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BACKGROUND

e Racial disparities have been documented in the use of HAART and in patterns of substance abuse use among women*2

e Numerous studies have assessed the independent effects of race/ethnicity, gender, substance use, and insurance coverage on the use of
medical care by persons living with HIV

e Relatively little is know n about how these factors operate in combination to affect the medical care received by HIV positive w omen.

e Although financial barriers for accessing medications for HIV have been reduced, several studies provide evidence that having health
insurance and type of insurance continue to affect use of H\V medications 3456

e One study analyzing a nationally representative data source of men and women provided evidence that racial differences in insurance
coverage explain, in part, racial disparities in the receipt of HAART3.

OBJECTIVES

e To examine w hether racial differences in receipt of HAART among HIV-positive women are moderated by health insurance coverage, w hen
controlling for substance abuse and sociodemographic characteristics

e To assess w hether race and health insurance interact to result in an elevated risk of non-receipt of HAART

METHODS

SAMPLE STATISTICAL ANALYSIS
1. Descriptiv T ional Analysis, 2002 & 2
e Women's Interagency HIV Study (WIHS)
e Six study sites (Brooklyn, Bronx, Chicago, Washington DC,
San Francisco Bay area; Los Angeles) 2. Logistic regression models:

2a. Logistic regression, model 1
Outcome: not receiving HAART
Independent variable: race/ethnicity

e Women recruited and enrolled in 1994-95 and 2001-02
e Subset of women who are

1) HV-infected
2b. Logistic regression, model 2
Outcome: not receiving HAART
Key independent variables: race/ethnicity, substance use,
Insurance other (demographics, clinical indicators, study site,
cohort, ADAP)

2) Self identified as either White, African American/Black,
or Hispanic/Latina

3) Clinically eligible for HAART as defined by either
- reported current HAART use
- CD4+ cell count of <350/mm?®

- HV RNA Viral load of > 50,000 copies 2c. Logistic regression, model 3

All of the variables in 2b + Interactions terms for race/ethnicity X
o N= 1463 in2002 and N= 1354 in 2005 insurance coverage
2d. Logistic regression, model 4

Key Independent Study Variables

e Race/Ethnicity & Insurance Coverage

All of the variables in 2b + Usual source of medical care

e Demographics (age, poverty)

e Clinical Indicators (Hepatitis C, depressive sy mptoms:CES-D =>23)

e Substance use (crack, cocaine, heroin; alcohol)

STATISTICAL ANALYSIS

Table 1 - Characteristics of Study Sample
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Table 2 - Key Findings: Bivariate Results

Proportion of Clinically Eligible Women Not Using HAART

2002 30.4% (n=445)
2005 28.8% (n=390)

Figure 1 - Percent Clinically Eligible Women Not Using HAART by Race/Ethnicity

and Insurance, 2002 & 2005
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Table 3 - Multivariate Results: Likelihood of Clinically Eligible Women

Not Using HAART, 2002

Table 4 - Multivariate Results: Likelihood of Clinically Eligible Women

Not Using HAART, 2005
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MEDICAL

SUMMARY OF KEY FINDINGS

eOverall
eNearly one-third of clinically eligible women in 2002 and in 2005 w ere not using HAART at the time of the study visit

eRace/Ethnicity

eIn 2002, African Americans w ere twice as likely as Whites not to be using HAART; no statistical difference betw een Latinas
and White w omen, but elevated risk

eAfter adjusting for potential confounders, likelihood of not using HAART remained higher for AAs than Whites

ln 2005, disparities betw een African American and White w omen persisted; statistically significant disparities betw een
Latinas and White w omen also observed

eDisparity in HAART use betw een Latinas and White w omen in 2005 explained by sociodemographic characteristics; this
was not the case for the disparities in HAART use betw een African Americans and Whites.

eSubstance use
eAlcohol use w as related to non-use of HAART in 2002 and 2005
elllicit drug use w as not related to non-use of HAART in either year

elnsurance

eBeing uninsured w as associated with a 2 times higher likelihood of not using HAART as compared to Medicaid enrollees in
both 2002 and 2005

eHaving private insurance w as associated with a 2 times higher likelihood of not using HAART as compared to Medicaid
enrollees in both 2002 and 2005

«ADAP enrollees had low er odds of not using HAART in 2002 and 2005

CONCLUSIONS

e Substantial disparities persist in the use of HAART among racial/ethnic minority w omen compared to w hite w omen.
e This analysis did not support hypothesis that race and insurance interact in a w ay that increases risk of non-use of HAART.

e How ever, lack of insurance w as associated w ith poorer access to HAART. ADAP w as found to be serving the uninsured and
underinsured as intended and increasing the apparent access to HAART.

eFEfforts to improve insurance coverage could improve access to HIV medications for women of all race/ethnicities
eAssessments of substance use should include use of alcohol and as well as illicit drugs

eConcerted efforts to address racial disparities in HIV care among w omen are w arranted
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