolmogorov- 
Smirnov (K-S) test was applied to assess normality of quan-
titative variables. Data were analyzed using c2, ANOVA, 
and linear regression statistical tests. Assumptions for linear  
regression, such as normality, homoscedasticity, and linear 
relationship, were verified. 

Results 
The present study analyzed data obtained from 321 pa-

tients (209 males and 112 females). According to the find-
ings, the majority of patients were between 31 and 40 years 

old (44.2%), had a  high school diploma or lower degrees 
(76.6%), had one sexual partner (75.1%), and had been in-
fected with HIV for not more than five years (52.9%). Among 
unhealthy behaviors, smoking and alcohol consumption 
were prevalent, with 32.1% and 21.8%, respectively (Table 1).  
The  health status of  most of  the  participants was good 
(64.2%), and the average score was 3.86 ± 0.79. The average 
score of the total social capital among the participants was 
76.32 (mean, 14.94), and the highest average among its vari-
ables was that of social agency, i.e., proactivity and initiation 
in social contexts (17.25 ± 3.638) (Table 2). 

Linear regression approach was employed to determine 
the relationship between SRH status and social capital ac-
cording to personal and social variables. Subcutaneous, oral, 
and nasal drug administration in the past six months, having one 
to five children, substance abuse for more than 21 years, adher-
ence to treatment, and social agency, i.e., proactivity and ini-
tiation in social contexts and value of life as two components 
of  social capital, had a  significant relationship with health 
status. Social agency, i.e., proactivity and initiation in social 
contexts (B  =  0.231) was the  most positive predictor vari-
able. On the other hand, intentional non-adherence to treat-
ment was the most negative predictor variable (B = –0.320) 
in SRH status. In other words, if the score of this social cap-
ital variable raised by one point, the  SRH status increased 
by 0.05. Furthermore, non-adherence to treatment reduced 
SRH status by 0.96, as compared with adherence to treat-
ment (Table 3). Based on the results of the study, the predic-
tor variables determined 33% of differences in the criterion 
variable (Table 4). 

Discussion 
Health is a fundamental requirement in any social func-

tion. Humans can perform fully (provided that they are 
healthy), feel healthy, and are considered healthy by their 
surrounding society. However, these three qualities may not 
always correspond with each other [19]. Social factors play 
a vital role in building, maintaining, and terminating these 
aspects. Not only do social situations enhance the possibility 
of disease or disability, they also support disease prevention 
and health maintenance [20]. 

In the present study, according to linear regression, as-
sessing social capital components, social agency and value 
of  life were the  most positive predictors of  SRH status in 
people living with immunodeficiency/HIV. The  findings 
are consistent with Kim’s et al. study [21], which confirmed 
the  positive relationship between social capital and SRH 
status. In the current research, the social-capital total score 
showed no statistically significant relationship with the SRH 
status. Of all social components, social agency and value 
of  life were statistically significant, and had the most posi-
tive relationship with SRH. This discrepancy could be due 
to the test type, variables, demographic diversity, age group, 
or use of  different instruments to investigate social capi-
tal. Here, both sexes’ data were collected. After testing, we 
found that sex was of no significance. However, many studies  
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Table 1. Socio-demographic characteristics of participants

n (%)Variables

Gender

209 (65.1)Males

112 (34.9)Females

Age (years)

3 (0.9)< 20

57 (17.8)21-30

142 (44.2)31-40

115 (35.8)41-50

4 (1.2)51-60

Education

217 (76.6)Diploma and below

33 (10.3)Associate degree

63 (19.6)BS

8 (2.5)MS and above

Insurance

171 (53.3)Yes

150 (46.7)No

Duration of the disease (years)

173 (53.9)< 5

77 (24.0)6-10

26 (8.1)11-15

5 (1.6)16-20

3 (0.9)> 20

Using drugs (years)

210 (65.4)< 5

77 (24.0)6-10

26 (8.1)11-15

5 (1.6)16-20

3 (0.9)> 20

Adherence to treatment

207 (95.6)Yes

14 (4.4)No

Personal relationship status

12 (3.7)Temporary

142 (44.2)Permanent

88 (27.4)Single, with a sexual partner

79 (24.6)Single, with no sexual partner

Alcohol consumption

70 (21.8)Yes

251 (78.2)No

Drug use (inhalation/ oral) in the last 6 months

27 (8.4)Yes

294 (91.6)No

n (%)Variables

Drug injection in the last 6 months

2 (0.6)Yes

319 (99.4)No

Smoking

103 (32.1)Yes

218 (67.9)No

Family’s economic status

54 (16.8)Very low

86 (26.8)Low

171 (53.3)Average

7 (2.2)High

3 (0.9)Very high

Number of children

172 (53.6)0

69 (21.5)1

61 (19.0)2

13 (4.0)3

6 (4.6)≥ 4

Table 2. Social capital and self-rated health in people with 
HIV or immunodeficiency referred to the Behavioral Diseas-
es Clinic of West Tehran Health Center

Mean (SD)Variable

Social capital

11.08 (4.783)Community participation

17.25 (3.638)Social agency, proactivity,  
and initiation in social contexts

11.08 (2.903)Sense of trust

9.70 (2.720)Neighborhood connections

7.24 (1.849)Family and friend connections 
Neighborhood connections

4.73 (1.379)Value of life

10.53 (3.029)Workplace connections

4.71 (1.471)Diversity tolerance

76.32 (14.94)Total, mean (SD)

n (%)Variable

Self-rated health

7 (2.2)Very poor

13 (4.0)Poor

46 (14.3)Sometimes good

206 (64.2)Good

49 (15.3)Excellent

3.86 (0.79)Total, mean (SD)

Table 1. Cont.



Table 3. Relationship between self-rated health and social capital in people with HIV and immunodeficiency referred to 
the Behavioral Diseases Clinic of West Tehran Health Center, in terms of demographic factors

p-valuetBetaSEBPredictive variable

< 0.0014.0011.0644.256Constant

0.249–1.165–0.0690.100–0.116Gender

0.555–0.591–0.0360.007–0.004Age

0.732–0.343–0.0210.111–0.038Multiple sexual partners

0.315–1.006–0.0620.114–0.115Use a condom

0.5770.5990.0300.0540.030Having a sexual partner with HIV

0.7750.2860.0160.0840.024Insurance statues

0.3540.9290.0500.1050.097Alcohol consumption in the last 6 months

< 0.0013.4440.1850.1540.530Drug use (inhalation/ oral) in the last 6 months

0.044–2.022–0.1000.500–1.011Drug injection in the last 6 months

0.3300.9770.0540.0940.092Smoking

< 0.001–6.209–0.3200.156–0.969Adherence to treatment

0.3031.0320.0630.0920.094Having a job

Personal relationship status

0.775–0.286–0.0170.243–0.069Temporary

0.801–0.252–0.0190.121–0.030Single, with a sexual partner

0.816–0.232–0.0180.146–0.034Single, with no sexual partner

Duration of the disease (years)

0.436–0.781–0.0570.135–0.1056-10

0.312–1.013–0.0790.184–0.18711-15

0.301–1.036–0.0760.235–0.24416-20

0.5120.6570.0600.5870.386> 20

Number of children

0.0392.0710.1220.1140.2361

0.0521.9490.1210.1260.2452

0.1591.4110.0720.2060.2913

0.3280.9800.0530.3470.3404

0.0392.0710.1220.1140.2365

Drugs using (years)

0.721–0.358–0.0270.140–0.0506-10

0.9660.0430.0030.2170.00911-15

0.6530.4500.0270.3800.17116-20

0.013–2.507–0.2140.705–1.786> 21

Education

0.122–1.550–0.0840.141–0.219Associate degree

0.876–0.156–0.0090.110–0.017BS

0.366–0.906–0.0460.260–0.235MS and above

0.5790.5550.0340.0160.009Social economic status

Social capital

0.0282.2110.2310.0230.050Social agency, proactivity, and initiation in social contexts

0.6780.4150.0330.0220.009Sense of trust

0.850–0.189–0.0160.024–0.005Neighborhood connections

0.300–1.038–0.0770.032–0.033Family and friend connections

0.0092.6130.1630.0360.094Value of life

0.1571.4190.0990.0180.026Workplace connections

0.7260.3510.0210.0320.011Diversity tolerance

0.9300.0880.0190.0120.001Total number
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focused only on one group (either females or males), or 
a group other than people living with HIV [7, 21, 22]. The ex-
ceptional feature of the present study is the statistical signi
ficance of the two components, which are the most debated 
issues in this vulnerable group. The role of social agency and 
value of life are in line with the findings of Carr and Gram-
ling [23]. Their study revealed that the primary obstacle in 
AIDS was social rejection and discrimination against pa-
tients, which was directly related to the health status of  in-
dividuals. 

The mechanism, by which social capital is related to 
health issues, has not been fully clarified yet, but there is am-
ple evidence to prove it. People who isolate themselves from 
society for any reason are at risk of poor health conditions 
due to limited access to resources, such as awareness-spread-
ing means and emotional support  [21]. Another principal 
hypothesis in this regard is the relationship between social 
capital and its impact on health behaviors. The path analysis 
study conducted by Erin et al.  [24] confirmed the  indirect 
relationship and mediating role of  social capital on health 
behaviors. 

In the current study, majority of HIV-infected patients 
rated their health status as “good”. The results are consistent 
with a study of Alguero et al. [25] who investigated the SRH 
status of HIV-infected people, and found that 67.5% PLHIV 
described their health status as “good” and “very good”. This 
personal perception of  health status can be attributed to 
various reasons, including having access to antiviral thera-
pies, advanced healthcare, and increased survival rate [26].  
On the other hand, non-adherence to treatment can be as-
sociated with several causes, such as stigma, social isolation, 
patient’s perception of  disease, lack of  social support, and 
socio-economic factors  [27]. In the present study, non-ad-
herence to treatment was another variable showing the most 
negative predictive relationship with the  self-health status. 
In other words, the SRH status of patients who did not ad-
here to treatment was unfavorable. Studies demonstrated 
that patients who abandon treatment have lower CD4+ 
counts, and are in worse health condition than patients who 
adhere to treatment [28]. 

The process of coping with a chronic illness is dynamic, 
and constantly affected by individual and environmental 
stimuli. In this process, the patient must face individual and 
environmental challenges to achieve satisfactory mental and 
physical health and function levels [29]. Therefore, it is high-
ly critical to acknowledge the factors affecting the health of 
vulnerable populations. 

Conclusions 
Social agency, i.e., proactivity and initiation in social 

contexts, and value of life, had a statistically significant rela-
tionship with the SRH status of HIV-positive patients. Other 
social support components were not statistically significant. 
However, a statistically significant relationship between so-
cial agency and value of life with the SRH status, highlights 
the necessity of taking actions, including social isolation pre-
vention, attention given to this group of people, and the role 
of the mentioned factors in the SRH status. 

Study limitations 
The present study was conducted during the COVID-19 

pandemic. Therefore, in-person data collection and popu-
lation diversity were not feasible. Additionally, using ques-
tionnaires and the self-report nature of the study were other 
limitations. 
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