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Abstract

Introduction: Social support is an important aspect of life of people living with human immunode-
ficiency virus (PLHIV), affecting their physical and mental health. Humans receive the most social
support from their social networks, characterized as interpersonal social ties. This study aimed to
compare social support and social network (its size) among PLHIV and healthy people in Isfahan.

Material and methods: A case-control study was conducted among 100 PLHIV recruited conve-
niently and matched with 200 healthy people by random sampling in Isfahan in 2022. Norbeck
social support questionnaire and indirect social network size estimation questionnaire were em-
ployed. Linear regression in Stata software was used, and significance level of 5% was considered.

Results: The mean + SD of social network size in PLHIV (119.98 + 100.0) was significantly smaller
than that of healthy people (161.6 £ 120.3) (p < 0.05). The mean + SD score of social support in PLHIV
(27.7 £ 14.7) was significantly lower than that of healthy people (63.3 £ 33.3) (p < 0.05). In both groups,
there was a significant direct correlation between social network size and social support (p < 0.05).

Conclusions: The social network size and social support are smaller in PLHIV compared with healthy
population. Stigma and discrimination related to HIV seem to be the main causes of these results.
Programs aiming to reduce stigma and discrimination toward HIV in Iran are suggested.
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Introduction mother-to-child transmission, and infected blood and its

One of the biggest health problems worldwide is human  products, are the ways of HIV spreading [3].

immunodeficiency virus (HIV) that impairs the human
body’s immune system and sets the stage for opportunistic
infections [1]. An estimated 39.0 million people were living
with HIV at the end of 2022 [2]. Needle sharing and using
other contaminated injection tools as well as sexual contact,
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The global spread of this virus has caused harm in the
health, social, economic, cultural, and political domains [4].
Aside from clinical changes, HIV causes significant social
and psychological damage due to stigma and feelings of in-
feriority, leading to anxiety, loneliness, depression, death,
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lower self-esteem and self-confidence as well as social and
sexual isolation [5]. The affected people may engage in so-
cial and sexual deviance while losing important sources
of support, such as employment, family, and friends [6].
Although people living with HIV (PLHIV) are less likely
to seek regular healthcare, they encounter societal hurdles,
such as stigma. Social assistance may be quite beneficial in
the process of caring for these individuals [7]. In general, so-
cial support refers to being cared for, respected, and accepted
as well as being a member of a supportive social network [8].
Moreover, it refers to a social resource in the context of in-
terpersonal interactions and social involvement [9]. Social
support is divided into two categories: 1) objective support
(financial support, presence of social networks, and commu-
nity engagement), and 2) mental support (individual respect,
understanding, and emotional fulfillment) [10]. It can come
from a variety of sources, including family, friends, pets,
neighbors, coworkers, etc. [11]. Social support offers many
physical and psychological advantages to individuals who ex-
perience stressful social situations. It is also seen as a role in
lowering psychological suffering [12], and may directly im-
pact people’s mental health regardless of external cause [13].

Poor social support can cause inadequate medication
adherence, which in turn leads to immunosuppression and
ultimately, to depression, Therefore, social support is effec-
tive in mental health [14].

Furthermore, social support has been demonstrated to
minimize feelings of social isolation, avoid psychological
injury, enhance adherence to therapy, and improve quali-
ty of life [15]. In some countries, there are still numerous
stigmas associated with HIV, and topics, such as social sup-
port and mental health are barely recognized and under in-
vestigation. A research in India assessed the level of social
support in PLHIV, with only 43.1% of participants receiving
high level of social support [16]. In PLHIV, a lack of social
support is connected with poor adherence, psychological
suffering, and stigma [17].

Individuals obtain the most social support from those in
their social network, since social support is strongly associat-
ed with its members [18]. Social networks are characterized
as interpersonal social ties [19], which include a spouse or
intimate partner, close friends and family, religious or politi-
cal relationships, and social relationships, among others [20].
A study reported that there is a significant relationship be-
tween social networks and social support, and it was dis-
covered that most support is related to kinship and family
relationships [21]. A great amount of research has perceived
the importance of social support networks in public health,
and found a clear and substantial link between social net-
works and social support [22]. Positive social interactions in
the form of a social network foster an atmosphere of mu-
tual support and a sense of shared identity among group
members, leading to a more positive sense of self. However,
an imbalance in some characteristics, including gender iden-
tity or the presence of conditions, such as AIDS, interrupts
a person’s social conditions, which may result in disruption
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in this person’s social relations, leading to lack of societal
support [23].

According to literature, very few studies have been con-
ducted on the relationship between the size of social net-
work and social support in HIV-infected patients in Iran.
Based on conducted surveys, it seems that in terms of mea-
surement of social support, most of the studies have been
done in certain groups of the society, such as students, elder-
ly, pregnant mothers, or cancer patients. However, no study
has compared the level of social support in HIV patients
with general population.

Therefore, the aim of this study was to assess the asso-
ciation between social support and social network (its size)
among PLHIV in comparison with the general population
in Isfahan.

Material and methods

Study design and study population

This case-control study was conducted from April to
June 2022 in Isfahan among HIV-positive individuals living
in Isfahan and controls as the general population.

Sample size sampling

To estimate sample size, the following formula, considering
95% confidence coefficient, 80% power, and mean (SD) score
of social support in PLHIV as 126.74 (76.97) was used [6].
In addition, the social support score difference between
PLHIV and general population was assumed to be about 32
points (2.5%). Sample size of the case (PLHIV) group was
estimated to be 100. With sampling ratio of 1 case to 2 con-
trols, sample size of the control group (general population)
was estimated to be 200. Considering that women account
for only 30% of HIV patients in Iran, in the present study,
only one-third of case and control samples were women. Se-
lection method of HIV patients was based on the prevalence:

n=02x(z_(1-(a)2)+z_(1-p))*8)/d*= (16 x77%)
/((159 -126.7)*) = 100

Cases were sampled conveniently from PLHIV cohort,
and those aged at least 18 years and having a confirmed
HIV-positive test were included in the study. PLHIV who
declined to participate were excluded.

For each case, two paired-matched (age and gender)
controls from the general population were selected by
a multistage sampling method according to geographical
distribution in Isfahan city, with all 14 municipal districts
of Isfahan city considered as strata. In each municipal area,
crowded and busy centers (streets, shopping centers, parks,
etc.) were listed as clusters. Then, two clusters were random-
ly selected within each stratum. Inside the clusters, pass-
ers-by on the street were haphazardly selected and included
in the study if they were eligible. In each stratum, 14 con-
trols (5 women and 9 men) were selected. People with Ira-
nian citizenship, being a resident of Isfahan city, and having
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mental ability to answer questions were included in the study,
whereas those unwilling to participate were excluded. Sam-
pling was done as available in the group of HIV patients,
and sampling from the general population was performed in
a multistage non-random manner.

Data collection

Two questionnaires, i.e., Norbeck social support question-
naire (NSSQ) [24] and indirect social network questionnaire
[25] were used as tools for data collection. NSSQ evaluates
two main dimensions of social support, including structur-
al and functional, each of which contains several sub-scales.
Structural support has sub-scales, such as number of people
in communication network, duration of communication,
and frequency of communication, whereas functional scale
includes emotional support and material support. Scoring
of this tool was in the form of a five-point Likert’s scale (“not at
all’, “little”, “medium”, “a lot”, and “too much”). Total score was
obtained from the sum of all points, and the higher the score,

Table 1. Demographic characteristics of the participants
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the better the social support. Reliability and validity of NSSQ
were confirmed in other studies, with Cronbach’s a between
0.90 and 0.96 and its validity between 0.92 and 0.94 [26].
Indirect social network questionnaire consists of 19 ques-
tions evaluating people’s knowledge, with answers as “yes” or
“no”. If the answer is yes, the number of people who are mea-
sured by those characteristics will be asked inside or outside
the province. The criterion for answering this questionnaire
was that the person must have lived in the province where
the question was asked for at least 5 years. Reliability and
validity of this questionnaire were approved through previ-
ous research [25]. Internal and external ICC were estimated
as 0.93 and 0.63, respectively [27]. In this study, 19 reference
groups with known population size (from reliable sources)
were selected (e). First, individuals (both cases and controls)
were asked the number of people they know in their active
networks, and who belonged to each reference group (m).
The definition of “knowing” was as follows: “People whom
you know and they know you, by appearance or name, with
whom you can interact if necessary, and during the past two

Variable People living with HIV General population p-value
(n = 100) (n = 200)
Age in years, mean (SD) 42.4 (9.1) 42.4 (9.0) 1
Number of children, mean (SD) 1.3 (1.27) 2(1) 0.7
Number of households, mean (SD) 3.1 (1.15) 3.4 (1.19) 0.01*
Gender, n (%)
Female 30 (30) 60 (30) 1
Male 70 (70) 140 (70)
Education level, n (%)
No education 1(1) 9 (4.5) 0.0001*
Elementary 7(7) 23 (11.5)
Diploma and sub-diploma 83 (83) 91 (45.5)
Bachelor’s degree and above 7(7) 60 (30)
MSc and above 2(2) 17 (8.5)
Marital status, n (%)
Single 22 (22) 52 (26) 0.565
Married 57 (57) 118 (59)
Divorced/separated 17 (17) 23 (11.5)
Deceased wife 4 (4) 7 (3.5)
State of residence, n (%)
Own 45 (45) 117 (58.5) 0.03*
Rented 55 (55) 83 (41.5)
Way of transmission, n (%)
Unprotected sex 51 (51) - -
Joint injection 22 (22) - -
Blood and its products 11 (11) - -
Unknown 16 (16) - -

*p-value for y? and t-tests of two independent samples was considered significant at the level of less than 0.05.
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years you have contacted them in person, by telephone, or
electronically” (R). Than C was estimated as follows:

C,= (5, m)/(E,e),

where C, is the estimated size of the respondent’s net-
work, £ is the size of the total population, m, is the number
of people that the respondent (i) knows from the reference
group (j), and ¢ is the actual size of the reference group (j).
Final C was considered as the mean of C.

Statistical analysis

To describe data, mean, standard deviation, and frequen-
cy were employed. Two independent sample ¢-tests and % for
comparison of case and control groups were used. To evalu-
ate the normality of social support score and the size of so-
cial network, Shapiro-Wilk test was applied. To investigate
the correlation between social support score and the size
of social network, Pearson’s correlation coefficient was used.
Finally, to assess the effect of variables on the relationship
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between social network size and the social support score, lin-
ear regression was employed. All analyses were performed
with Stata Crop software, considering significance level of 5%.

Results

The total number of participants in the study was 300
(100 cases and 200 controls). The mean age of cases and
controls was 42.4 (SD = 9.1). About 30% of the participants
in both groups were females. Around 83% of the cases and
45.5% of controls reported a diploma/sub-diploma educa-
tional level. Similarly, 57% of the cases and 59% of controls
were married. PLHIV and general population groups were
comparable in terms of the number of households, educa-
tion, and state of residence (p < 0.05). The most frequent
mode of HIV transmission was unprotected sex (Table 1).
The mean social support scores of the cases and controls
were 27.7 (SD = 14.7) and 63.8 (SD = 33.3), respectively
(p <0.0001). Also, the mean social network size of the cases
was 119.98 (SD = 100.35) and controls 161.62 (SD = 120.39)
(p = 0.003). Although there was no significant difference in

Table 2. Social network size and social support score in people living with HIV (PLHIV) and general population in Isfahan city

Parameter Social support score mean (SD) Social network size mean (SD)
PLHIV General p-value PLHIV General p-value
population population
Total 27.7 (147) | 63.8(33.3) <0.0001 | 119.9 (100.3) | 161.6 (120.3) 0.003
Gender, n (%)
Female 24.7 (16.4) 66.4 (30.0) 0.81 86.5 (73.6) 208.4 (141.0) 0.04
Male 29.0 (13.9) 62.7 (34.6) 134.3 (107.1) | 141.5(112.0)
Education level, n (%)
No education 39.0 (0) 61.7 (27.2) 0.70 127.6 (0) 96.07 (56.2) 0.02
Elementary 30.1 (19.0) 58.4 (35.2) 103.3 (106.6) | 128.8 (82.8)
Diploma and sub-diploma 27.1 (14.2) 63.1(32.7) 125.5 (100.7) | 165.1 (130.0)
Bachelor’s degree 27.8(19.6) | 68.8(33.5) 85 (107.0) | 179.2 (125.0)
MSc and above 38.5 (7.7) 59.5 (36.7) 63.8 (90.2) | 162.3 (108.3)
Marital status, n (%)
Single 26.6 (12.8) 64.1 (33.0) 0.60 137.3 (138.9) | 188.6 (126.5) 0.06
Married 28.4 (15.5) 65.7 (33.3) 112.7 (84.9) | 162.3 (119.4)
Divorced/ separated 26.5(16.4) | 60.5 (33.7) 127.6 (99.6) | 121.4 (104.9)
Deceased wife 30.2 (7.5) 40.7 (30.2) 95.7 (72.6) | 80.7 (42.3)
State of residence, n (%)
Own 27.6 (14.5) 63.9 (33.1) 0.20 127.6 (109.6) | 177.9 (117.5) 0.008
Rented 27.7 (15.2) | 63.7 (33.7) 113.7 (92.6) | 138.6 (121.1)
Way of HIV transmission, n (%)
Unprotected sex 26.7 (16.3) - - 100.9 (90.0) - -
Needle sharing 29.8 (10.2) - 141.1 (84.4) -
Blood and its products 29.5 (15.3) - 170.1 (158.0) -
Unknown 26.9 (15.4) - 117 (95.1) -
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the social support score between these two groups accord-
ing to demographic characteristics, the size of social net-
work was significantly different in both groups regarding
gender, education level, residential status, and marital sta-
tus (p < 0.05) (Table 2). The intensity of correlation between
the social network size and social support of the cases and
controls were 0.32 (0.0009) and 0.6 (< 0.0001), respective-
ly. Among PLHIV, this correlation was significant for men
and women, diploma and sub-diploma educational level,
and married and divorced individuals. In addition, this cor-
relation was significant for those who were infected through
needle sharing and unprotected sexual contact. In the gen-
eral population, this correlation was significant for men and
women, diploma and higher education, and single, married,
and divorced people (Table 3).

Considering the control for the effect of education, mar-
ital status, and residence status, HIV infection decreased
the social support score by 33.6 and the size of social net-

Table 3. Correlation between social network size and social
support score in people living with HIV (PLHIV) and general
population by demographic variables

Parameter r (p-value)*
PLHIV General
population

Total 0.32(0.0009) | 0.60 (< 0.0001)
Gender

Female 0.50 (0.004) | 0.63 (0.0001)

Male 0.25 (0.030) | 0.61 (0.0001)
Education level

No education - 0.16 (0.20)

Elementary 0.5 (0.22) 0.29 (0.16)

Diploma and sub-diploma | 0.33(0.0002) | 0.61 (0.0001)

Bachelor’s degree 0.42 (0.34) | 0.67 (0.0001)

MSc and above -1 (1.000) | 0.80 (0.0001)
Marital status

Single 0.18 (0.41) | 0.66 (0.0001)

Married 0.36 (0.005) | 0.57 (0.0001)

Divorced/ separated 0.58 (0.01) | 0.65 (0.0007)

Deceased wife 0.01 (0.98) 0.49 (0.25)
State of residence

Own 0.31 (0.03) | 0.60 (0.0001)

Rented 0.34 (0.01) | 0.63 (0.0001)
Way of HIV transmission

Unprotected sex 0.39 (0.003) -

Needle sharing 0.40 (0.05) -

Blood and its products 0.80 (0.08) -

Unknown 0.40 (0.1) -

*p-value < 0.05 was significant for Pearson’s correlation coefficient between
social network size and social support.
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work by 36.4 people. In PLHIV, male gender increased
the size of social network by 47.8 people (p = 0.02). Also,
the size of social network among those infected through
sexual contact was 73 people less than those who were in-
fected through blood and its products (p = 0.02). In any case,
after controlling the effect for other variables, these effects
were not significant (p > 0.05) (Table 4). In the general popu-
lation, the size of social network in men was 41 less than that
of women (p = 0.03). The results showed that with the in-
crease of one year of age, the social support score decreased
by 0.9 points (p = 0.01) (Table 5).

Discussion

The results of this study showed that the social network
size and the average score of social support in PLHIV were
lower than in healthy population. However, in both groups,
there was a direct relationship between the social support
score and the social network size, the larger the social net-
work, the greater the social support. Certainly, the correla-
tion between social support and social networks was stron-
ger in general population than in PLHIV.

This study found that the social network size among
PLHIV is smaller than that of healthy people, in line
with studies conducted in Iran and other countries [1-4].
The smaller size of social network among PLHIV may be due
to social factors, such as society culture and religious beliefs,
which affect peoples social relationships [2]. In addition,
due to insufficient knowledge about HIV/AIDS, stigma and
discrimination toward PLHIV are common, leading to social
exclusion and eventually, reduced size of their social network
[5]. Stigma is a negative element that limits a person’s adap-
tation to the disease and also complicates HIV management
and treatment [6]. Due to the negative cultural attitude to-
wards HIV, PLHIV have to manage their disease by them-
selves and deal with the fear, discrimination, and rejection
of others, resulting in decrease in self-efficacy, withdrawal
from society, and the occurrence of mental disorders, such
as depression [7].

Based on the current study results, gender affected
the social network size. In PLHIV, the social network size
of men was larger than that of women, but in the general
population, it was larger in women. A study in Australia
(2010) showed that in the non-affected population, wom-
en had a larger social network size than men [28]. Another
study (2006) reported that in the affected population, older
men had a lower social network size than others [29]. Ac-
cording to the results of the present study, studies in Namibia
(2018) and Iran (2013) demonstrated that the social support
that PLHIV receive is less than that of healthy people [2, 11].
Research confirmed that HIV status has a strong negative
impact on peoples social integration. Due to the negative
attitude of society as well as discrimination and stigma re-
lated to HIV, especially in developing countries, HIV infec-
tion may affect mental and social conditions of patients in
addition to physical health. In the fear of disclosing HIV and
the way of infection, PLHIV may isolate themselves, which
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Table 4. Factors affecting social support and social network in people living with HIV
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Parameter Beta (95% Cl)
Social network size Social support score
Adjusted Crude Adjusted Crude

Gender

Female 1 1 1 1

Male 40 (-22-1) 47.8 (5-90) 5.90 (-3.38-15.11) 4.35 (-2.02-10.72)
Age -0.16 (-3-3) 0.89 (-1.3-3) 0.12 (-0.58--0.33) -0.05 (-0.38-0.27)
Education

No education 1 1 1 1

Elementary —64 (-286-158) —24 (-239-190) | —9.03 (-42.17-24.07) | —8.85 (-40.56-22.84)

Diploma and sub-diploma —53 (-262-156) -2 (-205-201) -14.19(-45.35-16.97) | -11.81(-41.65-18.01

Bachelor’s degree -103 (-329-122)

-43 (-258-173)

-12.60(-46.19-20.99)

)
-11.14(-42.84-20.56)

MSc and above —-134 (-402-133)

63 (-311-183)

-3.61 (-43.49-36.26)

-0.50 (-36.82-35.82)

Marital status

Single 1 1 1 1

Married —29 (-92-34) -24 (-75-25) 3.59 (-5.81-13.00) 1.78 (-5.67-9.24)

Divorced/ separated 2 (-76-79) -9 (-74-55) 4.31 (-7.26-15.89) —0.10 (-9.70-9.49)

Deceased wife 4 (-124-132) -41 (-150-67) 6.03 (-13.13-25.19) 3.61 (-12.54-19.76)
State of residence

Own 1 1 1 1

Rented -8 (-54-37) -13 (-54-26) 0.66 (-6.19-7.52) -0.19 (-6.12-5.72)

Number of children 2 (-21-25) -1.4 (-16-13) —0.95 (-4.44-2.53) 0.13 (-2.11-2.38)

Number of household members 1(-19-22) -0.5 (-17-16) 2.51 (-0.63-5.66) 2.11 (-0.40-4.63)
Way of HIV transmission

Unprotected sex 1 1 1 1

Needle sharing -51 (-131-27) -32(-135-39) | -1.07 (-12.85-10.70) | -1.68 (-12.58-9.22)

Blood and its products -61 (-135-12) -73 (-139--8) -3.65 (-14.66-7.36) | —5.21 (-15.03-4.60)

Unknown —-58 (-143-25) -57 (-133-19) —-5.48 (-18.01-7.03) | -4.60 (-16.17-6.96)

Beta was estimated using multiple linear regression. All variables were entered into the model to estimate the adjusted beta. A significance level of less than

0.05 was considered.

limits their social support. In addition, they may face po-
litical and social exclusions as well as suffer the loss of job,
financial resources, and even family and friends as the main
sources of support. This leads to reduced social support, es-
pecially support to fight against HIV [2, 5, 12, 13]. Studies
emphasize the protective role of social support on negative
effects of stressful life events, such as HIV infection, disease
severity, and mortality [30].

Our study demonstrated that the social support for wom-
en with HIV is less than that of men, while it was the opposite
in the general population, where social support was shown
more for women than men. A study in Iran (2013) proved
that women receive more social support than men [2].
The reason for the high level of social support for women
is their desire for social participation, which makes them
seek social support more than men [14]. However, it seems
that the impact of HIV on the lives of women is more than
that of men, so the affected women do not have the neces-

sary support in terms of financial, medical, educational,
and cultural aspects while facing gender inequality [5]. Ac-
cording to our results, among the healthy population, social
support has a relationship with age, whereas no significant
relationship was observed in PLHIV. A study in Germany
(2018) presented that the level of social support in the gener-
al population was significantly different between diverse age
groups: the higher the age, the lower the social support [15].
As stated in other research, our study revealed that in com-
parison with healthy people, the amount of support lost for
PLHIV was higher as well as the loss of communication with
spouses and family members was more among HIV-positive
individuals [16]. The main reason for this reduction in social
support is stigma and discrimination related to HIV, which
is common in most societies [17].

The main result of the present study is that there is a posi-
tive correlation between network size and social support
in both groups of people with and without HIV: the larger
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Table 5. Factors affecting social support and social network in general population

Parameter Beta (95% CI)
Social network size Social support score
Adjusted Crude Adjusted Crude

Gender

Female 1 1 1 1

Male —-41* (=79 to -2.9) -66* (-102 to -31) 2.06 (-9.01-13.14) -3.67 (-13.81-6.47)
Age -2.0 (-4.7 to -0.4) —4*(-5 to -2) -0.92*(-1.68 to -0.16) | —0.74* (-1.25 t0-0.24)
Education

No education 1 1 1 1

Elementary 30 (=59-118) 33 (=59-125) -5.23 (-31.05-20.59) | -3.31 (-29.10-22.46)

Diploma and sub-diploma 30 (-56-116) 69 (-13-151) —-7.31 (-32.32-17.55) 1.34 (-21.70-24.39)

Bachelor’s degree 20 (-72-111) 83 (-2-167) -5.68 (-32.44-21.07) 7.03 (-16.56-30.64)

MSc and above 24 (-76-123) 66 (-31-163) -11.54 (-40.64-17.55) | —2.18 (~29.38-25.00)
Marital status

Single 1 1 1 1

Married 30 (-19-78) -26 (-65-12) 12.70 (-1.53-26.95) 1.62 (-9.27-12.52)

Divorced/ separated -31 (-91-28) —67* (-125 to -9) 6.16 (-11.26-23.59) -3.58 (-19.99-12.81)

Deceased wife —43 (-144-57) —-107* (<202 to —-13) | —5.59 (-34.82-23.62) | -23.43 (-49.81-2.93)
State of residence

Own 1 1 1 1

Rented -30 (=65-5) -39* (-73 to -5) -2.24 (-12.41-7.91) -0.24 (-9.69-9.19)

Number of children -9 (-27-9) -16* (27 to —4) —0.66 (-6.08-4.76) —-1.28 (-4.54-1.96)

Number of household 10 (-6.2-26) 20* (5-34) 2.35 (-2.39-7.09) 3.95 (-0.18-8.10)

members

Beta was estimated using multiple linear regression. All variables were entered into the model to estimate the adjusted beta. A significance level of less than

0.05 was considered.

the social network size, the greater the social support received.
However, this correlation was stronger in healthy people com-
paring with PLHIV as well as in women than in men. A study
in Iran (2014) presented a significant direct association be-
tween social networks and social support, and also a correla-
tion between strong relationships and health dimensions with
social support [18]. Although the stronger the network is,
the more support people receive. Heterogeneity in some iden-
tity-based characteristics, such as gender identity and HIV
status, creates different social conditions, which may cause
deprivation of community support [19]. Since HIV infection
causes disconnection and reduction of social relations with
family, friends, colleagues, and society, and shrinking of social
network, all these factors can reduce social support resources
of PLHIV and their access to support [5].

One of the limitations of our study is that the HIV-
infected participants were selected by convenience sampling
method among PLHIV referred to the counseling center.
This may cause selection bias that affects the generalizabi-
lity of the results, because people who did not participate in
the study may have a smaller social network size and con-
sequently, receive less social support. However, we selected
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healthy people through random sampling from the general
population, and it is almost free from selection bias. Another
limitation of the present study is the possibility of reporting
bias among PLHIV. In order to reduce this bias, a trained
HIV consultant was participating in interviewing.

Conclusions

The social network size and social support are smaller in
PLHIV than among healthy people, and some of the main
reasons for that are HIV-related stigma and discrimination.
Fundamental planning to reduce stigma and discrimination
toward PLHIV in Iran seems necessary. PLHIV can adapt
better to their disease and its consequences if proper social
support is provided. Moreover, there is a direct relationship
between the size of social network and social support; in
order to improve the social support among PLHIV, sup-
port-educational programs should be planned and imple-
mented for people in their social networks. Another limita-
tion of the current study is that sampling from the general
population was done in the same way as from HIV-infected
patients, which lengthened the process of data collection.
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