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Women of Reproductive Age Living with
HIV in Argentina: Unique Challenges
for Reengagement in Care
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Abstract
This study evaluated the reasons for not taking antiretroviral treatment (ART) among women of reproductive age who are
disengaged from HIV care (have missed pharmacy pickups and physician visits), with the goal of identifying strategies for
reengagement in HIV care. Participants were cisgender women (n ¼ 162), 18 to 49 years of age, and who completed
sociodemographic, medical history, reasons why they were not taking ART, mental health, motivation, and self-efficacy
assessments. Latent class analysis was used for analysis. Women who reported avoidance-based coping (avoid thinking about
HIV) had higher depression (U ¼ 608.5, z ¼ �2.7, P ¼ .007), lower motivation (U ¼ 601, z ¼ �2.8, P ¼ .006), and lower self-
efficacy (U ¼ 644.5, z ¼ �2.4, P ¼ .017) than those not using this maladaptive strategy. As women living with HIV experience a
disproportionate burden of poor health outcomes, interventions focused on the management of depression may improve HIV
outcomes and prevent HIV transmission.
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Introduction

There are almost 40 million people living with HIV world-

wide,1 and it is estimated that over half of them are women.

AIDS-related illnesses are the leading cause of death among

women of reproductive age (defined as 15-49 years of age by

the World Health Organization [WHO])2 globally, and women

have higher rates of adverse events and discontinuation of

commonly prescribed antiretroviral therapy (ART). Although

rates of engagement in care and viral suppression are higher

among women of reproductive age during pregnancy,

reproductive-age women living with HIV who are not pregnant

are highly vulnerable to poor HIV outcomes and ART side

effects.3–5 Despite the importance of controlling HIV among

women of reproductive potential, women in this age-group are

underrepresented in HIV research, due to issues such as limited

child care services, lack of home support, pregnancy, and

difficulty with multidrug management.6,7 Finally, as women

living with HIV are most likely to have condom-less sex, stra-

tegies to improve retention in care and adherence to ART
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among women of reproductive potential are essential to reduce

sexual and perinatal transmission of HIV.

In Argentina, as in other Latin American countries, although

HIV prevalence among women is lower than among men, it is

estimated that there are about 40,000 women of reproductive age

living with HIV. Argentina has met significant milestones in its

response to HIV with the goal of achieving the Joint United

Nations Programme on HIV/AIDS/WHO 90-90-90 objectives.8

Access to ART is the highest in Latin America and an adapted

test-and-treat approach has been utilized since 2015. Although

ART prescription rates among people diagnosed with HIV are

almost 90% and similar between men and women, rates of viral

suppression are significantly lower for women due to the lack of

engagement in HIV care and nonadherence to ART.9

Mental health conditions, particularly depression, are com-

mon among women with HIV, and depression has been asso-

ciated with poor engagement in HIV care and nonadherence to

ART.10,11 Depression in women has also been associated with

HIV serostatus nondisclosure to new and existing sexual

partners.12,13 Avoidance-based coping is a maladaptive,

anxiety-producing coping strategy used to avoid dealing with

HIV-related stressors. Among men, coping with HIV infection

by avoidance has been found to mediate the relationship

between depression and self-efficacy (one’s belief in one’s own

ability to complete tasks and reach goals) and is associated with

a decreased likelihood of HIV status disclosure.14 As such,

avoidance-based coping may also be a pathway by which

depression is associated with nonadherence to HIV care among

women.15

This study examined reasons for nonadherence to prescribed

ART among reproductive-age women in Argentina who were

disengaged from HIV care with the goal of identifying strategies

for reengagement. Reengagement in care in this group is essential

for prevention of sexual and perinatal transmission of HIV. Based

on previous research in the United States,15 it was hypothesized

that avoidance-based coping would be related to increased

depressive symptoms, as well as decreased motivation and self-

efficacy, and would be an underlying reason for ART nonadher-

ence. It was anticipated that findings from this study could inform

psychosocial interventions for reproductive-age women living

with HIV to enhance engagement in HIV care in settings where

rates of viral suppression were low, thereby reducing the like-

lihood of sexual and perinatal transmission of HIV.

Methods

Data for this cross-sectional study were collected at baseline

from Conexiones y Opciones Positivas en la Argentina 2

(COPA2), a cluster randomized clinical trial of physician-

delivered motivational interviewing to improve retention in

care and treatment adherence among challenging patients liv-

ing with HIV in Argentina16 (ClinicalTrials.gov ID:

NCT02846350). Before study procedures, approval was

obtained from the institutional review board of University of

Miami (20160313) in the United States and Argentine study

sites (Fundacion Huesped FH-22). All patients provided writ-

ten informed consent prior to enrollment in the study.

Participants were recruited from 7 outpatient settings (4

public hospital-based clinics and 3 private clinics) providing

HIV care in 4 Argentine urban centers (Buenos Aires, Neu-

quén, Rosario, and Cordoba). All but one site that also serves as

a maternity center (Rosario) had patient populations that were

more than 50% male. The COPA2 inclusion criteria included:

(1) 18 years old or older, (2) diagnosed with HIV for at least 6

months, (3) HIV viral load of more than 500 copies/mL in the

previous 3 months following at least 6 months of receiving

prescription for ART, and (4) disengaged from HIV care based

on information collected from medical and pharmacy records

(defined as 3 missed pharmacy pickups in the last 6 months or

had not attended a physician visit in more than 12 months).

Potential candidates were identified by study recruiters from

clinic records and invited to return to the clinic to enroll in the

study. Candidates provided signed informed consent at enroll-

ment. Consent included approval for medical record abstrac-

tion and review of pharmacy records. The COPA2 study

enrolled both men and women living with HIV; the current

study presents data obtained from cisgender women of repro-

ductive age (18-49 years old) enrolled in the study (n ¼ 162)

What Do We Already Know about This Topic?

Reproductive-age women living with HIV are highly vul-

nerable to poor HIV outcomes and depression, which is

associated with nonadherence to treatment and poor

engagement in HIV care. In a previous study of men living

with HIV, avoidance-based coping (avoiding thinking

about having HIV) was linked with depression, low self-

efficacy, and reduced odds of serostatus disclosure.

How Does Your Research Contribute to
the Field?

This study examined reasons for nonadherence to treat-

ment, including avoidance-based coping, among repro-

ductive-age women in Argentina who were disengaged

from HIV care. Nonadherent women who reported avoid-

ance-based coping as a reason for nonadherence had lower

motivation, lower self-efficacy, and higher depression

than nonadherent women who did not report avoidance-

based coping.

What Are Your Research’s Implications toward
Theory, Practice, or Policy?

The results of this study emphasize the importance of

integrating the identification and treatment of depression

into HIV care for women of reproductive age, especially

those facing difficulties in coping with HIV, to optimize

health outcomes.
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and presents baseline data prior to receiving any study-related

intervention.

Demographic and psychosocial data were collected using an

audio computer-assisted self-interview (ACASI) system. All

measures had been translated into Spanish and adapted to the

local context in previous research.17 Laboratory results and

medical history were extracted from medical records; phar-

macy pickup information was obtained from pharmacy records.

Measures

Sociodemographics and HIV history. Demographic information

collected included age, relationship status, living situation

(alone versus with others), educational attainment, employ-

ment, and health coverage. Time since HIV diagnosis, history

of an AIDS-related event, number of prior ART regimens, HIV

viral load prior to enrollment, last CD4 count before enroll-

ment, and the last regimen in the treatment history (in particular

the use of efavirenz [EFV] and lopinavir/ritonavir (LPV/r) as

are commonly included in ART regimens for women of repro-

ductive age in Argentina and may be associated with low

adherence due to toxicity or pill burden) were extracted from

the medical record. Mode of HIV infection and number of daily

pills in the prescribed ART regimen were self-reported by par-

ticipants. The number of times since diagnosis that the partici-

pant had not gone to the doctor for more than 12 months and the

number of times since ART initiation that the participant

stopped taking ART for more than 3 months were assessed

from medical records or patient self-report, if not available

from medical records.

Currently taking ART and reasons for not taking ART. Participants

self-reported their current ART use (yes/no). Those who

reported they were not currently taking ART were asked to

indicate the reasons why not. Available responses included:

“The doctor asked me to wait,” “I don’t want to think about

having HIV,” “I’m worried about my ability to be adherent,”

“I’m using drugs or alcohol,” “I’m taking alternative or com-

plementary medicines,” and “other, please specify.” Responses

were not mutually exclusive.

Lifetime history of mental health and depressive symptomatology.
Participants were assessed for recent (last 30 days) or lifetime

history of several mental health symptomatologies, including

anxiety, depression, hallucinations, cognitive difficulties, sui-

cidal ideation, and suicide attempts. Participants were also

asked if they were receiving treatment for any emotional prob-

lems. In addition to mental health history, depressive sympto-

matology was assessed using the Beck Depression Inventory–

IA (BDI-IA, Spanish),18 which has been previously validated

in Argentina.19 Current suicidal ideation (past week) was

assessed using item 9 of the BDI. As in previous research,20,21

scores of 0 (“I do not have any thoughts of killing myself”) on

this item were considered nonsuicidal and scores of 1, 2, or 3

were considered suicidal. The BDI demonstrated excellent

internal consistency in this study, a ¼ .9. The ACASI system

alerted study staff if the participant’s BDI score indicated mod-

erate to severe depression (BDI total �17) or active suicidal

ideation (BDI item 9 score¼ 2 or 3) or a recent suicide attempt;

these participants were further evaluated by a health-care pro-

vider and referred to outpatient treatment or hospitalization as

needed.

Adherence. Self-reported adherence to ART was assessed using

a visual analog scale (VAS22), a validated tool for this popu-

lation. Participants indicated what proportion of their medica-

tion they had taken over the past 4 weeks, using a scale of 0

(0%) to 10 (100%). If the participant indicated that they were

prescribed more than one pill per day, they were asked about

each pill individually (for up to 3 pills), and an average VAS

adherence score was calculated from the VAS responses for

each pill. Information regarding adherence to pharmacy pick-

ups (number of pharmacy pickups in the last 3 months) was

obtained from pharmacy records.

Motivation for adherence. Motivation for ART adherence was

assessed using the motivation subscale of the LifeWindows

Information–Motivation–Behavioral Skills Adherence Assess-

ment Questionnaire (LW-IMB-AAQ).23 The scale consists of

10 statements that participants respond to using a scale of 1

(strongly disagree) to 5 (strongly agree). For analyses, average

motivation (average of all 10 items) was used. This scale demon-

strated adequate internal consistency in this study, a ¼ .73.

Self-efficacy. Self-efficacy was assessed using the HIV Treatment

Adherence Self-Efficacy Scale (HIV-ASES).24 The HIV-ASES

consists of 12 statements related to the participant’s perceived

self-efficacy in adhering to HIV treatment; participants respond

to each statement using a scale of 0 (cannot do at all) to 10

(completely certain can do). For analyses, average self-

efficacy (average of all 12 items) was used. This scale demon-

strated excellent internal consistency in this study, a ¼ .92.

Statistical Analyses

Prior to analyses, data were screened by examining descrip-

tive statistics. To examine potential patterns of reasons for

not taking ART, items were analyzed using latent class

analysis in R 3.6 with the package “poLCA.”25 Between 1

and 5, class solutions were examined, and the solution with

the lowest sample size–adjusted Bayesian Information Cri-

teria (ADBIC) would be retained following recommenda-

tions from Kim.26 Conditional item response probabilities

were used to elucidate patterns of ART nonadherence, and

differences between the clusters on key study variables were

examined using w2 tests of association for discrete variables

and nonparametric Mann-Whitney U tests for continuous

variables in SPSS version 24.
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Results

Descriptive Statistics

Sociodemographic, HIV history, mental health, motivation,

and self-efficacy of study participants are illustrated in Table 1.

Sociodemographics and HIV history. A total of 162 women were

included in the subsequent analyses. Women were an average

of 35.3 (median¼ 37; standard deviation [SD]¼ 8.4) years old

and had been living with HIV for 11.9 (median ¼ 11.0; SD ¼
6.6) years. The majority reported being single/divorced/

widowed (n ¼ 101; 62.3%); however, the majority reported

not living alone (n ¼ 152; 93.8%). About half of the women

reported having at least completed high school (n ¼ 95;

58.6%), were not currently employed (n ¼ 92; 56.8%), and did

not have private health insurance (n ¼ 108; 66.7%). Regarding

route of HIV acquisition, participants reported sex (with cis-

gender men or transgender women) as the most common route

of HIV infection (n ¼ 92; 56.8%), followed by “don’t know”

(n ¼ 30; 18.5%), mother-to-child transmission (n ¼ 18;

11.1%), blood transfusion (n ¼ 7; 4.3%), intravenous drug use

(n¼ 3; 1.9%), other (n¼ 2; 1.2%), or sex with a woman (n¼ 1;

0.6%). A total of 7 participants (4.3%) reported becoming

infected with HIV through sex with a partner of an unspecified

gender, and 2 responses to this question (1.2%) were missing.

One third of the women (n ¼ 53; 32.7%) had a history of an

AIDS-associated event, and women had a mean treatment his-

tory of 2.7 ART regimens (median¼ 2; SD¼ 1.9). The average

log viral load was 4.4 (median ¼ 4.4; SD ¼ 0.9), and less than

half of those participating (n ¼ 74; 45.7%) had been virally

suppressed (viral load < 200) the last time they were on treat-

ment. The mean CD4 count was 328.2 (median ¼ 274; SD ¼
265.21). Women reported they were prescribed a mean of 3.2

pills per day (median ¼ 3; SD ¼ 1.7), and under one quarter

had been prescribed either EFV (n ¼ 35; 21.6%) and/or LPV/r

(n ¼ 44; 27.2%) in the last regimen.

Current ART use and reasons for not taking ART. Ninety partici-

pants reported not currently taking antiretroviral medications;

reasons for not taking ART are described in Table 2. The most

common reason was avoidance-based coping—the participant

did not want to think about having HIV. Many participants

indicated the “other, please specify” option; their results were

reviewed, and common responses were identified and grouped

as described in Table 2.

Lifetime history of mental health and depressive symptomatology.
Less than half of the participants (n¼ 71; 43.8%) reported ever

having experienced major depression, more than half (n ¼ 87;

53.7%) reported having experienced anxious symptomatology,

Table 1. Sociodemographics, HIV History, Mental Health, Motivation, and Self-Efficacy of Study Participants (N ¼ 162); and Class Analysis and
Differences on Key Study Outcomes among Participants Who Were Not Currently Taking ART (n ¼ 90).

Variable
Overall Sample

(N ¼ 162)

Participants Who Reported Not Currently Taking ART

Don’t Want to
Think About HIV

No (n ¼ 58)

Don’t Want to
Think About HIV

Yes (n ¼ 32) P Value

Age 35.3 (37; 8.4) 36.1 (37.5; 8.3) 32.8 (31; 7.9) .092
Education .719

Less than high school 67 (41.4%) 24 (41.4%) 12 (37.5%)
Complete high school or more 95 (58.6%) 34 (58.6%) 20 (62.5%)

Employed .263
No 92 (56.8%) 31 (53.4%) 21 (65.6%)
Yes 70 (43.2%) 27 (46.6%) 11 (34.4%)

Time since diagnosis (years) 11.9 (11.0; 6.6) 11.3 (9.9; 6.8) 11.1 (8.7; 7.4) .768
AIDS-associated event .054

No 109 (67.3%) 47 (81%) 20 (62.5%)
Yes 53 (32.7%) 11 (19%) 12 (37.5%)

Last CD4 count 328.2 (274; 265.2) 357.1 (266; 280.2) 302.7 (231.8; 222.2) .448
Last log viral load 4.4 (4.4; 0.9) 4.6 (4.5; 0.7) 4.5 (4.4; 0.1) .567
VAS adherence 3.5 (0.4; 4.2) 2.8 (0; 4.1) 1.5 (0; 3.4) .251
Suicidality at baseline .394

No 123 (75.9%) 43 (74.1%) 21 (71.1%)
Yes 39 (24.1%) 15 (25.9%) 11 (34.4%)

BDI total score (depression) 13.8 (10; 11.2) 11.9 (10; 9.2) 19.9 (16.5; 13.9) .007
Average motivation 3.4 (3.4; 0.7) 3.5 (3.4; 0.8) 3 (3; 0.8) .006
Average self-efficacy 7.3 (7.9; 2.1) 7.8 (8.2; 1.8) 6.3 (6.5; 2.7) .017

aContinuous variables are presented as mean (median; standard deviation [SD]), and categorical variables are presented as n (%). Percentages based on
respective number of individuals in each class. Five responses missing for CD4 (3 in no, 2 in yes). P values compare yes/no on HIV avoidance (Mann-Whitney U for
continuous measures and w2 for categorical).
Abbreviation: ART, antiretroviral therapy.
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and 22 (13.6%) reported having experienced hallucinations.

Less than half of the women (n ¼ 71; 43.8%) reported diffi-

culty understanding/concentrating/remembering, one-third

(n ¼ 57; 35.2%) reported experiencing suicidal ideations, 34

(21%) reported having attempted suicide, and a quarter (n ¼
39; 24.1%) reported a history of treatment for emotional prob-

lems. Almost half of the women (n ¼ 75; 46.3%) reported

experiencing emotional problems (anxiety, depression, or

thoughts of suicide) in the last month. Depression scores on

the BDI were an average of 13.83 (median ¼ 10; SD ¼ 11.19),

indicative of mild depression. About one quarter of participants

(n ¼ 39; 24.1%) reported suicidality at baseline as assessed by

the BDI.

Adherence. The mean adherence score was 3.5 (median ¼ 0.4;

SD ¼ 4.2), indicating low adherence. Participants had an aver-

age of 0.5 (median ¼ 0; SD ¼ 0.9) pharmacy pickups within

the 3 months prior to enrollment, had missed going to their

doctor for more than 12 months after being diagnosed with

HIV *1.5 times (median ¼ 1; SD ¼ 1.6), and stopped their

ART for more than 3 months since diagnosis *2.2 times (med-

ian ¼ 2; SD ¼ 1.7).

Motivation and self-efficacy. Average motivation was 3.4 (median

¼ 3.4; SD ¼ 0.7), indicating moderate levels of motivation.

Average self-efficacy was 7.3 (median ¼ 7.9; SD ¼ 2.1), indi-

cating moderate levels of self-efficacy.

Latent Class Analysis

Participants’ responses for not taking antiretroviral medica-

tions fell into 21 categories (see Table 2). A latent class anal-

ysis was performed on the 90 participants reporting not

currently taking ART using 5000 iterations and 100 replica-

tions per class solution. The 2-class solution was found to have

the lowest ADBIC of 654.1 (1 class¼ 684.2, 3 classes¼ 658.1,

4 classes ¼ 669.0) and was retained as the model of choice. In

examining the conditional item responses, it was found that the

classes were perfectly separated by the response “I do not want

to think about having HIV.”

Class Differences

Using the response “I do not want to think about having HIV”

as the class indicator, Mann-Whitney U tests were performed to

examine potential differences on key study variables between

individuals endorsing and not endorsing the response “I do not

want to think about having HIV.” Mann-Whitney U tests

revealed that participants differed on their item response per-

taining to depressive symptomatology (U ¼ 608.5, z ¼ �2.7,

P¼ .007), motivation (U¼ 601, z¼�2.8, P¼ .006), and self-

efficacy (U¼ 644.5, z¼�2.4, P¼ .017). The group endorsing

not wanting to think about HIV had lower median motivation

and self-efficacy, as well as higher depressive symptomatology

(see Table 1). Participants did not differ with respect to age

(U ¼ 728, z ¼ �1.7, P ¼ .092) or time since diagnosis

(U ¼ 893, z ¼ �0.3, P ¼ .768).

There was a marginal association found between the

response “I do not want to think about having HIV” and history

of an AIDS-associated event, w2(1) ¼ 3.7, P ¼ .054. No dif-

ferences were found among any other sociodemographic or

HIV history variables.

Discussion

This study evaluated nonadherence to prescribed ART among

women of reproductive age in Argentina who were disengaged

from HIV care and found that avoidance-based coping (not

wanting to think about HIV) was the most frequent reason for

not taking prescribed ART. Women utilizing avoidance-based

coping had more depressive symptoms, lower motivation, and

lower self-efficacy than those not using this maladaptive strat-

egy.15 As such, this constellation of factors (depression, moti-

vation, and self-efficacy) appears to act as a driver of

nonadherence to ART and likely contribute to disengagement

from HIV care, poor HIV outcomes, and sexual and vertical

transmission of HIV.27

Results from this study complement the understanding of

previous research on the contribution of depression to poor

HIV and health outcomes for women of reproductive age living

with HIV and for infants of mothers living with HIV world-

wide.28–30 This study is however unique as it the first to utilize

cluster analysis to clearly define that avoidance, low self-

efficacy, and low motivation are critical drivers likely

Table 2. Reasons Why Participants Reported They Are Not
Currently Taking ART (n ¼ 90).

Why Are You Not Taking ART at the Moment? n

I do not want to think about having HIV 32 (35.5%)
Intolerance/toxicity/makes me sick/side effects 10 (11.1%)
The doctor asked me to wait 8 (8.9%)
Depression 4 (4.4%)
Family/relationship problems 4 (4.4%)
Personal problems/reasons 4 (4.4%)
I am worried I won’t adhere to the medication 3 (3.3%)
Problems with coverage 3 (3.3%)
Tiredness/tired of taking medication 3 (3.3%)
Problems with adherence 2 (2.2%)
Live far away (from health center) 2 (2.2%)
Other health problems 2 (2.2%)
Work-related problems 2 (2.2%)
Moved 2 (2.2%)
I forget 2 (2.2%)
Problems with taking the pills (eg, integrating them into

routine or swallowing them)
2 (2.2%)

Apathy/Indifference/Did not want to take them 2 (2.2%)
I am consuming drugs or alcohol 1 (1.1%)
I am taking alternative or complimentary medication 1 (1.1%)
Because I felt good 1 (1.1%)
Other (did not fit into any previous category) 9 (10%)

Abbreviation: ART, antiretroviral therapy.
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influenced by depression among women. The use of this novel

statistical analysis allows to better understand the impact of

exposure to multiple risks, so interventions can be targeted to

subgroups that will benefit most, such as in this case, women

with avoidance-based coping. Interestingly, our results using

this approach indicate that when there is avoidance-based cop-

ing, depressive symptomatology negatively impacts ART

uptake, even when depressive symptoms are low. However,

isolation of the differences between those engaging or not

engaging in avoidance-based coping clearly differentiated fac-

tors associated with the strategy of avoidance. Avoidance,

while enabling the individual time to process a stressor,

becomes a liability when it prevents resolution of the problem.

Results highlight the importance of the integration of routine

assessment and treatment of depression in HIV care32 before

the patient comes to rely on avoidance as a coping strategy.

Therefore, targeting avoidance-based coping, likely with

acceptance- and commitment-based therapies, may help pro-

mote reengagement in care and may, in turn, help prevent the

sexual and perinatal transmission of HIV in this group of

women.31,32 Further research is needed to explore the mechan-

ism behind avoidance-based coping and depression, and how

these factors together may impact motivation and self-efficacy,

which have been shown to be important for adherence and

reengagement in care.17

Interventions to improve HIV health outcomes among

women living with HIV in Argentina and other regions have

primarily focused on provision of ART in clinical settings and

have neglected comprehensive reproductive and mental health

treatment. Women represent over 50% of the population living

with HIV worldwide and face unique challenges and barriers to

HIV care.33 Clearly, strategies for improving retention in care

and ART adherence are essential to achieve the goal of con-

trolling the HIV epidemic, and there is a need to understand

barriers to care among the vulnerable population of women of

reproductive age.33

Despite the importance of our findings and the need to

address depressive symptoms in this population, this study had

several limitations. The primary limitation was the small sam-

ple size and the use of a cross-sectional analysis. In addition,

the study relied on self-report, and though using a valid and

reliable measure of depressive symptoms (the BDI), a depres-

sion diagnostic tool was not used. Additionally, some informa-

tion related to HIV history (number of times they did not see a

physician for more than 12 months and number of times they

stopped taking ART for more than 3 months) was sometimes

unavailable in the medical record and in those cases was self-

reported, which may be subject to recall bias.

This study highlights the importance of integrating mental

health care into HIV care for women facing difficulties in

coping with HIV, with the aim of increasing motivation and

self-efficacy and reducing depression, to optimize the benefits

of ART. As women living with HIV experience a dispropor-

tionate burden of poor health outcomes and mental illness,

gender-specific interventions focused on the treatment of

depression could be the gateway to improving HIV outcomes

and preventing HIV transmission.

Declaration of Conflicting Interests

The author(s) declared no potential conflicts of interest with respect to

the research, authorship, and/or publication of this article.

Funding

The author(s) disclosed receipt of the following financial support for

the research, authorship, and/or publication of this article: This study

was funded by a grant from NIH, R01MH110242, and with the support

of the University of Miami Miller School of Medicine Center for

AIDS Research, funded by an NIH grant, P30AI073961. V.J.R.’s

work on this study was partially supported by a Ford Foundation

Fellowship, administered by the National Academies of Science.

ORCID iD

Maria L. Alcaide https://orcid.org/0000-0003-4648-0145

References

1. Joint United Nations Programme on HIV/AIDS. Fact sheet:

World AIDS Day 2017. Global HIV Statistics. 2017.

2. World Health Organization. Reproductive health indicators:

guidelines for their generation, interpretation and analysis for

global monitoring. Department of Reproductive Health and

Research, ed. Geneva, Switzerland: World Health Organization;

2006.

3. Curno MJ, Rossi S, Hodges-Mameletzis I, Johnston R, Price MA,

Heidari S. A systematic review of the inclusion (or exclusion) of

women in HIV research: from clinical studies of antiretrovirals

and vaccines to cure strategies. JAIDS J Acquir Immune Defic

Syndr. 2016;71(2):181–188.

4. Meditz AL, MaWhinney S, Allshouse A, et al. Sex, race, and

geographic region influence clinical outcomes following primary

HIV-1 infection. J Infect Dis. 2011;203(4):442–451.

5. Murri R, Lepri AC, Phillips AN, et al. Access to antiretroviral

treatment, incidence of sustained therapy interruptions, and risk of

clinical events according to sex: evidence from the I. Co. NA

Study. J Acquir Immune Defic Syndr (1999). 2003;34(2):

184–190.

6. Barber TJ, Geretti AM, Anderson J, et al. Outcomes in the first

year after initiation of first-line HAART among heterosexual men

and women in the UK CHIC Study. Antivir Ther. 2011;16(6):805.

7. Moore AL, Mocroft A, Madge S, et al. Gender differences in

virologic response to treatment in an HIV-positive population: a

cohort study. J Acquir Immune Defic Syndr (1999). 2001;26(2):

159–163.

8. Joint United Nations Programme on HIV/AIDS. On The Fast-

Track To An AIDS-Free Generation. Geneva, Switzerland: Joint

United Nations Programme on HIV/AIDS; 2016.

9. Ministerio de Salud—Presidencia de la Nación. Boletı́n sobre el

VIH-SIDA en la Argentina. Buenos Aires, Argentina: Ministerio

De Salud–Presidencia De La Nación; 2008.

10. Rees S, Silove D, Chey T, et al. Lifetime prevalence of gender-

based violence in women and the relationship with mental dis-

orders and psychosocial function. JAMA. 2011;306(5):513–521.

6 Journal of the International Association of Providers of AIDS Care

https://orcid.org/0000-0003-4648-0145
https://orcid.org/0000-0003-4648-0145
https://orcid.org/0000-0003-4648-0145


11. Turner BJ, Laine C, Cosler L, Hauck WW. Relationship of gen-

der, depression, and health care delivery with antiretroviral adher-

ence in HIV-infected drug users. J Gen Intern Med. 2003;18(4):

248–257.

12. Rodriguez VJ, Mandell LN, Babayigit S, Manohar RR, Weiss

SM, Jones DL. Correlates of suicidal ideation during pregnancy

and postpartum among women living with HIV in rural South

Africa. AIDS Behav. 2018;22(10):3188–3197.

13. Okello ES, Wagner GJ, Ghosh-Dastidar B, et al. Depression,

internalized HIV stigma and HIV disclosure. World J AIDS.

2015;5(01):30.

14. Cherenack EM, Sikkema KJ, Watt MH, Hansen NB, Wilson PA.

Avoidant coping mediates the relationship between self-efficacy

for HIV disclosure and depression symptoms among men who

have sex with men newly diagnosed with HIV. AIDS Behav.

2018;22(10):3130–3140.

15. Vyavaharkar M, Moneyham L, Tavakoli A, et al. Social support,

coping, and medication adherence among HIV-positive women

with depression living in rural areas of the southeastern United

States. AIDS Patient Care STDS. 2007;21(9):667–680.

16. Sued O, Cassetti I, Cecchini D, et al. Physician-delivered motiva-

tional interviewing to improve adherence and retention in care

among challenging HIV-infected patients in Argentina (COPA2):

study protocol for a cluster randomized controlled trial. Trials.

2018;19(1):396.

17. Jones DL, Sued O, Cecchini D, et al. Improving adherence to care

among “hard to reach” HIV-infected patients in Argentina. AIDS

Behav. 2016;20(5):987–997.

18. Beck AT, Steer RA. Manual for The Beck Depression Inventory.

San Antonio, TX: Psychological Corporation; 1993.

19. Bonicatto S, Dew AM, Soria JJ. Analysis of the psychometric

properties of the Spanish version of the Beck Depression Inven-

tory in Argentina. Psychiatry Res. 1998;79(3):277–285.

20. Kalichman SC, Heckman T, Kochman A, Sikkema K, Bergholte

J. Depression and thoughts of suicide among middle-aged and

older persons living with HIV-AIDS. Psychiatr Serv. 2000;

51(7):903–907.

21. Mandell LN, Rodriguez VJ, De La Rosa A, et al. Suicidal ideation

among adults re-engaging in HIV care in Argentina. AIDS Behav.

2019 doi: 10.1007/s10461-019-02526-4.

22. Giordano TP, Guzman D, Clark R, Charlebois ED, Bangsberg

DR. Measuring adherence to antiretroviral therapy in a diverse

population using a visual analogue scale. Hiv Clin Trials. 2004;

5(2):74–79.

23. The LifeWindows Project Team. The Lifewindows Information

Motivation Behavioral Skills ART Adherence Questionnaire

(LW-IMB-AAQ). Storrs, CT: Center for Health, Intervention, and

Prevention, University of Connecticut; 2006.

24. Johnson MO, Neilands TB, Dilworth SE, Morin SF, Remien RH,

Chesney MA. The role of self-efficacy in HIV treatment adher-

ence: validation of the HIV Treatment Adherence Self-Efficacy

Scale (HIV-ASES). J Behav Med. 2007;30(5):359–370.

25. Linzer DA, Lewis JB. poLCA: an R package for polytomous

variable latent class analysis. J Stat Softw. 2011;42(10):1–29.

26. Kim SY. Determining the number of latent classes in single- and

multi-phase growth mixture models. Struct Equ Modeling. 2014;

21(2):263–279.

27. Naar-King S, Parsons JT, Murphy D, Kolmodin K, Harris DR. A

multisite randomized trial of a motivational intervention targeting

multiple risks in youth living with HIV: initial effects on motiva-

tion, self-efficacy, and depression. J Adolescent Health. 2010;

46(5):422–428.

28. Rodriguez VJ, Matseke G, Mathebula A, et al. Impact of

depression in HIV-infected women on infant development in

rural South Africa. Paper presented at: 38th Annual Meeting &

Scientific Sessions of the Society of Behavioral Medicine. 2017,

San Diego.

29. Peltzer K, Rodriguez VJ, Jones D.Prevalence of prenatal depres-

sion and associated factors among HIV-positive women in pri-

mary care in Mpumalanga province, South Africa. Sahara J-J Soc

Asp H. 2016;13(1):60–67.

30. Ironson G, Weiss S, Lydston D, et al. The impact of improved

self-efficacy on HIV viral load and distress in culturally diverse

women living with AIDS: the SMART/EST Women’s Project.

AIDS Care. 2005;17(2):222–236.

31. Hayes SC, Strosahl KD, Wilson KG. Acceptance and Commit-

ment Therapy. Washington, DC: American Psychological

Association; 2009.

32. Cook JA, Burke-Miller JK, Grey DD, et al. Do HIV-positive

women receive depression treatment that meets best practice

guidelines? AIDS Behav. 2014;18(6):1094–1102.

33. Geretti AM, Loutfy M, D’Arminio Monforte A, et al. Out of

focus: tailoring the cascade of care to the needs of women living

with HIV. HIV Med. 2017;18(Suppl 2):3–17.

Cecchini et al 7



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 266
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 175
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50286
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 266
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 175
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50286
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 900
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 175
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50286
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /CreateJDFFile false
  /Description <<
    /ENU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 9
      /MarksWeight 0.125000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [288 288]
  /PageSize [612.000 792.000]
>> setpagedevice


