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Abstract

Background—Life instability may be an important factor for HIV-related care outcomes in 

older adults living with HIV (OALWH). This study examined the degree to which an 11-item 

life instability index (LII) composed of individual- and community-level indicators was associated 

with HIV-related care outcomes—viral load, antiretroviral (ART) medication adherence, rates of 

detectable viral load, and HIV care appointment non-adherence among OALWH in the Miami 

area.

Methods—Six hundred twenty-three OALWH completed an interviewer-administered 

assessment (English or Spanish), which was matched with medical record data.

Results—Participants reported about six LII indicators each (M = 6.08, SD = 1.44). Greater 

index scores were associated with worse self-reported ART adherence (b = − 1.14, p = 0.03), 

lower observed appointment adherence (b = 0.02, p < 0.01), higher viral load (b = 0.09, p = 

0.02), and greater odds of viral detection (OR = 1.22, p = 0.01). Regarding health behaviors, life 

instability was significantly associated with increased illicit substance use among participants and 

not associated with depression or anxiety. The association of life instability to ART adherence 

remained significant (although attenuated) when controlling for the significant effects of substance 

use (b = − 0.40, BSTP [− 0.87, − 0.09]).

Conclusion—This present study is the first to examine an additive life instability index and its 

association with HIV-related behavioral and biomedical health outcomes among a population of 

OALWH. Greater indicators of life instability among OALWH may lead to poorer HIV-related 

health outcomes above and beyond the net of the effects of depression, anxiety, and substance use.
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Introduction

Older adults—aged 50 years or older—living with HIV (OALWH) are a growing population 

with unique challenges. In 2018, about half (51%) of people living with HIV (PLWH) in 

the USA were over 50 years old, and 17% of new HIV diagnoses in 2018 were in this age 

bracket [1]. Projections indicate the number of PLWH over the age of 55 in the USA will 

more than double from 2013 to 2045 [2] with similar trends predicted worldwide as well [3].

OALWH are at increased risk for both negative mental and physical health comorbidities 

compared to both their non-HIV-infected age-matched peers and younger PLWH. Among 

OALWH, physical health issues (e.g., cardiovascular disease, cancer) and diminished 

physical functioning are becoming increasingly common at younger ages because of 

“accelerated aging” [4, 5]. Similarly, mental health comorbidities like depression, anxiety, 

and substance use challenges often affect OALH at inflated rates compared to their 

age-matched HIV-negative peers due to issues like stigma, health-related stressors, and 

challenges associated with managing a chronic illness across the aging continuum [6]. 

Furthermore, the presence of physical and mental health comorbidities on top of general 

effects of aging (e.g., poorer memory, increasing mobility issues) may complicate the 

delivery of HIV care treatment for OALWH.

Life chaos, or the perceived inability to plan or anticipate future events [7], may play an 

important role in the development and maintenance of poor HIV-related care outcomes 

among older adults. First theorized by developmental psychologists to explain adverse 

outcomes in the context of childhood [8], the notion of life chaos was adapted by 

HIV researchers to assess how life instability may negatively affect health behaviors and 

outcomes among PLWH [9]. Life chaos measures predict missed appointments and poor 

medication adherence among PLWH [7] and other chronic illnesses [10].

Stemming from the life chaos literature, the relevance of life instability to OALWH’s 

health and well-being has additional conceptual evidence. Consistent with the theories of 

social stability [11] and syndemics [12], factors of life instability may interact cyclically 

to create a nexus of risk that yields negative physical and mental health outcomes 

among PLWH. Previous research indicates that among PLWH, life destabilizing factors 

associated with poverty (e.g., food insecurity) contribute to HIV morbidity and mortality 

[13]. PLWH with incarceration histories or housing instability show more inconsistent 

engagement across the HIV care continuum [14], including lower viral suppression rates 

[15]. For PLWH living in more under-resourced communities, increased frequency of 

daily stressors and life disruptions make engaging in HIV-related care behaviors (e.g., 

ART and HIV care appointment adherence) more challenging [16–18]. These various life 

destabilizing factors may lead PLWH to develop a sense of “constrained rationality” in 

which the decision to engage in beneficial health behaviors cannot be separated from one’s 

daily stressors and narrow possibilities [19]. Despite these observations, few studies have 
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taken a socioecological model approach [20] and explored how community and societal 

level indicators of life instability may synergistically affect HIV-related health outcomes, 

particularly among OALWH [13–15].

With the “greying of the epidemic,” it is important to understand the intersection of HIV, 

life instability, and aging [21]. Prior research has not examined the cumulative effect of 

individual- and community-level destabilizing factors on HIV-related health outcomes. This 

study sought to address gaps in the literature by investigating the frequency and cumulative 

impact of life instability among OALWH with respect to behavioral and objectively 

measured biomedical outcomes among patients in a US HIV epicenter [22].

Methods

Participants and Procedures

Six hundred twenty-three PLWH receiving care from a public, non-profit tertiary care 

hospital outpatient clinic in Miami that predominately serves low-income communities 

completed an interviewer-administered psychosocial assessment between April 2017 and 

April 2020. To maximize generalizability and inclusion in the parent study’s consent to 

contact database, eligible participants were those receiving HIV care at two public HIV care 

clinics and able to speak and understand English or Spanish. Since the current secondary 

analysis focused on exploring the experiences of OALWH living in Miami-Dade County, 

additional inclusion criteria were established, including requiring participants to be 50 years 

or older and to have a primary residence in Miami-Dade County. A 50-year age cutoff was 

used based on prior literature suggesting that PLWH over the age of 50 demonstrate poorer 

HIV-related care trajectories compared to their younger counterparts [1, 23]. Participants 

were excluded if: (1) they were unable to consent due to cognitive or emotional issues; or (2) 

they are currently incarcerated.

Participants were selected from a larger clinical survey/consent to contact database of PLWH 

focused on collecting data on psychosocial health factors and HIV-related care outcomes. 

Eligible participants were approached by study staff during their routine clinic visits and 

invited to participate in the study. All participants provided informed consent and all 

study procedures (e.g., ethical considerations, data safety and security) were approved by 

University of Miami institutional review board. All data for the current secondary analysis 

were from participants’ baseline assessments.

Measures

Sociodemographic Information—Age, race/ethnicity, gender, education level, and 

sexual orientation were collected via self-report. Participant home addresses were geocoded 

using ArcGIS Pro to identify census tracts [24].

HIV Disease Severity Outcomes—Continuous log HIV RNA viral load (viral load) 

was extracted from electronic medical records via a two-step process. As per clinic 

procedure, laboratory samples analyzed from commercial or other private labs are first 

entered manually from laboratory reports that are scanned into the patients’ records. To carry 

out the current study, necessary electronic medical record data was then requested by study 

Weinstein et al. Page 3

Int J Behav Med. Author manuscript; available in PMC 2023 June 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



investigators and then imported directly from the clinic’s electronic medical record directly 

into a data repository. Unsuppressed viral load was defined as ≥ 200 copies/mL [25] and the 

log of the continuous HIV RNA viral load was calculated and analyzed.

HIV Care Appointment Adherence—The number of cancelled and missed treatment 

visits was divided by the total number of scheduled treatment visits for participants during 

the study period and analyzed continuously. Cancelled, missed, and completed HIV care 

appointments were extracted from electronic medical records via the same process described 

above.

ART Adherence—A composite score from Wilson and colleagues’ 3-item adherence 

measure indicated percentage of ART adherence for the past month [26]. Questions assessed 

missed dose days, frequency of optimal adherence (from 0 = never to 5 = always), and 

overall self-reported adherence (from 0 = very poor to 5 = excellent) in the past 30 days. 

Patient’s past month adherence was then converted into a continuous variable based on a 

composite score calculated on a scale from 0 (missed all doses) to 100% (perfect adherence). 

The Wilson and colleagues’ 3-item adherence measure exhibited strong internal consistency 

(α = 0.83) when assessing adherence to ART medications among a population of PLWH 

[18].

Life Instability Index—The LII is composed of 11 indicators: 7 at the individual level 

and 4 at the community level. Indicators were chosen because of either their theoretical 

relevance as an underpinning of life instability or prior independent associations with HIV 

disease outcomes (i.e., ART adherence, viral load, and history of missed/cancelled HIV care 

appointments). LII indicators were dichotomized (0 or 1) and summed (0–11) with higher 

LII scores indicating greater life instability indicators experienced.

Individual-level LII indicators: Individual-level LII indicators included the following 

self-reported participant information: (a) unstable housing if they reported past 12-month 

homelessness or temporary/transitional housing, (b) history of incarceration if they were 

ever incarcerated, (c) comorbid health conditions if they reported any other diagnosed health 

condition in addition to HIV (e.g., cancer, cardiovascular disease), (d) unstable work if they 

were neither working nor in school full time or were on disability, (e) relationship instability 

if single, divorced and/or separated, and/or widowed, (f) new US resident status if they had 

lived in the USA for less than 15 years, and (g) low educational attainment if they had less 

than a high school degree.

Community-level LII: Community-level LII indicators of life instability were assessed 

for individuals based on census tract. Communities are often represented by census tracts, 

statistical subdivisions of a county which generally have a population of 1,200 to 8,000 

residents, and are the smallest geographic unit for which sociodemographic information is 

statistically reliable [27, 28]. Community-level data was accessed from the 2019 American 

Community Survey and U.S. Census Bureau via the Miami Matters website which offered 

data related to the following four indicators at the census tract level [29–31].
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Participants were identified as living in a census tract reflecting three life instability indictors 

of poverty including (a) low income, residing in a census tract in which the percentage of 

people living below the poverty line was 12.4% or above; (b) single parent households, 

residing in a census tract in which the percentage of single parent households was 22.7% or 

above; and (c) use of public transportation to access work: residing in a census tract in which 

the percentage of people commuting to work via public transportation was 5.1% or above. 

Finally, participants were coded for the life expectancy indicator (reflecting community 

health) if they resided in a census tract in which the average life expectancy was 78.9 years 

or below.

Community-level indicators in the LII were dichotomized based on whether that indicator’s 

national average was higher or lower than the margin of error. Accordingly, certain 

community-level LII indicators (e.g., low income, single parent households) which were 

above the national average margin of error were scored positively for the presence of 

that LII indicator and indicators below the national average margin of error were scored 

negatively for the absence of that LII indicator. The opposite was true for the remaining 

community-level LII indicators (e.g., use of public transportation to work, life expectancy).

Depression—The 9-item Patient Health Questionnaire (PHQ-9) assessed depressive 

symptoms reflecting major depression diagnostic criteria in the Diagnostic and Statistical 

Manual of Mental Disorders 5 [32, 33]. Participants reported frequencies of depressive 

symptoms on a 4-point scale from 0 (not at all) to 3 (nearly every day) with greater scores 

indicating greater symptoms. The PHQ-9 has been validated in both aging populations [34] 

and PLWH [35] has exhibited high reliability in validation studies (α = 0.89) [33].

Anxiety—The anxiety thermometer is a single-item self-report measure that assessed 

participants’ anxiety using a visual analog scale from 0 (no anxiety) to 10 (extreme anxiety) 

and was adapted from the National Comprehensive Cancer Network Distress (NCCND) 

Thermometer [36]. Prior studies have demonstrated high correlation between the NCCND 

Thermometer and the lengthier Behavioral Health Status index suggesting the validity the 

thermometer has in assessing distress within clinical populations [37].

Substance Use—To create a substance use variable, frequency of 30-day use was 

assessed for crack, cocaine, heroin, other opioids, amphetamines, hallucinogens, ecstasy/

MDMA, sedatives/tranquilizers, and other drugs (0 = no use, 1 = 1 to 2 times a week, 2 

= once a week, 3 = several times a week, 4 = about every day). Marijuana use was not 

included in this variable.

Statistical Analyses

Analyses were conducted using SPSS 25 [38]. First, we conducted descriptive statistics 

and log-transformed viral load to meet assumptions for regression analyses. To evaluate 

the effects of the life instability index on HIV-related health outcomes, we employed a 

series of simple linear (ART adherence, HIV care appointment adherence, viral load) and 

logistic regression models (rates of viral suppression). Because true mediation requires a 

sense of temporality as defined by VanderWeele (2016) [39], we instead analyzed whether 
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a patients’ depression, anxiety, or substance use indirectly affects the relationship between 

life instability and our outcomes of interest using Hayes’s Mediation PROCESS macro 

[40]. This approach tests whether an intermediary variable (e.g., substance use) explains a 

significant amount of variance in the association between a predictor (e.g., life instability 

index) and outcome (e.g., ART adherence) of interest at one moment in time. Accordingly, 

we first established whether there were significant direct associations between both life 

instability indicators and outcomes of interest as well as measures of psychological distress 

and HIV-related health outcomes. For any relationship in which direct associations were 

observed between life instability and the main outcomes, depression, anxiety, and substance 

use were assessed to determine whether complete or partial indirect effects were present. 

Missing data was addressed using a maximum likelihood estimation approach [41].

Results

Table 1 contains the descriptive statistics of relevant data for the full sample (N = 623) 

and the descriptive results of each of the 11 LII indicators. Participants were predominantly 

cis-gender men (60.8%), heterosexual (80.6%), and Black non-Hispanic/Latino (65.9%) and 

had a mean age of 58 years. Table 2 provides a summary of all analyses. Figure 1 outlines 

the various bivariate associations between study variables and Fig. 2 shows the distribution 

of LII scores among the entire sample with participants reporting an average of just over six 

LII items each (M = 6.08, SD = 1.44).

Life Instability and HIV-related Health Outcomes: Direct Effects

For every additional life instability variable endorsed, there was a 1.14 percentage reduction 

in art adherence (b = − 1.14, SE = 0.52, C.I. [− 2.15, − 0.12], p = 0.03), a two-percentage 

point decrease in HIV care appointment adherence (b = − 0.02, SE = 0.01, C.I. [− 0.03, − 

0.01], p < 0.01), and a 0.09 increase in viral load (b = 0.09, SE = 0.04, C.I. [0.02, 0.17], p = 

0.02). Furthermore, for every additional factor of life instability experienced, the likelihood 

of having an unsuppressed viral load increased by 22% (OR = 1.22, SE = 0.46, C.I. [1.06, 

1.40], p = 0.01). Results are further summarized in Table 2.

Life Instability and Behavioral Health Outcomes: Direct Effects

First, the relationship between life instability and depression was not significant (b = 0.16, 

SE = 0.15, C.I. [− 0.13, 0.46], p = 0.27). Anxiety trended towards significance, with 

each additional life instability indicator being non-significantly associated with a 0.17 unit 

increase in anxiety symptoms (b = 0.17, SE = 0.09, C.I. [− 0.02, 0.36], p = 0.07). Substance 

use was significant, with each additional life instability variable associated with a 0.08 

increase in substance use (b = 0.08, SE = 0.02, C.I. [0.04, 0.13], p < 0.01).

Life Instability and HIV-Related Health Outcomes: Controlling for Behavioral Health 
Outcomes

In a multiple linear regression model of life instability, depression, anxiety, substance use, 

and ART adherence, the effects of life instability on ART adherence remained significant 

after adjusting for mental health symptoms and substance use (b = − 1.14, SE = 0.52, 

bootstrap (BTSP) confidence interval [− 2.15, − 0.12]). Similarly, life instability remained 
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significantly associated with HIV care appointment adherence after adjusting for mental 

health symptoms and substance use (b = − 0.02, SE = 0.01, BSTP [− 0.028, − 0.005]). 

Furthermore, life instability remained significantly associated with viral load after adjusting 

for mental health symptoms and substance use (b = 0.08, SE = 0.04, BSTP [0.001, 0.161], 

p = 0.048). Finally, the relationship between life instability and viral suppression remained 

significant after adjusting for mental health symptoms and substance use (b = 0.25, SE = 

0.08, BSTP [0.10, 0.40], p < 0.01). The indirect effect of life instability on viral suppression 

via all three measures of psychological functioning (i.e., depression, anxiety, and substance 

use) was not significant.

The only significant indirect effect observed was for substance use on the relationship 

between the life instability index and ART adherence (b = − 0.40, SE = 0.20, BSTP [− 0.87, 

− 0.09]), suggesting substance use partially explains the association between life instability 

and ART adherence even when controlling for the other psychological distress variables.

Discussion

This study is the first to show that an additive life instability index at both the individual 

and community levels is associated with HIV-related health outcomes among a population of 

OALWH 50 years or older. We found that this 11-item life instability index was associated 

with poorer HIV-related health outcomes among OALWH. Overall, for every additional 

life instability indicator that OALWH were experiencing, participants faced a reduction in 

monthly ART adherence by approximately one percentage point and were less adherent 

to their scheduled HIV care visits by about two percentage points. These findings support 

previous findings suggesting PLWH who experience life chaos are more likely to have both 

inconsistent ART adherence [7] and more missed medical appointments [9] compared to 

their peers with less life chaos.

OALWH in our study with higher amounts of life instability displayed worse HIV RNA viral 

load outcomes. The data showed significant positive relationships between life instability 

and both continuous log RNA viral load and having a detectable viral load. OALWH faced 

a 22% increase in odds of having a detectable viral load for every additional life instability 

indicator experienced.

A consistent pattern of results for the indirect effects of behavioral health (depression, 

anxiety, substance use) on HIV-related outcomes as hypothesized did not emerge. Although 

life instability was not associated with depression in our study despite being significantly 

positively related to substance use and trending towards significance in relation to anxiety, 

the LII was associated with the HIV-related health outcomes of interest even when 

controlling for these three measures of psychological distress. It is possible that we were 

unable to determine whether anxiety serves as a protective or risk factor of this relationship 

due to the null findings observed in this study, possibly because anxiety serves as a risk 

factor for some, and a protective factor for others—a significant pattern for partial indirect 

effects through substance use did emerge in our models. Future research could further 

disentangle these relationships among OALWH.
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Although the literature has consistently cited a relationship between depression, substance 

use, and poor ART medication adherence among PLWH [42–44], it is possible that because 

OALWH in this study had low levels of overall psychological distress, we were unable to 

observe any significant indirect effects. One possible reason for this may be due to the 

age-related positivity effect which reflects a cognitive preference for positive over negative 

stimuli among older adults [45]. According to this theory, older adults are more inclined to 

focus on the “positives” in their life rather than the “negatives” which may in turn lead them 

to report less psychological distress compared to their younger peers [46]. Future studies 

should examine the potential impact of the age-related positivity effect among OALWH 

to better understand how this phenomenon may influence the relationship between life 

instability, psychological distress, and HIV-related health outcomes.

Overall, findings associated with both the prevalence of life instability and their effects on 

HIV-related health outcomes among OAWLH are particularly notable given that participants 

lived in Miami-Dade County, an epicenter of the US HIV epidemic. Existing structural 

barriers may exacerbate life instability particularly among older adults who possess 

further marginalized identities (e.g., persons with immigration histories, persons who use 

substances). Almost 3% of older adults over the age of 65 in Miami-Dade County do not 

have any access to health insurance—more than double the rate of uninsured older adults 

in Florida and triple the rate of uninsured older adults in the nation at large [47]. Lack of 

comprehensive access to health insurance may create inconsistent access to care for PLWH 

as they enter and progress through older adulthood. Additionally, Miami-Dade County’s 

limited public transportation system in comparison to other cities of its size (e.g., Boston, 

Washington D.C., Chicago) may create added barriers to care for OALWH who may not 

have the resources, financial, or otherwise, to get themselves to clinic appointments or lab 

work [14, 48]. Furthermore, Florida state and federal laws (e.g., HIV criminalization laws 

[49]; strict immigration laws [50]) may further contribute to life instability, and in turn, 

poorer HIV-related care outcomes experienced by multiply marginalized OALWH.

This study may have implications for strengthening coordinated HIV care models by 

providing stakeholders with greater insight into how indicators of life instability may affect 

OALWH across the aging process. Currently, clinics in major cities such as Los Angeles and 

New York City have employed person-centered and holistic coordinated HIV care models 

to retain PLWH in care and improve HIV care treatment outcomes among this marginalized 

population [51–53]. PLWH who received a more coordinated care model for their HIV 

treatment demonstrated greater engagement in care [52] as well as rapid improvements 

in both short-term [51, 52] and long-term [53] viral suppression. Our findings suggesting 

that OALWH experience significant life instability and that those with more life instability 

face poorer HIV-related care outcomes complement those by Li et al. who found that 

the PLWH in their study with housing instability, stimulant use, or multiple comorbid 

conditions had more trouble achieving viral suppression compared to their peers with none 

of those destabilizing factors [51]. By incorporating cognitive-behavioral therapy focused 

interventions that utilize problem solving, we can further strengthen these coordinated 

models of care and support OALWH facing life instability.
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Furthermore, these findings suggest a greater need to bolster legislative policies and federal 

programs focused on supporting OALWH. At the federal level, the Older Americans Act 

(OAA) is the largest vehicle for the provision and delivery of services for aging populations; 

however, only a minority of these resources are allocated for OALWH or for those who 

identify as LGBTQ + and or Black, Indigenous, or People of Color [54]. To support these 

marginalized groups, public health practitioners should continue to demand reauthorization 

and funding for the OAA, but also explicitly center OALWH as a population with some of 

the greatest social needs. Similarly, in the last 10 years, programs such as the Ryan White 

HIV/AIDS program have seen close to a 15% increase in the number of OALWH—many of 

whom face significant life instability—seeking supportive services [55]. With the number of 

uninsured OAWLH expected to grow over the next few years, expanding resources through 

federal programs is key.

There are some limitations of note to this study. First, mediation could not be analyzed due 

to the study’s cross-sectional design, but it can be tested in future studies as longitudinal data 

continue to be collected. Furthermore, the relationship between life instability and poorer 

psychological functioning, specifically substance use, is likely bi-directional. Therefore, 

future longitudinal research should aim to clarify these associations. Second, although data 

suggests that simulants (i.e., methamphetamines, cocaine) are the class of drug most closely 

linked to difficulties with HIV disease management, the substance use measure employed in 

this analysis evaluated frequency of use of any drug over the past 30 days. Future research 

should specifically evaluate how different classes of drugs may affect HIV care outcomes 

differently among OALWH. Third, although the life instability index created for this study 

consisted of relevant indicators of life instability as outlined in the literature, other factors 

such as food insecurity [56], social support [57], and even community-level crime rates 

would further strengthen the index. Finally, this study included OALWH, aged 50 years 

or over, receiving care from two public HIV clinics, and living in Miami-Dade County, 

limiting generalizability of our findings to individuals with similar profiles (e.g., racially/

ethnically diverse OALWH living in a large metropolitan area with significant income 

inequality). However, because Miami, Florida, is the city with one of the highest incidence 

and prevalence of HIV in the USA [25], our findings may be applied to describe the life 

experiences of OALWH in other HIV epicenters across the USA.

Investigating the role of life instability on HIV-related health outcomes among OALWH is 

a necessary step to bolstering the health and well-being of the largest growing demographic 

of PLWH in the USA. In this large sample of racial, sexual, and gender diverse OALWH 

receiving HIV care services in Miami, Florida—one of the cities with the highest incidence 

and prevalence of HIV [25]—we observed that additive indicators of life instability at 

both the individual and community levels are significantly associated with HIV disease 

severity and health-related adherence behaviors. Few prior studies have incorporated life 

instability into models of health and HIV; therefore, this life instability index moves the field 

forward by demonstrating how indicators of life instability at both the individual and the 

community levels affect ART adherence, HIV care appointment adherence, viral load, and 

viral suppression among OALWH above and beyond the net effects of depression, anxiety, 

and substance use.
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Fig. 1. 
Bivariate associations between study variables.

*Ellipses represent significant correlations between variables at an alpha level of 0.05. The 

more narrow the ellipses, the greater the strength of the association. Statistically significant 

R-correlation statistics can be found within the cell of the table
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Fig. 2. 
Distribution of life instability scores
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Table 1

Participant characteristics (N = 623)

Mean (SD) or n (%)

Age (years) 57.99 (5.90)

Race/ethnicity

 White Non-Hispanic/Latinx 22 (3.6%)

 Black Non-Hispanic/Latinx 406 (65.9%)

 Hispanic/Latinx (any race) 170 (27.6%)

 Asian/Pacific-Islander/Indigenous Persons 7 (1.1%)

Multiracial 9 (1.5%)

Gender

 Male 379 (60.8%)

 Female 239 (38.4%)

 Other 5 (0.80%)

Sexual orientation

 Heterosexual 502 (80.6%)

 Sexual minority (gay, lesbian, bisexual, other identity) 116 (19.4%)

Patient Health Questionnaire-9 depression score (0–27) 4.88 (5.26)

Anxiety thermometer score (0–10) 3.55 (3.35)

Frequency of substance use 30 days (0 = no use, 1 = 1 to 2 times, 2 = about once a week, 3 = several times a week, 4 = 
about every day)

0.24 (0.80)

Continuous log RNA viral load 1.10 (1.38)

Viral suppression (undetectable viral load < 200 copies/mL) 496 (79.6%)

HIV care appointment adherence (0–100%) 77.3% (20.6%)

Antiretroviral therapy adherence in past 30 days (0–100%) 93.9% (18.3%)

Life instability (0–11) 6.08 (1.44)

History of incarceration 348 (56.1%)

New immigrant to USA (<15 years) 24 (3.90%)

Instable housing over past 12 months 116 (18.8%)

Not in a relationship (single, widowed, divorced, separated) 155 (25.1%)

Less than a high school education/GED 248 (39.8%)

Lacking full-time employment/education/or on disability 470 (75.4%)

Comorbid health condition (N = 224) 192 (85.7%)

Poverty community indicator 573 (92.0%)

Single parent households community indicator 595 (95.5%)

Use of public transportation to work/school community indicator 489 (78.5%)

Life expectancy community indicator 445 (71.4%)
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