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Abstract 

 

Social capital has become widely accepted as a means for addressing a large range of social, 

economic, and political problems. Its popularity in research and practice is due in large part to its 

commensurability with community-centered strategies on the one hand, and neoliberalist state 

retraction on the other. In many ways, social capital has become a central remedy for ineffective 

or inefficient state efforts across the developed and developing worlds. But, as scathing critiques 

have asserted, expanding trust and reciprocity in resource poor communities cannot enhance 

economic opportunity and overcome social inequality precisely because of limited access to 

resources. This paper uses these critiques as a starting point to reassess social capital, especially 

in communities of color and immigrant communities. A refocus on the lives of impoverished, 

marginalized, and socially excluded populations provides the impetus for a conceptual 

framework assuming disruption in daily and life paths. The disruptive elements of social capital 

provide an opportunity to understand how the simultaneous advantages and disadvantages 

argued by scholars presented by social capital results in both enhanced coping with life 

disruptions, but also increased illness, injury, or death. Two methods are used to explore this 

framework: a statistical analysis of the community sample of the Saguaro Seminar’s benchmark 

social capital survey, and a qualitative analysis of interviews with 52 Filipino men living with 

HIV/AIDS in Los Angeles. The paper concludes with suggestions about ways to move research 

forward to highlight the disruptive dimensions of social capital. 
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Why Social Capital Doesn’t Work – the major critiques 

It often seems that everyone is looking to social capital. From housing to employment, 

economic development to environmental management, social capital has become the vogue 

strategy of policy makers, nonprofit organizations, and communities in the 21
st
 century to solve a 

myriad of difficult social, economic, and political problems. In general, social capital is defined 

as a set of emotional and material resources accessed through social interactions (Coleman 1988; 

Putnam 1993), or as collective or communal action (Ostrom 1990). The expansion of social 

capital, especially for communities with few economic and political resources, the basic 

argument goes, can result in a myriad of positive social, economic, and political outcomes.  

Its popularity in research and practice is probably due in large part to its 

commensurability with community-centered strategies on the one hand, and neoliberalist state 

retraction on the other. That is, on the one hand, social capital focuses the definition of problems 

and the search for solutions and policies at the community level (in contrast to individually-

focused problem definitions and strategies). And, on the other hand, social capital has become a 

central remedy for ineffective or inefficient state efforts to address difficult problems such as 

poverty, environmental degradation, and lack of political engagement across the developed and 

developing worlds. 

Research on social capital by public health researchers has relied primarily on aggregate 

data analyses, to clarify the connections between social capital (operationalized as trust in others 

and social organizations, and as participation in voluntary organizations; Kawachi et al. 1997) 

and health disparities or mortality (Pilkington 2002).  Though national level analyses have 

indicated few significant connections between social capital and health (Kennelly et al. 2003), 
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studies at smaller scales and focused on specific health conditions have indicated that social 

capital is correlated with lower incidence of disease and illness (Holtgrave and Crosby 2003). 

One of the alluring qualities of social capital is that anyone who has social relationships 

should have access to resources available through these relationships (that is, individual goods or 

benefits), and moreover, should reap the benefits accorded to communal action when these 

relationships result in group activities that improve health and quality of life (that is, communal 

or collective goods or benefits).
1
 But if social capital is so available to so many different groups 

no matter their individual resources and assets, then why hasn’t social capital been the key to 

solving what have been intractable and difficult social, political, and economic challenges? This 

question is especially salient for overcoming the challenges faced by low-income, marginalized, 

and socially excluded communities and populations for which social capital is the one capital 

(compared to human, financial, or cultural) apparently in abundance. I agree with DeFilippis 

(2002) that if we assume the effectiveness of social capital in addressing poverty, ill health, and 

marginal living conditions, then if social capital doesn’t work, individuals are likely to be seen to 

blame for their continued poverty, ill health, and marginal living conditions. 

So why doesn’t social capital work? Scholars have offered varying explanations for this 

seeming lack of effectiveness by social capital to overcome economic, social, and political 

obstacles to healthy and productive communities.  Structural explanations, posited primarily by 

neo-marxists and feminists, critique the prevailing focus of 1990s social capital models on 

individuals, from conceptualization to empirical methods (DeFilippis 2002). Such explanations 

instead find uneven distributions of income/wealth and unequal power relations as the underlying 

                                                 
1
 Putnam (1995) defines social capital as both of these facets, individual and collective, though 

he aggregates individual survey data to represent groups (DeFilippis 2002). Others in contrast 

focus on collective dimensions of social interaction (Ostrom 1990). 
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forces dictating how resources are distributed and used, and consequently, social relationships 

though important are insufficient to alter existing relations of privilege and marginalization. In 

other words, no matter how many relationships one has and how many resources one can access 

through these relationships, resource-poor individuals and communities will not be able to 

significantly improve their lives and health because the political economic system keeps them 

poor, for example, as reserve laborers or unpaid household managers. Public health researchers 

critical of social capital have argued that poverty (measured by absolute rather than relative 

income) and social inequality are more important indicators of health and well being than social 

capital (Lynch et al. 2000). 

Economist explanations for the failure of social capital to blossom and solve all sorts of 

challenging issues center primarily on the notion that communal action (stemming from or 

constituting social capital) that would improve the conditions of groups is a form of market 

failure, and consequently, experiences the same sorts of rational non-communal incentives that 

plague all types of market failure. Therefore, social capital – and communal action – must be 

seen through the lens of commons problems, prisoner dilemmas, and externalities to shed light 

on how behavior might be changed (that is, how incentive structures might be altered) to refocus 

on group rather than individual benefits. 

While both these explanations offer clear reasons for why social capital doesn’t work for 

impoverished, marginalized, and socially excluded groups, they present an incomplete portrait of 

the limitations of social capital. Conceptually, the limitations may stem in part from social 

capital’s inability to explain structure or individual action, because it is a “meso-level” notion 

that is most useful in combination with other theories of social action (Bebbington 2002, p. 801). 

But, perhaps what is also necessary is a rethinking of the dynamism associated with resources 



 

 4 

embedded in social networks in the lives of impoverished, marginalized, and socially excluded 

groups. 

The structural critiques, while important in highlighting inequalities across communities 

at the local, regional, national, and global scales, tend to represent inequality as relatively 

monolithic – that is, to put this in a rather simplistic way, the unevenness in resource distribution 

defines a world of powerful and powerless communities and networks. Powerless communities 

are economically marginalized (i.e., those individuals and groups comprising the reserve labor 

pool, allowing the surplus to expand, and providing non-wage household labor), and those being 

oppressed through structural inequities reinforced through and by culture and violence (Young 

1990). But there is much variation and variety in the types and amounts of resources and power 

available to groups and communities over time and across place, even for those considered 

resource poor or marginalized by any number of measures.  Some households especially in 

immigrant populations are able to acquire financial and material assets over time, overcoming 

poverty and entering the so-called middle class (e.g., Light and Bonacich 1988; Myers and Woo 

1996; Zhou 1992). Social capital is seen as the “adaptive advantage” enabling upward mobility 

for young immigrants (Zhou and Bankston 1994, p. 821). But, structure is fundamentally 

important in shaping the daily and life chances of impoverished, marginalized, and socially 

excluded groups, and consequently, is necessary in any (re)formulation of social capital aimed at 

material improvements in health and well being (Bebbington 2002). 

The economist explanations are important in identifying the failure of social capital as 

stemming from rational individual behavior, refocusing the analysis on individual incentives to 

take action for communal objectives. Economists have focused on social capital as a commons 

issue (Ostrom 1990), where group interaction leads to market failures (Olson 1965). Others have 
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argued that the social capital concept presumes, perhaps wrongly, that increasing trust and 

reciprocity necessarily leads to greater cooperation, that is, that social capital has a naturally 

increasing trajectory through time, consistently leading to more and more communal action 

(Boix and Posner 1998). 

However, there are two specific issues that make this approach insufficient to fully 

explain the drawbacks of social capital. First, though engaging in communal/collective action 

may require overcoming prisoner dilemmas situations and other market failures centered on 

group interaction, group action may also be intimately related to urgent circumstances that 

catalyze action (such as housing eviction, that is, shocks to the usual behavioral practices of 

communities). That is, urgent situations that would deny or remove substantial resources from 

individuals across a specific spatial area may serve as an effective motivation for collective 

action, overcoming in immediate ways rational thought about possible benefits that might accrue 

with free ridership. Second, behavioral norms that privilege individuals in favor of groups are 

certainly affected by cultural (as well as utilitarian) norms and values. Recent research using 

experimental economics has shown the clear variation in individual contributions to groups, with 

for example Thai and Vietnamese men and women contributing at much higher levels compared 

to North American students (Carpenter et al. 2004). 

Consequently, though these two sets of explanations, perspectives, and critiques identify 

vital elements about the lack of capacity of social capital to materially improve the health and 

well-being of communities, there is a need to explain the variability of social capital to help 

some (i.e., some households getting “ahead” – Briggs 2004), while also seeming to be 

insignificant or ineffective for other impoverished, marginalized, and socially excluded groups 

especially in terms of health (Kennelly et al. 2003). In other words, these two explanations for 
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why social capital doesn’t work, while important to understanding the structural or individual 

facets of social capital, provide only part of the reason. 

This paper offers an alternative explanation for the limitations of social capital to 

improve health and alleviate poverty for resource poor and marginalized communities in the US. 

This disruptive social capital approach presumes that the instability and disruptions experienced 

by resource poor, marginalized, and socially excluded communities constitute substantial drains 

and obstacles for social capital to improve health and alleviate poverty in any widespread and 

meaningful way. Instability and disruptions affect network interaction and resource availability 

across time and space, and therefore, affect different households, networks, and communities in 

different ways at different times in different places. The only certainty then for social capital in 

resource poor, marginalized, and socially excluded communities and groups is instability in 

resource availability and access. But in addition to this instability, the disruptive social capital 

approach also highlights the ways that social networks and the resources derived through them 

may actually lead to worsened health and heightened risk for illness or death. This dimension of 

disruptive social capital is a countervailing force to the presumed health promotion facets of 

social networks and resources that constitute a general assumption for policy makers, planners, 

and health professionals. 

To develop this disruptive social capital framework, the paper proceeds in the following 

way. First, I provide a more detailed discussion of the disruptive social capital framework, with a 

focus on resource poor, marginalized, and socially excluded communities in the US. I illustrate 

this framework using two approaches, statistical analysis of national aggregate data and a micro-

scale qualitative analysis. At the national scale, I use logistic regression models to analyze the 

Harvard University Saguaro Seminar national survey data on social capital, focusing on life 
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course disruptions, different measures of social capital, and self-assessments of health and 

community quality in households of color. These data indicate that distinct types of disruptions 

are important for different groups. But national data only provide a glimpse into the complex 

nature of disruption in resource poor, marginalized, and socially excluded groups, and the 

potential role of social capital in reducing or enhancing health and quality of life. I consequently 

move to a micro-scale analysis, focusing on HIV/AIDS in one community of color, Asian Pacific 

Islanders (a population that has tended to not be on the forefront of HIV prevention efforts 

because of relatively low AIDS case rates especially when compared to African 

Americans/Blacks and Latinos/Hispanics).  HIV/AIDS remains a highly stigmatized health 

condition that serves as a stark example of severe disruption in many different ways. Qualitative 

interviews, conducted in 2005-2006 with 52 Filipino men living with HIV/AIDS in Los Angeles, 

provide insights into the nature of disruption associated with HIV diagnosis, and highlights how 

social capital both helps individuals to cope with treatment post-diagnosis, but also acts, during 

pre-diagnosis, as an important enabler for individuals to engage in behaviors placing them at 

high risk of HIV transmission in locations where high-risk behavior takes place. I conclude the 

paper with a research agenda for community health researchers and implications for planners and 

policy makers who are concerned about social capital and health in impoverished, marginalized, 

and socially excluded communities. 

 

Disruptive social capital – an alternative explanation 

As mentioned earlier, one of the reasons why social capital is largely understood as the 

capital that all people have access to is that most everyone interacts with others in some capacity 

over their lifetimes. From family and friends, to employers, coworkers, service providers, and 
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others, people no matter their individual resources and assets are generally linked socially to 

others. Consequently, if social capital means some sort of translation of social interaction into 

emotional and material resources, there is some hope that otherwise resource poor or 

marginalized groups and communities could enjoy improved quality of life, health, and 

economic opportunity as a consequence of social interaction. Moreover, if social ties could be 

mobilized into different forms of collective or communal action, then larger than individual 

benefits could be achieved by various groups and communities.  

However, social capital is both disrupted and disruptive. There are positive and negative 

dimensions to disruption in this model. First, social capital, particularly as it relates to communal 

action that resists economic, political, or social marginalization or oppression, may enable 

resource redistribution. However, second, disruption interrupts the ability of social networks and 

relationships to provide for urgent or ongoing needs for resource-poor or marginalized groups 

and communities, and moreover, social networks and relationships provide information, 

emotional support, and resources that may heighten the risk for illness, injury, or death.  

In terms of positive dimensions of disruptive social capital, collective or communal 

action may have some disruptive dimensions, if mobilization seeks resource redistribution 

through noncooperation, confrontation, or resistance. Much of the planning literature on 

collective action has centered on disruptive acts, such as protests and group activities aimed at 

resistance or noncooperation. For example, labor struggles, anti-eviction campaigns, and other 

forms of resistant collective action are clear examples of effective catalyzing of social capital 

aiming at group benefit. Noncooperation can be overt or less direct and relates with respect to 

health to a lack of cooperation with existing regularized modes of screening/testing, diagnosis, 

and treatment. Confrontation is usually overt and revolves around demands, oftentimes vocal, for 
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resources, health care programs, or information. Resistance is related to the first two types, but 

also includes consciousness about structural inequalities and actions that seek to overcome or 

reduce these inequalities. 

In terms of the negative dimensions, social capital is disrupted through the regular 

instabilities associated with economic (e.g., unemployment and poverty), social (e.g., 

stigmatization), and political (e.g., illegal or illicit activities, such as undocumented immigration) 

obstacles to health and well being. Disruption impedes the capacity of networks and relationships 

to provide the emotional and material resources that might get people “ahead” (Briggs 2004). 

People need emotional and material resources from others when they have needs that they cannot 

cope with themselves. This requires that others have available (and are willing to share) the 

emotional and material resources needed by their network members when those members need 

(and ask) for them. However, disruption in daily and life routines mean that emotional and 

material resources are not available in stable and predictable ways.  

There are two elements to this uncertain and unstable resource pool and the social 

relationships that govern its distribution. First, emotional and material resources are available to 

network members in unpredictable ways. That is, resource providers have to have a myriad of 

resources available, and have to make these resources available when needed by other network 

members. Second, network members who need resources have to be in a congenial or at least 

cooperative relationship with network members who can provide resources, have to be willing to 

ask for these resources (that is, draw on relations of obligations and reinforce relations of 

reciprocity) and the resources provided by these network members have to match the needs of 

those who need help. Disruption and uncertainty make this synchronization of needs and 

resources difficult at best, especially for resource-poor or marginalized groups and communities.  
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As Glaeser et al. (2002), and others have pointed out, there are temporal dimensions to the form 

of social networks, interaction, and resource provision/access. Reciprocity and obligation are 

developed over time through investments in social relationships, and the form, power relations, 

and resources available through networks also change over time (Bebbington 2002). 

There are spatial dimensions to this resource disruption. Proximity may enhance the 

ability of individuals to draw on particular types of available resources, such as information and 

in-kind services (such as child/elder care). The distribution of financial resources may not 

depend as much on proximity, though the obligations and reciprocal relations enabling access to 

available financial resources may require face-to-face interaction on a regular or routine basis. 

The built environment might aid or impede face-to-face interaction. Residents for example are 

more apt to focus on the quality of life at the front of their residences rather than the rear (facing 

the street, rather than facing the rear of the building or home; Dear and Taylor 1982). Space and 

the built environment do not determine social capital, but are clearly interactively defining, along 

with routine behavior and disruptions, the ways that social capital can be used, when, and where. 

Social capital is also disruptive. Critics of the social capital rubric have argued for 

example that social capitalists assume “social networks [as] being normatively good things and 

sets of win-win relationships” (DeFilippis 2002, p. 793). Portes (1998) in a widely cited review 

identified several downsides of social capital, such as exclusion, lessening of individuality and 

independence, and ongoing resistance to entering the social mainstream. And as Woolcock 

(1998) has argued, social capital has both advantages and disadvantages, with the particular 

importance of either depending upon the context and circumstances. It is clear from such 

discussions that social capital may reduce life chances, and increase risk of illness, injury, or 

even death. Researchers have long noted for example the strength of social connections among 
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gang members, drug using networks, and sexual networks (e.g., Cairns et al. 1988), where high 

degrees of trust are associated with unhealthy and socially unacceptable behavior. Information, 

material resources (money, housing, protection), and emotional support (belonging, self image) 

are all provided through such networks. Use of these networks for resources result in some ways 

in socio-spatial stability (through routinized behaviors related to the needs of the group for 

financial and material assets), however, the potential for disruption and negative health outcomes 

become pronounced over time, including incarceration, multiple stigmatized illnesses, and death 

by violence or disease.  

But disruptive social capital need not be monolithically negative, illicit, or stigmatized by 

mainstream society. Perhaps one of the most problematic situations is the overlap of socially 

acceptable networks and resources, with networks and resources leading to illness, injury, or 

death. For example, individuals may connect with socially stigmatized or health denigrating 

networks through socially sanctioned networks. Socio-spatial overlaps between economic 

networks (e.g., coworkers) and health denigrating networks (e.g., smoking, drug using, 

anonymous sex), or between socially required contexts (e.g., school) and dangerous networks 

(e.g., gangs) mean that promoting social capital generally may not result in better health and 

quality of life for resource poor and marginalized communities and groups.    [All elemenets  

 

Individual assets, disruption, and social capital at the national scale 

In 2000, a social capital benchmark telephone survey was conducted by an international 

survey firm (TNS Intersearch) under the direction of the Saguaro Seminar at the Kennedy School 

at Harvard University to measure various types of social capital and potential factors influencing 

social capital (Saguaro Seminar 2000).  Though the national sample (N=3,003) oversampled 
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African American/black and Hispanic/Latino respondents to include at least 500 for each group, 

I focus here on the community sample (N=29,233), which focused on 41 communities across the 

US. The community sample included larger numbers of populations of color, and therefore, 

provides a unique opportunity to explore the role of social capital on health and quality of life at 

the national scale.   

The community survey relied on local sponsoring organizations to determine the areas to 

be surveyed, the number of interviews, and the degree of over-sampling required. The survey 

areas ranged from single counties to states, with samples in each region ranging from 500 to 

1,500 interviews. The overall response rate for the 41 community regions was 27.4%, with a low 

of 14.9% in the City/County of Denver, CO and a high of 44.1% in the state of Montana. The 

instrument was designed by a scientific advisory committee, and translated into Spanish (about 

36% of the community sample interviews were conducted in Spanish) and Chinese (Cantonese, 

for use in the San Francisco community sample interviews). 

These data provide a unique opportunity to compare at a national scale the potential 

relationships among social capital, human capital, and potential measures of disruption, though 

these tend to be a bit crude.  Focusing solely on populations of color (African Americans/blacks, 

Hispanics/Latinos, and Asian Americans), I can begin to assess whether and how disruption may 

affect health and quality of life, and the importance of social capital in this relationship.  The 

characteristics of the sample indicated that the three racial/ethnic groups had similarities and 

differences in human and social capital (Table 1a, 1b).  In terms of the similarities, sizable 

proportions of all three groups indicated that their health was poor, fair, or good, while large 

proportions indicated that their community quality was poor, only fair, or good.  Over half of 

each of the racial/ethnic groups lived in the center of the MSAs constituting the community 
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sample, with a high of 75% for Black/African American respondents.  Most of the respondents 

across the three groups were female, and sizable proportions had lived in their neighborhoods for 

less than five years, though a sizable proportion had lived in their neighborhoods for at least six 

years.  In terms of notable differences in the samples, the Asian Pacific Islander sample had the 

highest reported incomes and educational levels, while the Latino/Hispanic sample had the 

lowest.  In terms of social/life disruptions or significant life course changes, there were also 

variations among the three groups, with Blacks/African Americans showed the highest level of 

marital disruption, Latinos/Hispanics and Asian Pacific Islanders indicated higher proportions of 

non-citizens, and Latinos/Hispanics indicated the highest proportion of children younger than 17 

years living in the household (though all groups reported sizable proportions of having children 

living in the household).  

INSERT TABLES 1A AND 1B ABOUT HERE 

In terms of social capital, as measured through network size, interactions, community 

action, and trust, there were some similarities across the three groups.  The three racial/ethnic 

samples looked similar in terms of the frequency that friends visited their homes over the year, 

however, Asian Pacific Islander respondents reported more close friends and more people they 

could confide in than the other two racial/ethnic groups, and they tended to indicate that they 

trusted their neighbors, local police, and local government more than the respondents in the other 

two racial/ethnic samples.  Black/African American and Latino/Hispanic respondents reported 

higher frequency of family visits and neighbor interaction than Asian Pacific Islander 

respondents (but Latino/Hispanic respondents also reported more frequently than respondents in 

the other two racial/ethnic samples that they never interacted with their neighbors). 

To assess the importance of social capital, social and life course disruptions, and socio-
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demographic/residential location on self-assessments of health and community quality of life, the 

variables were organized into several groups (Table 1a, 1b lists the variable names and their 

values).  Socio-demographic variables (gender, age, residential location in metropolitan area or 

not) and individual assets or human capital (1999 total household income, education, and 

whether the respondent owned or rented) were used to control for wealth and residential location.  

Social/life path disruptions were measured using marital status (whether respondents reported 

that they were divorced, widowed, or separated compared to being single or married), citizenship 

status (as a crude measure of immigrant history), and whether the respondent had children 17 

years or younger living in the household.
2
  Social capital was measured using four sets of 

variables: networks (number of close friends, number of people the respondent could confide 

in), interactions (how often the respondent visited relatives in the last 12 months, how often the 

respondent had friends visit his/her home in the past 12 months, how frequently the respondent 

talked with or visited immediate neighbors), community action (whether the respondent worked 

on a community project in the past 12 months, number of times the respondent reported 

volunteering in the past 12 months), and trust (degree of trust the respondent had in 

neighbors, degree of trust in police in the local community, and how often the respondent 

trusted local government to do what is right). 

Two dependent variables were used: self-assessment of quality of the respondents’ 

community as a place to live, and self-assessment of health status.  Bivariate versions of these 

two variables were used to construct the logistic regression models.  Three models (one for each 

racial/ethnic sample) were estimated for each of the two dependent variables and the independent 

variables.  Independent variables were screened using simple statistical tests (chi-square and 

                                                 
2
 Number of children 17 years or younger in the household is included as a disruptive variable 

because of the changing and wide range of developmental changes experienced in childhood. 
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ANOVA); variables showing statistically significant differences at the p<0.05 level or better in 

health status or quality of life using these descriptive statistical tests were included in the 

respective logistic regression models. 

For the Black/African American community sample respondents, the following variables 

were statistically significant in simple tests (chi-square and ANOVA) for self-assessment of 

health status: gender, residential location (metstat), how long the respondent had lived in the 

community (livcom), educational level (educ_all), whether the respondent owned or rented 

her/his home (own), marital disruption (mardisr), whether the respondent had children younger 

than 17 years living in the household (kidsyes), number of close friends (friends), frequency of 

friends visiting the home during the past year (frndhom2), how often the respondent interacted 

with neighbors (neisoc), whether the respondent participated in a community project 

(project), the number of times that the respondent volunteered over the past year (voltime2), and 

the degree of trust in neighbors (trnei), local police (trcop), and local government (tgloc).  

INSERT TABLE 2 ABOUT HERE 

Logistic regression was used to estimate the influence of these variables in explaining the 

variation in self assessment of health (0=poor, fair, or good health, 1=very good or excellent 

health). Table 2 reports the odds ratios for each of the variables and the 95% confidence interval. 

In terms of socio-demographics and individual assets, women were 74% as likely as men to 

report very good or excellent health, living longer in the community was associated with lesser 

health status, and higher education was associated with better health. Social/life disruptions 

seems to play an integral role in self-assessment of health; Black/African American respondents 

reporting marital disruption were 62% as likely to report very good or excellent health compared 

to respondents not reporting marital disruption, but those with children in the household were 
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1.37 times more likely to report very good or excellent health. In terms of social capital, 

participation in community projects was associated with very good or excellent health, while 

more trust in local police and local government was associated with self-assessments of health as 

very good or excellent. 

For Latino/Hispanic community sample respondents, a different set of variables was 

statistically significant using chi-square and ANOVA tests: age (age), income (income), 

educational level (educ_all), whether the respondent owned or rented (own), citizenship status 

(citiz), and various social capital measures, including number of close friends (friends), number 

of people the respondent could confide in (confide), frequency of family visits over the year 

(famvis2), frequency of visits of friends to the respondent’s home (frndhom2), frequency of 

interaction with neighbors (neisoc), whether the respondent participated in a community project 

(project), the frequency of volunteering over the past year (voltime2), and trust in neighbors 

(trnei), local police (trcop), and local government (tgloc).  

The logistic regression model indicated that there were socio-demographic characteristics 

and individual assets that were important in explaining variation in self-assessment of health. 

Older Latino/Hispanic respondents were less likely to report very good or excellent health, and 

those with higher incomes and levels of education were more likely to report very good or 

excellent health. In terms of social disruptions, citizenship status was significant for 

Latino/Hispanic respondents, with citizens 1.39 more likely than non-citizens to report very good 

or excellent health. The only social capital measures that were significant controlling for socio-

demographic, individual assets, and social disruptions were the frequency of interactions with 

neighbors and trust in neighbors, local police, and local government. As the social capital 

literature suggests, more interactions with neighbors, and more trust in neighbors, local police, 
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and local government were related to better health assessments of health controlling for other 

variables. 

Finally, for the Asian Pacific Islander community sample respondents, there were very 

few variables that explained the variation in self-assessment of health. Only socio-demographic 

and individual assets were significant. Older respondents were less likely to report very good or 

excellent health, and those with higher education were more likely to report very good or 

excellent health. This seems to suggest that those with more ample individual assets or human 

capital, in this case, higher levels of education, seem to fare better even with social/life 

disruptions such as lack of citizenship. 

INSERT TABLE 3 ABOUT HERE 

Logistic regression was also used to explore the importance of these independent 

variables on self-assessment of the quality of life in the local community (Table 3). For 

Black/African American community sample respondents, a slightly different set of variables was 

important in explaining variation in self-assessment of community quality: gender (gender), age 

(age), residential location (metstat), educational level (educ_all), owning or renting (own), and a 

set of social capital measures: number of close friends (friends), frequency of interaction with 

neighbors (neisoc), participating in a community project (project), frequency of volunteering 

time over the past year (voltime2), and trust in neighbors (trnei), local police (trcop), and local 

government (tgloc). 

The logistic regression results indicated that the further away the respondent lived from 

the MSA center, the more likely it was that the respondent reported that the quality of the 

community was excellent. Higher education levels and homeownership was also associated with 

self-assessments of excellent community quality. Of the social capital measures, only the trust 
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variables were significant in explaining the variation in self-assessment of community 

quality. All three of the trust variables showed similar patterns – more trust in neighbors, 

local police, and local government was related to higher self-assessments of community 

quality. 

For the Latino/Hispanic community sample respondents, the following variables were 

included in the logistic regression model: age (age), residential location (metstat), length of time 

lived in the community (livcom), income (income), educational level (educ_all), whether 

respondents owned or rented (own), social/life disruption variables: citizenship status (citiz) and 

having children in the household younger than 17 years (kidsyes), and social capital measures: 

number of close friends (friends), number of people the respondent could confide in (confide), 

frequency of friends visiting the respondent’s home (frndhom2), frequency of interaction with 

neighbors (neisoc), whether respondents participated in community projects (project), frequency 

of volunteering over the year (voltime2), and trust in neighbors (trnei), local police (trcop), and 

local government (tgloc).  

Similar patterns to the Black/African American respondents emerged in terms of the 

important explanatory variables in the logistic regression model, however, in addition, 

citizenship and participation in community projects were significant in explaining variation in 

self-assessments of community quality. Residential location and homeownership were important 

for Latino/Hispanic respondents in terms of socio-demographic characteristics and individual 

assets. The further the respondent lived from the center of the MSA in the community sample, 

the higher the perceived quality of life in the local community. Homeowners were also 1.60 

times more likely than renters to assess community quality as excellent.  

In terms of social or life disruptions, the odds ratio associated with citizenship status for 
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Latino/Hispanic respondents indicated that citizens were 1.37 times more likely than non-citizens 

to perceive community quality as excellent controlling for socio-demographic characteristics, 

individual assets, and social capital. In contrast to the Black/African American respondents, 

Latinos/Hispanic respondents who reported that they participated in community projects were 

1.34 times more likely than Latinos/Hispanic respondents who reported that they had not 

participated in community projects to indicate that the community quality was excellent. And 

similar to Black/African American respondents, all three trust measures of social capital were 

significant in explaining the variation in community quality – more trust in neighbors, local 

police, and local government was associated with higher perceived community quality. 

A somewhat different set of variables were used in the logistic regression model for 

Asian Pacific Islander respondents after screening using chi-square and ANOVA tests: age (age), 

length of time lived in the community (livcom), income (income), whether the respondent owned 

or rented (own), social or life disruption measures: citizenship status (citiz) and children younger 

than 17 years living in the household (kidsyes), and three social capital measures: whether 

respondents participated in community projects (project), trust in neighbors (trnei) and trust in 

local government (tgloc). 

Not surprisingly the two individual assets variables, income and homeownership, 

indicated that more resources were associated with assessments of excellent community quality 

by Asian Pacific Islander respondents. Interestingly, trust in neighbors, controlling for individual 

assets, was also quite important in explaining the variation in perception of community quality. 

To summarize, this analysis indicated that living in the centers of the MSAs was 

associated with less positive assessments of health and community quality, more resources and 

human capital were associated with more positive perceptions of health and community quality, 
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social or life course disruptions may be associated with more positive perceptions of health for 

particular groups (having children younger than 17 years in the household for African American 

respondents) or more negative perceptions of health (lacking citizenship for Latino/Hispanic 

respondents), and social capital was consistently associated with more positive assessments of 

health and community quality of life, though in similar (e.g., trust) and different (e.g., 

participating in community projects and interacting with neighbors) ways for the three 

racial/ethnic samples. Interestingly, the number of friends, confidants, and frequency of 

interaction with family had no significant role to play in explaining variations in perceptions of 

health or community quality, nor did the frequency of volunteering. 

These results suggest that individual assets/human capital, disruptions, and social capital 

all have potential roles to play in respondents’ perceptions of their health and the quality of life 

in their communities.  However, the ways in which these factors are important to health and well 

being are less clear.  To explore the ways that social capital might be disrupted, or may disrupt 

social networks and resources and how these disruptions influence health, I turn now to a 

qualitative analysis of HIV/AIDS among Asian Pacific Islanders in Southern California. 

 

Details of Disruptive Social Capital – Filipino men living with HIV/AIDS in Los Angeles 

Clearly, social capital especially the material and emotional resources available because 

of social relationships (e.g., trust, reciprocity) is vital for impoverished, marginalized, and 

socially excluded communities to cope with the challenges of daily survival and upward 

mobility. HIV/AIDS in communities of color provides a stark example of how social capital is 

important for dealing with the emotional, physical/medical, and social obstacles and challenges 

wrought by an HIV or AIDS diagnosis, especially for those individuals and households who are 
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resource poor. But an HIV/AIDS lens also illustrates how social connections and resources (such 

as information) lead individuals to networks and places that elevate the potential for HIV 

transmission. I use the conceptual model in Figure 1 to organize this discussion about the health 

promoting and denigrating facets of social capital for Filipino men living with HIV/AIDS in Los 

Angeles.  The negative side of social networks…  

Qualitative data collection. Filipino men living with HIV/AIDS were recruited through an 

AIDS service organization that targets Asian Pacific Islanders (APIs), Asian Pacific AIDS 

Intervention Team (APAIT) in Los Angeles, and by having project participants contact other 

potential participants to inform them about the study.  Although flyers were distributed and 

posted at various community and neighborhood settings and events, no participants were 

recruited using the posted email address or toll-free phone number.  All participants were 

recruited into the project via APAIT staff conversations with potential participants and via 

project participants encouraging other men to participate. One explanation for this recruitment 

pattern was posed by APAIT staff members, who suggested that the stigma associated with 

HIV/AIDS in the Filipino and larger API population meant that researchers needed legitimacy 

and credibility (that anonymous phone numbers and web sites associated with the university did 

not provide).  APAIT staff and community members consequently served as trustworthy 

individuals who could vouch for the integrity of the research team, encouraging individuals to 

participate in the research project. 

A total of 52 Filipino men living with HIV/AIDS were interviewed, from July 2004 – 

August 2005. The interviews ranged in length from 25 minutes to 2 hours, and were digitally 

recorded with consent of the participant.  Participants were usually interviewed at the APAIT 

office in Los Angeles, however, some participants preferred to be interviewed at their homes or 
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at other sites (public parks, friend’s home).  Several of the interviews took place with other 

participants in the room, by request of those participants.  

Following written informed consent, participants were interviewed, completed a brief 

demographic questionnaire, and were provided with a $50 cash incentive. The semi-structured 

interviews, conducted in English,
3
 focused on socio-cultural and political economic issues (e.g., 

stigma, racism, homophobia); social capital mechanisms (i.e., trust, reciprocity, and civic 

engagement) and resources (tangible/material and intangible/emotional support); 

daily/weekly/monthly routines (to identify the regular and sustained use of social capital, use of 

HIV prevention services, and risky/risk reduction practices); and immigration issues including 

the participant’s immigration status.  Several of the participants were somewhat uncomfortable 

responding to questions about their or others’ immigration status, presumably because of fear 

that their or others’ undocumented status might be disclosed to authorities. Almost all of the 

interviewed men indicated that they were US citizens. 

The men interviewed ranged in age from 22 years to 62 years, with a mean age of 43.5 

years. A large proportion were immigrants (8 of the interviewed men were born in the US); a 

large proportion had lived in the US for a long period, with a mean of over 20 years. About three 

quarters self identified as Filipino, though about 20% reported that they were mixed race (having 

one Filipino parent, usually the mother). Over half of the men interviewed were currently 

                                                 
3
 Non-English speaking Filipinos in Los Angeles comprise a very small proportion of the 

Filipino population.  According to the weighted results of the 2000 Census 5% PUMS, for the 

Los Angeles-Long Beach PMSA (Primary Metropolitan Statistical Area), out of a total 

population count of 261,825 Filipinos, over 99% indicated that they spoke English, with 95% 

reporting that they spoke only English, spoke English very well, or spoke English well (about 

5% reported that they spoke English but not well). See Steven Ruggles and Matthew Sobek et al. 

2003.  Integrated Public Use Microdata Series: Version 3.0, Minneapolis: Historical Census 

Projects, University of Minnesota, http://beta.ipums.org/usa/index.html (accessed 1/25/04). To 

compare with the 5% PUMS weighted sample results, the 100% 2000 Census population counts 

indicated that in Los Angeles-Long Beach, the Filipino population totaled 260,158. 

http://beta.ipums.org/usa/index.html
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working part or full time, and their expenditures (used as a proxy for income) during the 

previous month (housing/rent, food, health, transportation, and remittances) showed a very wide 

range from a low of $186 to a high of $3400, and a mean of $972. In terms of sexual orientation 

and HIV/AIDS, almost all of the men interviewed considered themselves homosexual. A large 

proportion (66%) had received their HIV positive/AIDS diagnosis in the City of Los Angeles, 

and slightly more than half of the men interviewed had received the test result at a community 

health clinic. 

INSERT TABLE 4 ABOUT HERE 

The 52 completed interviews were transcribed verbatim, and analyzed. A preliminary 

coding scheme was developed using existing research on social capital, and on health and 

HIV/AIDS in API populations and the Filipino community more specifically. This coding 

scheme was refined using an inductive analysis of the transcripts, focusing on types, frequency, 

and personal or social events related to disruptions (Strauss and Corbin 1998). 

Social networks and individual/communal resources. Social networks and the resources 

available through those networks provide for impoverished, marginalized, and socially excluded 

groups the capacity for coping with daily needs and potential upward economic, social, and 

political mobility. Networks and the resources available through social relationships were 

critically influenced by the disruptions experienced by these men, particularly as the result of 

immigration, but also because of new relationships formed upon arrival to and settlement in the 

US.  

The prevailing story here is one where social networks and resources provided both 

needed material support to enable survival in an unfamiliar place, but also networks and 

practices that heightened the risk of HIV transmission.  
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Disruptions and instabilities. Disruptions and the instabilities in networks and resources 

stemming from disruptions centered on the economic, social, and political interruptions to the 

routine activities of work, home, and recreation common to many immigrant and impoverished 

populations. The economic and social disruptions associated with immigration (unfamiliar 

neighborhoods, disconnections from former employers and friends, and need for material and 

emotional resources to transition to new neighborhoods and ways of life) were eased by the 

resources available particularly through parents, siblings, and close friends (including 

information about employment and access to informal economic revenue generating activities). 

Immigration for these men was generally enabled by petitioning by one of their family members, 

usually a parent, though some married US citizens and others were undocumented. Upon arrival 

to Southern California (sometimes by way of San Francisco, Seattle, or other US cities), most of 

the immigrant Filipino men were immediately connected to employment or revenue generating 

opportunities through family members, though a few found jobs through advertisements. Some 

worked at banks, others as hairdressers, and others in other service sector positions 

(administration, drafting). Human capital, such as college degrees, tended to not be transferable 

from the Philippines to the US labor market, and consequently, many worked in the informal 

economy, particularly those who worked as hair dressers, often providing services to neighbors 

and family members in their or their clients’ homes. Some of those who did not have family 

connections to employment remained unemployed for long periods before finding entry level 

employment or positions through temporary employment agencies. 

Many of these men lived with their parents or other members of their families (especially 

siblings or cousins) or friends upon arrival to Southern California. Socially sanctioned activities 

for those living with their families included family celebrations and gatherings, work/school, and 
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church (many of these men were, and remain, regular churchgoers). Several of these men had 

been married in the Philippines or had girlfriends for a time, and a few had children. The 

regularizing activities of work/school, family activities, and church provided stabilizing 

economic and social frames on the lives of these men shortly following immigration to the US. 

But family life whether with parents and siblings, or girlfriends or wives, even with these 

regularizing activities and places, also had disruptive dimensions, particularly concerning the gay 

identities of these men. Parents and families tended not to be supportive of gay identity or 

activities, with many openly condemning or criticizing gay individuals or homosexuality. 

Consequently, in the midst of the seeming stability created by the material resources (e.g., jobs, 

housing, money) available through family and friends, many of the men led what they termed 

“underground” or “down” lives, did not disclose their gay identity as many were uncertain or 

conflicted about their homosexuality, and often abused substances (e.g., cocaine, crystal meth, 

alcohol). The “underground” or “down” part of their lives consisted of sneaking out of the house, 

and cruising alone or with other gay men, sometimes Filipino, sometimes other ethnicities, at 

clubs, circuit parties, and other locations where gay men were known to congregate (including 

public parks, bookstores, department stores, bath houses). 

So it was a constant underground kind of thing, which was, you know, horrible on my 

part because it, you know, I’m putting myself at risk of these things.  Um, as far as, not 

telling my parents where I was going, coming home and telling them to leave me alone.  

Really just trying, you know, trying to avoid them as much as possible because I didn’t 

want them to know about my lifestyle. [232946, Filipino male, 22 years old, immigrant, 

lived in US 18 years, diagnosed with HIV in 2001] 

 

Some of the younger men also used the Internet to identify potential same-sex partners, 

many of whom tended to not be Filipino (the older men for the most part also tended to seek out 

non-Filipino men). The anonymity maintained by meeting potential partners via Internet chat 

rooms or at clubs or parties is likely associated with the lack of acceptance by family and friends. 
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As these Filipino men’s gay identities were socially unacceptable to family and friends, they 

were not allowed to bring potential partners to their homes, even if they were living outside the 

family home with non-gay roommates. Anonymity permeated public sex behaviors and 

environments, and provided for some a level of acceptance and independence lacking in their 

family-centered lives, and for some, even a relative feeling of safety (compared to bringing 

potential partners to their homes, even if they did not live with their families). 

I didn’t care [about having anonymous sex]. …  I was independent.  …  Because, 

meeting all these boys and, having sex and, nobody, no parents around. [232925, Filipino 

male, 34 years old, immigrant, lived in US 25 years, diagnosed in 1999] 

 

…in the bathhouses, it’s more safer.  You know, when you talk about the policemen or 

something like that.  But the only thing you, you have to prevent to, is the disease, the 

HIV because I think most of, I think HIV you can get it anywhere. … Not only in 

bathhouses. Because you know if you’re going to bring it to your house, sometimes it’s 

hard to bring anybody in the house because, of uh, you know uh, they may kill you or 

they may, you know.  You never know, you know. And also I respect, the house, you 

know.  Especially, you know, uh, because of the, that’s the place I live. … I think better 

be in the bathhouse or in the hotel. [232929, Filipino male, 52 years old, immigrant, lived 

in US 35 years, diagnosed in 2001] 

 

Indeed, when many of these men were able to move out of their parents’/family’s house, 

many moved to more central urban areas some very far from the neighborhoods where their 

family and friends had situated their lives. Not surprisingly, those who lived with friends, 

primarily in groups (e.g., fraternity brothers, acquaintances met through clubs), lived with 

different social norms and acceptable behaviors than those who lived with their families. Some 

of these groups provided much needed social support, acceptance, and role models. 

See, my fraternity brothers, they’re like, my huge, huge, huge, support system. They were 

my family basically, outside my family.  I needed that.  I needed someone to identify 

with. I didn’t have, like all my years of growing up, I didn’t have anybody to look up to 

or, even, identify with.  Everybody else, my brother was looking up to my dad.  I mean, 

you know, if I had a sister, I’m sure she would be looking up to my mom.  I had nobody, 

like I didn’t know who was gay in my family.  I didn’t know, I didn’t have any gay 

relatives.  I didn’t have any gay friends to talk to about my issues.  So then when I finally 

met, like this community that was so positive, I mean, they weren’t, like, my other friends 
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that were in [California city] who were like sleeping with people, doing drugs and 

drinking.  They were like really cool people who were doing community service, who 

were, you know, really working to make, the gay life happen, basically. Not like, not like 

the bad side of gay life. But the good side, like they weren’t promiscuous or anything. 

[232946, Filipino male, 22 years old, immigrant, lived in US 18 years, diagnosed with 

HIV in 2001] 

 

Many other Filipino men, however, reported that their roommates, co-workers, and 

friends tended to encourage riskier life styles and behaviors with respect to HIV transmission. In 

essence, the support networks available to many of these men, that accepted and encouraged 

their gay identities or homosexual practices, also tended to coincide with networks, places, and 

behaviors that put these men at high risk for HIV transmission. Many of the men reported that 

they were able to obtain illicit drugs (many times at no cost) and many regularly became drunk 

or high at these cruising sites, clubs, and circuit parties. These activities constituted regularizing 

interactions at familiar places, associated with anonymous sexual contacts (some indicating that 

they preferred Asian, especially Filipino partners, others avoiding Filipino male partners), 

substance use, and socializing. Close friends and confidants tended to be those individuals who 

could both understand and accept the men’s gay identity, but also tended to be individuals who 

were drug users/dealers, or who frequented anonymous sex environments. 

(And um, why would you, why did you see him as someone that close?) Cuz I was, able to 

talk to him.  Like I didn’t have to hide myself.  I was free to talk to him about, 

everything.  Uh, we shared the same hobbies, boys, sex, crystal meth. (So if you ever 

needed anything, was, was he someone you would turn to?) Yeah. [232925, Filipino 

male, 34 years old, immigrant, lived in US 25 years, diagnosed in 1999] 

 

Social disruptions, such as romantic break-ups or moving away from family, friends, and 

familiar places, often led these men to seek the relatively familiar environments of gay bars, 

clubs, and parties.  Many of these men reported that even if they chose to live in places without 

friends and/or family nearby, the familiarity of the club and party scene enabled them to engage 

with other gay men, providing them with a set of familiar routines and gay-friendly 
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environments even if the people and places themselves were different. The familiar routines and 

environments (though distinct places) of gay clubs, cruising sites, and circuit parties provided a 

sense of stability, though these routines and sites also created conditions where HIV transmission 

was likely.  

Uh, no, I didn’t know anyone [when I moved to a state in the southeastern US], but, but I 

kind of like wanted to work there on my own too, and start like, new, a new life.  But 

then again, it didn’t happen that way.  I ended up like knowing all the people in bars and 

clubs.  Even managers. [232935, Filipino male, 49 years old, immigrant, lived in US 28 

years, diagnosed in 1986] 

 

(And then after you, you guys, uh, broke up?) Split. (Uh, what’d you do?  How did you 

get back into, the social scene?) I went back to the bar scene. [232930, Filipino male, 53 

years old, immigrant, lived in US 30 years, diagnosed in 1999] 

 

HIV diagnosis: disruption and transition. HIV diagnosis was a severe disruption for all of 

these men, changing their self-images, networks and regular social interaction patterns, and the 

places they lived, worked, and recreated. These changes were often severe and unhealthy, 

especially in the period immediately following HIV testing and diagnosis. Romantic 

relationships dissolved, family relationships underwent sometimes positive, but often negative 

shifts, work was disrupted or ended, friendships often changed (some relationships intensified, 

others ended), participation in collective action became much more uncertain (many did not want 

to be paraded in public, some became quite committed to promoting HIV prevention as their 

self-identity changed, and stigma in the API community meant a high degree of hiding of the 

condition even within households).  

Many of the men sought an HIV test because they were feeling abnormally ill. Many saw 

themselves as physically healthy individuals, so shortness of breath, non-healing wounds, and 

other severe physical symptoms led them to clinics, physicians, or emergency rooms. Many did 

not believe or refused to consider that HIV might be the cause of their physical ailments, and all 
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recounted devastation and trauma at hearing the news that they were HIV positive, or for some, 

that they were diagnosed with AIDS. Following the results of the HIV test, these men reported a 

variety of responses, but in general, the transition period from HIV/AIDS diagnosis to living 

with HIV/AIDS was frequently described as chaotic. Many turned to cocaine, heroin, and crystal 

meth to try to cope with hopelessness, severe depression, and what they believed was imminent 

death.  

I started doing heavy drugs [after I received my HIV positive test result]. … I wanted to 

kill myself.  … I was doing, excessive amount of, not just crystal, I was doing, you know, 

I mean, I tried heroin, I tried, um, PCP.  I tried, smoking crack.  I tried, primos.  I tried 

hydroglass, crank, peanut butter crystal, paint crystal.  I tried uh, mushrooms.  I tried uh, 

angel dust.  I tried, oh, every drug, you name it.  Acid. … (And um, was there anyone that 

you, you feel, you felt like you could turn to during this time?)  Um, no.  I didn’t feel that 

I, I didn’t feel comfortable, where, you know, I didn’t feel comfortable going to, any of 

the group.  No. (And um, did you, talk to your, your therapist?  About this?  After when 

you got your results?) Um, yeah, but it was, like, too shocking for me.  I didn’t want to, 

talk to anybody after.  Because I had to, rethink my life. So I wanted to be left alone. 

[232949, Filipino male, 32 years old, immigrant, lived in US 20 years, diagnosed in 

1995] 

 

The often negative response by family and friends made these severe disruptions in self-

image and perception of mortality even worse for these men. Many of the men reported that once 

their families were informed about their HIV positive status, they would engage in ostracizing 

behavior meant presumably to protect the HIV negative family members from HIV transmission, 

such as bleaching the plates and utensils used by these men or providing them with separate 

plates of food and utensils. Such ostracizing behavior, however, based on misunderstanding of 

HIV transmission modes, served to stigmatize these men, emphasizing their social differences 

from the family, and often resulting in social separation between these men and their families. 

Many tried to educate their families about HIV transmission, with some more successful than 

others. One man reported that because his family (he lived with his sibling and her family) 
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continued to bleach the plates he ate from, he asked that the family use disposable plates 

[232939]. 

Uh, you know at first I noticed that, um, you know, she [my mother], she was careful as 

far as sharing utensils with me. But, um, I had to tell her, you know, you know, that, 

don’t get the HIV, from sharing utensils and all that stuff.  And, you know, one time I 

was hurt because she was trying, to separate, you know, I knew and you know, she was 

washing the dishes and she separated my utensils and my dishes and, and I asked her 

what, why are you trying to separate it?  You know.  Oh, just for our protection.  And I 

said, you know, you don’t get HIV from, you know, sharing utensils. [232932, Filipino 

male, 40 years old, immigrant, lived in US 15 years, diagnosed in 1990] 

 

Yeah.  You know when, when, when I was going to the place, and, they [my brother and 

his family] invited me, oh, I have my own plate.  I have to, have my own plate.  My … 

spoon and fork, and my cup. And my cups, you know?  And it was so, how do you call 

that? … And I get, I, I got tired of that. Then I started not going to their place.  I said why 

would I go there because they, I tried to, to teach them, about HIV but they, they have, 

uh, they, didn’t have, this effort to, learn about HIV.  So I started not going.  I, I stopped 

going to my brother’s place cuz I’m tired of like, I can, I can have a really nice dinner 

and lunch in my place, you know? [232926, Filipino male, 49 years old, immigrant, lived 

in US 7 years, diagnosed in 1998] 

  

There were also negative impacts of HIV diagnosis on friendships and romantic 

relationships. Most of these men felt that they could not or would not speak to friends about their 

HIV positive test result, because of embarrassment or fear of disclosure to other members of the 

social network. Many isolated themselves from their friends and family, especially because of 

concerns about “back-stabbing” and gossiping, but also because of difficulty in asking for help.  

Many believed that their friends and family might have suspected that HIV or AIDS might be a 

possibility. A diagnosis of pneumonia along with possible gay identity provided a sort of social 

code that signified HIV positive or AIDS diagnosis to family or friends, with some of the men 

disclosing to their families their HIV positive status as families came to the hospital to help care 

for them when they became acutely ill. 

But some of my other friends, I’m very embarrassed.  Yeah, that uh, you know, that I 

have AIDS.  They know, but, because I, I don’t mind it, I don’t mind it.  I’m like my 
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friend, that who lives, my other friend C. that he doesn’t want to do that he is uh HIV.  

He just telling that he is, only got, pneumonia. … I know I understood that if you’re gay 

and you have pneumonia, it’s understood that you have AIDS, you know.  [232929, 

Filipino male, 52 years old, immigrant, lived in US 35 years, diagnosed in 2001] 

 

HIV diagnosis did not necessarily however bring abrupt disconnections from networks 

associated with circuit parties, clubs, or substance abuse. Some of the men reported that they 

disconnected from their “druggie friends” and stopped looking at web sites associated with risky 

behavior.  

I hang out more, a lot, at sober places.  Or where, you know, I hang out with sober 

friends, it’s a simple life.  Because before it was chaotic.  Now I just want, I’d rather be 

home. [232925, Filipino male, 34 years old, immigrant, lived in US 25 years, diagnosed 

in 1999] 

 

Others reported a more moderated disconnection from their former associates, web sites, 

and places where they used to congregate prior to their HIV test, for example, reporting that they 

still went to circuit parties but that they did not consume alcohol or use drugs. A few others 

however reported still engaging in risky behaviors, such as substance use and unsafe sex 

following HIV diagnosis, and a few suggested that social interaction was more difficult for them 

now that they were sober. 

After the present time?  I’m still doing it [cocaine].  But, not compared to some of my 

friends.  They’re doing it everyday.  They spend hundred and thousands.  Me, not like 

that.  It’s only like, cuz we’re, when I do that, as long as you do it in, control, you control 

it and in the right, uh, way, you feel more, it, it lessen the, the burden of, the burden 

you’re carrying, the problems. [232933, Filipino male, 50 years old, immigrant, lived in 

US 18 years, diagnosed in 1992] 

 

There were also many positive changes in social interaction that emerged after the 

chaotic transition following HIV diagnosis. These positive responses by family, friends, co-

workers, and other social network members helped to restabilize these men into more self-

affirming, healthy, and productive life routines. Support from family often coincided with 

chronic illnesses experienced by other family members; cancer was often seen as a bridge 
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between these men and their HIV positive/AIDS condition and a family member coping with a 

cancer diagnosis. Other men indicated that their HIV diagnosis overcame barriers to 

communication with their family about their gay identity. 

Uh, at that time also, my dad was diagnosed with cancer. And, me and my dad was 

talking and you know, and fighting with the, and my mom realized that my dad was 

crying over the phone.  And, that’s how she knew, that uh, that I have uh, oh, everything 

they think at the time is AIDS that, you know, you’re going to die soon.  I said no, it 

doesn’t, it’s not that way. … And we became more closer after I was, I became more 

closer to my father. [232935, Filipino male, 49 years old, immigrant, lived in US 28 

years, diagnosed in 1986] 

 

(Were you, did you feel comfortable bringing them [gay friends], home to like, family 

parties as your friends?) Uh, not, after I was diagnosed.  Before I was diagnosed, no. 

(You didn’t bring them home? As friends?) No. (But after you were diagnosed, you felt 

comfortable?) Right. [232923, Filipino male, 39 years old, immigrant, lived in US 23 

years, diagnosed in 1995] 

 

Support from and trust in friends was often defined as not disclosing the men’s conditions 

to others, talking frequently and regularly, and keeping these men from abusing drugs, alcohol, 

or engaging in other risky behaviors. Supportive relationships provided stability and a positive 

alternative to the more familiar places and networks linked to drugs, alcohol, and anonymous 

sex. 

Now [my life now], it’s, it’s getting, better.  It’s much better.  It’s not so chaotic. … I, try 

to uh, hang out with positive people, you know.  There’s one, couple of friends that I visit 

almost daily basis, you know.  And, and I’ve tried to do the right thing you know.  Even 

when I want to go cruise, you know, just to, get on the bus, you know, Silverlake or 

bookstore, it’s just like, oh, that’s so embedded, embedded in my damn brain, you know.  

To go cruising in the gay area.  It’s just, sicko, you know.  I’m 32 and I’m getting tired 

of, you know, going to the bookstore and that’s where all the gay men cruise at the 

bookstore.  It’s just, it’s so repetition, just, it’s like a turn off to me now, you know.  

Maybe I’m getting older. [232949, Filipino male, 32 years old, immigrant, lived in US 20 

years, diagnosed in 1995] 

 

Life after HIV diagnosis: changing needs and giving back. Though many of the men were 

beneficiaries of income maintenance programs because through federal disability programs 

(SSDI or SSI), many of the men were employed, most part time but some full time, most in 
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organizations or capacities related to HIV/AIDS programs or subsidized housing. Some operated 

their own small businesses (usually related to service industries, such as consulting, clothing, or 

imports), with some earning money in the informal sector. 

However, even with these programs or employment, the need for material and emotional 

support intensified for many of these men following diagnosis, especially for those who became 

unable to work as a consequence of inconsistent physical and mental health. Many talked about 

needing help with basic daily survival (such as food/nutrition, transportation) and with housing, 

medical care, and mental health care and emotional support. Many looked to API focused AIDS 

service organizations for help in these areas, and interestingly, all of the men commented that 

they became aware of or decided to inquire about possible services at APAIT because of friends 

who knew about the organization or who worked as staff in the organization who brought them 

to the agency.  

Part of the reason for this is the commitment by many of the men interviewed to 

educating or helping other API men who become HIV positive/AIDS diagnosed to find social 

support and to understand and navigate the social service delivery system. Many of the men who 

were in recovery served as sponsors or contacts for others (APIs and non-APIs) who faced crisis 

situations or who were experiencing relapse in terms of substance use. In such situations, these 

men, usually as volunteers though some were paid staff, provided an emotional anchor for many 

experiencing similar kinds of substance abuse, mental health, and physical health challenges.  

They’ll call me at two o’clock in the morning to say they’re craving crystal meth.  Uh, 

then I had to, have to talk to them.  Talk them out of it or, people call me.  Oh, I relapsed, 

can you help me go through a drug rehab?  I drive there and, pick them up, drop them off.  

I don’t have food to eat.  I said come over, you know.  I’ll give them the food or 

whatever. (How often do you, do you, have people, asking you for help?) Well, every 

Friday, people call me to take them.  That’s every Friday, like today, I have to do it too.  I 

have to, take people to, crystal meth meetings.  I would go to the drug, uh, drug recovery 

house.  I would take, four people. Take them there, take them back. (So would you 
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consider that, volunteer work or is that?) No. I would consider that, being of service. 

[232925, Filipino male, 34 years old, immigrant, lived in US 25 years, diagnosed in 

1999] 

 

And so, yeah.  I would say, that I, I, gladly provide that [HIV prevention] information 

and then if I get a sense that, uh, some of my friends are carrying out risky behaviors, 

then you know, they know I’ll [laughs] jump on their case. Yeah.  Yeah, as a friend. You 

know, it’s like I’m not going to, I’m not gonna be moralistic about it. Because for me, 

I’ve lived, as many years as I have, there’s not too many things I haven’t done. So 

whatever they tell me is not going to be really surprising. … You know in that regard, 

um, so what’s different also [about my life now after being diagnosed with HIV]?  Um, I 

think, being able to be, a positive role model.  In both senses, you know. Someone 

positive and as a positive role model, in terms of, how do you live with this disease. 

[232927, Filipino male, 58 years old, US born, diagnosed in 1989] 

 

Emotional support is particularly important as friends and acquaintances die. As several 

of the men commented, though attendance at API support groups for people living with 

HIVAIDS can be helpful in terms of regularizing interaction with others facing similar 

circumstances, emotional ties to support group members can also lead to sadness and depression 

as members die.  

Peers, yeah.  I’ve seen a lot of people die. You know, in my eyes.  In front of my eyes, 

actually. You know. [232936, Filipino male, 40 years old, immigrant, lived in US 18 

years, diagnosed in 1993] 

 

So he’s at that point where a lot of his cohorts are starting to become sick or they died off 

already. And so, um, friendship, is one of those things that’s, the hardest to develop. 

[232927, Filipino male, 58 years old, US born, diagnosed in 1989] 

 

Perhaps as a consequence of this probable disruption in their social network, several men 

chose to interact with the API support group at APAIT in cautious and minimal ways. Moreover, 

as with social relationships prior to HIV diagnosis, there remained distrust, jealousy, and conflict 

within API social networks centered on HIV/AIDS. Consequently, the provision of and 

accessing emotional support through social interaction remained complex after life for these men 

became more stable. That is, being HIV positive/AIDS diagnosed did not erase individual 

conflicts or distrust for some of these men, and as the network of individuals was rather small, 
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many of these men tended to know one another, creating overlapping networks with supportive 

and sometimes not so supportive dimensions. 

We [the API support group members] have a picnic.  And I am the one who’s bring the, 

some of the food. … I think I’m, I think I’m bringing all, I’m bringing, I’m bringing all 

the food. … I, I’m not, cooking them, I’m just bringing them, to make them happy.  

Even, even the, even the guys that I don’t like.  I’m feeding them because … it’s like give 

and take. [232930, Filipino male, 53 years old, immigrant, lived in US 30 years, 

diagnosed in 1999] 

 

 

Conclusion: An agenda for research and implications for policy/practice 

This paper has argued that clarifying, using, and expanding social capital in 

impoverished, marginalized, and socially excluded communities to improve health requires an 

understanding of the disruptive as well as the supportive and cooperative elements of social 

relationships in specific time-space situations. Disruption may not only influence the ways that 

social relationships form and are sustained, but may also be effective means for acquiring 

resources and improving health. 

But as this paper has shown, clarification is needed to better understand how disruption 

centrally defines social capital’s role in health and well-being. The national survey data pointed 

to racial/ethnic differences in available assets and resources, but also similarities in how trust in 

neighbors, police, and local governments is associated with self-assessments of better health and 

community quality. The qualitative analysis highlighted the complex ways that social networks, 

resources, and group interaction contribute to capacity to deal with HIV/AIDS diagnosis, but 

also in enabling high risk behavior in places where HIV transmission is likely to occur. 

To better understand the complex nature of healthy and unhealthy social and spatial 

interactions, future research should emphasize disruption in social relationships, conceptualizing 

sudden changes in social relationships, conflict and resistance, and how larger societal 
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dimensions influence individual and community level interactions (i.e., conflict may be an 

effective means of relationship formation and resource acquisition in particular social contexts). 

Research should clarify the formation, dismantling, and sustainability of social capital for 

strategic purposes (i.e., dismantling some social networks may not always be a bad thing). 

Researchers should work to better understand how varying types of disruption may lead to 

improved health and well being. 

Hybrid social capital (spatially overlapping networks associated with economic, social, 

political, health quality and potentially with degraded health and well-being) means that there is 

a need to clarify social network change over time (shrinkage/expansion), resource availability 

change (limits on some resources, expansion in other resources, and need for synchronizing 

resource availability and need), the health promoting/denigrating dimensions of social capital 

(especially what can be done to disconnect the networks and resources leading to illness, injury, 

and death from those promoting health and well-being), and the spatial characteristics that 

facilitate and regularize these social interactions. 
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Figure 1. Disruptive Social Capital – Conceptual Model 
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Table 1a. Variable names and values – Saguaro Seminar Social Capital Benchmark Survey – Community Sample 

Variable Values Blacks/African 

Americans 

(N=3172) 

Latinos 

/Hispanics  

(N=2392) 

Asian Pacific 

Islanders 

(N=680) 

Dependent:                Goodhealth 0=poor, fair, or good health, 1=very good or 

excellent health 

0=47%  

1=53% 

0=50% 

1=50% 

0=41% 

1=59% 

Dependent:                   GoodQol 0=poor, only fair, good quality of community, 

1=excellent quality of community 

0=77% 

1=23% 

0=73% 

1=27% 

0=66% 

1=34% 

Socio-demographic     

Gender 1=male, 2=female 64% Female 55% Female 53% Female 

Age Age in years    

Metstat 1=In center city of MSA, 2=Outside center 

city of MSA but inside county of center city, 

3=Inside a suburban county of an MSA, 4=In 

an MSA that has NO center city, 5=Not in an 

MSA 

75% in center 

of MSA 

59% in center 

of MSA 

53% in center 

of MSA 

Livcom 1=<1 year, 2=1-5 years, 3=6-10 years, 4=11-

20 years, 5=>20 years, 6=all my life 

30% 1-5 years, 

22% >20 years 

38% 1-5 years, 

20% 6-10  

43% 1-5 years, 

17% 6-10 

Individual assets/human capital     

Income (1999 total household) 0= $20K or less; 1= >$20K, <$30K; 2= 

<$30K, unspecified; 3= $30K, <$50K; 4= 

$50K, <$75K; 5= $75K, <$100K; 6= $100K 

or more 

22% $20K or 

less, 25% $30-

$49K 

26% $20K or 

less, 23% 

>$20-$29K, 

23% $30-$49K 

19% $30-

$49K, 20% 

$50-$74K, 

21% $100K 

Educ_all 1=<high school, 2=high school diploma/GED, 

3=some college, 4=AA degree (2 years) or 

technical training, 5=bachelor’s degree, 

6=some graduate training, 7=graduate or 

professional training 

30% high 

school 

diploma, 27% 

some college 

27% <high 

school, 32% 

high school 

diploma, 18% 

some college 

20% some 

college, 28% 

BA/BS, 27% 

graduate/prof. 

training 

Own 0=rent, 1=own 54% own 44% own 50% own 

Social/Life disruptions    Mardisr 0=single or current married, 1=widowed, 

divorced, separated 

28% marital 

disruption 

18% marital 

disruption 

8% marital 

disruption 

Citiz 0=not US citizen, 1=US citizen 99% citizens 65% citizens 67% citizens 

Kidsyes 0=no children, 1=children in household <17 51% children 60% children 45% children 
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Table 1b. Variable names and values – Saguaro Seminar Social Capital Benchmark Survey – Community Sample 

Variable Values Blacks/African 

Americans 

(N=3172) 

Latinos 

/Hispanics  

(N=2392) 

Asian Pacific 

Islanders 

(N=680) 

Social capital: networks   Friends 1=no close friends, 2=1-2, 3=3-5, 4=6-10, 

5=more than 10 

32% 1-2,  

36% 3-5 

25% 1-2,  

35% 3-5 

19% 1-2, 41% 

3-5, 23% 6-10 

Confide 1=nobody, 2=one, 3=two, 4=three or more 58% 3 or more 52% 3 or more 66% 3 or more 

Social capital: interactions     

Famvis2 0=never, 1=once, 2=a few times, 3=2-4 times, 

7=5-9 times, 12=about once a month on 

average, 24=twice a month, 52=once a week, 

60=more than once a week 

Mean=24, 

standard 

dev=23, 

range=0-60 

Mean=20, 

standard 

dev=22, 

range=0-60 

Mean=16, 

standard 

dev=20, 

range=0-60 

Frndhom2 0=never, 1=once, 2=a few times, 3=2-4 times, 

7=5-9 times, 12=about once a month on 

average, 24=twice a month, 52=once a week, 

60=more than once a week 

Mean=20, 

standard 

dev=22, 

range=0-60 

Mean=19, 

standard 

dev=22, 

range=0-60 

Mean=22, 

standard 

dev=21, 

range=0-60 

Neisoc 1=never, 2=once a year or less, 3=several 

times a year, 4=once a month, 5=several times 

a month, 6=several times a week, 7= every 

day 

17% never, 

25% several 

times a month, 

24% everyday 

23% never, 

23% several 

times a month, 

18% everyday 

14% never, 

20% several 

times a month, 

12% everyday 

Social capital: community action     

Project 0=no, 1=yes 64% no 72% no 70% no 

Voltime2 0=never, 1=once, 2=a few times, 3=2-4 times, 

7=5-9 times, 12=about once a month on 

average, 24=twice a month, 52=once a week, 

60=more than once a week 

Mean=8, 

standard 

dev=16, 

range=0-60 

Mean=5, 

standard 

dev=12, 

range=0-60 

Mean=6, 

standard 

dev=13, 

range=0-60 

Social capital: trust              Trnei 1=a lot, 2=some, 3=only a little, 4=not at all 21% a lot, 44% 

some 

21% a lot, 35% 

some 

32% a lot, 49% 

some 

Trcop 1=a lot, 2=some, 3=only a little, 4=not at all 23% a lot, 42% 

some 

40% a lot, 34% 

some 

44% a lot, 40% 

some 

Tgloc 1=just about always, 2=most of the time, 

3=some of the time, 4=hardly ever 

25% most, 

55% some 

28% most, 

48% some 

38% most, 

48% some 
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Table 2. Individual Assets and Social Capital Influences on Health (odds ratio, 95% confidence interval) 

Variable Blacks/African Americans 

(N=3172) 

Latinos/Hispanics  

(N=1959) 

Asian Pacific Islanders 

(N=576) 

Socio-demographic                            Gender 0.74*** [0.63, 0.86]   

Age  0.98*** [0.97, 0.99] 0.98** [0.96, 0.99] 

Metstat 1.02 [0.95, 1.09]   

Livcom 0.93** [0.88, 0.98]   

Individual assets/human capital        Income  1.19*** [1.12, 1.26] 1.07 [0.97, 1.17] 

Educ_all 1.21*** [1.15, 1.27] 1.14*** [1.07, 1.22] 1.20*** [1.08, 1.34] 

Own 1.08 [0.92, 1.27] 1.10 [0.89, 1.35]  

Social/Life disruptions                      Mardisr 0.62*** [0.53, 0.73]   

Citiz  1.39** [1.11, 1.75]  

Kidsyes 1.37*** [1.18, 1.59]   

Social capital: networks                    Friends 1.07 [0.99, 1.15] 0.96 [0.88, 1.05]  

Confide  1.02 [0.91, 1.14]  

Social capital: interactions               Famvis2  1.00 [0.99, 1.00]  

Frndhom2 1.00 [0.99, 1.00] 1.00 [0.99, 1.01]  

Neisoc 1.00 [0.96, 1.03] 1.07** [1.02, 1.12]  

Social capital: community action       Project 1.20* [1.02, 1.42] 1.12 [0.88, 1.41]  

Voltime2 1.00 [0.99, 1.01] 1.00 [0.99, 1.01]  

Social capital: trust                               Trnei 1.03 [0.94, 1.13] 0.85** [0.76, 0.95] 0.79 [0.62, 1.01] 

Trcop 0.90* [0.82, 0.98] 0.87* [0.79, 0.97] 0.82 [0.65, 1.02] 

Tgloc 0.87* [0.78, 0.97] 0.80*** [0.71, 0.90]  

Measures of model fit Log likelihood = -2082.6 Log likelihood = -193.9 Log likelihood = -370.0 

 Prob > chi2 = 0.0001 Prob > chi2 = 0.0001 Prob > chi2 = 0.0001 

 Pseudo R
2
 = 0.05 Pseudo R

2
 = 0.14 Pseudo R

2
 = 0.05 
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Table 3. Individual Assets and Social Capital Influences on Community Quality of Life (odds ratio, 95% confidence interval) 

Variable Blacks/African Americans 

(N=3145) 

Latinos/Hispanics  

(N=1956) 

Asian Pacific Islanders 

(N=571) 

Socio-demographic                            Gender 0.87 [0.72, 1.04]   

Age 1.00 [0.99, 1.01] 1.00 [1.00, 1.01] 1.00 [0.99, 1.02] 

Metstat 1.09* [1.01, 1.19] 1.22*** [1.10, 1.35]  

Livcom  0.96 [0.88, 1.06] 1.08 [0.91, 1.29] 

Individual assets/human capital         Income  1.03 [0.97, 1.10] 1.19** [1.06, 1.33] 

Educ_all 1.06* [1.00, 1.12] 1.06 [0.98, 1.13]  

Own 1.56*** [1.29, 1.90] 1.60*** [1.25, 2.04] 1.79** [1.13, 2.84] 

Social/Life disruptions                      Mardisr    

Citiz  1.37* [1.03, 1.81] 1.13 [0.70, 1.82] 

Kidsyes  0.82 [0.65, 1.04] 1.16 [0.77, 1.74] 

Social capital: networks                     Friends 1.04 [0.95, 1.13] 1.04 [0.94, 1.16]  

Confide  0.97 [0.86, 1.11]  

Social capital: interactions               Famvis2    

Frndhom2  1.00 [0.99, 1.01]  

Neisoc 1.03 [0.98, 1.08] 1.03 [0.97, 1.09]  

Social capital: community action       Project 1.03 [0.85, 1.26] 1.34* [1.03, 1.74] 1.43 [0.94, 2.17] 

Voltime2 1.00 [0.99, 1.01] 1.00 [0.99, 1.01]  

Social capital: trust                                Trnei 0.51*** [0.45, 0.58] 0.71*** [0.61, 0.81] 0.36*** [0.26, 0.50] 

Trcop 0.82*** [0.73, 0.91] 0.62*** [0.54, 0.71]  

Tgloc 0.70*** [0.61, 0.80] 0.68*** [0.59, 0.78] 0.85 [0.64, 1.13] 

Measures of model fit Log likelihood = -1483.8 Log likelihood = -977.4 Log likelihood = -305.3 

 Prob > chi2 = 0.0001 Prob > chi2 = 0.0001 Prob > chi2 = 0.0001 

 Pseudo R
2
 = 0.12 Pseudo R

2
 = 0.15 Pseudo R

2
 = 0.16 
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Table 4. Sociodemographic and HIV/AIDS characteristics of interviewed Filipino men living with HIV/AIDS 

 

Variable Mean or % Standard Deviation Range 

Age (N=51) 43.5 years 10.8 years 22-62 years 

Years since immigrated to US 

(N=39; 8 were born in US) 

20.2 years 8.7 years 0-37 years 

Monthly expenditures (N=47) $ 972 $ 702 $186 - $3400 

Years since HIV positive/AIDS 

diagnosis (N=46) 

9.4 years 5.5 years 0-21 years 

Race/Ethnicity (N=48) 77% Filipino; 21% Mixed Race/Ethnicity 

Employed? (N=49) 51% employed; Mean hours worked per week (N=25) = 34  

Sexual Orientation (N=50) 96% homosexual (sex only with men); 4% bisexual 

City Received HIV Test Result 

(N=47) 

66% Los Angeles, 17% in city in Los Angeles County, 6% in 

New York City, 4% in Orange County, 4% in San Francisco 

Facility Where HIV Tested (N=44) 52% community health clinic, 25% private physician, 23% 

public health department 
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