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Background

* In Canada, neighbourhood-level material deprivation is measured using 3
Indicators taken from the 2006 Canadian Census:

1. Average household income
2. Unemployment rate

Results

N =547 CANOC participants (initiated ART in 2006)
+ 31% lived in a materially deprived neighbourhood in 2006 [exposure]
« 2006 - 2014: 24% experienced a 12-month HIV care interruption [outcome]

Table 1. Descriptive characteristics of 547 HIV-positive persons in Canada stratified by neighbourhood-

level material deprivation

. . Neighbourhood-level material deprivation (2006) [exposure] (N = 547)
3. ngh school education rate Notdep?rived index < 0] (N = 379) i Deprived [index > 0] (N = 168)
N or median Percentage (%) or Q1, Q3 N or median Percentage (%) or Q1, Q3 | P-value
12-month HIV care interruption (2006-2014) [outcome] ’ - ’ -
» EXxisting evidence indicates that any of these factors may be associated = - S - 2 0.041
with sub-optimal retention in clinical HIV care at the individual-level [1-2] Deceased - = = =
NO 351 93 9% 154 92 % Stz
. . . - . ost to follow-u 8 months without contac - - - -
» HIV care interruptions could lead to incomplete HIV viral load suppression, e e > 6 32 19 % -
resulting in HIV transmission & negative health outcomes [ oo > e + o
Male 319 84 "% 128 76 %
Female 60 16 9% 40 24 % LS
° Tl _ T 1 " " " Province : : : ]
I_—Iypothe3|s. HIV-positive persons who I!ve In  materially deprived ge - o = =
neighbournoods may be more likely to experience a 12-month HIV care Oniarc 132 5. 53 2. <0.001
Interruption than those who do not live in a deprived neighbourhood Ethnicity : : : :
Caucasian 159 42 57 34 %
Black 40 11 9% 26 15 %
. . Aboriginal 18 5% 12 7 % 0.243
Objective 0 ¥
Unknown / missing 122 32 % 55 33 %
- - ntiretroviral thera regimen - - - -
- To use a neighbourhood-level measure as a proxy to estimate the effect AR NNRT 146 ® o w0
of material deprivation (in 2006) on the time to a first HIV care interruption R 5;‘;7;Ed = > > o 0.103
durlng fO”OW-up from 2006 o 2014 HIVtracl)wtshr?lrission group: men-who-have-sex-with-men 9 2% 3 2%
NoO 115 30 % 84 50 %
] _ _ _ o Yes 202 53 % 68 40 % <0.001
« Using prospective longitudinal cohort data from 547 HIV-positive persons Unknown d 62 16 % 16 10 %
. . el . . . HIV transmission group: injection drug user - - - -
in Canada (BC, ON, QC) who initiated antiretroviral therapy (ART) in 2006 o 281 745 114 8%
Yes 67 18 9% 47 28 % 0.010
Unknown 31 8 % 4 4 %
M et h O d S HIV transmission group: heterosexual - - - -
NoO 197 52 % 86 51 %
Yes 120 32 % 66 39 %% 0.055
* Summary statistics [N (%) or median (Q1, Q3)] were used to descrll:_)e the Henatitie G airus (HOV: infection status %2 o = 2 %
study sample at baseline (2006). P-values comparing categorical variables Not oo-infected with HCV & 6 = = .
(by material deprivation) were calculated by Chi-square & Fisher's exact tests, Unknown 12 3% 11 7%
. . ) : Baseline age (2006) (years) 41 (median) 35, 47 (Q1, Q3) 40 (median) 33.5,46.5 (01, 0O3) 0.190
whereas continuous variables were compared by Wilcoxon's Rank-Sum tests Baseline HIV viral load (Log,, copies/mL) 5 (median) 454,500 (Q1,Q3) | 493 (median) | 4.43,500(QL, Q3) | 0.200
Baseline CD4 cell count (cells/mm3) 200 (median) 130, 260 (01, 03) 190 (median) 130.5, 260.0 (01, O3) 0.431
Neighbourhood social deprivation index (2006) 0.87 (median) 0.31,1.59 (01, Q3) 0.43 (median) 0.06,1.04 (01, ©O3) 0.001

 Exposure: Material deprivation indices were derived using the methodology
of Pampalon & Raymond (2000), where neighbourhoods with an index > 0
were coded as deprived & those with an index < O were coded as not

Table 2. Unadjusted and adjusted cause-specific hazard ratios guantifying the association between
neighbourhood-level material deprivation and the time to a 12-month HIV care interruption (2006-2014)

_ _ Exposure Hazard ratio (HR) 95% confidence interval (Cl)
depnved based on 2006 Canadian Census data Material deprivation (2006 Census) — Unadjusted 1.55 1.04 —2.31
Material deprivation (2006 Census) — Adjusted 1.16 0.76 —1.78
 Outcome: HIV care Interruption was defined as not having had a CD4 or _
HIV viral load test over a 12 month period of follow-up. Subsequent re- CoONnclusions

Initiation of care was used to define an “interruption”

After adjustment for confounding: there was a positive but non-significant
assoclation between neighbourhood-level material deprivation & time to a 12-

» Statistical analyses: Cause-specific hazards models (competing risks of month HIV care interruption in 547 HIV-positive persons in Canada

death/loss to follow-up) were used to estimate unadjusted & adjusted hazard
ratios assoclated with the time to a HIV care interruption. Material deprivation
(2006) was used as a time-fixed exposure & confounders included: gender,
province, ethnicity, ART regimen, HIV transmission group, HCV status,
baseline age, HIV viral load, CD4, & social deprivation

* Given these preliminary findings: future research could explore associations
between individual-level exposure variables related to material deprivation
(e.g., Income, employment status, education level) & HIV care interruptions
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