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In the prevailing HIV “treatment as prevention”
paradigm, the ultimate goal of antiretroviral
therapy (ART) is achieving viral load suppres-
sion (VLS). Regardless of public health strategy,
individuals can only achieve VLS by engaging
along each point of a continuum of care1 from
HIV diagnosis to linkage to and retention in
care, to initiation and maintenance of effective
lifelong ART. Attrition at each point along this
spectrum of care results in only a quarter of
people living with HIV/AIDS in the United
States successfully achieving VLS.2,3 Attrition
from care is markedly higher among people
living with HIV/AIDS who interact with the
criminal justice system (CJS), which is dispro-
portionately comprised of those with socio-
economic instability, psychiatric disorders,
and substance use disorders—syndemic condi-
tions that have an adverse impact on HIV
treatment outcomes and impede secondary
HIV-prevention efforts.4,5

In the United States, the HIV epidemic is
highly concentrated among CJS populations.
One sixth of all people living with HIV/AIDS
cycle through correctional facilities annually,
mostly through jails.6 They require innovative
comprehensive approaches to ensure continu-
ity of HIV care. To be efficacious, interventions
must be gender-specific because women’s
experiences of both HIV and incarceration
differ in important ways from men’s.7,8 Incar-
cerated women are twice as likely to be
HIV-infected compared with men and 15 times
more likely to be HIV-infected compared with
women who are not CJS-involved.9---11 As op-
posed to men’s drug-use patterns, women often
use drugs in dyads and have overlapping
sex and drug-use networks that may include
transactional sexual intercourse, increasing ex-
posure to HIV and other sexually transmitted
infections.12,13 Within high-risk networks, re-
lationships are frequently complicated by in-
timate partner violence (IPV), which further
reduces women’s autonomy to modify drug use

behaviors or engage in health-promoting ac-
tivities.14---17 Women’s criminal activity is often
intertwined with these intimate relationships,
contributing to the number of women in prison
increasing 800% over the past 3 decades,
compared with a 300% increase for men.8,18

More than two thirds of female inmates are
mothers, whose incarcerations and transition
to communities have profound influences
on families.18,19 Important for intervention
design, incarcerated women experience
a higher burden of medical, psychiatric,
and substance-use disorders than do incar-
cerated men.20

As these gender-specific contributors to HIV
and incarceration epidemics converge, gender
disparities in HIV treatment outcomes remain
poorly understood. Previous observational
studies among prisoners have suggested an
advantage for women, both in terms of VLS
during incarceration4 and overall survival fol-
lowing prison release.21Far less is known about

outcomes among jail detainees, however, who
cycle more rapidly in and out of facilities.
Although women fare better than men in
engagement along the HIV treatment cascade
in community settings, we hypothesized that
CJS-involved women would experience worse
HIV treatment outcomes than men because of
increased prevalence of comorbid conditions
that are associated with poor HIV treatment
outcomes. We sought to examine gender
differences in participant characteristics
and longitudinal HIV treatment outcomes
in people living with HIV/AIDS released
from jail.

METHODS

We examined gender differences at baseline
and 6-month post---jail-release HIV treatment
outcomes from the Enhancing Linkages to HIV
Primary Care and Services in Jail Setting Ini-
tiative (EnhanceLink), a Health Resources and
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Services Administration---funded Special Pro-
ject of National Significance with 10 programs
in 9 states (Connecticut, Georgia, Illinois, Mas-
sachusetts, New York, Ohio, Pennsylvania,
South Carolina, and Rhode Island) that
assessed new methods for linking people living
with HIV/AIDS to medical and ancillary ser-
vices after release from jail (registry
NCT00841711 at http://www.clinicaltrials.
gov).22,23 EnhanceLink was the largest multi-
site, prospective cohort study of HIV-infected
jail detainees transitioning to the community
(n = 1270) and diverse outcomes have pre-
viously been reported from the project includ-
ing homelessness,24,25 substance-use disor-
ders,26,27 recidivism,28 mental disorders,29

new HIV diagnoses,30 retention in clinical
care,31 women’s service needs,32 and IPV.33

Setting and Participant Selection

Participants were enrolled in EnhanceLink
between January 2008 and March 2011.
Although there were some eligibility require-
ment differences between sites, the following

criteria were common among all sites: age 18
years or older, confirmed HIV-seropositive
status, in or within 7 days of release from jail
settings, and able to provide informed consent.
One site (Chicago, IL) enrolled only women,
and another (New York, NY) excluded partici-
pants with serious mental illness requiring
additional services. At a minimum, all partici-
pants were eligible for postrelease case-
management services.23 Clinicians in jail and
community settings prescribed ART according
to current clinical guidelines and individual
need. Only a small minority of clients reported
not taking any ART because they had been told
it was not indicated. From among the 1270
initially enrolled participants, 403 were
deemed ineligible mostly because of prolonged
incarceration periods, leaving 867 eligible
and evaluable participants, including 590 men
and 277 women (Figure 1).

Measures

Baseline data covered the current incarcer-
ation and immediate preincarceration periods

and were collected through structured inter-
views, jail-based medical chart reviews, and
case manager or staff reports of jail-based
services provided. Follow-up data covered
the interim period, were collected 6 months
following release from jail, and included a
structured interview, clinic-based medical
chart review, and case manager reports of
community-based services provided. Data were
collected by each research site and entered into
a common electronic database.

Our major outcome of interest was baseline
and 6-month VLS, which we defined as an
HIV-1 RNA less than 400 copies per milliliter.
Other important outcomes, based on a contin-
uum of HIV care model1 and at each time
point in the study included (1) having a usual
HIV health care provider, (2) taking any
ART in the past 7 days, and (3) having high
adherence to ART in the past 7 days (dichot-
omized as optimal if ‡ 95% or suboptimal
if < 95% by using a visual analog scale.)34

Covariates. The underpinnings for the ana-
lytical approach are derived from a theoretical
model of critical components of positive health
promotion that include social, psychiatric,
and CJS stability and form the goals of the
EnhanceLink intervention.23 This is combined
with the Behavioral Health Model of health
care utilization35---37 that has been adapted for
vulnerable populations.35,38 Briefly, the Be-
havioral Health Model theorizes that health
care utilization is driven by predisposing fac-
tors related to the individual (e.g., gender, race/
ethnicity, homelessness), need factors reflecting
the severity of disease (e.g., health status),
and resources that facilitate or impede health
care access and utilization (e.g., case manage-
ment programs, social support, drug treatment).

At baseline, the following demographic in-
formation was collected: gender, age, race,
ethnicity, education, and marital status. Fewer
than 15 participants identified as transgender;
we analyzed gender on the basis of self-
identification (e.g., we categorized male-
to-female transgender women as female).
Homelessness, as previously defined, included
self-report of being homeless or sleeping in
a shelter or public space.24 We defined rein-
carceration as any documented recidivism to
prison or jail during the 6-month study period.
We assessed substance use at baseline and
at 6-month follow-up in terms of past-30-day

Note. EnhanceLink = Enhancing Linkages to HIV Primary Care and Services in Jail Setting Initiative.

FIGURE 1—Disposition of study participants enrolled in EnhanceLink: January 2008–March

2011.
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use of heroin, cocaine, or alcohol. The Addic-
tion Severity Index (ASI), 5th Edition,39,40

measured substance-use disorder severity, with
scores analyzed dichotomously on the basis of
validated cut-offs for alcohol and drug use that
are concordant with Diagnostic and Statistical
Manual of Mental Disorders, Fourth Edition
dependence criteria.40---43 We described psy-
chiatric disorders in terms of past-30-day self-
reported depression at baseline and 6 months,
and Addiction Severity Index composite
scores for psychiatric disorder severity, di-
chotomized using validated cut-offs.40,44

Case manager reports detailed participants’
utilization of services, including a needs as-
sessment, information sessions about HIV,
individual counseling sessions, and appoint-
ments arranged for transportation, housing,
clinical services, or social services. None of
the interventions were gender-specific. We
coded participation in each of these services
dichotomously.

Statistical Analysis

We performed descriptive statistics first,
stratified by gender, and used the Wald test to
compare means. We characterized participants
in terms of demographics, substance use dis-
orders, psychiatric disorders, service utilization,
and HIV treatment outcomes. We then used
multivariate regression modeling to examine
correlates of VLS at baseline and at 6 months
postrelease for all participants (i.e., both men
and women); we evaluated gender as a poten-
tial moderator. In a subsequent subanalysis,
we used multivariate logistic regression models
to examine correlates of VLS specifically
among women only to disentangle within-
group factors. We used the Akaike Information
Criterion to discriminate among various
models and assess the relative goodness of fit.
For missing data, we used Markov Chain
Simulation to impute 6-month values using
data from the baseline. Based on our assess-
ments, we assumed that covariates were miss-
ing at random, which implies that the proba-
bility of data missing depends only on available
information.45 For each of the HIV treatment
outcomes (VLS, having a usual health care
provider, taking any ART in the past 7 days,
and having high adherence to ART), we con-
servatively performed an intention-to-treat
analysis, meaning that if no value was reported,

we presumed the outcome to be a failure for
that time period and we made no imputations.
We performed all analyses with Stata version
11 (StataCorp, College Station, TX).

RESULTS

As shown in Table 1, 277 (31.9%) of 867
enrolled and eligible EnhanceLink participants
were women. Compared with their male
counterparts, women were significantly youn-
ger (mean = 41.2 vs 43.8 years); more likely to
be non-Hispanic White (21.3% vs 13.2%),
married (41.3% vs 28.8%), and homeless
before incarceration (45.5% vs 35.2%); and
received less formal education. Approximately
one third of participants were reincarcerated in
the 6 months following initial jail release and
there were no gender differences in terms of
recidivism. Substance use and psychiatric dis-
orders were highly prevalent and severe in this
cohort, with more than half of all participants
reporting recent cocaine use and depression at
the time of initial incarceration. Moreover,
women reported significantly more recent co-
caine use than men at both baseline (66% vs
48%) and follow-up (28% vs 17%), and
were almost twice as likely as men to report
ongoing depression at the 6-month follow-up
interview. There were no significant differ-
ences between men and women in terms of
recent heroin or alcohol use at either baseline
or follow-up. Women were significantly
more likely than men to engage in a variety
of different EnhanceLink program-related
services.

Figure 2 demonstrates that, compared with
men, women were significantly less likely to
attain any of 3 optimal HIV treatment out-
comes at both baseline and 6 months including
(1) having a usual HIV-care provider, (2) taking
any ART in the past week, and (3) having
optimal levels of ART adherence. Although
there were no significant differences between
men and women in terms of VLS at baseline, by
6-month follow-up, significantly fewer women
maintained VLS (18% vs 30%; P< .001).

In multivariate logistic regression models of
baseline and 6-month VLS for all participants,
gender remained a significant predictor even
after we controlled for comorbid substance use,
psychiatric disorders, and program-related
service utilization (Table 2). Specifically, men

were more than twice as likely as women to
achieve VLS at baseline (adjusted odds ratio
[AOR] = 2.01; 95% CI = 1.14, 3.56) and
3-fold more likely at 6 months (AOR = 2.88;
95% CI = 1.43, 5.79). At baseline, other sig-
nificant correlates of VLS included older age
(AOR = 1.07; 95% CI = 1.05, 1.09), Hispanic
ethnicity (AOR = 3.09; 95% CI = 1.55, 6.17),
and having more severe psychiatric disorders
(AOR = 1.69; 95% CI = 1.20, 2.39). Individ-
uals who participated in a disease management
session were twice as likely as those who did
not to achieve VLS at baseline and gender
moderated this association. Men who partici-
pated in these disease management sessions
were 59% less likely than women to have
baseline VLS. At 6 months, after we controlled
for the effect of gender, other significant neg-
ative correlates of VLS included Black race
(AOR = 0.70; 95% CI = 0.51, 0.96), recent
heroin use (AOR = 0.19; 95% CI = 0.04,
0.86), and the interaction term of male gender
with obtaining an HIV clinic appointment
postrelease (AOR = 0.44; 95% CI = 0.20,
0.99). Increased likelihood of achieving VLS by
6 months was associated with participation in
a service needs assessment (AOR = 1.51; 95%
CI = 1.05, 2.17), clinical information session
(AOR = 1.64; 95% CI = 1.13, 2.36), and
obtaining a mental health appointment follow-
ing release from jail (AOR = 1.58; 95% CI =
1.08, 2.29).

Among women participants only (n = 277),
top multivariate correlates of achieving base-
line VLS were Hispanic ethnicity (AOR = 2.98;
95% CI = 1.49, 5.99), older age (AOR =
1.07; 95% CI = 1.03, 1.11), and having more
severe psychiatric disorders (AOR = 2.29;
95% CI = 1.19, 4.39). Homelessness was in-
versely correlated with baseline VLS (AOR =
0.60; 95% CI = 0.33, 1.08). At 6 months, VLS
was inversely associated with Black race (AOR
= 0.73; 95% CI = 0.54, 0.98) and recent co-
caine use (AOR = 0.67; 95% CI = 0.43, 1.05),
and directly associated with older age (AOR =
1.03; 95% CI = 1.01, 1.04) and with having
more severe psychiatric disorders (AOR =
2.10; 95% CI = 1.04, 4.21) after we adjusted
for all other demographic and substance-use
variables. The number of dependent children
in one’s care was not independently associated
with VLS either at baseline or at 6 months
postrelease (data not shown).
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TABLE 1—Key Characteristics of Participants Enrolled in EnhanceLink, Stratified by Gender: January 2008–March 2011

Characteristic

Total (n = 867),

No. (%) or Mean 6SD

Men (n = 590),

No. (%) or Mean 6SD

Women (n = 277),

No. (%) or Mean 6SD P

Demographics

Mean age, y 42.9 68.8 43.8 69.1 41.2 68.0 <.001

Race/ethnicity

Non-Hispanic White 137 (15.8) 78 (13.2) 59 (21.3) .003

Non-Hispanic Black 509 (58.7) 336 (56.9) 173 (62.5) .13

Hispanic 203 (23.4) 158 (26.8) 45 (16.2) .001

Other 29 (3.3) 22 (3.7) 7 (2.5) .36

Education

< high school 438 (50.5) 267 (45.3) 171 (61.6) <.001

High school 293 (33.8) 220 (37.2) 73 (26.4) .002

> high school 136 (15.7) 103 (17.4) 33 (12) .05

Married 284 (32.8) 170 (28.8) 114 (41.3) <.001

Reincarcerated 256 (29.5) 183 (31.0) 73 (26.4) .16

Homeless

Baseline 334 (38.5) 208 (35.2) 126 (45.5) .004

At 6 mo 199 (22.9) 127 (21.5) 72 (26) .28

Substance use and psychiatric disorders

Past 30-d heroin use

Baseline 234 (26.9) 153 (25.9) 81 (29.4) .28

At 6 mo 86 (9.9) 50 (8.5) 36 (12.9) .09

Past 30-d cocaine use

Baseline 465 (53.7) 283 (48) 182 (65.7) <.001

At 6 mo 178 (20.5) 101 (17.2) 77 (27.7) .006

ASI score for drugs ‡ 0.12
Baseline 589 (68.0) 386 (65.4) 203 (73.4) .02

At 6 mo 283 (32.6) 180 (30.5) 103 (37.1) .11

Past 30-d alcohol use

Baseline 249 (28.7) 171 (29) 78 (28.2) .79

At 6 mo 122 (14.1) 72 (12.2) 50 (18.1) .1

ASI score for alcohol ‡ 0.17
Baseline 570 (65.7) 374 (63.3) 196 (70.9) .03

At 6 mo 309 (35.7) 194 (32.9) 115 (41.6) .05

Past 30-d depression

Baseline 488 (56.3) 304 (51.5) 184 (66.4) <.001

At 6 mo 374 (43.2) 219 (37.2) 155 (55.9) <.001

ASI score for psychiatric disorders ‡ 0.22
Baseline 464 (53.6) 276 (46.7) 189 (68.2) <.001

At 6 mo 372 (42.8) 212 (36) 159 (57.5) <.001

Service utilization

Service needs assessment 519 (59.9) 363 (61.5) 156 (56.3) .15

Clinical information session 290 (33.4) 186 (31.5) 104 (37.5) .08

Individual counseling 471 (54.3) 298 (50.5) 173 (62.5) .001

Disease management session 282 (32.5) 211 (35.8) 71 (25.6) .003

Accompanied client to clinical appointment 242 (27.9) 170 (28.8) 72 (26) .39

Continuation of care 167 (19.3) 94 (15.9) 73 (26.4) <.001

Transportation 389 (44.9) 258 (43.7) 131 (47.3) .33

Continued
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DISCUSSION

Among 867 people living with HIV/AIDS
released from jail, women were less likely than
men to engage in every point along an HIV
treatment cascade and were half as likely as
men to achieve VLS at 6 months. In multivar-
iate regression models, female gender
remained significantly and negatively corre-
lated with VLS at baseline and at 6 months,
even after we controlled for substance use,
psychiatric disorders, and utilization of linkage
support services.

Although women in this cohort self-reported
far greater anticipated social service needs
during their jail stay,32 even a comprehensive

transitional program that included case man-
agement proved profoundly insufficient to
sustain linkages to HIV care and optimize HIV
treatment outcomes. This finding is in contra-
distinction to national data on HIV-infected
women. In the Centers for Disease Control and
Prevention’s (CDC’s) National HIV Surveillance
System and Medical Monitoring Project,
women were slightly but significantly more
likely than men to be diagnosed with HIV
(85% vs 81%), linked to (70% vs 65%) and
retained in (41% vs 35%) HIV care, and
prescribed ART (36% vs 32%) but were
similar to men in terms of achieving VLS.46 By
contrast, our analysis suggests that women
leaving jail experience significantly worse HIV

treatment outcomes than men across the con-
tinuum of HIV care. This is particularly con-
cerning because one sixth of all people living
with HIV/AIDS cycle through correctional
facilities annually, primarily through jails.6 A
further implication of our findings is that
women released from jail experience poorer
treatment outcomes compared with other
community-based HIV-infected women, which
has been previously reported.47 These findings
suggest gender-specific gaps in secondary
HIV-prevention efforts that herald “treatment
as prevention” but have not reduced the
50 000 new HIV infections annually in the
United States.48 Clearly, a unique resource gap
exists for HIV-infected women transitioning
from jail—one that should be addressed by
future interventions.

Data from evidence-based interventions
support the need for gender-specific resources
for women who use drugs and for those in-
volved in the CJS, though none of the current
CDC-endorsed high-impact behavioral inter-
ventions cater to subpopulations of women in
the CJS (http://www.effectiveinterventions.
org).14,15,49---52 For example, our subgroup
analysis of VLS among women suggests im-
portant modifiable characteristics, including
homelessness and ongoing cocaine use, that
should be addressed by HIV-prevention in-
terventions for CJS-involved women. Housing
instability and ongoing substance use are
often tightly intertwined with psychiatric dis-
orders that, as we have demonstrated, dispro-
portionately affect women. Women in our
study were significantly more likely than men
to report ongoing depressive symptoms and
have more severe psychiatric disorders at
baseline and after 6 months postrelease,
though were less likely than men to be seen by

TABLE 1—Continued

HIV clinic appointment 531 (61.2) 385 (65.3) 146 (52.7) <.001

Substance abuse appointment 324 (37.4) 259 (43.9) 65 (23.5) <.001

Mental health appointment 198 (22.8) 148 (25.1) 50 (18.1) .02

Housing appointment 358 (40.1) 271 (45.9) 77 (27.8) <.001

Health specialist appointment 220 (25.4) 162 (27.5) 58 (20.9) .04

Social services appointment 393 (45.3) 298 (50.5) 95 (34.3) <.001

Attended appointment with housing coordinator within 30 d of release 394 (45.4) 294 (49.8) 100 (36.1) <.001

Note. ASI = Addiction Severity Index; EnhanceLink = Enhancing Linkages to HIV Primary Care and Services in Jail Setting Initiative.

Note. EnhanceLink = Enhancing Linkages to HIV Primary Care and Services in Jail Setting Initiative.

FIGURE 2—HIV treatment cascade of participants enrolled in EnhanceLink, stratified by

gender, at (a) baseline and (b) 6 months: January 2008–March 2011.
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a mental health provider. Engagement in psy-
chiatric care and utilization of psychotropic
and antidepressant medication has been asso-
ciated with improved ART adherence and
HIV treatment outcomes,53 and is thus a key
component of comprehensive HIV-prevention
services for women.

Just 9 HIV-related interventions for women
in the CJS have ever been published in the
professional literature8; the majority of inter-
ventions have focused on reducing HIV risk-
taking behaviors, rather than engaging and
retaining women in care after release as part of
secondary prevention efforts. HIV-prevention
interventions address the specific contexts of
risk taking among women with particular at-
tention given to IPV and substance use, and the
ways in which they are interrelated.54 For
example, a comprehensive intervention is
made more gender-aware and culturally ap-
propriate by recognizing power imbalance,

socioeconomic or drug dependency on part-
ners, and lacking communication or negotia-
tion skills that are contextually important
in terms of both HIV and IPV risk among
drug-involved women. By employing feminist
models of empowerment, skill-building, and
strength-building, as is achieved in the Trauma
Recovery and Empowerment Model, programs
may be better equipped to address trauma
symptoms related to IPV that are also directly
associated with risk-taking behaviors among
women.55 Effective holistic interventions
designed for drug-involved women addition-
ally address the extraordinary stigma and
shame associated with women’s drug use,
which synergistically increases HIV risk taking
because of overlapping drug and sexual net-
works.50,56

There have been few randomized clinical
trials of evidence-based comprehensive HIV-
prevention interventions for women that

address these issues. The Portland Women’s
Health Study, as a rare exception, demon-
strated a reduction in sexual and drug risk
taking among recently incarcerated non---
HIV-infected women by using motivational
interviewing techniques that addressed both
HIV and IPV risks.57 In a similar way, a trial of
a brief intervention based on gender power
and social cognitive theories resulted in re-
duced sexual risk taking and incident sexually
transmitted infections and enhanced condom
use knowledge and self-efficacy among women
with HIV in Alabama and Georgia.58 The
participants in this trial were already engaged
in community-based HIV primary care and
were not involved in the CJS, however, limiting
applicability to the specific target population of
women with HIV in the CJS.

As a large prospective intervention evalua-
tion project, EnhanceLink was novel in its focus
on linking people living with HIV/AIDS from
jail to community care settings. At multiple
diverse sites nationwide, individuals were of-
fered a comprehensive package of services that
included expanded HIV testing, intensive
strengths-based case management, and active
linkages to social service and clinical programs.
Nonetheless, there were significant gender
disparities in terms of success of these transi-
tional programs, which have primarily targeted
men, at least as measured in terms of HIV
treatment outcomes. This suggests that women
may need uniquely tailored or more intensive
services to achieve successful HIV treatment
outcomes after release from jail.

Limitations

Our analysis was limited by available data,
some of which (including substance use and
depression) were self-reported; other poten-
tially important covariates (e.g., measurement
of IPV) were not collected across all sites. All
biological surrogate markers of HIV, including
viral load as our main outcome of interest, were
based on objective laboratory report. We de-
rived data from an observational longitudinal
cohort so that assumptions about causality are
inherently limited by lack of randomization
and lack of a control group. Finally, analysis
was limited by high rates of missing data: just
53% of enrolled and eligible participants had
any viral load data recorded at 6-month follow-
up. We performed additional sensitivity

TABLE 2—Multivariate Logistic Regression Model Correlates of HIV Viral Load Suppression

Among Participants Enrolled in EnhanceLink, Moderated by Gender: January

2008–March 2011

Baseline VL Suppression 6-Month VL Suppression

Variable AOR (95% CI) P AOR (95% CI) P

Gender

Female (Ref) 1.00 1.00

Male 2.01 (1.14, 3.56) .02 2.88 (1.43, 5.79) .003

Age 1.07 (1.05, 1.09) <.001 . . .

Race/ethnicity

Non-Hispanic Black . . . 0.70 (0.51, 0.96) .03

Hispanic 3.09 (1.55, 6.17) .001

Hispanic · male gender 0.46 (0.20, 1.05) .06

Homeless 0.75 (0.54, 1.06) .11

Past 30-d heroin use . . . 0.19 (0.04, 0.86) .03

Past 30-d heroin use · male gender . . . 4.81 (0.92, 25.2) .06

Past 30-d depression · male gender . . . 1.06 (0.69, 1.65) .77

ASI score for psychiatric disorders 1.69 (1.20, 2.39) .003 2.10 (1.04, 4.21) .04

Service needs assessment . . . 1.51 (1.05, 2.17) .03

Clinical information session . . . 1.64 (1.13, 2.36) .008

Disease management session 2.20 (1.14, 4.24) .02

Disease management session · male gender 0.41 (0.18, 0.91) .03

Accompanied client to clinical appointment . . . 1.41 (0.98, 2.02) .06

HIV clinic appointment 0.97 (0.53, 1.78) .91 1.92 (0.93, 3.96) .08

HIV clinic appointment · male gender 0.50 (0.23, 1.05) .07 0.44 (0.20, 0.99) <.05

Mental health appointment . . . 1.58 (1.08, 2.29) .02

Note. AOR = adjusted odds ratio; ASI = Addiction Severity Index; CI = confidence interval; EnhanceLink = Enhancing Linkages
to HIV Primary Care and Services in Jail Setting Initiative; VL = viral load. The sample size was n = 867.
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analyses, alternately assuming missing data
were missing at random. Gender differences in
treatment outcomes were robust when up to
45% of the missing VLS variable was allowed
to be missing at random. In some cases, our
assumptions may have been inaccurate—for
example, if a participant had a laboratory
evaluation performed outside the study catch-
ment area and without case managers’ knowl-
edge—but we suspect that this occurred rarely
and that missing data reflected attrition from
the HIV treatment cascade, rather than just
from the EnhanceLink intervention.

Despite these limitations, our analysis is the
first to demonstrate gender differences in the
largest longitudinal study of HIV-treatment
outcomes following jail release. Our findings
suggest novel directions for future HIV pre-
vention interventions, in terms of being tailored
to the unique needs of women in the CJS.
Because women’s experiences of living with
HIV and interacting with the CJS are distinct
from men’s, programs designed for men
may not be directly applicable to women.
A new framework for transitional care for
HIV-infected women transitioning from crimi-
nal justice settings is urgently needed.

Conclusions

Among 867 people living with HIV/AIDS
leaving jail and enrolled in a novel multicenter
demonstration project, women were signifi-
cantly more likely than men to experience
homelessness preincarceration and have on-
going cocaine use and depression. During both
preincarceration periods and 6 months fol-
lowing release from jail, women were less likely
than men to engage in care at every point along
the HIV treatment cascade. In multivariate
models at both baseline and follow-up, female
gender was associated with a 2-fold and 3-fold
reduction in odds, respectively, of successfully
achieving VLS. Future interventions that suc-
cessfully transition HIV-infected women from
jail to community-based clinical care should be
carefully tailored and gender-specific. j
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