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The epidemic of HIV/AIDS among women
reflects a convergence of medical and social
policy issues—including race, substance use,
and sexual behavior—that are difficult to dis-
entangle and address. Since the introduction of
highly active antiretroviral therapy (HAART)
as the standard of care in 1996, mortality rates
from AIDS and its complications have declined
dramatically.1 However, the decline in AIDS
deaths between 1993 and 2001 occurred at
a much slower rate among African American
men and women than among White men and
women.2 One possible explanation for the slower
rate of decline is differences in access to quality
medical care. In addition, there is growing
evidence of lower use of HAART by women of
color compared with other women.3

Shapiro et al.4 analyzed data from the HIV
Cost and Services Utilization Study, the only
nationally representative study of US adults
receiving care for HIV infection, and reported
that African Americans were less likely than
were Whites with similar CD4 counts to obtain
combination drug therapy in 1998, 2 years after
HAART became the standard of care for HIV
infection. However, in a subsequent study that
also analyzed HIV Cost and Services Utilization
Study data, Cunningham et al.5 reported that
racial/ethnic identity was not associated with
receipt of HAART when they used a series of
nested multivariate models that adjusted for
factors that had been found to explain race-
associated effects in earlier analyses. In their final
analytic model, only insurance coverage and
CD4 count were statistically significant predic-
tors of HAART use.

At least 2 studies3,6 have provided evidence
that HIV-infected African American women are
less likely than HIV-infected White women to
receive HAART, and several national studies
have indicated that African Americans fare
worse than Whites on a number of recognized

standards of HIV care.4,5,7 The same studies
have also documented significant disparities in
HAART use among illicit drug users. These
studies assessed the independent effects of race,
illicit substance abuse, and insurance coverage
on use of medical care by people with HIV/
AIDS.

Studies of HIV-infected women have
reported mixed findings regarding the roles of
race/ethnicity and substance use in receipt of
HAART when insurance status is taken into
account. Analyzing data from the Women’s
Interagency HIV Study (WIHS), Cohen et al.3

and Cook et al.6 reported that women who were
either African American or illicit drug users were
less likely to report using HAART than were
their counterparts who were White or nondrug
users, respectively. However, the studies’ findings
differed on how Hispanic women fared relative
to White women and on the effects of insurance
coverage on receipt of HAART.

Although these studies have substantially
contributed to understanding factors associated

with receipt of HAART, considerable gaps in
knowledge still exist. We investigated the hy-
pothesis that the combination of race/ethnicity
and insurance status represents a greater risk
than either factor alone for nonuse of HAART
and that the association is more complex than
the simple ‘‘main’’ effects used in previous
research. We believe that continuing to track
patterns of HIV care and clinically indicated
HAART use, in particular, is important for
gauging progress in reducing disparities in care
and for informing HIV treatment policies and
clinical practices.

METHODS

Data from the WIHS were used for this
analysis. The WIHS data were collected at 6
clinical centers nationwide: in Brooklyn, New
York; the Bronx, New York; Washington, Dis-
trict of Columbia; Chicago, Illinois; Los Angeles,
California; and the San Francisco Bay Area,
California. Funded by the National Institutes of
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Health, the WIHS is a longitudinal, observa-
tional study that recruited women from HIV
care sites, drug treatment programs, HIV-testing
sites, community-based organizations, and sex-
ually transmitted disease clinic programs. A
standardized interview-based questionnaire
was used to collect information on demograph-
ics, medical history, use of antiretroviral medi-
cations, and measures of psychosocial history.
Detailed information on the study methodol-
ogy, quality assurance, and baseline character-
istics of the enrollees has been reported pre-
viously.8

Women who were HIV infected and un-
infected were recruited at study inception in
1994 and 1995 and during a second wave of
enrollment in 2001 and 2002. Follow-up in-
terviews were conducted at 6-month intervals.
Study participants enrolled at the 2 time
periods did not differ significantly in terms of
race/ethnicity, income, or education. However,
by design, the second wave of enrollees were
younger and had less-advanced HIV disease
than women initially enrolled in 1994 and
1995.9 Since the inception in 1994, the WIHS
protocol has included recommendations for re-
ferral to needed services of those who reported
drug use, domestic abuse, depression, or not
seeing a primary care provider.

The study population for this analysis
(N=1354) was limited to the subset of HIV-
infected women who self-identified as White,
African American or Black, or Hispanic or
Latina, and who were clinically eligible for
HAART prior to or at visit 22 (in 2005).
Clinical eligibility for HAART was based on
criteria used in a prior study3 of WIHS partic-
ipants: either (1) current use of HAART, (2) CD4
count of less than 350/mm3, or (3) a viral
load greater than 50000 copies. Of the 1354
women who met the study eligibility criteria, 12
women became clinically eligible at the current
visit by CD4+ cell count (<350/mm3) or viral
load (>50000 copies). Of these women, 9 were
not on HAART and 3 were on HAART.

Measures

The major outcome of this analysis was
current self-reported use of HAART (yes or
no). We used an indicator variable of HAART
use that was constructed by the WIHS on the
basis of guidelines, published by the Depart-
ment of Health and Human Services, that were

in place at the time of each study visit.3 In our
study, non-HAART combination antiretrovi-
ral therapy, monotherapy, and no therapy
were all grouped in the HAART nonuse
category.

Sociodemographic and health factors
assessed in the multivariate analysis included
race/ethnicity (mutually exclusive categories
were created for non-Hispanic Whites, non-
Hispanic African Americans, and Hispanics),
age in years at the study visit, poverty (income
at baseline in relation to family size, based on
the federal poverty level for the baseline years
[http://aspe.hhs.gov/Poverty/figures-fed-reg.
shtml]), years of education, employment (yes
or no at baseline), HCV serology at baseline,
and depressive symptoms (a binary indicator
of a score of 23 or higher on the Center for
Epidemiologic Studies Depression Scale
[CES-D]).10

Indicators of alcohol use (nonuse, light
drinker [<3 drinks per week], moderate
drinker [3–13 drinks per week], heavy drinker
[>13 drinks per week])11and indicators of use of
crack, cocaine, or heroin (never, only prior to
study enrollment, during the study but not in the
prior 6 months, and current use [prior 6
months]) were included in the multivariate
analysis.

To classify each woman’s health insurance
coverage, we created 4 mutually exclusive
categories: uninsured, private, Medicare or
other, and Medicaid or Medi-Cal. We con-
structed the categories using a classification
hierarchy that is used by the Kaiser Commis-
sion on Medicaid and Uninsured and the Urban
Institute when analyzing data from the Current
Population Survey.12 All participants who
reported Medicaid (or Medi-Cal) coverage were
assigned to the Medicaid category. The remain-
ing respondents were then assigned to private
coverage, Medicare, military-related coverage
such as Civilian Health and Medical Program of
the Uniformed Services (CHAMPUS), or other
(e.g., student, no type specified), in that order.
Because of the small number of respondents with
CHAMPUS, respondents with private coverage
or CHAMPUS were collapsed into a single cate-
gory. Respondents who reported no public or
private source of insurance were classified as
uninsured.

Women who identified the AIDS Drug
Assistance Program of the Ryan White Care

Act as their only resource for paying for
medications were classified as uninsured, since
the AIDS Drug Assistance Program is not
a public or private health insurance plan with
a defined benefit package beyond paying for
medications. A binary indicator of enrollment
in the AIDS Drug Assistance Program was also
included in the regression models because, in
addition to 72 uninsured women who reported
receiving services through the AIDS Drug
Assistance Program, 109 women with either
public or private insurance coverage also
reported receiving services through the AIDS
Drug Assistance Program.

To further explore possible factors that
might explain use of HAART, we examined
the effect of having a usual source of medical
care. Women were categorized into 3 groups
on the basis of responses to a series of
questions about their usual source of medical
care. The first question asked whether the
woman had seen a ‘‘health care provider’’
since the last study visit. If a woman had seen
a health care provider, she was subsequently
asked if she saw the same provider or group of
providers and was then asked to identify the
place of care.

Statistical Analysis

In a cross-sectional analysis, we examined
HAART use among women who met the study
eligibility criteria prior to or at WIHS visit 22
(in 2005), the most recent visit wave available
at the time this analysis was undertaken. We
then examined patterns of HAART use and
nonuse by the primary independent variables
(race/ethnicity, health insurance coverage, and
illicit drug use).

We used several logistic regression models
to assess the likelihood of nonuse of HAART.
Model 1 examined the unadjusted likelihood
of nonuse of HAART by race/ethnicity. Model
2 examined the adjusted likelihood of nonuse
of HAART while controlling for measures of
substance abuse (alcohol use; crack, cocaine, or
heroin use), health insurance coverage, and
other potential confounders (age, income, ed-
ucation, depressive symptoms, enrollment co-
hort, and study site). Model 3 tested interaction
terms for race/ethnicity and insurance cover-
age to examine the combined effects of these 2
variables and to determine whether the main
effects of the 2 variables adequately captured
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their contribution to HAART nonuse. Model 4
examined the effects of having a usual source of
medical care on nonuse of HAART.

RESULTS

Table 1 provides the sociodemographic and
health characteristics of the women in the WIHS
that met study criteria in 2005 (N=1354).
Slightly more than half of the women were
African American and a little over one quarter
were Hispanic. At enrollment, the vast majority
(72%) of the women had incomes below
twice the federal poverty level and slightly more
than a third (39%) did not have a high school
degree. Half of the women were 40 to 49 years
of age in 2005. Although most (56%) of the
women reported a history of prior use of crack,
cocaine, or heroin, fewer than 10% reported
use in the 6 months prior to the study visit.
Most of the women were nondrinkers or light
drinkers; however, about 11% reported they
were either moderate or heavy users of alcohol.

Almost two thirds (63%) of the study par-
ticipants were insured with Medicaid or Medi-
Cal and 11% were uninsured (Table 1). The
proportion covered by Medicaid or Medi-Cal
varied by race/ethnicity: 69% for African
American women and 59% for Hispanic
women versus 41% for White women. In
contrast, a larger percentage of White women
(39%) than African American (13%) or His-
panic (7%) women had private insurance.

Approximately 75% of the women identified
a physician or clinic as their usual source of
medical care and 13% identified an emergency
department in a hospital, a drug treatment clinic,
a prison clinic, or other source of care. The
remaining 12% were classified as ‘‘unknown’’
usual source of medical care because they were
mostly women who had not seen a doctor since
the last study visit and thus were not asked the
follow-up question on place of care.

Self-Reported Use of HAART

As shown in Table 2, 29% of the women
clinically eligible for HAART reported not
using it in 2005. The crude estimates indicate
a higher proportion of nonuse of HAART
among African American and Hispanic women
than among White women and generally
higher rates of nonuse of HAART among
uninsured women than among women with

Medicaid coverage. Uninsured White women,
however, reported lower rates of nonuse than
did uninsured African American or Hispanic
women (Figure 1).

Table 3 presents the unadjusted odds ratios
(ORs) and adjusted odds ratios (AORs) of not
using HAART. The unadjusted ORs for nonuse
of HAART were higher for African American
women (OR=2.06; 95% confidence interval

TABLE 1—Characteristics of Women

Clinically Eligible for Highly Active

Antiretroviral Therapy (HAART):

Women’s Interagency HIV Study, 2005

Characteristic

Women (n = 1354),

No. (%)

Sociodemographic

Race/ethnicitya

Non-Hispanic African

American

778 (57.5)

Hispanic 390 (28.8)

Non-Hispanic White 186 (13.7)

Family poverty level,b %

< 199 974 (71.9)

‡ 200 344 (25.4)

Missing 36 (2.7)

HIV exposure

Injection drug use 319 (23.6)

Heterosexual contact 586 (43.3)

Transfusion 31 (2.3)

No risk Identified 410 (30.3)

Missing 8 (0.6)

Age, y

< 40 290 (21.4)

40–49 677 (50.0)

‡ 50 387 (28.6)

Education

Less than high school 529 (39.1)

High school graduate 394 (29.1)

Some college 338 (25.0)

College graduate 92 (6.8)

Insurance coverageC

Medicaid or Medi-Cal 847 (62.6)

Private or CHAMPUS 203 (15.0)

Medicare or other 57 (4.2)

Uninsured 152 (11.2)

Missing 95 (7.0)

AIDS Drug Assistance

Program

Yes 206 (15.2)

No 1118 (82.6)

Missing 30 (2.2)

Usual source of care

Physician or clinic 1026 (75.7)

Emergency department or other 170 (12.6)

Unknown 158 (11.7)

Health

CD4 count, cells/mL

Low (< 200) 211 (15.6)

Continued

TABLE 1—Continued

Medium (200–500) 603 (44.5)

High (> 500) 512 (37.8)

Missing 28 (2.1)

HIV RNA viral load,d copies

£ 10 000 1056 (78.0)

> 10 000 268 (19.8)

Missing 30 (2.2)

HCV infection

Yes 389 (28.7)

No 925 (68.3)

Missing 40 (3.0)

Crack, cocaine, or heroin use

Never 561 (41.4)

Only prior to study enrollment 320 (23.6)

During study, but not currently 316 (23.3)

Current use (within last 6 mo) 130 (9.6)

Missing 27 (2.0)

Alcohol usee

None 720 (53.2)

Light 460 (34.0)

Moderate 125 (9.2)

Heavy 26 (1.9)

Missing 23 (1.7)

Depressive symptoms

Probable (CES-D score ‡ 23) 345 (25.5)

All others (CES-D score < 23) 970 (71.6)

Missing 39 (2.7)

Note. CES-D = Center for Epidemiologic Studies De-
pression scale; CHAMPUS= Civilian Health and Medical
Program of the Uniformed Services; RNA= ribonucleic
acid.
aWomen of ‘‘other’’ racial/ethnic groups are not
included in this analysis.
bPercentage of the federal poverty level defined by the
US Department of Health and Human Services for the
baseline years.
c‘‘Other’’ includes women who identified their cover-
age as student coverage or sources that were not
specified.
dThe mean and median viral loads for the study
population were 24 326 and 80, respectively.
eLight drinker = < 3 drinks per week; moderate
drinker = 3–13 drinks per week; heavy drinker = >13
drinks per week.
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[CI]=1.39, 3.07) and Hispanic women
(OR=1.57; 95% CI=1.02, 2.41) than they
were for White women. After adjustment for
potential confounders, the likelihood of nonuse
of HAART by African American women
remained roughly twice that of White women
(OR=2.01; 95% CI=1.22, 3.31). However,
the difference in risk between Hispanic and
White women was attenuated when demo-
graphic and other differences were controlled
for in the adjusted regression analysis.

Race, Insurance, and Substance Abuse

and Use of HAART

Having insurance, as well as the type of
insurance, was associated with use of HAART
(Table 3, models 2 and 4). Uninsured women
were twice as likely as were women with
Medicaid or Medi-Cal coverage to report nonuse
of HAART (OR=2.38; 95% CI=1.52, 3.73;
model 2). The odds of not using HAART were
also higher for women with private insurance
coverage than they were for those with Medicaid
or Medi-Cal coverage (OR=2.06; 95%
CI=1.25, 3.40; model 2). Women enrolled in
the AIDS Drug Assistance Program had the
lowest odds of not using HAART (OR=0.54;
95% CI=0.34, 0.85; model 2), after adjustment
for insurance coverage and other factors.

Model 3 (Table 3) tested whether the com-
bined effects of race and insurance coverage had
an interactive effect on nonuse of HAART.
Although there is no strong evidence to support
this hypothesis, marginally statistically significant
and almost certainly practically important dif-
ferences (P<.10) were observed, suggesting that
Hispanic women with private coverage may be at
lower risk of not using HAART than White
women with Medicaid coverage, the comparison
group in this analysis. A larger population sample
would be needed to determine with confidence
whether this subgroup of Hispanic women are
truly at lower risk of not using HAART.

Alcohol use was related to nonuse of
HAART; however, crack, cocaine, or heroin
use, regardless of whether it occurred prior to
or during the study period, was not. The odds

of not using HAART were higher for light
drinkers (OR=1.39; 95% CI=1.03, 1.89;
model 2) and moderate drinkers (OR=1.72;
95% CI=1.10, 2.70; model 2) than for non-
drinkers.

Other Factors Associated With

HAART Use

To probe 1 possible explanation for the
higher odds of not using HAART among the
privately insured, we examined whether hav-
ing a usual source of medical care affected the
study’s findings. Model 4 (Table 3) provides
evidence that women with an ‘‘unknown’’ usual
source of care had a higher likelihood of not
using HAART than the reference group of
women whose usual source of care was an
emergency department, drug clinic, or other-
source (OR=1.70; 95% CI=1.00, 2.90; model
4). Most of the women with ‘‘unknown’’ usual
source of care had not seen a provider in the
last 6 months and thus were not asked the
question about their usual source of care.
There was, however, no statistically significant
difference in nonuse of HAART between
women who identified their usual source of
care as a physician or clinic and women who
identified it as an emergency department, drug
clinic, or other source. Moreover, adjusting for
having a usual source of care did not alter the
greater odds of not taking HAART among
privately insured women and African Ameri-
can women compared with their respective
counterparts. It did, however, affect the re-
lationship between depressive symptoms and

TABLE 2—Number and Percentage of

Clinically Eligible Women Not Using

Highly Active Antiretroviral Therapy

(HAART), by Race/Ethnicity and

Insurance Status: Women’s

Interagency HIV Study, 2005

Women, No. (%)

Overall 390 (28.8)

Race/ethnicity

Non-Hispanic African American 251 (32.3)

Hispanic 104 (26.7)

Non-Hispanic White 35 (18.8)

Insurance status

Medicaid or Medi-Cal 232 (27.4)

Private or CHAMPUS 60 (29.6)

Medicare or other 17 (29.8)

Uninsured 57 (37.5)

Missing 24 (25.3)

Note. CHAMPUS = Civilian Health and Medical Program
of the Uniformed Services.

FIGURE 1—Percentage of clinically eligible women not using highly active antiretroviral therapy (HAART), by race/ethnicity and insurance:

Women’s Interagency HIV Study, 2005.

RESEARCH AND PRACTICE

1496 | Research and Practice | Peer Reviewed | Lillie-Blanton et al. American Journal of Public Health | August 2010, Vol 100, No. 8



HAART use. Adjusting for usual source of
medical care resulted in women with depres-
sive symptoms having statistically significant
higher odds of not using HAART than women

not reporting depressive symptoms (OR=1.36;
95% CI=1.01, 1.84; model 4).

When women who were eligible for HAART
but not using it were asked their main reason for

not doing so (Figure 2), 33% replied that their
doctor did not prescribe it. The next 2 most
frequent reasons were that their CD4 count
was too high or viral load too low (19%)

TABLE 3—Results of Unadjusted and Adjusted Logistic Regression for the Likelihood of Clinically Eligible

Women Not Using Highly Active Antiretroviral Therapy (HAART): Women’s Interagency HIV Study, 2005

OR (95% CI)

Model 1 Model 2b Model 3c Model 4d

Race/ethnicitya

Non-Hispanic African American 2.06* (1.39, 3.07) 2.01* (1.22, 3.31) 1.71 (0.89, 3.32) 2.00* (1.21, 3.31)

Hispanic 1.57* (1.02, 2.41) 1.37 (0.80, 2.37) 1.39 (0.69, 2.79) 1.32 (0.76, 2.28)

Non-Hispanic White (Ref) 1.00 1.00 1.00 1.00

Crack, cocaine, or heroin use

Only prior to study enrollment 0.80 (0.53, 1.21) 0.82 (0.54, 1.24) 0.82 (0.54, 1.24)

During study, but not currently 1.33 (0.89, 1.98) 1.38 (0.92, 2.07) 1.34 (0.90, 2.01)

Current use (within last 6 mo) 1.07 (0.62, 1.84) 1.11 (0.65, 1.91) 1.02 (0.59, 1.77)

Never (Ref) 1.00 1.00 1.00

Alcohol use

Light 1.39* (1.03, 1.89) 1.37* (1.02, 1.86) 1.42* (1.05, 1.93)

Moderate 1.72* (1.10, 2.70) 1.70* (1.08, 2.66) 1.71* (1.09, 2.67)

Heavy 2.29 (0.96, 5.47) 2.27 (0.93, 5.51) 2.24 (0.93, 5.41)

None (Ref) 1.00 1.00 1.00

Insurance status

Uninsured 2.38* (1.52, 3.73) 1.73 (0.43, 6.95) 2.21* (1.39, 3.49)

Private or CHAMPUS 2.06* (1.25, 3.40) 2.71 (0.65, 4.50) 2.09* (1.26, 3.46)

Medicare or other 1.40 (0.49, 4.00) 1.43 (0.50, 4.10) 1.43 (0.50, 4.06)

Medicaid or Medi-Cal (Ref) 1.00 1.00 1.00

AIDS Drug Assistance Program

Yes 0.54* (0.34, 0.85) 0.53* (0.34, 0.84) 0.57* (0.37, 0.90)

No (Ref) 1.00 1.00 1.00

Depressive symptoms

Probable (CES-D score ‡ 23) 1.34 (0.99, 1.81) 1.33 (0.98, 1.79) 1.36* (1.01, 1.84)

All others (CES-D score < 23) (Ref) 1.00 1.00 1.00

Race/ethnicity · insurance

Non-Hispanic African American · uninsured 1.38 (0.03, 5.99)

Non-Hispanic African American · private 1.82 (0.64, 5.14)

Hispanic · uninsured 1.40 (0.30, 6.64)

Hispanic · private 0.18 (0.03, 1.17)

Non-Hispanic White · Medicaid (Ref) 1.00

Usual source of care

Unknown 1.70* (1.00, 2.90)

Physician or clinic 0.74 (0.49, 1.11)

Emergency department or other (Ref) 1.00

Note. CI = confidence interval; CES-D = Center for Epidemiologic Studies Depression Scale; CHAMPUS = Civilian Health and Medical Program of the Uniformed Service; OR = odds ratio.
aWomen of ‘‘other’’ racial/ethnic groups were not included in this analysis.
bModel 2 included race/ethnicity; age; poverty status; education; employment; insurance coverage; crack, cocaine, or heroin use; alcohol use; HCV infection; CES-D indicator; and study site.
cModel 3 included all the variables in model 2 plus the interaction terms for non-Hispanic African American · uninsured, non-Hispanic African American · private, Hispanic · uninsured, and
Hispanic · private.
dModel 4 included all the variables in model 2 plus a measure of usual source of care. Most of the women in the ‘‘unknown’’ category reported they had not seen a provider since their last visit 6
months ago, and therefore were not asked the question about usual source of care.
*P £.05.
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and that it was a personal decision to wait
(14%).

DISCUSSION

This analysis provides evidence that dispar-
ities in use of HAART persist among women with
HIV/AIDS even when the potential interactive
effects of race and insurance coverage are con-
sidered. African American women were twice as
likely as White women to report nonuse of
HAART, even after we controlled for differences
in insurance status and other population char-
acteristics such as having a usual source of
medical care. For Hispanic women, the higher
unadjusted risk of not using HAART did not
persist after we controlled for population differ-
ences. Nonetheless, the latter finding warrants
deeper investigation to identify the specific pop-
ulation characteristics that might be contributing
to this elevated unadjusted risk. With clear
evidence that HAART use slows the progression
of HIV disease and reduces HIV-related mortal-
ity, improving our understanding of the factors
associated with the continuing disparity is criti-
cally important.

Although there was no evidence that race/
ethnicity and insurance coverage interact in the
way hypothesized to increase risk of HAART
nonuse, we found compelling evidence that
lack of insurance was associated with a higher
risk of not using HAART. This finding held true
for women of all 3 racial/ethnic groups.
Moreover, among women with similar insur-
ance and other characteristics, being enrolled in
the AIDS Drug Assistance Program significantly
reduced the likelihood of not using HAART. On
the basis of this analysis, the AIDS Drug

Assistance Program is clearly operating effec-
tively as a safety net for uninsured and un-
derinsured women. Our results on the effects of
insurance status are consistent with prior re-
search and analysis,5,7,13 although they differ
somewhat from those of previous studies that
examined factors associated with HAART use in
the WIHS.3,6,14 Possible explanations for differing
results are inclusion of both the first and second
waves of WIHS enrollees, changes occurring as
women age, and use ofmore refined definitions of
insurance coverage in the current analysis.

A large body of research has already dem-
onstrated that having health insurance im-
proves access to care. The results of this study
provide evidence that providers of HIV care
may consider an individual’s insurance status
when deciding whether to prescribe medica-
tions. It is also conceivable that providers do not
consider insurance status when prescribing
medications, but that women who are unin-
sured are unable to obtain the medications. For
this reason, future studies on access to HIV
medical care would benefit from assessments of
insurance coverage that use comparable defi-
nitions to facilitate comparisons across studies
and better understand barriers to treatment.

An unexpected finding in this study was that
women with public insurance were more likely to
use HAART than those with private insurance.
Several possible explanations for this finding
could be explored in future studies; these include
the comprehensiveness of the private insurance
coverage (e.g., copayments and deductibles) and
resources at the site of care of the privately
insured (e.g., HIV experience level of physicians,
support services available to assist women in
navigating the health system).

Unlike in prior research, including a recent
analysis of this same cohort,15 use of illicit drugs
was not associated with nonuse of HAART, but
alcohol use was. This finding should be inter-
preted with caution since some individuals may
use both alcohol and illicit drugs. It may be that
the effects of illicit drug use in previous studies
resulted from measures of drug use that served
as a proxy for co-occurring but unmeasured
alcohol use. The current findings provide evi-
dence that analysis of the impact of substance
abuse should include use of alcohol as well as
types of illicit drugs. Because behaviors involving
the use of alcohol and other drugs often have
similar origins and consequences, determining
which behavior represents the true risk may be
less important than determining how to reduce
the chances that either behavior results in
underuse of HIV medications.

It will be especially important to determine if
the link between alcohol use and not taking
HAART is a result of provider behavior, patient
behavior, or some combination of the two. Pre-
vious research suggests that physicians may be
less aggressive in prescribing HIV medications
when a patient has a history of substance abuse
and that patients with substance abuse problems
may be less likely to seek medical care or follow
a prescribed regimen.16 Because one third of the
women not taking HAART reported that their
physician did not prescribe it, this study provides
evidence of the need to better understand the
decisions made by physicians, especially when
a women is either uninsured or has a substance
abuse problem. Although a survey of infectious
disease physicians reported that most physicians
follow guidelines for prescribing HAART,17,18

a patient’s history of alcohol or other drug use

FIGURE 2—Reasons cited for not taking highly active antiretroviral therapy (HAART): Women’s Interagency HIV Study, 2005.
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may consciously or unconsciously influence clin-
ical decision making.19

There was also fairly robust evidence that
having depressive symptoms was associated with
elevated risk ofHAARTnonuse. The elevation in
odds reached statistical significance when
women’s usual source of care was included in the
model. The magnitude of the effect was quite
stable across all specifications of the model,
suggesting that this effect is real and not an
artifact of model specification. The finding sup-
ports previous research15 reporting that mental
health status and access to mental health services
and treatment are important components of
comprehensive HIV care.

In summary, our results demonstrate that
disparities in HIV care by race/ethnicity persist
among women living with HIV/AIDS. These
results have important policy implications. Con-
certed efforts to address disparities in HIV care
are warranted. They also provide evidence that
efforts to expand health insurance coverage
would likely improve access to HIV medications
for all women, and that it is important to develop
more effective ways of intervening with women
who have alcohol or other drug problems.
Because the WIHS cohort is considered to be
representative only of women in the cities where
participants were recruited—and at the time they
were recruited—these findings are not necessar-
ily generalizable toallwomen in theUnitedStates
with HIV infection. However, the persistence of
disparities in use of HAART between African
American and White women in this longitudinal
cohort study is one more indication of the need
for a clearer understanding of the causal fac-
tors that lead to this disparity. It also suggests
that it is time to identify evidence-based inter-
ventions to improve access and eliminate less-
than-optimal HAART use and HIV care. j
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