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Background 

 A growing number of HIV-infected women are giving 
birth every year. 

 

 Pregnancy provides a unique opportunity to impact 
the HIV Treatment Adherence Cascade 
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Background 

 Postpartum HIV-infected women face challenges 
with treatment adherence. 

 Women in the deep South may experience greater 
difficulties with care engagement due to poor access 
to care, stigma, lack of social support, and mistrust in 
the health care system. 
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HIV in Mississippi, 2013 
• PLWH:  10,473 

• 68% men, 32% women 
• HIV Incidence: 536 

• 24.8% female (82% HS, 
16% IDU) 

• AA women case rate 9x 
White women 

• 9 Ryan White Funded Clinics 
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Objectives 

 Retrospective analysis of all HIV-infected 
women ≥16 years who delivered in Mississippi 
from January 1, 2002 to Dec 31, 2014. 

 Focus on health care utilization and outcomes: 

– Death/Progression to AIDS 

– Engaged in care in 2015 (one medical visit or 
CD4/PVL in 2015) 

– HIV-1 Plasma Viral Load <200 copies/mL in 2015 

 



Methods 

 Clinical data from all 9 federally funded Ryan White clinics in 
Mississippi (Careware) 

– Statewide implementation in 2005-2006 

 

 Mississippi Department of Health (MSDH) Enhanced HIV/AIDS 
Reporting System (eHARS) 

– Mandatory CD4/HIV Viral Load reporting to MSDH started Jan 2013 



Demographics 

Total Women 548 

Total number of deliveries 685 

Median Age at First Delivery (IQR) 26 (23,31) 

Race 
Black 
White 
Multiple 
AI/AN 
Not reported 

 
474 (86.5%) 
57 (10.4%) 

4 (0.7%) 
3(0.5%) 

10 (1.8%) 

Hispanic 15 (2.7%) 

Median Annual Income (IQR) (n=208) $9780 ($4116, $15570) 

Insurance  
Medicaid* 
Uninsured 
Private 
Medicare 
Unknown 

 
123 (22.4%) 
65 (11.8%) 
20 (3.6%) 
9 (1.6%) 

217 (39.6%) 

Housing Status  
Stable/Permanent 
Temporary/Unstable 
Unknown 

 
192 (35%) 
23 (4.2%) 

215 (39.2%) 



Geography 

 Health District (N=300) 

I 10 (3.3%) 

II 6 (2%) 

III   36 (12%) 

IV* 12 (4%) 

V  134 (44.7%) 

VI* 27( 9%) 

VII 23 (7.7%) 

VIII  31 (10.3%) 

IX 21  (7%) 
Current State of Residence eHARS  (N=415) 
Mississippi   383 (92.3%) 

* No Ryan White HIV Provider in District 



HIV 

Median Age at HIV Dx  (IQR) (n=548) 22 (19, 27) 

HIV Risk 
Heterosexual 
Perinatal 
IDU 
Unknown 

 
395 (72.1%) 

15 (2.7%) 
13 (2.4%) 

125 (22.8%) 

HIV dx around pregnancy 206 (37%) 

AIDS Diagnosis  268 (48.9%) 

Median Age at AIDS (IQR) (n=268) 28 (23, 32) 

AIDS within 1 year of HIV dx 68 (13%) 

Median Time HIV to AIDS, years (n=268) 4.67 (.91, 8.3) 

Median Last available CD4 cells/µL (IQR) 494 (305, 695) 

Most recent HIV-1 PVL 
<200 copies/mL 
>200 copies/mL 
Missing 

 
146 (26.7%) 
228 (41.6%) 
174 (31.8%) 

Perinatal Transmission 9 (1.3%) 



Engagement in 2015  

*Any CD4/HIV PVL (eHARS)  or medical visit in CAREWARE in 2015 



Outcomes by Health District in 2015 

40 

83 

53 
58 

54 

63 

56 

42 
38 

20 

83 

25 

17 

23 

33 35 

29 
24 

0

10

20

30

40

50

60

70

80

90

100

District I District II District III District IV District V District VI District VII District VIII District IX

% in care in 2015 % with VL <200 in 2015



Mortality 

Number of Deaths 67 (12.2%) 

Median Age at death (IQR) 32.4 (28.1, 36.7) 

Median Time from HIV dx to death, years 
(IQR) 

9.3 (6, 14.7) 

Median Time from AIDs dx to death, years 4.5 (2.1-7.9) 

Median time from last delivery to death, years 
(IQR) 

5.35  (3.0, 7.0) 

Median last available CD4 cells/µL (IQR) n=60 38 (9, 133) 

Median last available HIV PVL copies/mL (IQR) 
n=58 

59220 (7713, 195137) 



Conclusions 

 Young, HIV infected women in Mississippi experience low rates 
of retention and viral suppression, and significant morbidity and 
mortality following delivery.  

 Systems based and innovative interventions initiated during 
pregnancy and continued through postpartum phase to support 
engagement with care may improve longitudinal treatment 
adherence and health outcomes.  

 Interventions should be developed in collaboration with target 
health districts with lowest rates of care engagement.  

 



Next Steps 

 Analysis of predictors of retention, viral suppression 
and AIDS/mortality 

 Cause of death 

 GIS mapping (census tract data, health districts)  

 Prospective study of HIV-infected pregnant and 
postpartum women 

– Followed longitudinally over 2 year period 

– Assessments of structural and behavioral barriers to care 
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