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INTRODUCTION

While anyone can acquire HIV, infections dispropmrately affect certain populations
due to inequities in social and structural deteemts of health (SDOH), e.g., racism, stigma,
discrimination and barriers to servicesn the U.S. and abroad, men outpace women in ART
adherence and sustained viral suppressi®ander norms are often usedstosexplain these sex
differences , as women tend to have more respditistbthan men (e.g., primary caretaker of
dependent childrer).

Compared with women of other races and ethhniciBésgk of African American
(hereafter referred to as Black) women are dispiteptately affected,by HIV in the United
States, with the rate of new HIV infectionsd@@mondadk women estimated to be 13 times that of
White women and 4 times that of Hispanié/Latina veath

In the modern era of HI\dprevention, use,of antoetal therapies (ART) to maintain
viral suppression is integrakto reaching Uniteat&t (U.S.) HIV prevention goals. By achieving
and sustaining viral suppression, peoplexcan hase mormal life expectancy and will not
transmit HIV toofféks through séxAchieving the Ending the HIV Epidemic in the U. S
(EHEY goal to have 90% of,people with diagnosed HIV lijrauppressed by 2030 necessitates
increasing adherence to ART for people with HIV ({®)WHowever, Black and Hispanic/Latina
cis-gender women,may disproportionately strugghli wiedication adherence due to SDOH.

Previous research has identified numerous batwefRT adherence and viral
suppression, including stigma, limited access @itheare, transportation needs, and povéfty.
SDOH have also been shown to affect HIV care engage’**and may account for
racial/ethnic disparities in ART adherence andl\tppression among woméh.Using data
from the 2010-2014 cycles of the Medical Monitorigject (MMP), Nwangwu-lke et af.

examined racial and ethnic differences in viralgepsion among Black, Hispanic/Latina and
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White women with HIV in care and found differen@esecent viral suppression between Black
and White women and Hispanic/Latina and White woihan persisted even when controlling
for ART adherence, HIV disease stage, age, and SRQH homelessness, poverty and
education)* Additional unexamined variables like health ligyand intimate partner violence
may have further explained the observed racialietthifferences. While stadies suggests that
viral suppression increased among U.S. women bet@@&0 and 2015, racial/ethnic disparities
persisted***>Given that adherence is a primary determinadiraf suppression, the' current
study explores factors that may decrease racialethsparities,in ART adherence. The current
study also explores factors beyond adherence tagtianther explainyracial/ethnic disparities in

sustained viral suppression (SV$).

METHODS

Detailed MMP méthods have been deséritfddput briefly, MMP first sampled 16
states (including 6 separately funded jurisdictiamittin these states) and Puerto Rico from all
U.S. states, the District of Celumbias and PueltimRSecond, annual simple random samples of
adults with diagnosed HIV were drawn from eachipigiting state/territory from the National
HIV Surveillance System(NHSS), a census of U.8sqes with diagnosed HIV. For this
analysis, we‘used data from the 2015-2019 MMP dltaction cycles spanning June 2015
through May'2020; data were collected via phonace-to-face interviews and medical record
abstractions during June through the following Méagach cycle year. State/territory response
rates were 100% and ranged annually from 40-468tegperson level. MMP is an ongoing
public health surveillance activity and thus Ingiinal Review Board approval was not

obtained, although two participating jurisdictiat®se to obtain local approvals. Written or
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verbal informed consent was provided by all pgraats. Data were weighted based on
probabilities of selection, adjusted for non-resgedfi and post-stratified to NHSS population
totals by sex, race/ethnicity, and age.

We limited this analysis to Black, Hispanic/Latimad White adult cisgender women
who reported currently taking ART (n=4,505). Cisgenwomen were categerized based on
reporting female sex at birth and currently idgmtify as female. Blackwomen were those
reporting their race as Black or African Americarddheir ethnicCity as nonsHispanj€/Latina;
Hispanic/Latina women were those reporting thinigity as Hispanic/Latinaand could be of
any race; White women were those reporting th@e @s)\White anditheir@ethnicity as non-
Hispanic/Latina. Women taking ART weredasked\altbeir adherence to ART in the 30 days
before the interview using questions,fromia 3-ism@le®;: responses were recoded with equal
weighting to create a score thatdianged from O0-0®, a score of 100 indicating perfect
adherence, and dichotomized as perféct versushasperfect adherence. SVS was based on
medical record abstraction and definedas allVaradl measurements in the past 12 months
documented undeteetable or <200 copies/mL. Woménmwa medical record abstraction and
those with noviral loads documented were categdras not having SVS.

All.examined covariates were self-reported and mmegsover the 12 months prior to
interview,\exceptiwhere otherwise noted. Homelessmas defined as living on the street, in a
shelter, in & single room occupancy hotel, or @gaa Household poverty level was determined
using Health and Human Services poverty guidelffieistory of forced sex was defined as
ever being threatened with harm or physically fdrtehave unwanted vaginal, anal, or oral sex;
physical violence was defined as ever having b&gpsd, punched, shoved, kicked, choked, or
otherwise physically hurt by a romantic or sexusttiper. Responses to the items on the Patient

Health Questionnaire (PHQ-8) were used to defingjémor other depression” according to
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criteria from the DSM-IV?* The Generalized Anxiety Disorder Scale (GAD-7Yadidated 7-

item scale, was used to screen for and measusetiegity of GAD symptoms over the past 2
weeks?? Unmet need for transportation assistance wasetbfis needing but not receiving
transportation assistance. Binge drinking wasngefias having4 alcoholic beverages in a
single sitting on at least 1 day during the 30 dagfere the interview. Reeeipt of outpatient HIV
care was measured through medical record abstnagtithe person’s most frequent source of
HIV care. HIV care engagement was defined as hangogived at least two,of the following
elements of outpatient HIV care at least 90 daypstapnCounter, with'an HIV care provider
(could also be self-reported), viral load test lesiD4 test result, HIV resistance test or tropism
assay, ART prescription, prophylaxis against pnexysiis carinii pneumonia (PCP) or
Mycobacterium avium Complex (MAC) disease.

For this analysis, we firsté@stimated the'weighgertentages and associated 95%
confidence intervals (Cls).ef,the primary outcor®RT adherence and SVS) and covariates of
interest, overall and byirace/ethnicity. ABsoluiféedences in characteristics and outcomes
between Black@rsus White women; and Hispaniafeatiersus White women, were assessed
using prevalence differences. Covariates of intenetuded demographic characteristics, social
determinants of Realth, behaviors, and clinicaialdes previously found to be associated with
the outcoames of interest.

Next, we assessed whether prevalence differenc&RThadherence and SVS by
race/ethnicity (i.e., Black vs. White women, Hisjgdnatina vs. White women) might be
explained by covariates of interest. We used maultable modeling to determine whether
prevalence differences were attenuated with thieisian of certain covariates. Our modeling
strategy involved several steps. First, we assesheath covariates were eligible for inclusion in

the multivariable model. Eligible candidates in@dddhose that were associated with
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race/ethnicity, based on results from Table 1,wmeack also associated bivariately with the
outcomes of interest based on Rao-Scott chi-sgeate (see supplemental appendix,

http://links.lww.com/QAI/C61). Next, we used forvdeselection to build multivariable models

assessing absolute disparities between race/dthaiail the outcomes of interest, beginning with
the variable with the strongest bivariate assamiatvith the outcome. Ateaeh, step, results were
compared with the base model (i.e., unadjusteccasms between‘race/ethnicityhand the
outcome) and variables were added one at a timleallrdandidate variables were included.
Models yielded from each step are presented inehats.»Finally, percentages were calculated
to assess relative differences in point estimatgs@valence differences between the adjusted
and unadjusted models. These percentagé€s repmeskatdegree to which incorporating
covariates accounted for racial/ethnic disparitiesutcomes.

For all analyses, prevalence differences and qooreding 95% Cls were estimated using
logistic regression with predicted marginal meaxisanalyses accounted for MMP’s complex
sample design and weights and were conddcted @s\sgsurvey procedures and SAS-callable

SUDAAN.

RESULTS

Characteristics of Black, Hispanic/Latina, and Whit adult women with HIV taking ART
AmongU.S. Black, Hispanic/Latina, and White adutimen with HIV taking ART,
61.3% were Black, 21.0% Hispanic/Latina, and 17\8%te; more than half (52.1%) were age
50 years and older, 40.8% had more than high sathatation, 66.6% were covered by public

health insurance only, and 71.1% had been livirtg WiV for 10 years or more (Table 1).
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Overall, 42.2% of women were ART adherent overpagt 30 days and 65.2% had SVS over the
past 12 months.

Analyses demonstrated several racial/ethnic dispatby sociodemographic, behavioral,
and clinical characteristics (Table 1). Black aridgdnic/Latina women were more likely than
White women to report living in households below thderal poverty levelphaving less than a
high school diploma or equivalent, having less werfce in completing health forms (health
literacy), and having unmet need for transportatissistanced Compared-‘te, White women,
Black and Hispanic/Latina women were less likelygport ART, adherence during the past 30
days, being recently incarcerated, ever havingt@iy offorced sexior physical intimate partner
violence, any drug use, or experiencing syfmptonenafety during the past 2 weeks. Compared
to White women, Black women were, more,likelydooegaving Ryan White HIV/AIDS
Program (RWHAP) coverage only or being uninsureexmeriencing a gap in health coverage,
and less likely to report symptoms ofdepressiahtarnave SVS. Hispanic/Latina women were
less likely than White wemen to report anypriviaisurance and more likely to be engaged in

HIV care.

Unadjusted and Adjusted Prevalence Differences in RT Adherence

The prévalenee of ART adherence was 38.6% amaoackBYomen, 42.0% among

Hispanic/Latina women, and 54.6% among White women.

The unadjusted PD in ART adherence between Bladk/dmite women taking ART was
-16.0 (95% ClI: -21.2 - -10.8,< .0001) (Table 2). After adjusting for househot/rty, unmet

need for transportation assistance, health literaicgt any gap in health insurance or coverage,
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the point estimate of the PD decreased by 11%4@-B5% CI: -19.8 - -8.6) < .0001),

although the difference remained statistically gigant.

The unadjusted prevalence difference in ART adloeréetween Hispanic/Latina and
White women taking ART was -12.7 (95% CI: -18.8% 5;p = .0001). After adjusting for
household poverty, health literacy, and unmet rfeettansportation agSistance, the PD

decreased by 24% to -9.6 (95% CI: -16.3 - -B.8,.005) and remainedisignificantiydifferent.

Unadjusted and Adjusted Prevalence Differencesdn\&s

In crude analyses, the prevalence of SVS was 6aeng Black'women, 69.0% among
Hispanic/Latina women and 70.4% ame@ng White woriiéxe. crude difference in SVS between
Black and White women was -7.94Cl: -12.92996, .0015). After adjusting for ART
adherence, household poverty, hiealth insurancef@geeype, and any gap in health
insurance/coverage, the PD decreased, by 379 1¢C5010.3 - 0.3p=.07). The crude PD for
SVS comparing White and Hispanic/Latina women wlag (Cl=-6.9 - 4.1)p=.61); hence, no
adjusted modgls were run.

DISCUSSION

The overall peréentage of women taking ART andntaaing SVS in the 2015-2019
MMP cyclesfwas below the goal outlined in the 26&@ional HIV/AIDS Strategy (NHAS) for
the United States—to increase viral suppressiomgrpeople with diagnosed HIV to at least
90%° Moreover, compared with White women (54.6%), ARIfierence was lower among
Black (38.6%) and Hispanic/Latina women (42.0%) eochpared to White women (70.4%),
SVS was lower among Black women (62.4%). Whils #tudy assessed 100% ART adherence

during the past 30 days, the finding that more woneached SVS during the year than reported
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past-month 100% ART adherence aligns, given virppsession only requires initial adherence
of 95% for many ART combinatiofisand requires only 80% of doses taken as prescfitred
protease inhibitor-boosted regimefis®

In this study, race- and ethnicity-specific modetse developed to identify which socio-
demographic, clinical, behavioral, and structuaaitérs reduced racial/ethmie,disparities in ART
adherence and SVS for Black and Hispanic/Latina aromith HIV. “We found that\prevalence
differences in these outcomes differ when compaBilagk wefmen to White,women and
Hispanic/Latina women to White women, implying tB@me factors may affect Black and
Hispanic/Latina women differently and may explaisp@rities observed in this study. For
example, this study did not observe a significafiétnce in"SVS between Hispanic/Latina and
white women, but we did observe a significant dédfee in SVS between Black and White
women. The observed Black-WAhite differencein, plewvee of SVS was no longer significant
after controlling for ART adherenceypoverty, heattSurance/coverage and gap in health
insurance/coverage. These findings are similaritr pesearch that demonstrated the
contribution of SDOMyto racial/ethnicidisparitiesviral suppression among women with HfY.
However, even after controlling forpoverty, unmeed for transportation help, low health
literagy(and for the Black-White comparison, gaealth coverage), differences in ART
adherence remained significant for both racialfetbomparisons. However, prevalence
differencestin ART adherence between Hispanic/lagind White women, both unadjusted and
adjusted, were lower than the prevalence differebetween Black and White wom&n.

To improve equity in HIV treatment and care outceramong women with HIV, our
findings suggest the need to address racial amicedisparities in poverty, need for
transportation assistance, health literacy, andistent health insurance coverage, and need for

implementing related solutions that will reducestiéequities in American society. Poverty had
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the biggest impact on Black-White disparities inTA&Iherence, unfortunately, the feasibility of
reducing or eliminating poverty is beyond what caasonably be expected in the short term.
However, while more direct solutions (e.g., inciregshe U.S. minimum wage to an affordable
living wage, standing up educational and employnasststance programs and resources in
needed communities, overhauling U.S. drug priconmhéke medicationsgmere affordable, etc.)
are not readily available to clinical and publi@hle practitioners, there are mechanisms and
practices that can be adopted by healthcare systansitherdinancially ingentivize persons
with HIV to attend appointments, fill ART prescrigns,&nd be,medically adherent to ART
(e.g., Financial Incentives for Viral Suppres$foa@ Cehters for DigeasefControl and
Prevention (CDC)-defined Best Evidencestructimtirvention’), or at a minimum, subsidize
these costs (e.g., paying for rideshare totrangatients to appointments). In addition, it is
important to identify mediators gf the poverty Wktreatment and care relationship to identify
factors that may be more readily addressed (esgredsion, social support, etc).

With respect to transportation assistance, an agt3.6 million patients experience
transportation baffiers to healthcare each §&afomen with HIV who are engaged in HIV care
can access transportation assistance via the Ryate WIV/AIDS Program. Structural-level
intervéntions for wemen needing transportationstasce can also include offering home
delivery'and 90-8ay prescriptions (as opposed td&@0prescriptiondj and medication
synchronization, or the practice of arranging &k @atient’s medications to be refilled on the
same daté’

Many racial/ethnic minority women in this study oefed limited health literacy, which
may translate into low self-efficacy to manage priggions—both of which can directly affect
medication adherence, and subsequently, basedrdimdungs, SVS. While an individual-level

approach to increasing patient self-efficacy toarsthnd and manage prescriptions might be to
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increase health literacy, intervening at a struadti@vel might involve, for example, providing
medication in blister pill packs with the date dimde on them for patients who take multiple
medications. Identifying and implementing solutidosincreasing medication adherence is
critical for increasing SVS.

Previous research suggests that the factors atsbevith racial/ethmie,disparities in
ART adherence and SVS observed in this study acelarriers to HIV, care engagement
reported by PWH not in caféPadilla and othet$ examineddualitative data to understand
barriers and facilitators to HIV care engagementrgrPWH who participatedin'the MMP from
June 2018 to May 2019 and were not engagedqn tdfé.Several'system-and structural-
related facilitators to engaging in care weré no8gtem-related facilitators included positive
attributes of patient-provider relationshipsepgqviders who are empathic, are nonjudgmental,
engage patients in a conversation, and take tidistém) and flexible appointments (e.qg.,
scheduled soon after requested orofféred outsdéibnal work hours§! Structural-level
facilitators of care included transportation, (€agcess to public and private transportation;
having availablefpublic transportation routes clmsbome and health care facilities; and
reducing, subsidizing or eliminating the cost ahiportation); health insurance (e.qg., reducing,
subsidizing or eliminating cost associated withksgg care); and financial help (e.g., being
employed and séeuring income is a precursor toisgekare)®! If research suggests that PWH in
care experience the same issues that those PWHwehad out of care report are barriers to
engaging in care, then an argument can be madéhthss in care are susceptible or at risk of
falling out of care if these issues are not adaéreés®lack and Hispanic/Latina women in this
study were “in care” with respect to taking ART{ gesparities in ART adherence and SVS were
still evident and associated with structural-lefeetors like transportation, health insurance, and

financial need (i.e., poverty). Simply being “inreais not enough to reduce these inequities.
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Patient-provider relations and healthcare discratiom are two factors not included in
the current analyses (due to changes across MMBscijwat precluded their inclusion) that may
help answer the question as to why racial/ethrgpatities in some outcomes were reduced but
not eliminated. An important caveat for succesgfifiplementing financial-based structural-
level interventions as proposed above is that,reedqrovider can directsapatient to financial
resources that will aid in their ability to be meally adherent, they ‘must first develop a rapport
with patients, as a lack of trust can subvert theessary step®f identifyingypatients who need
financial assistance. Negative clinical encounbgrsaciallethnie minority women are well
documented?** Increasing equitable access to MIV care and treitiseryices can be
accomplished by developing social and structuri@rientionsithat address the patient-provider
relationship as well as overcoming some of thegdl@iges by providing a “One Stop Shop” (or
all-inclusive) module of health-rélated serviceidaly.>**>The CDC’s Compendium of
Evidence-Based Interventions and)Bést Practicel irPreventiori® was developed to aid HIV
prevention providers and planners in identifying anplementing the most effective HIV
prevention withifft&ir communities and containagters on medication adhereficand
structural-level interventiog&.Any-future development of interventions to addnessal and
ethnig disparitiesiin,medication adherence and sirppression should be culturally tailored and
co-developed bythe population they purport tosasbiclusive efforts are needed to improve
communication and satisfaction with HIV care seesiamong women of coldfIn their
systematic review of social and structural deteamia of HIV treatment and care among black
women living with HIV infection, Geter, McCree a@aitton® suggested individual-level
interventions that empower black women to addigsscific poverty-related topics (e.g., unmet
needs like transportation, housing, and unemploynveith their providers (for resources) and

peers (for support) is highly dependent on the ldgweent of structural-level interventions that
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train medical staff and providers how to effectivehgage patients through non-stigmatizing
dialogue, thereby improving equity in HIV care drehtment outcomes.

This study was not without limitations. First, aysds were limited to women with HIV
who were taking ART, not all women with HIV. Whillkee proportion of PWH taking ART is
high overall (i.e., 83%° exploration of racial/ethnic disparities in AR Teamay vield useful
information, as ART use is a primary driver of VSecond, these data are cross=sectional, and
causality could not be established. Third, nonraspdias ispossible given,the response rates
for data collected in this study; however, reseduat shown a reduced risk of hias in well-
constructed probabilistic sampling frames with sflatetesponse fates, Jike MMPEourth, to
strengthen analyses given the small sample siz@sdmen per,year, each year of data for these
serial cross-sectional surveys were combined. Heweawve have confidence in our findings
given stable adherence and SV rates among wonmgrydie time frame under stud§/Lastly,
although we controlled for.severalvariables in analyses, this study did not fully account for
the disparities observed in ART adhereneejthusetmay be unmeasured factors that explain
these differencegEXamplesiinclude ragcial discriminatfSrand social-cultural factors like
religion/spirituality** and social connectedness or cohe$toRuture research should include
additional variables, not examined here as welluagigtive data from patients and providers to

inform the, development of tailored interventions facial and ethnic minority women with HIV.

CONCLUSION

Less than half of U.S. women with HIV who were takiART were medication adherent.
Furthermore, viral suppression was suboptimal dvenad significantly lower for Black women
in comparison to White women. Racial and ethngpdiities in HIV care outcomes must be

ameliorated if we are to meet the goals of the BH&E NHAS and realize a more equitable
14
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landscape for HIV prevention and care. The reconttagons outlined above align with the
CDC'’s Division of HIV Prevention’s priorities fohe Treat pillar of the EHE Specifically, to
consider provider-level or system-level strate@esmproving ART adherence and SVS, as
these strategies may have broader reach or besustanable, and develop interventions to
address the social determinants (e.g., economipialities) that negati ct ART use and

adherence and viral suppression among PWH.

15
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Table 1. Prevalence and Prevalence Differences (PD) of Socio-demographic, Clinical, Behavioral, and Structural Characteristics among White, Black,
and Hispanic/Latina Women with HIV taking ART — Medical Monitoring Project, United States, 2015-2019

Overall Black Women Hispanic/Latina White PD PD
Women* Women Black-White Hispanic/Latina-
White
n Wt. %t n Wt. %t n Wt. %t n Wit. %t Wt. %t p Wt. %t p
(95% Cl) (95% Cl) (95% Cl) (95% C1) (95% Cl) (95% Cl)
Total 4505 2844 61.3 952 21.0 709 17.8
(56.4-66.1) (16.2-25.7) (15.6-19.9)
HIV Study Outco
Adherent to ART, past 30 days
Yes 1893 42.2 1103 38.6 407 420 383 54.6 -16.0 <.001 -12.7 <.001
(40.5-43.9) (36.2-41.0) (3810%45.9) (50.1-59.1) | (-21.2--10.8) (-18.8--6.5)
No 2593 57.8 1724 61.4 543 58.0 326 454 16.0 <.001 12.7 <.001
(56.1-59.5) (59.0-63.8) (54,1462.0) (40.9-49.9) | (10.8-21.2) (6.5-18.8)
Sustained viral suppression¥
Yes 3029 65.2 1853 62.4 666 69.0 510 70.4 -7.9 .002 -1.4 0.614
(63.5-66.9) (60.2-64.6) (65.4672.5) (65.9-74.8) | (-12.9--3.0) (-6.9-4.1)
No 1476 34.8 991 37.6 286 31.0 199 29.6 7.9 .002 1.4 0.614
(33.1-36.5) (351-39'8) (27.5-34.6) (25.2-34.1) | (3.0-12.9) (-4.1-6.9)
v-demographics
Age at interview, years
18-29 257 5.9 171 6.1 53 6.1 33 4.6 1.5 0.159 1.5 0.254
(5.1- 6.6) (5.1- 7.1) (4.3-7.9) (2.8- 6.4) (-0.6-3.6) (-1.1- 4.0)
30-39 623 15.1 408 154 112 14.5 103 14.5 0.9 0.559 -0.0 0.994
(13.7-16.4) (13.7-17.2) (11.4-17.6) (11.6-17.4) | (-2.2-4.1) (-4.2- 4.2)
40-49 1157 27.0 732 27.9 243 24.8 182 26.5 1.4 0.549 -1.7 0.530
(25.6-28.4) (25.9-29.8) (21.9-27.8) (22.6-30.4) | (-3.1-5.8) (-6.8-3.5)
>=50 2468 52.1 1533 50.6 544 54.6 391 54.4 -3.8 0.165 0.2 0.949
(50.5-53.7) (48.3-52.8) (50.9-58.3) (49.7-59.1) | (-9.2-1.6) (-5.9-6.3)
Educational Attainment
<High school 1297 283 | 782 | 269 [378| 400 |137| 194 | 7.5 | 0.001 | 20.7 | <.001
1
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(26.9-29.7) (24.9-28.9) (35.5-44.6) (15.8-23.0) (3.1-11.9) (14.7-26.6)
High school 1391 30.8 931 32.8 261 27.7 199 27.9 4.9 0.037 -0.2 0.940
diploma or (29.1-32.5) (30.4-35.2) (24.3-31.1) (24.3-31.5) (0.3-9.5) (-5.2-4.8)
equivalent
>High school 1813 40.8 1129 40.3 311 32.3 373 52.7 -12.4 <.001 -20.5 <.001
(39.0-42.6) (38.0-42.6) (28.0-36.5) (48.1-57.3) | (-17.8--7.0) (-27.0--13.9)
Social Determinants of Health (SDO
Household federal poverty level < 100% "
<100% 2560 61.1 1598 61.2 619 69.8 343 50.9 10.3 <.001 19.0 <.001
(58.5-63.8) (58.5-63.8) (65.0-74.7) (46.555.2) | (5.7-14.9) (13.3-4.7)
Food insecurity 1 v ‘v
Yes 944 20.7 571 19.9 226 2340 147 20.8 -1.0 0.627 2.2 0.372
(19.3-22.1) (18.2-21.6) (1945:26.5) (17.5-24.2) (-4.8-2.9) (-2.6-7.0)
Health insurance/coverage ,‘ \
Any private 1056 24.4 683 25.3 169 182 204 28.5 -3.1 0.168 -10.2 <.001
insurance (22.4-26.4) (23.3-27.4) (14:9-21.6) (24.1-32.8) | (-7.5-1.3) (-15.3--5.2)
Public insurance 3058 66.6 1899 65.3 693 71.8 466 64.9 0.3 0.895 6.8 0.017
only (64.3-68.9) (63.1-6744) (67.1-76.5) (60.6-69.3) (-4.4-5.0) (1.2-12.4)
Ryan White 346 9.0 235 9.4 77 10.0 34 6.6 2.8 0.049 34 0.121
coverage only or (7.5-10.6) (7.8-11.0) (6.5-13.5) (3.6-9.6) (0.0-5.6) (-0.9-7.7)
Uninsured
Gap in health coverage ‘ L\
Yes 354 8.0 258 9.0 63 7.6 33 53 3.7 0.001 2.3 0.137
(6.9-9.2) (7.5-10.5) (5.3-9.8) (3.3-7.3) (1.5-6.0) (-0.7-5.3)
Emergency room visit m
Yes 1979 43.6 1291 45.1 385 40.8 303 41.6 3.5 0.161 -0.8 0.777
(41.5-45.8) (42.6-47.7) (37.1-44.5) (37.4-45.9) | (-1.4-8.4) (-6.5-4.8)
Low health literacy
Yes 1245 27.4 740 25.9 361 38.1 144 19.8 6.1 0.003 18.3 <.001
(25.5-29.2) (23.7-28.1) (34.2-42.0) (16.3-23.3) | (2.1-10.0) (13.3-23.3)
Homeless
Yes 337 7.2 (6.2- 219 7.6 (6.3- 60 6.5 58 6.8 0.8 0.484 -0.3 0.823
8.2) 8.8) (4.4- 8.6) (4.9- 8.8) (-1.4-2.9) (-3.3-2.6)
2
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Unmet need for transportation help

Yes 1940 42.0 1285 44.3 411 43.8 244 32.0 12.3 <.001 11.8 <.001
(40.5-43.6) (42.4-46.2) (39.9-47.7) (27.9-36.2) (7.6-17.0) (6.2-17.4)
Incarceration
Yes 118 3.0 73 3.0 12 1.2§ 33 5.4 -2.4 0.045 -4.2 <.001
(2.3-3.8) (2.1-3.9) (0.5-1.9) (3.3-7.5) (-4.7--0.1) (-6.4--2.0)

Behaviors A

History of forced sex or physical intimate partner violence

Yes 1819 42.0 1028 36.7 388 42.1 403 60.1 -23.4 <.001 -18.0 <.001
(39.9-44.1) (34.4-38.9) (38.7-45.6) (65.7-64.5) | (-28.2--18.6) (-23.2--12.7)

Any drug use

Yes 792 17.5 509 17.9 111 1047 172 240 -6.1 0.002 -13.3 <.001
(16.1-18.9) (16.1-19.7) (8:6:12.7) (20.5-27.5) (-9.8--2.3) (-17.3--9.2)

Binge drinking, past 30 days

Yes 450 9.7 295 9.8 86 9.6 69 9.4 0.4 0.764 0.2 0.920
(8.7-10.7) (8.5-11.2) (7.3-11.9) (7.1-11.8) (-2.2-3.0) (-3.2-3.5)

Wcal‘ables

Symptoms of major/other depression, past 2 weeks

Yes 999 225 590 21.2 233 23.4 176 26.1 -4.9 0.009 -2.7 0.227
(21.0-24.1) (19.4-22.9) (20.6-26.2) (22.4-29.8) (-8.6--1.3) (-7.1-1.7)

Symptoms of moderate to severe anxiety, past 2 weeks

Yes 860 19.6 467 16.7 210 20.9 183 28.1 -11.4 <.001 -7.1 0.002
(18.0-21.1) (14.9-18.4) (18.4-23.5) (24.4-31.8) | (-15.0--7.8) (-11.6--2.7)

Time since HIV diagnosis, years

<5 years 510 11.2 315 12 103 10.5 92 12.2 -1.1 0.459 -1.7 0.338
(10.1-12.3) (9.9-12.5) (8.1-12.9) (9.6-14.9) (-3.9-1.8) (-5.3-1.8)

5-9 years 760 17.7 504 18.7 135 14.7 121 17.5 1.2 0.560 -2.8 0.271
(16.3-19.1) (16.7-20.7) (11.5-17.9) (14.0-21.0) (-2.8-5.2) (-7.8-2.2)

>=10 years 3226 711 2019 70.1 712 74.8 495 70.3 -0.1 0.958 4.5 0.102
(69.5-72.8) (67.7-72.5) (71.5-78.1) (66.5-74.1) (-4.4-4.2) (-0.9-10.0)

HIV care engagement

Yes 3843 84.5 2393 83.0 851 90.5 599 82.5 0.5 0.826 8.0 0.005
(82.8-86.2) (81.2-84.9) (87.7-93.3) (77.8-87.3) (-4.2-5.2) (2.4-13.5)

3
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Note: numbers may not equal to total due to missing data.
Period: In the past 12 months, unless otherwise noted. All measures are self-reported unless otherwise noted.

n = unweighted sample size

*Hispanic/Latina women can be of any race.

tWeighted column percentages.

$Assessed by medical record abstraction.
§Coefficient of variation > 0.30, estimate may be unstable.

Table 2. Crude and Adjusted Prevalence Differences (PD) for ART Adherence and Sustaihed Viral Suppression Among Black and Hispanic/Latina
Women taking ART Compared with White Women taking ART — Medical Monitoring Project/United States, 2015-2019

Black-White
Adjusted Prevalence Differences(PDs)*

ART Adherence PD (95% Cl) P % change | SustainedViral PD (95% ClI) P % change

Suppression
Modelt: ART adherence = race -16.0 (-21.2--10.8) | <.0001 - Modelt: Sustained viral | -7.9 (-12.9--3.0) | 0.0015 -
groups Suppression = race

groups ¥
After adjusting for the following§: After adjusting for the following§:
poverty -14.8 (-20.3 - -9.3)"m<.0001 -1.5% ART adherence -6.1(-11.2--1.0) | 0.0184 -22.8%
poverty + unmet need for -14.7 (-20.2 --9.1) | <.0001 £8.1% ART adherence + -5.3(-10.6--0.0) | 0.048 -32.9%
transportation help poverty
poverty + unmet need for -14.5 (-20.0y-,-8.9) " ,<.0001 -9.4% ART adherence + -5.3(-10.7--0.0) | 0.050 -32.9%
transportation help + health poverty + health
literacy insurance/coverage
poverty + unmet need for -14.2 (-19.8 -8.6) | <.0001 -11.3% ART adherence + -5.0(-10.3-0.3) 0.667 -36.7%
transportation help + health poverty + health
literacy + gap in coverage insurance/coverage +

gap in coverage

Hispanic/Latina-White
Adjusted Prevalence Differences (PDs)*

ART Adherence PD (95% Cl) P ‘ % change ‘ Sustained Viral ‘ PD (95% ClI) ‘ P % change
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Suppression
Modelt: ART adherence = race -12.7 (-18.8 --6.5) | 0.0001 - Modelt: Sustained viral -1.4(-6.9-4.1) | 0.6142 -
groups suppression = race

groups
Allcter adjusting for the following§: Not applicable**
poverty -10.5(-17.0--4.0) | 0.0015 -17.3% - - - -
poverty + health literacy -9.7 (-16.3--3.1) | 0.0040 -23.6% | - - - -
poverty + health literacy + unmet | -9.6 (-16.3--3.0) | 0.0046 -24.4% - - - -
need for transportation help

*Prevalence differences are based on differences between mean predicted marginals.betwéen Black@nd Hispanic/Latina women
compared with White women.

tInitial unadjusted models to compute prevalence differences in an outcome (ARThadherence of SVS) between the different race
groups.

tRace groups included in the models were 2 levels (1 = White; 2 = Black for Black-Whiteleomparisons or (1 = White; 3 =
Hispanic/Latina) for Hispanic/Latina-White comparisons.

§Multivariable models after adjusting for selected characteristics: Additional models describe the variables added to the initial
model and the resulting prevalence differences after adjusting far the@additional covariates added to the model.

**Adjusted models were not analyzed because there wasgotisignificant diffesence in the crude PD in SVS between Hispanic/Latina
and White women.
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