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exist in this newly validated QOC metric and
If there are gender-specific reasons for
differential receipt of recommended care.

and have a history of IDU. Gender
differences also existed by prescriber
experience and by place of residence.

Among women, those who were younger
(less than 50 years old), had a history of
IDU, of Aboriginal ancestry, from Vancouver
Island, and who Initiated HAART In earlier

Therefore, the primary objective of this .
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British Columbia, Canada.

Primary Outcome:

The primary outcome was QOC, estimated
using the PCS metric, which Includes six
iIndicators of non-compliance with IAS-USA
guidelines during the first year on HAART:
(1) No resistance testing before treatment
Initlation; (2) Starting on a non-
recommended regimen (according to
contemporary guidelines); (3) Initiating ART
at CD4 < 200 cells/mm3; (4) Receiving < 3
CD4 tests; (5) Recelving < 3 viral loads (VL);
and (6) Not achieving viral suppression
within six months. Summary scores range
from 0-6. Higher scores Indicate poorer
QOC, and poorer QOC is predictive of worse
health outcomes, as shown below.

PCS Summary In Mortality Analysis§:
Score OR (95% Cl)
4 or more Poorer QOC 22.37(10.46-47.84)
3 ‘ 11.51 (5.28-25.08)
2 7.97 (3.70-17.18)
1 3.81(1.73-8.42)
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Statistical Analysis:

Multivariable ordinal logistic regression was
used to measure: (1) If female gender was
an Independent predictor of poorer QOC
(higher PCS scores); and (2) Factors
associated with poorer QOC (higher PCS
scores) among women.
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(b) Among women:

had a mean PCS score of 1.72 vs. 2.14 for

women (p<0.001). Of note, only 11% of

women had perfect compliance to the 6
recommended guidelines (vs. 21% of men),
and 16% of women were non-compliant to
=4 guidelines (vs. 12% of men). As shown In
Table 2, gender differences existed on each
guality indicator, except baseline CDA4.

Figure 1: Temporal trends in PCS scores
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Table 3: Multivariable ordinal logistic regression:

Unadjusted OR
(95% CI)

Adjusted* OR
(95% CI)

Adjusted
p-value

Gender (female vs. male) 1.64 (1.41-1.91) 1.25 (1.06-1.46) 0.006

*Adjusted for: age, IDU, aboriginal ancestry, place of residence

In the adjusted model (Table 3), female
gender (AOR=1.25 [95% CI:1.06-1.46]; p=
0.006) was significantly associated with
poorer QOC (higher PSC scores), even after
controlling for age, history of IDU, Aboriginal
ancestry, and place of residence.

Together we can stop HIV/AIDS

(e.g., Income, education), stigma, violence,
depression, competing responsibilities (e.q.,
childcare), and a lack of services for women.

There Is an urgent need for more gender-
focused services that address these barriers.
By supporting access to care, women-centred
care has the potential to improve clinical care
and health outcomes for women with HIV.

This is currently being evaluated in this cohort
In an ad hoc sub-analysis of women who
accessed care at Oak Tree Clinic (vs. those
who did not), the province’'s only women-
centered care facility for HIV-positive women.

Further, additional evaluation studies on
women-centred care will be conducted as
part of the Canadian HIV Women’s Sexual
and Reproductive Health Cohort Study
(CHIWOS), a new prospective cohort study of
1,250 HIV-positive women in Canada.

Oak Tree Website: www.bcwomens.ca/Services/HealthServices/OakTreeClinic/Services.htm
CHIWOS website: www.chiwos.ca / CHIWOS twitter: @CHIWOSresearch
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