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Abstract

Background: Migrants living with HIV (MLWH) are a rapidly growing population in countries
affiliated with the Organization for Economic Co-Operation and Development (OECD). Across
OECD countries, MLWH have poorer health outcomes compared to their non-migrant
counterparts. Research on the barriers and facilitators to care for MLWH in OECD countries has
centered on HIV testing. Concurrently, to champion an equity-focused response to eliminating
HIV and AIDS as public health threats, HIV scholars and organizations have called for developing,
evaluating, and scaling targeted clinical interventions specifically for MLWH. To respond to these
calls, a new approach to caring for MLWH in Montreal, Canada, has been piloted in a
multidisciplinary clinic since 2020. Specifically, “the ASAP study” provides MLWH with free
antiretroviral therapy (ART), on-site and rapidly (i.e., within 7 days of being linked to care).

Objectives: The specific objectives of this doctoral thesis are to: (1) systematically review the
barriers and facilitators MLWH in OECD countries encounter beyond diagnosis; (2) investigate
the patient-reported experiences and outcomes of MLWH enrolled in ASAP through qualitative
and quantitative methods; and (3) explore HIV-related clinical outcomes and the effect of social

determinants of health on these outcomes for MLWH enrolled in ASAP.

Methods: To address these objectives, | conducted: a systematic mixed studies review (protocol
published in BMJ Open, and results published in AIDS Patient Care & STDs); a longitudinal
qualitative analysis of semi-structured interviews with MLWH enrolled in ASAP (manuscript
published in the Journal of Personalized Medicine); a quantitative analysis encompassing
descriptive statistics and linear mixed modelling for patient-reported outcome and experience
measures among MLWH enrolled in ASAP (manuscript under review in AIDS Research and
Therapy); and a quantitative analysis involving descriptive statistics and survival analyses on HIV-
related clinical outcomes, and the effect of social determinants on these outcomes for MLWH
enrolled in ASAP (manuscript published in HIV Medicine).

Results: Manuscripts 1 and 2: MLWH experience numerous challenges that impede their initial
linkage to and sustained engagement with HIV care and treatment, and ultimately their HIV viral
suppression. In particular, not meeting basic needs such as housing and food, or not having stable

and secure finances, occupation, or immigration status can lead to disengagement with HIV
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services among MLWH. However, in this review, providing MLWH with multidisciplinary care
was identified as a facilitator to sustained engagement with HIV services. Manuscript 3: Receiving
humanizing, holistic, and empowering care from a multidisciplinary team, alongside free ART
rapidly, were identified as highly positive elements in the HIV care experience of MLWH, and
seemed to motivate their HIV self-management and encourage sustained engagement with care.
However, throughout their time in care, MLWH expressed that they continued experiencing
complex psycho-social challenges. Manuscript 4: MLWH reported highly positive experiences
and outcomes around their HIV care and treatment but continued to report high levels of
psychological distress throughout their time engaged in care. Manuscript 5: On median, MLWH
enrolled in ASAP were able to initiate ART and reach HIV viral undetectability within 5 (range:
0-50) and 57 days (range: 5-365), respectively. Those who took significantly longer to initiate
ART: were less than 35 years old; identified as heterosexual; had less than university-level
education; or were unemployed. No social determinant was found to significantly affect time to

undetectability.

Conclusion: This doctoral thesis contributes timely findings towards understanding the healthcare
experiences and outcomes of MLWH. Notably, MLWH experience tremendous multifaceted
barriers across each step of the HIVV Care Cascade. However, preliminary evidence supports an
approach to care grounded in aspects of patient-centred care (e.g., the provision of humanizing and
empowering services), with the provision of free ART dispensed on-site and rapidly, to facilitate
ART initiation, sustain HIV care engagement, and efficiently reach HIV viral undetectability
among MLWH. However, these services appear insufficient for thoroughly addressing the mental
health needs of MLWH. Concurrently, ART initiation appears to be influenced by social
determinants. This suggests the importance of embedding dedicated, well-funded, and accessible
mental health support in HIV clinical settings, and further considering the impact of social

determinants of health when designing clinical interventions for more equitable outcomes.
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Résumé

Contexte: Les migrants vivant avec le VIH (MVV) constituent une population en croissance
rapide dans les pays affiliés a I'Organisation de coopération et de développement économiques
(OCDE). Dans ces pays, les MVV ont de moins bons résultats en matiére de santé que leurs
homologues non migrants. Jusqu’a présent, les recherches sur les barriéres et les facilitateurs de
leur prise en charge clinique dans les pays de ’OCDE se sont surtout focalisées sur le dépistage
du VIH. Parallelement, afin d’éliminer le VIH et sa menace a la santé publique, les spécialistes et
les organismes du VIH ont promu une réponse axée sur I'équite et appelé au développement, a
I'évaluation et a la mise a I'échelle d'interventions cliniques ciblant spécifiqguement les MVV.
Ainsi, depuis 2020, nous testons une nouvelle approche de prise en charge des MVV dans une
clinigue VIH multidisciplinaire basée a Montréal, au Canada. Plus précisément, « I'étude ASAP »
fournit rapidement aux MVV le traitement antirétroviral (TAR) gratuit (c'est-a-dire dans les 7 jours

suivant la mise en relation avec la clinique).

Objectifs: Les objectifs de cette thése de doctorat sont les suivants: (1) synthétiser les obstacles et
les facilitateurs aux soins VIH que rencontrent les MVV dans les pays de I'OCDE au-dela du
diagnostic; (2) étudier I’expérience des soins VIH et 1’évolution de I’état de santé auto-rapportes
par les participants MVV de I’étude ASAP a I’aide de méthodes qualitatives et quantitatives; et
(3) explorer, parmi ces participants, les résultats cliniques du VIH et I'effet des déterminants

sociaux de la santé sur ces derniers.

Meéthodes: Pour répondre a ces objectifs, jai mené: une revue systématique d'études mixtes
(protocole publié dans BMJ Open et résultats publiés dans AIDS Patient Care & STDs); une
analyse qualitative longitudinale d’entretiens semi-structures avec des MVV participants a 1’étude
ASAP (article publié dans le Journal of Personalized Medicine); une analyse quantitative avec des
statistiques descriptives et une modélisation mixte linéaire sur la santé et I'expérience des soins
auto-rapportées par les MVV participants a 1’étude ASAP (article en révision au journal AIDS
Research and Therapy); et une analyse quantitative avec des statistiques descriptives et une
analyse de survie sur des résultats cliniques liés au VIH des participants MVV de 1’étude ASAP

(article publié dans HIV Medicine).
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Résultats: Articles 1 et 2 (revue systématique): Les MVV sont confrontés a de nombreux défis
qui entravent chaque éetape de leur cascade de soins VIH. En particulier, les défis liés aux besoins
fondamentaux tels que le logement, la sécurité alimentaire, la stabilité financiére et la sécurité de
I’emploi peuvent conduire a leur désengagement des soins VIH. Offrir des soins
multidisciplinaires fondés sur des stratégies axées sur le patient pourrait faciliter un engagement
durable chez ces MVV. Article 3 (analyses qualitatives): Les MVV ont apprécié recevoir
rapidement des soins humanisants, holistiques et responsabilisants de la part d'une équipe
multidisciplinaire, parallelement au TAR gratuit, et ces facteurs pourraient contribuer a un
engagement soutenu dans leurs soins. Cependant, ils rapportent des défis psychosociaux
complexes. Article 4 (analyses quantitatives): L’expérience des soins VIH parmi les MVV s’est
averé tres positive au cours de la période d’étude. Toutefois, les MVV éprouvent des niveaux
élevés et persistants de détresse psychologique. Article 5 (analyses quantitatives): En médiane, les
MVV inscrits a ASAP ont débuté leur TAR en 5 jours (étendue: 0-50) et atteint I'indétectabilité
virale en 57 jours (étendue: 5-365). Ceux qui ont pris plus de temps a initier leur TAR avaient
moins de 35 ans, s’identifiaient comme hétérosexuel, avaient moins qu'une formation universitaire,
ou étaient au chdmage. Cependant aucun facteur étudié n’était associé de maniere significative au

délai a ’indétectabilité.

Conclusions: Cette these de doctorat apporte des résultats opportuns pour mieux comprendre
I’expérience des soins et la santé des MVV. Les MVV sont confrontés a des obstacles
considérables et multiples a chaque étape de leur cascade de soins du VIH. Cependant, nous avons
généré des preuves préliminaires pour un modele de soins centré sur le patient qui fournit
rapidement le TAR sans frais au patient, pour faciliter Il'initiation du traitement, maintenir
I'engagement dans les soins, et atteindre efficacement I'indétectabilité virale parmi les MVV.
Toutefois, ces services ne suffisent pas a répondre aux besoins en santé mentale des MVV. Cela
suggere I’importance d’intégrer un soutien dédié et bien financé en matiére de santé¢ mentale dans
les centres de soins du VIH, et de tenir compte davantage de I’impact des déterminants sociaux de

la santé lors de la conception d’interventions cliniques pour des résultats plus équitables.
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The first two manuscripts pertain to a systematic mixed studies review (one article encompasses
the review protocol and the other presents the results of the search — both published). This review
is the first to report a multilevel analysis of barriers and facilitators that impact migrants living
with HIV (MLWH) across OECD countries, with respect to the socio-ecological model and steps
of the HIV Care Cascade beyond diagnosis. Notably, this is one of the first systematic reviews
conducted within this field of inquiry which included patients as research partners and co-authors,

championing a patient- and stakeholder-engaged approach to research.

The third manuscript | published was the first to report a qualitative analysis in a longitudinal
cohort study on the experiences of MLWH enrolled in multidisciplinary HIV care where treatment
was being provided on-site, free-of-charge, and initiated rapidly. This study is among the first
globally to shed light on the experiences of MLWH in a primary HIV care model with rapid
treatment initiation, and particularly vis-a-vis their health-related quality-of-life — a topic which is

being heralded as the next major frontier in HIV research and care.

The fourth manuscript, which is currently in review, was the first to quantitatively and
longitudinally explore the perspectives of MLWH around their: perceived social support,
internalized HIV-related stigma, and psychological distress; treatment compliance, self-efficacy,
and satisfaction; and the perceptions of MLWH around their healthcare providers’ cultural
competence and empathy. This study is among the first to suggest that even when engaged in
multidisciplinary care with free, onsite, and rapid treatment dispensation, MLWH continue
experiencing concerning levels of psychological distress, underscoring a need to embed targeted

and accessible mental health support within HIV care models.
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Finally, the fifth manuscript | published is among the first to assess time to HIV treatment initiation
and HIV viral undetectability for MLWH within a primary HIV care model with onsite, rapid, and
free treatment dispensation, as well as evaluate the impacts of social determinants of health on
these times. This study is among the first to suggest the feasibility of rapidly initiating B/F/TAF (a
specific antiretroviral therapy) with MLWH within this model of care (i.e., cost-covered treatment
dispensed on-site within a multidisciplinary clinic), and further, providing preliminary quantitative
support for this model. Concurrently, this is among the first studies to suggest that social
determinants of health can continue affecting time to treatment initiation in such a model of care,

and thus need to be considered further when designing clinical interventions for MLWH.

Page 14 of 204



Contribution of Authors

Under the supervision of Dr. Bertrand Lebouchg, | was responsible for the conception of the thesis
design, as well as the analysis, interpretation, and writing for each manuscript included in this
thesis. My PhD was imbedded within a 96-week pilot feasibility study with a prospective cohort
design (i.e., the ASAP study), which was led by my supervisor, Dr. Bertrand Lebouché. As such,
my work reflected a collaboration with clinicians (including physicians, nurses, and pharmacists),
researchers (including epidemiologists, anthropologists, sociologists, statisticians, qualitative and
quantitative health scientists), and migrants living with HIV. Though my work was enriched by
various stakeholders’ input, I declare that the conception, analysis, interpretation, and writing of

this thesis is my original doctoral work.

Manuscript 1: Barriers and facilitators associated with steps of the HIV care cascade for

migrants in OECD countries: a systematic mixed studies review protocol.

Anish K. Arora, Amélie Quesnel-Vallée, David Lessard, Kedar Mate, Adriana Rodriguez-Cruz,
Nadine Kronfli, Kim Engler, Isabelle Vedel, Bertrand Lebouché, in collaboration with the

Antiviral Speed Access Program (ASAP) Migrant Advisory Committee.

AKA conceptualized this study with input from AQV, DL, KM, KE, and BL. The migrant patient
advisory committee, collectively assigned the sixth author role, also provided input in the design
of this work. AKA worked with an academic librarian to establish the search strategy and eligibility
criteria. The search strategy, eligibility criteria and study design were further revised in
consultation with AQV, DL, KM, KE, IV, BL and the migrant patient advisory committee. AKA
wrote several versions of this manuscript. All authors provided substantial edits to multiple

versions of this manuscript.

In terms of knowledge dissemination at the international level, AKA presented this work as a
poster presentation at the North American Primary Care Research Group (NAPCRG) annual

meeting held virtually in November 2020.

Manuscript 2: Barriers and Facilitators Affecting the HIV Care Cascade for Migrant People
Living with HIV in Organization for Economic Co-Operation and Development Countries: A

Systematic Mixed Studies Review.
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Anish K. Arora, David Ortiz-Paredes, Kim Engler, David Lessard, Kedar K.V. Mate, Adriana
Rodriguez-Cruz, Nadine Kronfli, Isabelle Vedel, Joseph Cox, Antiviral Speed Access Program

(ASAP) Migrant Advisory Committee, Amélie Quesnel-Vallée, and Bertrand Lebouché.

AKA conceptualized this study with input from AQV, DL, KKVM, KE, and BL. The migrant
patient advisory committee, collectively assigned as an author, also provided input in the design
of this work. AKA, DL, KKVM, and ARC were involved in the title and abstract screening. AKA
and DOP conducted the full-text screening, critical appraisal, and qualitative analysis. AQV, DL,
ARC, KE, the migrant patient advisory committee, and BL were involved in the data interpretation
and analysis phase, which was led by AKA. AKA wrote several versions of this article. All authors

provided substantial edits to multiple versions of this article.

Due to the COVID-19 pandemic, all presentations for this work were focused on the local level

(i.e., through presentations at the Research Institute of the McGill University Health Centre).

Manuscript 3: Experiences of Migrant People Living with HIV in a Multidisciplinary HIV Care
Setting with Rapid B/F/TAF Initiation and Cost-Covered Treatment: The ‘ASAP’ Study.

Anish K. Arora, Kim Engler, David Lessard, Nadine Kronfli, Adriana Rodriguez-Cruz, Edmundo
Huerta, Benoit Lemire, Jean-Pierre Routy, René Wittmer, Joseph Cox, Alexandra de Pokomandy,
Lina Del Balso, Marina Klein, Giada Sebastiani, Isabelle Vedel, Amélie Quesnel-Vallée, ASAP

Migrant Advisory Committee, and Bertrand Lebouché.

AKA conceptualized this study with input from KE, DL, ARC, NK, BLem, JPR, RW, JC, AdP,
MK, GS, the Migrant Advisory Committee, and BLeb. Data collection was conducted by AKA,
DL, ARC, EH, LDB, the Migrant Advisory Committee, and BLeb. AKA led the data analysis and
was supported by KE, DL, ARC, EH, LDB, the Migrant Advisory Committee, and BLeb. AKA
drafted multiple versions of the manuscript. All authors provided substantial edits to multiple

versions of this article.

In terms of knowledge dissemination at the national level, AKA presented this work as an oral
presentation at: the 2022 Annual Canadian Association for Health Services and Policy Research
(CAHSPR) Conference held virtually from 31 May — 2 June 2022; and the 31st Annual Canadian
Conference on HIV/AIDS Research, held virtually from April 28 — May 1, 2022. At the

international level, AKA presented this work as a poster presentation at: the Health Systems Global
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(HSG) 7t Global Symposium on Health Systems Research held from 31 Oct — 4 Nov 2022 in
Bogota, Colombia; and the 24™ International AIDS Conference (AIDS 2022) held in Montreal,
Canada from 29 July — 2 August 2022.

Manuscript 4: Patient-Reported Outcomes and Experiences of Migrants Enrolled in a
Multidisciplinary HIV Clinic with Rapid, Free, and Onsite Treatment Dispensation: The ‘ASAP’
Study.

Anish K. Arora, Serge Vicente, Kim Engler, David Lessard, Edmundo Huerta, Joel Ishak, Nadine
Kronfli, Jean-Pierre Routy, Joseph Cox, Benoit Lemire, Marina Klein, Alexandra de Pokomandy,
Lina Del Balso, Giada Sebastiani, Isabelle Vedel, Amélie Quesnel-Vallée, ASAP Migrant

Advisory Committee, Bertrand Lebouché.

AKA conceptualized this study with input from SV, KE, and BLeb. Data collection was managed
by DL, EH, and JI. Data was analyzed by AKA. SV guided the analytical process and verified all
outputs. AKA drafted multiple versions of the manuscript. All authors provided substantial edits

to multiple versions of this article.

In terms of knowledge dissemination at the national level, AKA presented preliminary results of
this work as a poster presentation at the 32" Annual Canadian Conference on HIVV/AIDS Research
(CAHR 2023), held April 27-30, 2023 in Quebec City, Canada. At the international level, on behalf
of AKA, BLeb presented preliminary results of this work as a poster presentation at the 1le
Conférence Internationale Francophone VIH / Hépatites / Santé sexuelle / Infections émergentes
AFRAVIH 2022 held in Marseille, France from April 6 to 9, 2022.

Manuscript 5: The Impact of Social Determinants of Health on Time to Antiretroviral Therapy
Initiation and HIV Viral Undetectability for Migrants enrolled in a Multidisciplinary HIV Clinic
with Rapid, Free, and Onsite B/F/TAF: “The ASAP Study."

Anish K. Arora, Serge Vicente, Kim Engler, David Lessard, Edmundo Huerta, Joel Ishak, Jean-
Pierre Routy, Marina Klein, Nadine Kronfli, Joseph Cox, Benoit Lemire, Alexandra de
Pokomandy, Lina Del Balso, Giada Sebastiani, Isabelle Vedel, Amélie Quesnel-Vallée, ASAP

Migrant Advisory Committee, Bertrand Leboucheé.
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AKA conceptualized this study with input from SV, KE, and BLeb. Data collection was managed
by DL, EH, and JI. Data was analyzed by AKA. SV guided the analytical process and verified all
outputs. AKA drafted multiple versions of the manuscript. All authors provided substantial edits

to multiple versions of this article.

In terms of knowledge dissemination at the national level, AKA presented preliminary results of
this work as an oral presentation at the 32" Annual Canadian Conference on HIV/AIDS Research
(CAHR 2023), held April 27-30, 2023 at Quebec City, Canada. At the international level, AKA
presented preliminary results of his work as an e-poster at the 12" the International Aids Society
(IAS) Conference on HIV Science, held 23 to 26 July 2023 in Brisbane, Australia. Additionally,
at the international level, on behalf of AKA, BLeb presented preliminary results of this work as an

oral presentation at Fast-Track Cities 2023, held between 25 to 27 September 2023 in Amsterdam.
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List of Abbreviations

AIDS — Acquired Immune Deficiency Syndrome

ART — Antiretroviral Therapy

ASAP — Antiretroviral Speed Access Program

B-CR — Bootstrapped Cox Regression

B/F/TAF — Bictegravir/Emtricitabine/Tenofovir Alafenamide
CARE - Consultation and Relational Empathy Measure

CIHR — Canadian Institutes of Health Research

CVIS/MUHC - Chronic Viral IlIness Service of the McGill University Health Centre

FRQS — Fonds de Recherche Québec Santé

G-MISS — Generic Medical Interview Satisfaction Scale
HCC — HIV Care Cascade

HIV — Human Immunodeficiency Virus

HIVTSQ — HIV Treatment Satisfaction Questionnaire
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IA-RSS — Internalized AIDS-Related Stigma Scale
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IOM — International Organization for Migration

K6 — Kessler Psychological Distress Scale

KM — Kaplan-Meier Estimation

MLWH — Migrants Living with HIV
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OECD - Organization for Economic Co-Operation and Development

PLWH — People Living with HIV

PRISMA — Preferred Reporting Items for Systematic Reviews and Meta-Analyses
PROMIS — PROMIS Self-efficacy for Managing Chronic Conditions Instrument
PRPCC — Physician Cultural Competency Measure

SDH — Social Determinants of Health

SMSR — Systematic Mixed Studies Review

SPOR - Strategy for Patient-Oriented Research

STTBI — Sexually Transmitted and Blood Borne IlIness

UNAIDS — Joint United Nations Programme on HIV/AIDS

WHO — World Health Organization
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Chapter 1: Introduction to the Thesis
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With major advancements in antiretroviral therapy (ART) over the last two decades, HIV
has successfully transitioned from an acute life-limiting condition to a manageable chronic illness
[1]. Given this tremendous accomplishment, the World Health Organization, through their
Sustainable Development Goals, has championed the effort to end AIDS as a public health threat
by 2030 [2]. To help guide international effort towards this end, the Joint United Nations
Programme on HIV/AIDS (UNAIDS) has called on all countries to meet the ’95-95-95” targets,
whereby 95% of people living with HIV know their status, 95% of those who know their status
are receiving treatment, and 95% of those on treatment have a suppressed viral load by 2030 [2].
As of 2023, UNAIDS reported that only Botswana, Eswatini, Rwanda, the United Republic of
Tanzania, and Zimbabwe have thus far achieved the 95-95-95 targets overall [3]. While significant
progress is being made towards these targets in countries located within sub-Saharan Africa,
countries affiliated with the Organization for Economic Co-operation and Development (OECD)

are lagging behind [3, 4].

Both UNAIDS and scholars working within the global HIV community have expressed
that the path to effectively and efficiently tackling the HIV/AIDS epidemic requires an equity-
focused approach [1, 3, 5]. When efforts are targeted to specific populations with the heaviest
burden of HIV, there is a greater potential for improved population health and lower HIV
transmission rates [3, 5]. Thus, greater attention is being placed on key populations (i.e., groups of
people that are at increased risk of HIV, irrespective of the national epidemic type or local context,
due to engaging in higher-risk behaviours, such as men who have sex with men, people who inject
drugs, and sex workers) and vulnerable populations (i.e., groups of people that are vulnerable to

HIV in certain situations and contexts, such as adolescents) [6].

International migrants (henceforth, migrants) are increasingly being recognized as a
vulnerable population, if not, a key population [6]. Migrants include people that relocate
temporarily or permanently outside of their country of birth, irrespective of their reason for
translocation [7, 8]. Migration alone may not be considered a risk factor for HIV; however, other
factors associated with migration can place migrants at a higher risk of HIV acquisition throughout
their migratory journey (i.e., pre-departure, transit, arrival, and in many cases, return or further
transience before settling) [9-13]. For example, research particularly on the post-migration phase

has identified high-risk HIV factors such as: being separated from spouses, families, and social
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networks; working in exploitative conditions; and being sexually active within migrant
communities which may have a higher HIV prevalence compared to other communities in their
host countries [9, 12]. Alongside their potential to face these risk factors, migrants often experience
tremendous challenges when accessing care and treatment in new regions, including: language
barriers; lack of knowledge about and access to health care services; as well as stigma and

discrimination [9, 12].

Notably, migrants living with HIV (MLWH) are a rapidly growing population and account
for increasing proportions of new HIV diagnoses in countries affiliated with the OECD [10, 14-
17]. Furthermore, preliminary evidence across OECD countries suggests that MLWH have poorer
HIV-related health outcomes compared to their non-migrant counterparts throughout all steps of
the HIV Care Cascade (i.e., diagnosis, linkage to care, ART initiation, long-term retention in care
and adherence to ART, and HIV viral suppression) [14, 18-22]. It is hypothesized that the
intersectional experience of being a migrant and living with HIV amplifies the barriers MLWH
encounter along the steps of the HIV Care Cascade (e.g., MLWH may experience a complex
interaction between their fear of stigma and fear of deportation, among other challenges, which
may exacerbate their reticence to get tested) [23]. However, systematic exploration of the barriers
and facilitators to care for MLWH in OECD countries has thus far been dominated by research on
HIV testing [14, 18, 24, 25]. An in-depth analysis of the barriers and facilitators that MLWH face

in relation to HIV care engagement beyond diagnosis is lacking.

In the Canadian context, migrants accounted for 45% of new HIV diagnoses in 2019 [26].
In Montreal specifically, 310 new HIV cases were reported in 2022, the highest number reported
annually in 10 years, which is an increase of 120% since 2021 and mostly attributed to people
from countries where HIV infection is highly endemic [27-29]. Importantly, the ‘Canadian
Institutes of Health Research (CIHR) HIV/AIDS and Sexually Transmitted and Blood Borne
lliness (STBBI) Research Initiative Strategic Plan for 2022-2027 identified MLWH as a key
population [30]. In their strategy, the Institute lists several major action areas, including investing
in research on emerging and innovative approaches to care for key populations, as well as
understanding how social determinants of health affect HIV/AIDS outcomes [30]. The action areas
echo calls from HIV scholars to develop targeted interventions specifically for MLWH [14], which

specifically respond to this population’s unique needs and associated social determinants of health
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(e.g., barriers to care based on structural racism) [1, 3, 5]. To respond to these action areas and
calls, a new approach to caring for MLWH is being piloted since 2020 within a multidisciplinary
clinic in Montreal, Canada. Specifically, through a 96-week prospective cohort design, “the ASAP
study” (led by my supervisor, Dr. Bertrand Lebouché) seeks to provide MLWH with free ART,
dispensed on-site and as soon as possible (ideally within 7 days from linkage to care), at the
Chronic Viral IlIness Service of the McGill University Health Centre (CVIS/MUHC).

Therefore, the purpose of this doctoral thesis is three-fold: (1) to systematically review the
barriers and facilitators MLWH in OECD countries encounter along the steps of the HIV Care
Cascade beyond diagnosis; (2) investigate the experiences of MLWH enrolled in the ASAP study
through both (a) qualitative and (b) quantitative methods; and (3) explore HIV-related clinical
health outcomes, and the effect that social determinants of health may have on these outcomes, for
MLWH enrolled the ASAP study.

Page 24 of 204



Chapter 2: Comprehensive Literature Review
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Preamble for Chapter 2

For the first phase of my doctoral thesis, | conducted a large-scale systematic mixed studies
review (SMSR). This comprehensive review corresponds to the first aim of my thesis which is to
thoroughly review the barriers and facilitators MLWH in OECD countries encounter with respect
to steps of the HIV Care Cascade beyond diagnosis. | published the protocol for this SMSR
(Manuscript 1) in BMJ Open, which has a current impact factor of 2.9. The electronic version of
this article can be found at: https://bmjopen.bmj.com/content/10/11/e040646.abstract. | published
the results of this SMSR (Manuscript 2) in AIDS Patient Care and STDs, which has a current

impact factor of 4.9. The electronic version of this article can be found at:
https://www.liebertpub.com/doi/full/10.1089/apc.2021.0079. Both publications went through a

rigorous peer-review process.
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Abstract

Introduction: In 2019, the United Nations signaled a substantial rise in the number of international
migrants, up to 272 million globally, about half of which move to only 10 countries, including 8
member nations of the Organization for Economic Co-operation and Development (OECD).
Migrants in OECD countries are often at higher risk for acquiring human immunodeficiency virus
(HIV) and have a higher frequency of delayed HIV diagnosis. The barriers and facilitators that
migrant people living with HIV (PLWH) in OECD countries face in relation to HIV care are
insufficiently understood. The five step HIVV Care Cascade Continuum (HCCC) is an effective
model to identify gaps, barriers, and facilitators associated with HIV care. The purpose of this
study is to generate a comprehensive, multilevel, understanding of barriers and facilitators
regarding the five steps of the HCCC model in OECD countries by migration status.

Methods & Analysis: A systematic mixed studies review using a data-based convergent design
will be conducted. Medline, Embase, Scopus, CINAHL, and the Cochrane Library will be searched
on March 25, 2020. Screening and critical appraisal will be conducted independently by the first
author. Authors 3 to 5 will act as second reviewers, each independently conducting 33% of the
screening and appraisal. Quantitative data will be transformed to qualitative data and be
synthesized using thematic analysis. The Mixed Methods Appraisal Tool will be used for quality
assessment. An advisory committee, composed of 4 migrant PLWH, will be involved in screening
and appraising 5% of articles to build knowledge and experience with systematic reviews. They

will also be involved in analysis and dissemination.

Ethics & Dissemination: Ethics approval was obtained from the McGill University Health Centre
(15-188-MUHC, 2016-1697, eReviews 4688). Publications arising from this study will be open-

access.
Registration: The study protocol has been registered on PROSPERO (ID:CRD42020172122).

Strengths & Limitations of the Study
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e This protocol consists of a review methodology that facilitates the synthesis of qualitative,
quantitative, and mixed-methods studies.

e Centering around the HCCC model, this synthesis will provide a comprehensive and
multilevel understanding of barriers and facilitators impacting access to HIV care by
PLWH with different migratory statuses in OECD countries.

e Patient engagement at each step of the literature review and synthesis is expected to center
the analysis and interpretation of results on patients’ concerns, which will be critical to
ensuring the relevance of the research to this population and increased knowledge
translation and impact.

e Limits include risks of low inter-rater reliability due to the number (4) of reviewers
involved in the screening and appraisal of studies.

e Strategies have been implemented to mitigate risk of inconsistencies, including the use of
workshops, screening guides, and maintaining communication and regular meetings

between reviewers.
INTRODUCTION

International migrants are people engaging in all forms of movement across countries,
temporarily or permanently, and for a variety of reasons [1, 2]. As of September 2019, the United
Nations estimated that there were 272 million international migrants globally, a number that has
increased by 51 million since 2010 [3]. Approximately 50% of all international migrants travel to
and reside in only 10 countries [3], eight of which are members of the Organization for Economic
Co-operation and Development (OECD) [4].

An extensive body of literature highlights that several international migrant populations in
OECD countries are at increased risk of acquiring human immunodeficiency virus (HIV) infection
and are more likely to experience delayed HIV diagnosis and linkage to care compared to native-
born populations [5-24]. The International Organization for Migration (IOM), a leading inter-
governmental organization established in 1951, has called for efforts to be made in the reduction

of barriers to HIV health services for migrant populations [22].

An understanding of the barriers and facilitators experienced by various international
migrant populations vis-a-vis HIV care is needed. To support this understanding, the HIV care
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cascade continuum (HCCC) presents a series of health care steps that assist in ensuring optimal
health outcomes for people living with HIV (PLWH), as well as in effectively gauging national
and international goals associated with HIV such as the 90-90-90 target proposed by the United
Nations Programme on HIV/AIDS (UNAIDS) [25-27]. The HCCC model consists of five steps:
(1) diagnosis; (2) linkage to care; (3) treatment provision (i.e. receiving HIV medical care); (4)
retention in care; and (5) achievement of viral suppression [26, 27]. Engagement and retention in
each of these steps is important to achieve and maintain viral suppression, which provides optimal
clinical benefit and quality of life for patients, with suppressed risk of HIV transmission to others
such as host populations [28]. Data from some OECD countries indicates that migrant populations
have a delayed entry into the HCCC and are at an increased risk for discontinuity in the HCCC
compared to host populations [29-31]. Different barriers and facilitators impact access to and
delivery of care at the individual, organizational, and policy levels at each step of the HCCC. Thus,
this model could be utilized alongside a social-ecological model to identify barriers and facilitators

in a comprehensive manner.

Several systematic reviews have reported barriers and facilitators associated to specific
HCCC steps for migrant PLWH in high-income countries [7, 14, 19, 32-35]. These reviews,
however, focus on HIV health-seeking behaviour [34], on only certain steps of the HCCC, mostly
screening [7, 14, 19, 34, 35], and on specific migrant populations such as migrants from sub-
Saharan Africa and South East Asia [34], labour migrants [32], and displaced populations [33].
There is a lack of knowledge on barriers and facilitators with respect to all steps of the HCCC, and
other migrant populations, such as non-status or undocumented immigrants, refugee claimants and
asylum seekers, transient migrants (i.e. visitors or tourists), and international students living with
HIV. Additionally, though migrant populations are very broad in terms of their origins and
rationales for migrating, understanding the points of similarity and dissimilarity between the
barriers and facilitators these groups face may assist in establishing more effective and efficient

interventions to assist these populations.

It is thus important to understand barriers and facilitators at the individual, organizational,
and policy levels, for international migrant populations in OECD countries at each step of the

HCCC. As such, the purpose of this study is to contribute evidence towards a comprehensive and
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multilevel understanding of barriers and facilitators regarding each of the five steps of the HCCC

model in OECD countries by migration status.
METHODS & ANALYSIS
Review Question

What are the barriers and facilitators that migrant PLWH in OECD countries encounter in
relation to each of the five steps of the HCCC?

Study Design

The PRISMA-P 2015 checklist detailing the preferred reporting items for systematic

reviews was used to develop this protocol [36, 37].

A systematic mixed studies review (SMSR) will be conducted [38-41]. SMSRs enable the
synthesis of data or results from studies with diverse research designs including quantitative and
qualitative methods [40, 42, 43]. The diversity of research that is included in this type of review
allows for the development of a comprehensive and practical understanding of complex

interventions or issues [38, 42].

SMSRs adhere to the following seven steps: (1) development of a review question; (2)
definition of eligibility criteria; (3) development and application of an extensive search strategy
across multiple databases; (4) identification of relevant studies; (5) selection of relevant studies;
(6) appraisal of all included studies; and (7) synthesis of results [40].

Following SMSR guidance [40], an academic librarian will be involved in the revision of
the eligibility criteria and development of the search strategy (i.e. steps 2 and 3). It is recommended
that two or more reviewers participate in independently screening title/abstracts and full-text
articles, and study appraisal [37, 40]. As such, the first author (AA) will import all files into
EndNote X9.3.3 and independently complete the title/abstract and full-text screening and study
appraisal. Three experts with previous experience of conducting systematic reviews (DL, KM, &
ARC) will act as second reviewers, each independently completing 33% of the title/abstract and
full-text screening and study appraisal. Disagreements will be resolved through discussion and

consensus if any arise.
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Data will be extracted by the first author and will be imported into a Microsoft Excel file.
Data includes: author(s), year of publication, title, study design and objectives, country or location
where the study was conducted, characteristics of the international migrant study population,
barriers and facilitators identified in the study, which step of the HCCC the barriers and facilitators
address, and what level of the socio-ecological model the barriers and facilitators address (i.e.

individual, organizational, or policy). Extracted data will be verified by the last author.

A data-based convergent design will be utilized where qualitative and quantitative data will
be collected from all studies and integrated into one dataset, as shown in Figure 1 [39, 41].
Quantitative data will be transformed into qualitative data (i.e. themes, categories, and factors)
[39]. Qualitative thematic analysis and visualization methods (i.e. figures and mapping) will be
utilized to synthesize the data. Barriers and facilitators will be categorized in relation to the HCCC
model’s five steps: (1) diagnosis; (2) linkage to care; (3) treatment provision (i.e. receiving HIV
medical care); (4) retention in care; and (5) achievement of viral suppression. Barriers and
facilitators will also be categorized according to a social-ecological model with the following
levels: individual; interpersonal; organizational; community; and policy. No meta-analysis will be

conducted.

The Mixed Methods Appraisal Tool (MMAT) will be used for quality assessment of all
the included studies as it has been developed, reliability tested, and validated specifically for
SMSRs [40, 41, 44-46]. All studies will be included regardless of their methodological quality.
However, if studies are identified as having poor quality through the MMAT, this will be explicitly

stated where necessary.

Manuscript 1, Figure 1: Data-based convergent design.
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Quantitative Qualitative
Data Data

Qualitative
synthesis

Discussion

Eligibility Criteria
Study Characteristics

Empirical qualitative, quantitative, and mixed method studies based on primary data
collected at least partially from migrant PLWH in one or several OECD countries with respect to

at least one of the five steps on the HCCC will be included.

Literature reviews and method, theory, commentary, and mathematical modelling papers

will not be included in this study. Abstracts without full-texts will be excluded.

No limit for language will be set because many different official languages are present
across the OECD countries. Our team is able to read in English, French, Spanish, Italian, and
German. If articles are retained from other languages that the reviewers are not fluent in (i.e.
Japanese), we will utilize a translating service to ensure that we are able to retain data from those
articles. No restriction based on year of publication was set so that a broad range of barriers and

facilitators, that may have lingered or disappeared over time, can be identified.
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Population

International migrants include people engaging in all forms of movement across countries,
temporarily or permanently, and for a variety of reasons [1, 2]. Thus, studies will be included in
this SMSR if they explicitly and either completely or partially focus on any population of
international migrants (e.g. economic migrants such as international farmworkers, international
students, migrants moving across borders for familial reasons, and refugees and asylum seekers to
name a few overarching categories of migrants), irrespective of age. Studies must explicitly

indicate if their population is comprised of international migrants to be included.

Studies must indicate the specific country where data was collected. The focus of this
SMSR will be on studies conducted in OECD countries: Australia, Austria, Belgium, Canada,
Chile, Colombia, Czech Republic, Denmark, Estonia, Finland, France, Germany, Greece,
Hungary, Iceland, Ireland, Israel, Italy, Japan, Korea, Latvia, Lithuania, Luxembourg, Mexico,
Netherlands, New Zealand, Norway, Poland, Portugal, Slovak Republic, Slovenia, Spain, Sweden,
Switzerland, Turkey, United Kingdom, and the United States [4].

Studies will be excluded if conducted on populations living in international border regions,
but not specifying that their study population moves between boarders to an OECD country.
Additionally, studies that comprise various populations and include a subset of international

migrant PLWH must complete a subset analysis or generate themes specific to migrant PLWH.

Outcomes

Primary outcomes are individual (i.e. knowledge, attitudes), interpersonal (i.e. social
network), organizational (i.e. organizations, social institutions), community (i.e. relationships
between institutions, cultural values, norms), or public policy (i.e. local, national, or federal laws
and regulations) related barriers and/or facilitators to one of five steps of the HCCC for a given
migrant population in an OECD country. Barriers include any factor that hinders people from
meeting any step of the HCCC. Facilitators include factors that improve the potential of people to
meet any step of the HCCC. Primary outcomes must be explicitly stated or reported in the results

of the study.

Search Strategy
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Medline, Embase, Scopus, CINAHL, and Cochrane Library will be searched on March 25,
2020. It was determined through consultation with an academic librarian that searching these five
chosen databases will be sufficient. Thus, the search strategy will not include hand searching of
reference lists of eligible studies for additional records. The search strategy was developed around
three central concepts: migration, HIV, and HIV care service access and adherence. The search
strategy for Medline can be found in Table 1. The strategy employed in Medline was revised
slightly for each of the five databases in accordance with their specific search engines. The search

strategy for each database can be found in the Supplementary Appendix (see Tables 1 —5).

Manuscript 1, Table 1: Search Strategy for Medline.

Ovid MEDLINE(R) ALL 1946 to March 24, 2020

# | Searches Results
"emigrants and immigrants"/ or undocumented immigrants/ or refugees/ or

1 | "transients and migrants"/ 31455

2 "Emigration and Immigration"/ 25055

(migrant* or migration* or immigrant* or emigrant* or inmigrant* or
inmigration* or outmigrant* or outmigration* or refugee* or transient* or
nomad™* or alien* or (asylum adj2 seek*) or (displace* adj3 (people or person
or individual*)) or foreigner* or (foreign* adj2 born) or (new™* adj2 (arriv* or
comer*)) or newcomer* or visitor* or tourist* or traveler* or passer?by or
((permanent* or temporar*) adj3 resident*) or (international adj2 stud*) or
(permit* adj2 hold*) or ((foreign* or temporar* or seasonal* or undocument*)
adj3 worker*) or ((Non-naturali* or undocument® or non*) adj2 citizen*) or ((no

3 or non) adj2 status*)).tw,kw. 671304

4 lor2or3 685727

5 | exp HIV Infections/ 279098

6 ((Human adj2 immunodeficiency adj2 virus) or HIV).tw Kf. 328145

7 (acquir* adj2 (immun?-deficiency or immun?deficiency) adj3 syndrom*).tw,kf. | 25611

8 Sor6or7 399273

9 | exp Health Services Accessibility/ 108826

10 | exp "Treatment Adherence and Compliance"/ 239082
((Access™ or link* or availab* or refer*) adj5 (treat* or therap* or screen* or

11 | test* or care* or program* or service*)).tw kf. 339131
((adher* or compliance* or nonadher* or noncompliance*) adj4 (treat* or

12 | therap* or care* or program*)).tw,kf. 49761
((initat* or uptake* or start* or begin* or continu*) adj4 (treat* or

13 | therap*)).tw kf. 139868
((treat™* or therap*) adj5 (uptake* or start* or initiat* or begin* or access* or

14 | link* or referr*)).tw, kf. 202976

15 [9o0r10orllorl2o0ri3o0ri4 860012

16 | 4and8and 15 1617
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Patient & Public Involvement

Patient engagement is defined as the “meaningful and active collaboration in governance,
priority setting, and conducting research and knowledge translation” [47]. Patient engagement in
HIV research increases relevancy to patients while emphasizing knowledge translation and
improving outcomes through increased application of results into practice [48-50]. As such, an
advisory committee has been established with 4 migrant PLWH currently living in Montréal,
Canada, and receiving care at the McGill University Health Centre. These four patients were
invited to this committee based on their expressed interest to their HIV physician in being involved
in research. They entered Canada as international students, economic migrants, landed immigrants,
and asylum seekers. They bring their expertise, which stems from their lived experience of HIV,
migration, and care, to this project. As such, these migrant PLWH will be involved in this project
in the capacity of collaborators under the collective title Migrant Advisory Committee. No other

patient is expected to join the committee.

We organized patient engagement around a principle of reciprocity in the sharing of
expertise and skills. As such, advisory committee meetings will be held frequently. These meetings
will be facilitated by the first author, a research assistant in patient engagement (DL), and a clinical
research coordinator (ARC). Meetings consist of training on the scientific and research processes
of the SMSR. We also plan to have deliberative discussions on patient-partners’ experiences of
engaging with the SMSR process throughout the duration of the study, and their interpretation of
results. Final results will be disseminated to study participants through a post-study advisory
committee meeting in which a presentation will be given by the first author. Participants will also
be given a PDF version of the article once published. To note, the advisory committee was
consulted during the brainstorming and conceptualization phases of this review and in the writing
of this article. The research question and outcome measures were informed by their priorities,

experience, and preferences through consultation prior to the development of this protocol.

To help the migrant advisory committee build knowledge and experience in relation to
systematic review studies, as well as understand the content of retained articles, the first author
will train engaged committee members and engage them in each step of the SMSR by mentoring

them in a duplicate screening of a fraction of papers that will not be included to substantiate the
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screening conducted by reviewers. Therefore, engaged patients will (1) independently screen 5%
of the titles and abstracts; (2) independently revise 5% of the full-text articles; (3) provide feedback
during the analysis findings; (4) participate in the dissemination of findings. Hopefully, they will
also be involved in the implementation of results and further research and interventions that could
arise from this SMSR. This applied training is conducted in parallel to the work of reviewers
mentioned above. Patients will be compensated $50 for each meeting attended and $20 for each

hour of work completed in relation to the systematic review.

The purpose of this work conducted by the patients is to train them on the systematic review
process, as well as expose them to HIV empirical research. Through this, we believe their
interpretations and feedback, during data analysis, will be more informed, relevant, and complete.
Knowledge and skills developed during this involvement, we believe, will also encourage our
patients to feel more empowered and involved with the work, which in turn may lead to increased

knowledge translation and future impact with respect to their networks.
Ethics & Dissemination

As PLWH are engaged in this study, ethics approval from the McGill University Health
Centre was obtained (15-188-MUHC, 2016-1697, eReviews 4688). This study will follow an
integrated approach to knowledge translation. Patient-partners will be regularly informed and
consulted throughout this study. This will allow them to share generated knowledge with their
peers, community members, healthcare professionals, and policy-makers, when possible. Progress
and findings will be presented at several relevant national and international conferences. All
publications arising from this study will be open-access, to ensure that all stakeholders are able to

access all generated results.
SIGNIFICANCE

The barriers and facilitators that PLWH face in relation to HIV care access and adherence
are complex and longstanding. Migratory status adds further complexity at the individual,
interpersonal, community, organizational, and policy levels. To begin addressing these issues, we
need to improve understanding of migrant PLWH’s barriers and facilitators. As such, this is the
first systematic mixed studies review that will utilize both the HCCC model, alongside a socio-

ecological model, to delineate and map the barriers and facilitators migrant PLWH face across
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OECD nations. Additionally, a patient engagement component will be undertaken in this initiative
to ensure appropriate and holistic analysis of results, as well as effective and efficient knowledge

translation.
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Abstract

Migrants in countries affiliated with the Organization for Economic Co-operation and
Development (OECD) have a higher risk of acquiring HIV, experience delayed HIV diagnosis,
and have variable levels of engagement with HIV care and treatment when compared to native-
born populations. A systematic mixed studies review was conducted to generate a multilevel
understanding of the barriers and facilitators affecting HIVV Care Cascade steps for migrants living
with HIV (MLWH) in OECD countries. Medline, Embase, Scopus, CINAHL, and the Cochrane
Library were searched on March 25, 2020. Screening, critical appraisal, and analysis were
conducted independently by two authors. We used qualitative content analysis and the five-level
Socio-Ecological Model (i.e., individual, interpersonal, organizational, community, and policy) to
categorize barriers and facilitators. Fifty-nine studies from 17 OECD countries were included.
MLWH faced similar barriers and facilitators regardless of their host country, ethnic and
geographic origins, or legal status. Most barriers and facilitators were associated with the
individual and organizational levels and centred around retention in HIV care and treatment.
Adapting clinical environments to better address MLWH’s competing needs via multidisciplinary

models would address retention issues across OECD countries.
INTRODUCTION

As of 2019, an estimated 272 million people moved to a new country temporarily or
permanently.t Over half (55%) of all international migrants moved to one of twelve countries, nine

of which are members of the Organization for Economic Co-Operation and Development
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(OECD).? The OECD connects 38 countries from around the world (e.g., Canada, France,
Germany, Japan, Switzerland, United States), 34 of which are listed as high income countries and
4 as upper middle income countries according to the World Bank.3* The OECD identifies
standards, programmes, and initiatives to drive and anchor reform globally.* Additionally, country
reviews and data provided by the OECD give member countries an opportunity to inform policy

decisions and encourage better performance.*

Migrant people living with HIV (MLWH) in OECD and other high income countries
account for increasing proportions of new HIV diagnoses in these countries. They also experience
delayed entry into HIV care and have poorer HIV-related outcomes when compared to native-born
populations in their host country.>** An extensive body of literature indicates that MLWH in these
countries face numerous barriers that hinder their HIV testing.42> This knowledge is critical for
understanding what strategies are needed to improve HIV diagnosis and status awareness in
MLWH.

However, HIV testing is only the first step to engagement with HIV care as proposed in
the HIV Care Cascade (HCC).?¢?° The HCC is a public health model that represents key steps in
HIV care, including diagnosis, linkage to care, treatment provision, retention in care, and
achievement of viral suppression.?6-2® The HCC is generally used as a population-level aggregate
to cross-sectionally understand engagement with HIV care.?5?° It can be particularly useful in
visualizing global efforts towards the 95-95-95 targets set by the Joint United Nations Programme
on HIV/AIDS (UNAIDS), where 95% of people living with HIV know their status, 95% of those
individuals are receiving treatment, and 95% of those on treatment have a suppressed viral load by

the year 2030, which could stop forward transmission.3°

To meet the overarching goal of eliminating HIV/AIDS as a public health threat by 2030,
it is necessary to identify the barriers and facilitators that MLWH in OECD countries encounter
within the context of the HCC, beyond diagnosis. A preliminary review of the literature’ has been
published which presents challenges faced by MLWH in high income countries to engage in HIV
care as well as possible avenues for action. However, a rigorous and comprehensive systematic
review using a multilevel lens to understand the factors identified is still lacking. This study

attempts to fill that gap.

METHODS
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Protocol and Registration

The Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA)
Statement and associated Checklist were used to develop this review.3! A systematic mixed studies
review (SMSR) using a data-based convergent design was conducted.3>-3 A protocol of this SMSR
was registered on PROSPERO (CRD42020172122) and published in open-access format.*

Study Design

SMSRs enable the synthesis of data from studies with diverse research designs including
qualitative, quantitative, and mixed methods.3>% By bringing together qualitative and quantitative
data, a greater understanding can be achieved than would be gained by analyzing either type of
data alone. These reviews consist of six steps: (1) develop a review question; (2) define eligibility
criteria; (3) develop and apply an extensive search strategy; (4) identify and select relevant studies;

(4) appraise the quality of included studies; and (6) synthesize data from included studies.342®
Review Question

The review question was: what are the barriers and facilitators that MLWH in OECD

countries encounter in relation to the steps of the HCC beyond diagnosis?
Eligibility Criteria
Study Characteristics

We included primary empirical studies using qualitative, quantitative, and mixed method
designs in this review, and excluded literature reviews, methodological, theoretical, commentary,
and papers that involved simulations or modelling approaches. Initially, we set no limit for
language as OECD countries have different official languages.3® However, substantial changes in

our resources (i.e., team-member availabilities) arose as a result of the COVID-19 pandemic. Thus,

we retained only studies published in English.
Population

Migrants include all people who relocate temporarily or permanently to countries
irrespective of a reason for translocation.36-38 We included studies that are explicitly focused, either
partially or completely, on MLWH living in any of the 38 OECD countries, irrespective of their
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age.*® If studies collected data on multiple populations (e.g., non-migrants and migrant
populations), sub-analyses specific to MLWH were required for retention. For qualitative studies,
deciphering if a sub-analysis was conducted can be difficult. In these cases, only results that

explicitly referred to international migrants were imported into our amalgamated dataset.
Outcomes

We defined barriers and facilitators as any factors that were reported to impact one or more
HCC steps beyond diagnosis.?®28 To facilitate integration of data from studies with no explicit
reference to MLWH engagement with HCC steps, we categorized factors into three groups, those
that impact: (1) initial linkage to care and treatment provision; (2) retention in care and in

treatment; and (3) achievement and/or maintenance of an undetectable HIV viral load.
Search Strategy

An academic librarian collaborated in developing a comprehensive search strategy. We
searched Medline, Embase, Scopus, CINAHL, and Cochrane Library on March 25, 2020. See the
protocol and its associated supplementary appendix for the full search strategy implemented in

each database.36
Screening

Screening was done in two phases. In the first phase, the first author (AKA) imported all
records identified into EndNote V.X9.3.3 and screened all titles and abstracts. Three other authors
(DL, KM, and ARC) each independently completed 33% of the title and abstract screening. Any
disagreements were resolved through discussion and consensus. Records deemed eligible
following title and abstract screening were then included for the full-text review (phase 2), which
was completed independently by AKA and DOP. Weekly meetings to address any disagreements
were held. An agreement score (number of agreed articles / total number of articles) between the

two reviewers was calculated, as well as interrater reliability according to Cohen’s Kappa.3®
Critical Appraisal

AKA and DOP each independently appraised the quality of all retained studies with the
Mixed Methods Appraisal Tool (MMAT). The MMAT is a valid and reliable tool for quality

assessment in SMSRs.343540-43 A| studies were included even after critical appraisal regardless of
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their methodological quality. Studies with poor quality were identified and labelled accordingly in

the results section.
Data Extraction, Synthesis, & Analysis

A data-based convergent design was used in which qualitative and quantitative data were
integrated in the synthesis phase.? All data were extracted by the first author and verified by DOP.
Data were imported into Microsoft Excel®. Data included: author(s), year of publication, study
design, country of publication, and demographic characteristics of the MLWH studied (i.e.,
immigration status, ethnic backgrounds, geographic origins, and gender or sex, if specified), and
the factors affecting HCC steps. The quantitative data extraction phase involved an analytic
process whereby all statistically significant results based on p-values and confidence intervals were

classified as different types of barriers and facilitators.

Qualitative content analysis, using the conventional approach by Hsieh and Shannon,** was
then conducted independently by the first author and verified by DOP and in research team and
stakeholder engagement meetings. A hybrid approach to analysis was taken, where all barriers and
facilitators from quantitative, qualitative, and mixed methods studies, were first grouped under

inductively developed categories, and then deductively linked to HCC steps.

To establish a multilevel understanding, factors were also linked to levels of the Socio-
Ecological Model, which consists of five levels: individual (i.e., personal characteristics and
factors that influence behaviours), interpersonal (i.e., relationships with others), organizational
(i.e., clinical settings, hospitals, and health systems), community (i.e., broader social factors such
as cultural values), and policy (i.e., laws and regulations).*>4’ Descriptive statistics were produced
to depict trends found in the demographic data, as well as in the frequencies of barrier and

facilitator categories.
Patient Engagement in Research

Patient engagement in research involves the active collaboration of patients in governance,
priority setting, the overall conduct of research, and knowledge translation.*®4° This approach
enables direct dialogue and equitable partnerships between patients and researchers, grounded in

values such as trust and reciprocity. Patient engagement can improve the relevance of research to
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patients, increase uptake of results and facilitate knowledge translation in concerned

communities.*8-53

As such, 4 MLWH living in Canada were engaged in this review as stakeholders. The
MLWH included a refugee from Africa, an asylum seeker from Africa, an international student
from Asia, and an international student from Western Europe. Six stakeholder engagement
meetings were held virtually with the MLWH between March and December 2020.

Initially, the MLWH acted as consultants, assisting in guiding the different aspects of the
review via their experiences with migration and living with HIVV. However, after the second
meeting, the MLWH acted as collaborators. They each completed 5% of the title and abstract
screening and 5% of the full-text screening for knowledge (i.e., HIV-related information) and skill
(i.e., how to conduct research and more specifically, phases of literature review studies)
development.®® Workshops were provided by the first author to train them. The MLWH also
provided feedback during the analysis and interpretation phase to provide nuance to the results via

their lived experiences. See the protocol for more details.
Ethics Statement

Systematic reviews do not require research ethics approval. However, as patients were
engaged in this study, ethics approval was obtained from the McGill University Health Centre (15-
188-MUHC, 2016-1697, eReviews 4688).

RESULTS
Eligible Studies & Interrater Reliability

A total of 2789 records were identified after the exclusion of duplicates. Title and abstract
screening left 707 records to be full-text reviewed. Ultimately, 59 studies were retained.54112
Figure 1 presents the PRISMA flow diagram which depicts the process of including and excluding
studies. Agreement between AKA and DOP for the full-text review was 94%. Interrater reliability

according to Cohen’s Kappa was 0.64 suggesting a moderate level of agreement.
Critical Appraisal of Retained Articles

The critical appraisal showed that 51 of 59 studies (86%) were of high quality (i.e., MMAT

summative score above 85%), while seven (12%) were of moderate quality (i.e., summative score
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between 70% — 84%) and one study (2%) was of poor quality (i.e., summative score of 57%). The
critical appraisal of qualitative studies was most often impacted by low credibility and
confirmability (i.e., insufficient evidence that findings were grounded in the data). For quantitative
studies, incomplete or inadequate reporting of the statistical analysis (e.g., not addressing all
confounders) most impacted the quality assessment. Mixed methods studies were impacted by
poor justification for their study design or had inadequate integration of qualitative and quantitative
data. Refer to Table 1 for responses to each MMAT question and respective summative scores.
For improved readability, only 33 of the 59 studies that failed to meet at least one quality
assessment criteria according to the tool are presented in Table 1 (the other 26 studies met all

quality assessment criteria completely and are thus not presented in the table).
Demographic Data

Table 2 depicts the characteristics of included studies, grouped by OECD countries.
Notably, included studies were published in 17 OECD countries between 1999 and 2020. The
majority of the studies were published in the United States (22/59; 37%), followed by the United
Kingdom (10/59; 17%), and France (6/59; 10%). Only one study was multinational and reported
data from several OECD countries.’® Designs of the retained studies were qualitative (36/59; 61%),
non-randomized experimental (16/59; 27%), quantitative descriptive (3/59; 5%), and mixed
methods (4/59; 7%).

The majority of retained studies (53/59; 90%) reported the ethnic backgrounds or
geographic origins (e.g., country of birth) of the MLWH whom they focused on. Most studies
focused on people of African origin (21/53; 40%), mostly from the Sub-Saharan region, followed
by Latin American (henceforth Latinx) (7/53; 13%), Caribbean (3/53; 6%), and Asian and Pacific
Islander (3/53; 6%) populations. The remaining studies (19/53; 36%), focused on populations
composed of MLWH with different ethnic backgrounds or geographic origin. Of these 19 studies,

11 (58%) were published in European countries.

Over half of the studies (31/59; 53%) did not report the immigration or legal status of
MLWH. Among those that did, six (21%) focused only on undocumented MLWH, two (7%) on
asylum seekers, and one (4%) on temporary visa holders. The remaining studies (19/28; 68%)
focused on MLWH with more than one immigration or legal status. Notably, the majority of

studies (46/59; 78%) were not gender or sex specific. However, nine studies (15%) focused solely
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on women, two (3%) on men, one (2%) on men who have sex with men, and one (2%) on people
who identify as LGBTQ.

Barriers — Key Descriptive Trends

Nineteen categories of barriers were identified. These barrier categories were reported a
total of 225 times across the 59 retained studies. The most reported barrier categories were fear
(22/59; 37%), competing priorities (18/59; 31%), language issues (16/59; 27%), and inadequate
clinical environments (22/59; 37%). Barriers could be attributed to multiple levels of the Socio-
Ecological Model and steps of the HCC. Regarding the Socio-Ecological Model, most reported
barriers were attributed to the individual (145/225; 64%) and organizational levels (44/225; 20%).
For steps of the HCC, most reported barriers were found to be associated with retention (176/257;
68%), as compared to linkage to care (77/257; 30%). Barriers pertaining directly to the
achievement of viral suppression were rarely reported (4/257; 2%). No apparent patterns were
identified by country or year. See Table 3 for a cross-map of barrier categories with examples for
each Socio-Ecological Model level and step of the HCC.

Barriers — Linkage
Individual-Level Barriers

Fear was at the forefront of the individual-level barriers associated with linkage to care and
initial treatment provision. Fear was most notably ascribed to
deportation,>6:60,61,63,66,70,75,78,82,86,95,97,100-102,105,112 consequences related to disclosure of HIV status
(e.g., loss of job, social isolation, stigma, incarceration),6:57:6568,70.75,77,82,95,97,102,105 gnqd negative

effects from initiating treatment (i.e., potential side-effects to health).57.78.105

Lack of proficiency in the host country’s language among MLWH was the second most
reported barrier impeding initial access to care and treatment at the individual
level,56:58.62,63,65,66,68,70,77,80,82,8586,94,102,105 | anguage seemed to amplify navigation-related
challenges in particular.””1%2 For example, physically navigating clinics and hospitals in North
Carolina was made difficult due to lack of Spanish signage.®® Lack of language proficiency was
also reported to hinder MLWH from applying to government services for which they were eligible
(e.g., documents only available in one language), possibly impeding their initial access to HIV

care and treatment.%3
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Navigation-related challenges, such as not knowing the structure of the healthcare system,
were a major hurdle for MLWH. Retained studies indicated that these populations often lacked
knowledge and education about HIV care and services, and were often unfamiliar with the

healthcare system and overarching culture in their host countries,58:6068,77.78,80,84,85,97,101,102,105

Concerns, uncertainty, or lack of awareness regarding their eligibility for care as a result
of their immigration and HIV status seemed to delay MLWH’s entry into HIV care and
treatment,58.6062.65,75,81,94,100.101,105 |y cases where MLWH could be eligible for subsidized or free
HIV care and treatment, delays were potentially experienced by some due to lack of relevant
documentation.”®’7110 For example, in some jurisdictions, proof of residence was required to
receive free medical examinations. For some women, this was identified as a barrier to initial care,

particularly when documentation was not under their own name.”’
Interpersonal-Level Barriers

Lack of a social support system which includes people who are aware of one’s status
seemed to be an impediment to HIV care linkage.®® Loved ones and personal networks can provide
important guidance and assistance post-HIV diagnosis. However, if key members of the network
(e.g., family members) lack education or knowledge about HIV-related health and social systems,
or worse, if these members harbour stigmatizing attitudes towards HIV, they can impede linkage

to initial care and treatment.5!
Organizational-Level Barriers

General practitioners (i.e., family physicians, primary care specialists) and immigration
medical exam physicians were critical for linking MLWH to HIV care in several OECD countries.
Stigma experienced by MLWH from these clinicians appeared to delay HIV care linkage.5% 78102
These practitioners were also seen as crucial for disseminating information on the nature, access,
and reasons to seek HIV care and services. Failure to give MLWH sufficient or tailored
information is likely to hinder linkage.”*> Additionally, one study reported that women could be
linked to HIV care through pregnancy and childcare services, while men appeared to lack a

comparable front door to care.®®

Community-Level Barriers
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Communities and their affiliated centres had the potential to facilitate MLWH linkage to
HIV care and treatment. However, HIV-related stigma was reported to impede the development
of effective community-based responses that impacted MLWH’s initial linkage to care and
treatment.®* This was exemplified in the context of a Haitian American community in Florida,
USA, where the sense of humiliation, dehumanization, and alienation experienced by MLWH from
community members extended into the church setting, which in turn prevented this traditional
social system within the community from acting as a strong source of linkage for MLWH to

professional care.5!
Policy-Level Barriers

When policy changes that could improve MLWH’s HIV care access were not taken up
consistently across HIV care services, some MLWH were turned away from free medical
examinations or prescription coverage.’”8>105 Immigration-related policies, such as a 3-month wait
period to access insurance, and ineligibility to join national health insurance, also hindered some
MLWH from initially accessing HIV care and treatment,466:8589.98.110 Eor some MLWH, enrolling
in clinical trials or importing generic drugs from overseas were the only way to obtain treatment,

both of which were not ideal and could delay or impede treatment initiation.®®
Barriers — Retention
Individual-Level Barriers

Once linked to HIV care, MLWH faced several challenges that limited their ability to
engage with care and treatment in the long-term. Competing priorities such as housing, food,
financial and work commitments, familial responsibilities, obtaining legal status, addressing or
improving mental health, and preserving confidentiality, were often deemed more or as important
as HIV care and treatment by MLWH.54636566.70,758086,94,97,99-102,104-107.112 |f these competing

priorities were not adequately met, disengagement with care could result.

Particularly for undocumented MLWH, lack of legal status led to work restrictions and
lack of employee benefits (e.g., paid leave), often making retention in care considerably difficult.”
Moreover, MLWH’s fears when first accessing services and treatment in their host country was

reported to persist in some undocumented MLWH, even after several years.”° MLWH’s worry for
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losing their jobs and becoming socially isolated sometimes led to mismanagement of treatment

(e.g., not taking medication on time due to people being around) or disengagement with care.%.107
Interpersonal-Level Barriers

Lack of a social support system and resulting feelings of isolation were reported to impede
both linkage to and retention in care and treatment.®%828 Fyrthermore, retention in care and
treatment were negatively affected when MLWH experienced or perceived discrimination, threats,
physical abuse, and unfair treatment due to their HIV status by family, friends, and community

members.8
Organizational-Level Barriers

After individual-level barriers, an inadequate clinical environment appeared to be the
largest threat to retention in HIV care and treatment,56.6165.66,68,70,71,73,77,78,80,83,84,85,90,94,100,102,105,112
Several factors determined the inadequacy of a clinical environment for MLWH. Lack of space
and capacity were associated with increased numbers of patients in clinics and thereby longer
waiting times.%66573.7894 This in turn, seemed to propel fear of disclosure which impacted
decisions to attend appointments. In fact, any aspect of the clinical environment that could impact
confidentiality seemed to be detrimental to appointment attendance.” This included dispensing
medications in public, dedicated wards for in-patients, and the use of interpreters and translators

from the same community as the MLWH."®

A poor patient-physician relationship seemed to be the hallmark of poor retention,6578.80.100
Feeling judged by healthcare providers, lack of perceived emotional support or consideration, and
rigidity in the time allotted for consultations, could engender loss-to-follow-up. Conversations
around sexual health were taboo or uncomfortable for some MLWH and could diminish trust in
clinicians.58:97 Furthermore, discrimination experienced in the clinical environment threatened
MLWH’s willingness to engage with care.’®19 Aside from the patient-physician relationship, poor
coordination and a highly fragmented healthcare system in which HIV care and services are
provided were associated with loss-to-follow-up.®%1%2 Also, if medications were not available on

the same day as scheduled appointments, treatment adherence could be affected.®

Unprofessional, stigmatizing, and undertrained clinical staff negatively impacted

engagement.516883 In particular, lack of acknowledgement, awareness, and response to cultural
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diversity by clinical staff translated into several challenges for MLWH.®38577 For instance, Latinx
populations often use two last names (which can be hyphenated) and sometimes alternate between
the use of these names.% Unaware receptionists may not look for the appropriate name associated
with the patient’s file which, in turn, meant MLWH had to reschedule appointments for another
date and thereby incur substantial economic loss (e.g., missed work and transportation costs).5

Situations like this could discourage MLWH from continuing to engage with care.

Lack of funding added to the plethora of issues with the clinical environment, by hindering
planning, service stability, and the ability of clinics to hire more staff and develop initiatives to

appropriately respond to the needs of MLWH 565865
Community-Level Barriers

MLWH could face stigmatizing attitudes towards HIV by family, friends, community
members, alongside the overall HIV phobia and antagonism related to immigration that exits in
certain countries.®>% Both stigma in relation to HIV and immigration were discussed in the
retained studies as an indirect negative influence on the psychological wellbeing of MLWH (i.e.,
internalized stigma, living in fear, lack of social support) and as directly impacting their

willingness to engage with care and adhere to treatment.07.108
Policy-Level Barriers

Uncertainty about immigration status and possibility of deportation was reported as a
possible reason to space medication-taking to save doses for the future,®® which could impact
MLWH’s medication management (i.e., properly following prescriptions). Moreover,
antiretroviral treatment could be withdrawn if MLWH’s appeal against immigration authorities to
remain in their host country if seeking refuge or asylum was unsuccessful.®® In some OECD
countries, social service support by the government to resolve or mitigate MLWH’s competing
needs (e.g., food, housing, finances) was provided (i.e., the UK), but was discussed in a few studies

as not sufficient to address their challenges.>”%8
Facilitators — Key Descriptive Trends

Ten descriptive categories of facilitators were identified. These facilitator categories were

reported a total of 75 times across the 59 retained studies. The most prevalent facilitator categories
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reported across the dataset were having: an adaptive clinical environment (25/59; 42%); sufficient
social support (15/59; 25%); and positive personal attitudes and traits (12/59; 20%). Facilitators
could be attributed to more than one level of the Socio-Ecological Model and step of the HCC. In
the Socio-Ecological Model, most reported facilitators were associated with the organizational
level (34/75; 45%), followed by the individual (18/75; 24%), interpersonal (16/75; 21%), policy
(6/75; 8%), and community (1/75; 1%) levels. In the HCC, most reported facilitators seemed to
influence retention (64/84; 76%), followed by linkage (15/84; 18%), and then achievement and
maintenance of viral suppression (5/84; 6%). No significant pattern by country or year were
identified. See Table 4 for a cross-map of facilitator categories with examples by Socio-Ecological
Model level and step of the HCC.

Facilitators — Linkage & Retention
Individual-Level Facilitators

Having intrinsic motivation, self-reliance, or resilience greatly increased the likelihood that
MLWH were initially linked to and retained in care and treatment.5’:727380.81,100,106.112 Bgljef in the
value of treatment increased the extent to which MLWH engaged with care and treatment.8081.9
For MLWH who were able to access HIV treatment in their host country, willingness to adhere to
their regimens seemed bolstered by an understanding that HIV treatment for many in their country
of origin was inaccessible, unaffordable, and very limited.%%° Higher levels of education and
socioeconomic status were identified in the retained studies as facilitators to linkage and retention
(e.g., employed individuals may have access to health insurance).6%1%% Spiritual beliefs and
religious faith were also found to be important for some MLWH as this could offer a source of
hope and optimism that fostered resilience after HIV diagnosis, strengthening commitment to HIV

care and treatment.57:80.86.95
Interpersonal-Level Facilitators

Informal social support provided by friends, family, partners, and peers, as well as formal
social support provided by peer support groups, HIV service organizations, faith leaders, and
counselling services were identified as important for MLWH_56:57.69.72,78,80,86,87,93,95,96,100,105,106,112
Negative consequences of stigma could be buffered when MLWH had social support systems in

place.1® Additionally, having a support system was identified as giving meaning to life, which in
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turn was reported as facilitating and encouraging willingness to remain engaged in HIV care,
especially in periods of low intrinsic motivation.® Being a parent motivated both male and female
MLWH to remain healthy so as to fulfil their responsibilities and avoid becoming a burden on their
family 86190 Members of the social support team for MLWH could provide emotional support and
remind them of their appointments and medications, all of which encouraged appointment
attendance and treatment adherence.8086.106.112 Thege individuals could act as doctors’ allies by
listening to and reciting doctor recommendations if they joined MLWH in their medical

appointments.&
Organizational-Level Facilitators

The clinical environment played one of the most important roles in linking MLWH to and
retaining them in HIV care and treatment.56'58'61'67*72'74'77’79'81'84'86'91'92'95'96'98'100'101'105'106'109'112 The
backbone of an excellent clinical environment seemed to be strong patient-physician
relationships.’273:8086,100.106.106 For MLWH, good relationships included efficient communication,
attention, a caring attitude, compassion, trust, flexibility with scheduling appointments, provision
of psychological support, giving results over the phone, and knowledge-sharing.”%73:80.86.100,105,106
However, the clinical environment’s significance was not limited to the primary attending
clinician, but extended to the entire clinical team, including the staff.5677.96.1%5 |n fact, the

availability and approachability of staff was deemed important to MLWH.56:96.105

Furthermore, having a designated staff member to coordinate appointments was reported
to improve MLWH’s appointment attendance.®® A multidisciplinary team including nurses,
community health workers, case managers, social workers, or health advisors facilitated continuity
of care for MLWH and helped address several barriers,%6:77:79.81,84,86,95,96,100,101.112 Eqr instance, team
members in some jurisdictions found ways to obtain care for MLWH without health
insurance.>®’781 They also resolved critical needs such as those related to housing, acquiring health
insurance, receiving food assistance, and accompaniment of MLWH to clinical or legal

Interventions that enabled clinics to dispense antiretroviral medication directly to patients
in-clinic saw decreases in loss-to-follow-up among MLWH and overall better adherence to
treatment.” Taking services directly to MLWH in rural and urban settings also facilitated linkage

to care, particularly when fear of obtaining care was heightened for MLWH as a result of the 2016
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elections in the United States.®® In addition, establishing medical-legal partnerships enabled a
direct response to immigration needs.586”.7° These partnerships between clinics and legal offices
improved the medical teams’ understanding of immigration policy, facilitated the development of
procedures to guide the team’s interactions with immigration authorities, and linked MLWH with

relevant legal services.5867.79

Establishing a clinical environment with an inclusive approach to address cultural diversity
also appeared crucial to linking MLWH with HIV care and encouraging their sustained
engagement.6:58.63.78.105 Training staff increased their awareness of the challenges MLWH face,
and thereby their empathy.%® Providing language-concordant services (i.e., offering services in
multiple languages); hiring multilingual staff familiar with the immigration process; understanding
the heterogeneity within MLWH populations; posting tailored signage; and having protocols and
referrals in place for MLWH, were also instrumental in establishing a supportive and accepting

environment for MLWH.56:58.105
Community-Level Facilitators

Very few facilitators at the community level were identified. One study mentioned MLWH
use of local Latinx newspapers and radio stations to identify potential HIVV/AIDS services within
their community which may have facilitated their linkage to HIV care and services.® In two other
studies, the importance of having integrated community-based interventions or services was

highlighted, which may have facilitated MLWH’s retention in HIV care and treatment. 810
Policy-Level Facilitators

Policies around universal health coverage differed across OECD countries. Health policies
and systems that enabled compassionate HIV care and treatment provision for MLWH seemed to
facilitate linkage.’278590.92110111 |n this respect, Sweden and France particularly stood out. For
example, in Sweden efforts have been made to establish equitable health systems for all: “the
Swedish Health and Medical Services Act mandates that all citizens and residents in Sweden
should have equal access to health care regardless of gender; socioeconomic status; geographical
region of residence; or national, ethnic, cultural, religious, and linguistic background.”®® Whereas

in France, efforts have been made to enable access to care for documented and undocumented
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foreign-born residents through their combined Universal Health Insurance Coverage and State
Medical Assistance systems.*°

Manuscript 2, Figure 1: PRISMA flow diagram of retained and excluded studies.

| Medline Embase ]
(n=1617) (n=2123)
CINAHL Scopus
(n=751) (n=44)

Cochrane Library
(n=123)

4

Records after duplicates removed
(n=2789)

A

Records excluded after title/abstract
screening

Full-texts assessed for eligibility Reasons for the full-texts exclusion

(n = 707) (n = 648)

e Conference material, review, letter
to the editor, commentary, methods
paper, or not reporting primary
empirical data, conference (n = 252)

e Not published in English (n = 28)

s Does not explicitly and either
Studies retained in the qualitative completely or par“a"v focus on
synthesis international MPLWH (n=37)
(n=59) e Study is comprised of or focused on

various populations of which
MPLWH are one and does not
complete a sub-group analysis or
generate themes specific for MPLWH
(n=23)

e Study does not report on barriers or
facilitators to linkage to HIV care,
receiving HIV care, retention in HIV
care, or achievement of viral
suppression (n = 299)

e Full-text articles were inaccessible
via Google Scholar, Endnote
V.X9.3.3’s full-text retrieval feature,
our institution’s interlibrary loan
service, and via author contact (n =
9)

Page 60 of 204



Manuscript 2, Table 1: Critical appraisal of retained studies using the Mixed Methods Appraisal Tool (MMAT).

*Of the 59 retained studies, only 33 are presented where at least one item in the tool did not receive a “Yes” (i.e., studies that did not

receive a perfect score are shown)*

SCREENING 3. NON-RANDOMIZED 4. QUANTITATIVE 5. MIXED METHODS
In-text | QUESTIONS 1 QUALITATIVE STUDIES STUDIES DESCRIPTIVE STUDIES STUDIES Total
SQ1 | SQ2 | 11 1.2 13 1.4 15 | 31 | 32 | 33 3.4 35 | 41 | 42 4.3 44 4.5 51|52 | 53 |54 |55
56 Yes | Yes | Yes | Yes Cti’;l U Yes | Yes ; . i 6/7
65 Yes | Yes | Yes | Yes | Yes Ctae?l Y Ves ; - ] 6/7
72 Yes Yes | Yes | Yes Ctae“ t No | Yes - - - 5/7
73 Yes Yes | Yes | Yes Ctiﬂ t Yes | Yes - - = 6/7
75 Yes Yes | Yes | Yes Ct?erl]l t Yes | Yes - - - 6/7
77 Yes Yes | Yes | No Yes No | Yes - - - 5/7
81 Yes Yes | Yes | Yes Ctaerl]l t Yes | Yes - - - 6/7
82 il Yes | Yes S T Yes | Yes - - 5 417
tell tell tell
87 Yes Yes | No | Yes Yes Yes | Yes - - - 6/7
89 Yes Yes | Yes | Yes Yes No | Yes = = - 6/7
97 Yes Yes | Yes | Yes Ctaerl]l t Yes | Yes - - - 6/7
99 Yes Yes | Yes | Yes Ct?e?l t Yes | Yes - - 5 6/7
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Can't

100 Yes Yes | Yes | Yes tell Yes | Yes - - 6/7
102 Yes Yes | Yes | Yes No Yes | Yes = = 6/7
105 Yes Yes | Yes | Yes Cti“'t No | Yes - - 5/7
107 Yes Yes | Yes | Yes Cti?llt Yes | Yes - - 6/7
55 Yes Yes - Yes | Yes Ctaeﬂ't Yes Yes - 6/7
62 Yes Yes - Yes | Yes | No Yes Ctae“'t - 57
64 Yes Yes - Yes | Yes | Yes No Ctz;rl}'t - 5/7
69 Yes Yes - Yes | Yes | Yes Yes th;rl}'t - 6/7
74 Yes Yes - Yes | Yes | Yes No Yes - 6/7
76 Yes Yes - Yes | Yes Ct::rl}'t Yes Yes - 6/7
91 Yes Yes - Yes | Yes | Yes Yes Ctz:rl}'t - 6/7
98 Yes Yes - Yes | Yes | Yes Ctaer|1|'t Yes - 6/7
103 Yes Yes - Yes | Yes | Yes Yes Ct?aﬂ't - 6/7
104 Yes Yes - Yes | Yes Ctaeﬂ't Yes Yes - 6/7
108 Yes Yes - Yes | Yes | Yes Yes C,(Zﬂ't - 6/7
110 Yes Yes - Yes | Yes | Yes Yes Ctaeﬂlt - 6/7
111 Yes Yes - Yes | Yes | No Yes Yes - 6/7
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el Ctae?l t Yes = Yes | Yes | Yes Yes Yes - 6/7

83 Yes Yes - Yes | Yes | Yes Can't | Can't - 5/7
tell tell

61 Yes Yes | Yes | Yes Yes Yes | Yes Yes | Yes | Yes Yes Yes | Yes | No | Yes | Yes | Yes | 16/17

78 Yes | Yes | Yes| Yes Cti“ Ul Yes | Yes Yes | Yes Cti“ Y1 Yes | Yes | No | Yes | Yes| Yes | Yes | 14/17

*Note that no study in the retained set of articles applied a randomized controlled design. As such, the questions associated with

randomized designs (labelled #3) from the MMAT tool are not presented.

Manuscript 2, Table 2: Characteristics of included studies in this systematic review, presented by OECD country.

In-text
citation Author(s) Year Study design Migrant population as described in retained studies
number
United States (n=22)
58 Arnold et al. 2020 Qualitative Immigrants from various ethnic and racial backgrounds
. I Gay Latino immigrant men with documentation status for
60 Barrington et al. 2019 Qualitative participants classified as “Not clear; US Citizen; or Undocumented”
61 Barsky and Albertini 2006 Mixed Methods Caribbean (Haitian) Americans living in the United States for <5
years to >20 years

63 Bowden et al. 2006 Qualitative Latinx

. . Asian and Pacific-Islanders with immigration status classified as
68 Chin et al. 2006 Mixed Methods either “Undocumented” or “Documented and U.S. citizen”
70 Dang, Giordano, and Kim 2012 Qualitative Undocumented Latinx immigrants
77 Foley 2005 Qualitative African Immigrant women
79 Fuller et al. 2020 Qualitative Immigrants
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82 Johansen 2006 Qualitative Latina migrant trafficking victim
84 Kang et al. 2003 Qualitative Asian undocumented, non-citizens
86 Levison et al. 2017 Qualitative Latinx immigrants
89 g/:: zliqr;::rlkmanMeehan, and 2013 Qualitative Undocumented migrants
91 Mishreki et al. 2020 Non-Randomized Migrant detainees from various geographic locations
% Ojkutu et l 2018 | Qualitive andocumented: selees permanent reident o b
97 Othieno 2007 Qualitative African born immigrants and refugees
99 Pivnick et al. 2010 Qualitative Eggéiés:meﬁggl)(ing Caribbean immigrants (documented and
100 Remien et al. 2015 Qualitative African immigrants
101 Ross et al. 2019 Qualitative Undocumented African immigrants
Asian Americans and Pacific Islanders, foreign-born, categorized
102 Russ et al. 2012 Qualitative into the following citizenship categories “US citizens or Permanent
residents”
103 Saint-Jean et al. 2011 Non-Randomized Caribbean (Haitian) immigrants
105 Shedlin and Shulman 2004 Qualitative Dominican, Mexican, and Central American immigrants
112 Vissman et al. 2011 Qualitative Immigrant Latinx
United Kingdom (n=10)
56 Allan and Clarke 2005 Qualitative Asylum seekers
57 Anderson an Doyal 2004 Qualitative @zrsitcgnmv(\)/(;tmhgn self-classified as black that lived in the UK for at
65 Burns et al. 2007 Qualitative African migrants
72 Doyal and Anderson 2005 Qualitative Sub-Saharan African women
73 E;pyejli’ni Anderson, - and 2009 Qualitative Heterosexual African men
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75 Erwin and Peters 1999 Qualitative Africans
83 Jo_nes, Finnerty, and 2019 Quantitative Descriptive Clinicians enco_unterlng refugees, asylum seekers and/or
Richardson undocumented migrants
African women — immigration/visa status was indicated by
93 Ndirangu and Evans 2009 Qualitative mentioning that 2 participants were students, 4 were asylum seekers
and 2 were entitled to settle permanently in the UK
96 Orton et al. 2012 Qualitative Asylum seekers from Africa (25/26 participants) and Brazil (1/26)
106 Spiers et al. 2016 Qualitative Black African women
France (n=6)
54 Abgrall et al. 2013 Non-Randomized Sub-Saharan Africans
Migrants are those individuals that are either born outside of France
55 Abgrall et al. 2019 Non-Randomized without French nationality, or those who arrived in France when
they were >15 years of age and have received French nationality
92 Morel 2019 Qualitative Recently arrived immigrants
88 Mambgt Doue and 2016 Non-Randomized Sub-Saharan Africa migrants
Roussiau
Migrants born in Sub-Saharan Africa with the following resident
110 Vignier et al. 2018 Non-Randomized permit at arrival “none; temporary; resident permit; or French
nationality”
Migrants born in Sub-Saharan Africa with the following resident
111 Vignier et al. 2019 Non-Randomized permit at arrival “none; temporary; resident permit;, or French
nationality”
Australia (n=3)
Migrants from various countries of origin and ethnicities and with
81 Herrmann et al. 2012 Qualitative their visa status classified as either “457 long stay business visa;
student; spousal; other; permanent resident; or New Zealand citizen”
Migrants born overseas and moved to Australia as temporary or
85 Korner 2007 Qualitative permanent residents for various situations including work, family,
humanitarian, and educational purposes
Temporary residents originating from various geographic regions
98 Petoumenos et al. 2015 Non-Randomized with the following visa types: bridging, other, spouse, student, and

working
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Canada (n=3)

71 Dela Cruz et al. 2020 Mixed Methods Sub-Saharan African immigrants

87 Logie et al. 2016 Qualitative African and Caribbean lesbian, gay, bisexual and transgender
newcomers and refugees

64 Bunn et al. 2013 Non-Randomized Landed |mm|_grants (3-month  waiting ) period), Fhose_ ywth no
permanent resident status, and those considered foreign visitors

Israel (n=3)

69 Cohen et al. 2007 Non-Randomized Ethiopian Jewish immigrants

74 Elbirt et al. 2014 Non-Randomized Immigrants from Ethiopia

67 Chemtob et al. 2019 Quantitative Descriptive Undocumented migrants from various geographic regions

Netherlands (n=3)
Migrants >18 years, foreign-born and resident in the country of
recruitment for >6 months — categorized as originating from various

62 Bil et al. 2019 Non-Randomized geographic origins — immigration status classified as permanent
residency permit; temporary residency permit; and refugee
status/unknown

107 Stutterheim et al. 2012 Qualitative Africans and Afro-Caribbean (Antillean and Surinamese)

. ) . Immigrants from various geographic origins (primarily from Sub

108 Sumari-de Boer et al. 2012 Non-Randomized Sahara Africa, Surinam and the Dutch Antilles)

Spain (n=2)

80 Guionnet et al. 2014 Qualitative Immigrant women originating from various countries
Migrants originating from various countries and continents with

94 Ndumbi et al. 2018 Quantitative Descriptive immigration status classified as “national/resident or irregular
status”

Belgium (n=1)

59 Arrey et al. 2017 Qualitative Sub-Saharan African migrant women

Ireland (n=1)
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Migrants that originated from outside the European Union —
78 Foreman and Hawthorne 2007 Mixed Methods indication of participant status (refugee, in asylum process, and
‘leave to remain’ application) was indicated
Italy (n=1)
104 Saracino et al. 2014 Non-Randomized M_lg_rants were those b_orn _out5|de Italy, based on geogrgphlcal
origin, derived from nationality or from country of birth/origin
Japan (n=1)
66 Castro-Vazquez and Tarui 2007 Qualitative Latin American (Brazilian and Peruvian) men
Sweden (n=1)
90 Mehdiyar et al. 2016 Qualitative Migrants from various continents living in Sweden for 2-20 years
Switzerland (n=1)
109 Thierfelder et al. 2012 Non-Randomized Immigrants from various geographic origins
Multinational study including: Belgium, France, Germany, Greece, Italy, Netherlands, Portugal, Spain, and the United Kingdom (n=1)
Migrants living in Europe with permanent residency; temporary
76 Fakoya et al. 2017 Non-Randomized residency; asylum seeker or refugee status; undocumented status; or
unknown from >1 geographic region and ethnicity

Manuscript 2, Table 3: Barrier categories with examples cross-mapped to the levels of the Socio-Ecological Model and steps of the
HIV Care Cascade.

Linkage [56, 60, 61, 63, 75, 82, 86, 95, 97, 100, 101, 112] and education of confidentiality; lack of | systems social support services;
about HIV care-related [61] lack of legal status led
Lack of knowledge: HIV/AIDS- information dissemination to work restrictions,
Lack of understanding of the health and social related health to patients by immigration | Stigma: lack of insurance, and
system; unfamiliarity with biomedicine; lack of and social medical exam panel From community difficulties meeting
awareness about the HIV support organizations systems in physician; policy changes paperwork requirements

incarceration; isolation, stigma, and termination of
employment

Lack of general
education level

GP receptionists were
associated with breaches

Individual Interpersonal Organizational Community Policy
Fear: Lack of Inadequate clinical Distrust: Insufficient
Of accessing care; disclosure; deportation; education: environment: Community-based governmental social

distrust with care
providers and care

service support:
Lack of funding for
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available to them and how to access them; family members | by the city that effect settings which are necessary for
insufficient HIV-related knowledge [61] patient care provision have | [61, 65, 101] entry into HIV care
[56, 60, 77, 78, 84, 85, 97, 100] not been consistently [58, 64, 65, 70, 85, 89]
Lack of social taken up at health centres
Lack of education: support: [65, 71, 77, 83, 92, 93] Language issues:
Lack of general education level and education about | Lack of people Forms for government
HIV/AIDS-related health and social systems in to turn to for Lack of services (for which
individuals assistance and acknowledgement, migrant patients were
[61] guidance awareness, and response eligible to apply to)
[85] to cultural diversity: were not available in
Language issues: Difference in Spanish
Not fluent in host country language Stigma: communication styles and [63]
[58, 62, 63, 70, 77, 80, 82, 85, 102] From families cultures between migrant
[61] patients and US clinicians
Mental health challenges: [97]
Overwhelming sense of social isolation
[101] Language issues:
Lack of Spanish signage in
Navigation challenges: hospitals makes navigation
New or unfamiliar healthcare system; confusion difficult
around service provision and the process of [63]
obtaining health insurance; appointment systems
were intimidating for those unfamiliar with the Navigation challenges:
system or with English as a second language Lack of ‘front door’ entry
[58, 63, 65, 68, 77, 80, 95, 97, 101, 102] to HIV care and services
for men; being referred
Personal attitudes and traits: between services without
Lack of willingness to seek care unless absolutely knowing what they were
necessary; lack of confidence in American medicine; for
feelings of social exclusion, shame, self-loathing; [65, 85]
fatalistic views about HIV
[65, 77, 78, 86, 97, 112] Stigma:
By non-HIV healthcare
Policy confusion: professionals
Around care entitlement [59]
[60, 62, 65, 75, 81, 94, 97, 101]
Stigma:
General feelings of stigma were found to impact
access to care
[78]
. Competing priorities: Disclosure and | Disclosure and Distrust: Insufficient
Retention Housing, shelter, homelessness; unexpected travel confidentiality | confidentiality issues: Community-based governmental social
duration extension; work commitments, issues: Geographic area of distrust with care service support:
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employment, and finances; family, childcare;
transportation; food; clothing and poverty;
immigration, obtaining legal documents and
insurance; rape, domestic violence, death and loss
[54, 63, 65, 66, 70, 75, 80, 86, 94, 97, 99, 100, 101,
102, 104, 105, 106, 112]

Disclosure and confidentiality issues:

Keeping HIV status confidential takes precedence
over taking medication on time

[57, 61, 78, 102, 107, 108]

Distrust:
With treatment and care providers
[54, 66, 80, 105, 112]

Fear:

Of side effects and long-term harm from care;
deportation; disclosure; losing their job;
incarceration; isolation; stigma

[56, 57, 58, 60, 61, 63, 65, 66, 68, 70, 77, 78, 82, 95,
97, 102, 105, 112]

Financial issues:

Inability to afford care and/or insurance co-
payments; travel costs lead to missing appointments;
cost of taking time off to attend appointments

[61, 62, 68, 76, 80, 82, 111; 112]

Intensity and novelty of treatment adherence:
Meeting multiple medical appointments and
adhering to rigorous medication regime was
daunting and demanding; participants had to absorb
lots of info and medical terminology

[84, 85, 106]

Lack of education:
General education level of patient
[82, 109]

Lack of knowledge:

Lack of awareness and use of a policy to get legal
status and benefits; insufficient HIV-related
knowledge which affects care navigation

Undisclosed
HIV status to
parents, family
members, and/or
friends;
difficulty
concealing
medicines when
living in shared
accommodations
and need to
avoid taking
them in public;
many would
sacrifice care
than have their
status disclosed;
several reported
that if HIV
status was
accidently
disclosed, they
were fired from
their jobs,
ostracized,
and/or evicted
[54, 72, 73, 80,
86, 100]

Lack of social
support:
Lack of
emotional and
social support
[82, 86]

Stigma:
Discrimination,
threats, physical
abuse, and
unfair treatment
by family,
friends due to

community members in
relation to HIV services;
use of interpreters from
the same communities as
clients

[97]

Inadequate clinical
environment:

Lack of space, capacity,
funding, staff, and
services; unprofessional
staff; weak patient-
physician relationship with
GPs; dispensing
medications in public;
medications may not be
available on the same day
as scheduled
appointments; distance to
HIV clinician; insufficient
or inappropriate
translation services; poor
coordination of services;
highly fragmented system
of care; inconsistent
uptake policies at clinics
[56, 61, 65, 66, 68, 70, 73,
77,78, 80, 82, 83, 84, 85,
90, 92, 93, 100, 102, 105,
112]

Lack of
acknowledgement,
awareness, and response
to cultural diversity:
Lack of understanding by
clinic admin of Latinx
cultural naming system;
failure of clinicians to
understand cultural
factors, social exclusion,
and poverty

[63, 65, 77, 86, 97, 102]

providers and care
systems
[61]

Lack of
acknowledgement,
awareness, and
response to cultural
diversity:
Community-based
acculturation, cultural
factors — especially
gender roles

[105]

Stigma:

Propelled by the media;
HIV phobia exists in
Japan; migrants faced
discrimination and/or
dismissal when found
taking medication at
work

[65, 66, 86, 97]

Social service provision
is not sufficient; lack of
health insurance due to
immigration status

[57, 58, 64, 65, 66, 70,
75,77, 82, 85, 89, 98,
110]

Lack of
acknowledgement,
awareness, and
response to cultural
diversity:

Avoidance of
responsibilities
associated with
foreigners by officials
[66]
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[60, 77, 82, 84, 97, 105]

Language issues:
Not fluent in host country language
[56, 58, 65, 66, 68, 70, 80, 82, 85, 86, 94, 105]

Medication consumption difficulties:

Drugs requiring dietary manipulation were difficult
to manage for those with limited access to food or
cooking facilities; number of pills that needed to be
taken and side effects with treatment including as
diarrhoea, rash, lipodystrophy, pain and weakness
[62, 72, 73, 80, 105, 106, 112]

Mental health challenges:

Trauma; depression, anxiety, post-traumatic stress,
and substance use; feeling trapped, due to
immigration status; negative internal dialogue

[54, 86, 95, 100, 102, 106, 112]

Navigation challenges:

Appointment systems were intimidating for those
unfamiliar with the system or with English as a
second language; little ability to navigate through
bureaucratic US systems

[58, 65, 95, 97, 102]

Personal attitudes and traits:

Pride; lack of claiming rights because of status; lack
of confidence in American medicine; asymptomatic
HIV self-blame and shame; self-loathing; magical-
religious beliefs; fatalistic views about HIV; denial
[57, 61, 66, 77, 80, 82, 86, 88, 97, 105, 111]

Policy confusion:

Uncertainty regarding regulations and power
ascribed to Immigration and Customs Enforcement;
confusion around availability of the AIDS Drug
Assistance Program to undocumented immigrants
and around immigration policies

[58, 60, 85, 94, 105]

Stigma:
Indirectly influences psychological well-being and

HIV
[86]

Lack of education:
Providers found it difficult
to communicate
effectively with patients
that had little or no formal
education

[77]

Language issues:
Services provided in
English; no
comprehensive translation
system exists

[56, 66, 68, 77, 86]

Navigation challenges:
Being referred between
services without knowing
what they were for;
patients had to go back-
and-forth between various
HIV specialist units

[58, 65, 85, 90]

Policy confusion:
Lack of clarity around
changes in immigration
policies and associated
implications to public
charge rules

[58]

Stigma:

By non-HIV healthcare
professionals; migrants
denied right to care
because of route of
infection

[59, 66, 102]
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social support; directly complicates adherence
[107, 108]

Suppression

Financial issues:
Lack of finances and unemployment
[55]

Lack of education:
In reference to general education level of patient.
[58]

Mental health challenges:

Several stressors including feelings of limbo,
uselessness, shock, anxiety, panic, and depression;
clinically significant depressive symptoms

[96, 108]
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Manuscript 2, Table 4: Facilitator categories with examples cross-mapped to the levels of the Socio-Ecological Model and steps of the
HIV Care Cascade.

Individual

Interpersonal

Organizational

Community

Policy

Linkage

Appropriate
acknowledgement,
awareness, and response
to cultural diversity:
General acculturation to
American culture

[61]

Sufficient education:
Higher levels of general
education

[61]

Sufficient finances:
Higher levels of
socioeconomic status;
those employed were
covered by health
insurance

[61]

Sufficient social support:
From peers
[57]

Appropriate acknowledgement,
awareness, and response to cultural
diversity:

Making immigrants feel explicitly
welcome; training reception staff;
posting signage; having protocols and
referrals in place for clients; and staffing
programs and clinics with individuals
who spoke multiple languages and
experienced immigration themselves
[58]

Remarkable/Adaptive clinical
environment:

Approachability, supportiveness, and
availability of staff; staffing of Health
Advisors; existence of non-HIV/AIDS
specific services; the existence of a
sector composed of hospital structures
and humanitarian organizations that
specializes in caring for the most
vulnerable patients

[56, 58, 61, 84, 91, 92, 101]

Appropriate
acknowledgement,
awareness, and response to
cultural diversity:

Use of local Latinx
newspapers and radio stations
to identify potential
HIV/AIDS services within
their community

[63]

Sufficient governmental
social service support:
Universal Health
Coverage and State
Medical Assistance
provides social protection
for the entire population
including the poor and the
undocumented since 2000
[72, 75, 85, 90, 92, 110,
111]
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Retention

Personal attitudes and
traits:

Intrinsic motivation;
perceived benefit of
treatment; spiritual belief
and religious faith;
personal strength,
accountability, self-
reliance,

[57, 72,73, 80, 81, 86, 95,
96, 100, 105, 106, 112]

Physiological variables
and dispositions:
Older age; higher HIV
viral load at enrolment;
occurrence of an AIDS
event before enrolment;
pregnancy; hepatitis B
virus co-infection

[104]

Sufficient education:
Higher levels of general
education

[103]

Familial responsibility:
Both men and women
described parenting
responsibilities and
avoidance of becoming a
burden on family as
motivations for staying
healthy

[80, 86, 100]

Mitigating issues of
disclosure and
confidentiality:

Avoiding disclosure issues
by being single

[54]

Sufficient social support:
From peers, partner,
family, voluntary
organizations, peer support
groups

[56, 57, 72, 78, 80, 86, 87,
100, 105, 106, 112]

Appropriate acknowledgement,
awareness, and response to cultural
diversity:

Providing language concordant services;
hiring staff that were familiar with the
immigration process; recognizing
heterogeneity within immigrant
communities; training for staff;
culturally appropriate, gender specific,
and integrated community-based
interventions

[56, 58, 78, 105]

Remarkable/Adaptive clinical
environment:

Assistance with conflicting individual
needs such as housing, finances, and
food; designated staff member to
coordinate appointments and interpreters
to overcome issues with appointment
keeping; establishing medical-
legal/public-private partnerships enabled
direct response to immigrant patient
needs; taking services directly to
immigrants in both rural and urban
settings; strong patient-physician
relationship; supply ART directly to
patients at the HIVV/AIDS clinic;
multidisciplinary teams

[56, 57, 58, 61, 67, 72, 73, 74, 77, 79,
80, 81, 84, 86, 92, 95, 96, 100, 105, 106,
109, 112]

Sufficient social support:

From HIV service organizations,
consultation with faith leadership, and
counseling services

[93, 95, 96]

Sufficient governmental
social service support:
Free or subsidized
healthcare and treatment
coupled with provision of
social support

[72, 75, 85, 90, 99, 110]

Suppression

Mitigating issues of
disclosure and
confidentiality:

Remarkable/Adaptive clinical
environment:
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Disclosure to mother or
friends
[55]

Physiological variables
and dispositions:

Being a woman was
related to higher T CD4+
lymphocyte count and a
lower viral load

[69]

Sufficient social support:
Perceived informal support
[69]

Interventions that enable free provision
of ART and directly to patients in the
clinic were essential to establishing
suppression

[74, 98]
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DISCUSSION

This systematic mixed studies review synthesized the results from 59 studies and identified
many barriers and facilitators related to HIV care and treatment, as experienced by MLWH in
OECD countries. Drawing on both the HCC and the Socio-Ecological Model, this review is the
first to conduct a multilevel analysis of the complex factors that affect MLWH across 17 OECD

countries.

This review highlights that most reported barriers are associated with retention in care (i.e.,
long-term engagement with HIV care) and treatment adherence (i.e., long-term adherence to
medication as prescribed), and not with linkage to care and treatment initiation or the achievement
of viral suppression. In fact, 68% of reported barriers centered on retention, as compared to 30%
on linkage. Additionally, almost two-thirds of these barriers focused on the individual level (64%).
In fact, a crucial finding of this review was the considerable impediment unmet or unfulfilled basic
needs (e.g., housing, food security, financial stability, work commitments, mental health) can be
to MLWH. If these patients are linked to care and treatment but their “competing priorities” are

not addressed, disengagement is likely.

In comparison, a key facilitator identified in this review was establishing multidisciplinary
teams for HIV care in clinical settings, as this enabled the hiring of designated clinicians and staff
to ensure that MLWH’s essential needs were met. Social workers and clinical staff with similar
training, were particularly adept at facilitating access to compassionate care for MLWH despite
differences in legal status, while also helping these patients secure housing, food, financial, and
psychological support. These results highlight the great potential of multidisciplinary teams to
resolve competing issues faced by MLWH, and thereby improve their long-term engagement with
HIV care and treatment. As such, HIV-related care settings, and especially primary HIV care
clinics, should consider adopting multidisciplinary models with sufficient funding for a social
worker or clinical staff member with similar training and expertise. This can be done in conjunction
with the adoption of other existing evidence-based interventions that improve HIV care
engagement and treatment adherence, such as the Centers for Disease Control and Prevention’s
Anti-Retroviral Treatment and Access to Services intervention,!® or the Retention through
Enhanced Personal Contacts intervention as presented by Gardener et al''* — though these would

require tailoring and piloting to ensure they are sufficiently adapted to the needs of MLWH.
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A Note on Achieving Viral Suppression

Very few barriers and facilitators directly related to achieving viral suppression were
identified. This is understandable as final or downstream steps in the HCC are impacted by factors
associated with upstream care steps. However, this finding may also indicate that much work
remains to be done at the levels of linkage, retention, and re-engagement for MLWH globally (e.g.,
for those who have been lost to follow-up or dropped out of care). Additionally, this may point to
the need to better understand bidirectional movements along the steps of the HCC (e.g., managing
loss-to-follow-up of MLWH due to further migration). In this respect, future scholars may want to
consider utilizing the HCC framework established by Kay, Batey, and Mugavero,?® which
highlights these dynamic movements along the spectrum of HIV care engagement, or the revised
HCC framework presented by Ehrenkranz et al.}'® which explicitly integrates the idea of

disengagement and re-engagement with HIV care.
Intersectionality & Paths for Future Research

Many of the barriers identified in this review, particularly those related to the individual-
level of the Socio-Ecological Model (e.g., fear, lack of host-language proficiency, and care
navigation-related challenges) have been previously reported as commonly experienced by
international migrant populations living in OECD countries.!6-122 However, several included
studies showed how complex identity dynamics experienced by MLWH (e.g., based on their
immigration or HIV status, gender, and racial or ethnic backgrounds) magnified barriers. For
example, experiences and perceptions of stigma based on one’s HIV and migrant statuses were
reported to amplify MLWH’s perceived vulnerability when accessing care and treatment.
Intersectionality theory, which posits that people generally experience discrimination and
oppression uniquely and that consideration should be given to all potential contributors to their
marginalization or vulnerability, may be useful to future, more granular, analyses of these issues.

Importantly, the viability of this theory has previously been explored in scholarly articles.1?3124
The COVID-19 Pandemic

Since the implementation of our search strategy (March 25, 2020), the COVID-19
pandemic has taken an unprecedented toll on society. The effects of COVID-19 have penetrated

HIV care and have affected MLWH in diverse ways.?>-1?8 Economic disruptions, social and
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physical isolation, vaccine and care access hesitancy, overburdened health systems, shifts in
clinical and funding priorities from HIV care to COVID-19, among many other challenges, have
fed into the impact the pandemic has had (and continues to have) on MLWH. Future studies should
thoroughly explore the challenges faced by MLWH during the COVID-19 pandemic. However,
we posit that adapting the clinical environment to host a multidisciplinary team with a designated
community health worker, case manager, social worker, or health advisor would help address the
needs of MLWH and facilitate their sustained engagement in care amidst the pandemic and future

instances of lockdown and social distancing measures.
Strengths & Limitations

The comparability of the data and the generalizability of interpretations were complicated
by variation across OECD countries in the legal definition and descriptions of categories or
statuses of migrants and in their healthcare eligibility (i.e., existence of specific health insurance
or care provision policies). They were also complicated by the overall heterogeneity of the migrant
populations studied. Furthermore, retained studies lacked consistent reporting of data in relation
to the age range, age at migration, and years living in the receiving country for each sample of
MLWH. Nevertheless, comparing data from OECD countries can generate a comprehensive
understanding of health system performance that can help guide and promote the development of
evidence-based international standards for a range of social and economic challenges.?°-13! Use
of the SMSR methodology, which enables the amalgamation and analysis of data from various
study designs, alongside qualitative content analysis was key to mitigating this limitation. The
qualitative analysis also indicated that despite the heterogeneity of the data sources, the reported
barriers and facilitators faced by MLWH proved similar regardless of their ethnic and geographic

origins, host country, sex or gender, and legal status.

As this is a systematic review, results are necessarily secondary in nature (i.e., developed
based on findings from other scholars) and may reflect research interests (e.g., retention issues) in
the scholarly community. However, rigorous analytical techniques (i.e., qualitative content
analysis) and careful interpretation of data using established frameworks (i.e., the HCC) and
models (i.e., the Socio-Ecological model), nuanced by the engagement of patient-partners, helps

address this limitation in part.
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A final limitation to note is that only studies published in English were retained beyond the
full-text screening phase. OECD countries have a diversity of official languages, and therefore,
non-English speaking countries may be under-represented in the dataset. Twenty-eight studies
were excluded on the basis of language during the full-text review phase. However, the dataset
does include studies from 17 OECD countries, with the majority (n=12) not having English as their

primary official language.

In conclusion, this is the first review to report a multilevel analysis of barriers and
facilitators that impact MLWH in OECD countries with respect to linkage and retention in HIV
care and treatment. While linking MLWH to care is challenging, the problem of long-term
engagement in HIV care and treatment seems to have received the most attention. Addressing
policy-related barriers may improve initial linkage to HIV care and treatment. However, adapting
clinical environments to better address the complex individual needs and concerns of MLWH with
multidisciplinary care models and sufficient funding for social workers or clinical staff with similar
training, offers a promising strategy to attenuate and potentially resolve care retention issues across
OECD countries.

Acknowledgements

The authors would like to thank Taline Ekmekjian for her support as an academic librarian. She

assisted with the revision of our eligibility criteria and the development of the search strategy.
Author Disclosure Statement

The authors have no conflict of interest to disclose.

Funding Statement

AKA was supported by a doctoral scholarship from the Fonds de Recherche Québec — Santé (FRQ-
S) given in partnership with the Strategy for Patient-Oriented Research (SPOR) Support Unit of
Quebec. AKA is supported by a Vanier Canada Graduate Scholarship given through the Canadian
Institutes of Health Research. BL is holder of a Canadian Institute of Health Research, Strategy
for Patient Oriented-Research (CIHR/SPOR) Mentorship Chair in Innovative Clinical Trials for
HIV Care. BL holds a grant funded by Gilead Investigator Sponsored Research Program, which
partially funded AKA’s doctoral studies. BL is also supported by a career award LE 250 from the

Page 78 of 204



Quebec’s Ministry of Health for researchers in Family Medicine. NK is supported by a career
award from the FRQ-S (Junior 1).

REFERENCES

1.

10.

International Organization for Migration. World Migration Report 2020. United Nations
Migration; 2020.

Department of Economic and Social Affairs, Population Division. International Migration
2019: Wall Chart. United Nations; 2019.

https://www.un.org/development/desa/pd/sites/www.un.org.development.desa.pd/files/files/d

ocuments/2020/Feb/un 2019 internationalmigration wallchart.pdf

The World Bank. The world by income. Atlas of Sustainable Development Goals. 2018.

https://datatopics.worldbank.org/world-development-indicators/images/figures-pna/world-

by-income-sdg-atlas-2018.pdf

Organization for Economic Co-operation and Development. Where: global reach. Available:
https://www.oecd.org/about/members-and-partners/

Haddad N, Robert A, Weeks A, Popovic N, Siu W, Archibald C. HIV: HIV in Canada—
Surveillance Report, 2018. Canada Communicable Disease Report. 2019 Dec 5;45(12):304.
Sullivan PS, Jones JS, Baral SD. The global north: HIV epidemiology in high-income
countries. Current opinion in HIV and AIDS. 2014 Mar 1;9(2):199-205.

Ross J, Cunningham CO, Hanna DB. HIV outcomes among migrants from low-and middle-

income countries living in high-income countries: a review of recent evidence. Current opinion
in infectious diseases. 2018 Feb;31(1):25.

Tavares AM, Fronteira I, Couto I, et al. HIV and tuberculosis co-infection among migrants in
Europe: A systematic review on the prevalence, incidence and mortality. PloS one. 2017 Sep
28;12(9):20185526.

Tavares AM, Pingarilho M, Batista J, et al. HIV and tuberculosis co-infection among migrants
in Portugal: a brief study on their sociodemographic, clinical, and genomic characteristics.
AIDS Research and Human Retroviruses. 2020 Oct 19.

Weine SM, Kashuba AB. Labor migration and HIV risk: a systematic review of the literature.
AIDS and Behavior. 2012 Aug 1;16(6):1605-21.

Page 79 of 204


https://www.un.org/development/desa/pd/sites/www.un.org.development.desa.pd/files/files/documents/2020/Feb/un_2019_internationalmigration_wallchart.pdf
https://www.un.org/development/desa/pd/sites/www.un.org.development.desa.pd/files/files/documents/2020/Feb/un_2019_internationalmigration_wallchart.pdf
https://datatopics.worldbank.org/world-development-indicators/images/figures-png/world-by-income-sdg-atlas-2018.pdf
https://datatopics.worldbank.org/world-development-indicators/images/figures-png/world-by-income-sdg-atlas-2018.pdf
https://www.oecd.org/about/members-and-partners/

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

Tanser, F., Barnighausen, T., Vandormael, A., Dobra, A. (2015). HIV treatment cascade in
migrants and mobile populations. Current Opinion in HIV and AIDS, 10(6), 430-438.
Reyes-Uruena J, Campbell C, Hernando C, et al. Differences between migrants and Spanish-
born population through the HIV care cascade, Catalonia: an analysis using multiple data
sources. Epidemiology & Infection. 2017 Jun;145(8):1670-81.

UNAIDS. Seizing the Moment: Tackling entrenched inequalities to end epidemics. Global
AIDS Update; 2020.

Blondell SJ, Kitter B, Griffin MP, Durham J. Barriers and facilitators to HIV testing in
migrants in high-income countries: a systematic review. AIDS and Behavior. 2015 Nov
1;19(11):20

Alvarez-del Arco D, Monge S, Azcoaga A, et al. HIV testing and counselling for migrant
populations living in high-income countries: a systematic review. The European Journal of
Public Health. 2013 Dec 1;23(6):1039-45.

Pottie K, Lotfi T, Kilzar L, et al. The effectiveness and cost-effectiveness of screening for HIV
in migrants in the EU/EEA: A systematic review. International journal of environmental
research and public health. 2018 Aug;15(8):1700.

Rade DA, Crawford G, Lobo R, Gray C, Brown G. Sexual health help-seeking behavior among
migrants from sub-Saharan Africa and South East Asia living in high income countries: a
systematic review. International journal of environmental research and public health. 2018
Jul;15(7):1311.

Aung E, Blondell SJ, Durham J. Interventions for increasing HIV testing uptake in migrants:
a systematic review of evidence. AIDS and behavior. 2017 Oct 1;21(10):2844-59.

Keygnaert 1, Guieu A, Ooms G, Vettenburg N, Temmerman M, Roelens K. Sexual and
reproductive health of migrants: Does the EU care?. Health policy. 2014 Feb 1;114(2-3):215-
25.

Dias, S., Gama, A., Severo, M., Barros, H. (2011). Factors associated with HIV testing among
immigrants in Portugal. International journal of public health, 56(5), 559-566.

Hoyos J, Fernandez-Balbuena S, de la Fuente L, et al. Never tested for HIV in Latin-American
migrants and Spaniards: prevalence and perceived barriers. Journal of the International AIDS
Society. 2013 Jan;16(1):18560.

Page 80 of 204



22.

23.

24,

25.

26.

217.

28.

29.

30.

31.

32.

Ojikutu B, Nnaji C, Sithole J, et al. All black people are not alike: differences in HIV testing
patterns, knowledge, and experience of stigma between US-born and non—US-born blacks in
Massachusetts. AIDS patient care and STDs. 2013 Jan 1;27(1):45-54.

Manirankunda L, Loos J, Alou TA, Colebunders R, Nostlinger C. “It's better not to know™:
perceived barriers to HIV voluntary counseling and testing among sub-Saharan African
migrants in Belgium. AIDS Education & Prevention. 2009 Dec;21(6):582-93.

Amibor P, Ogunrotifa AB. Unravelling barriers to accessing HIV prevention services
experienced by African and Caribbean communities in Canada: lessons from Toronto. Global
journal of health science. 2012 May;4(3):1.

Kronfli N, Linthwaite B, Sheehan N, et al. Delayed linkage to HIV care among asylum seekers
in Quebec, Canada. BMC Public Health. 2019 Dec 1;19(1):1683.

Centers for Disease Control and Prevention (CDC). Understanding the HIV care continuum.
CDC; 2019. Available: https://www.cdc.gov/hiv/pdf/library/factsheets/cdc-hiv-care-
continuum.pdf

Minority HIV/AIDS Fund. What is the HIV care continuum? The US government; 2020.
Available: https://www.hiv.gov/federal-response/policies-issues/hiv-aids-care-continuum
Wilton J, Broeckaert L. The HIV treatment cascade — patching the leaks to improve HIV
prevention. CATIEP: Canada’s source for HIV and hepatitis C information; 2013. Available:
https://www.catie.ca/en/pif/spring-2013/hiv-treatment-cascade-patching-leaks-improve-hiv-

prevention
Kay, E. S., Batey, D. S., Mugavero, M. J. (2016). The HIV treatment cascade and care

continuum: updates, goals, and recommendations for the future. AIDS Research and
Therapy, 13(1), 1-7.

UNAIDS. Understanding Fast-Track: Accelerating Action to End the AIDS Epidemic By
2030. UNAIDS Reference; 2015.

Moher D, Liberati A, Tetzlaff J, Altman DG, Prisma Group. Preferred reporting items for
systematic reviews and meta-analyses: the PRISMA statement. PLoS med. 2009 Jul
21;6(7):€1000097.

Pluye P, Hong QN, Bush PL, Vedel I. Opening-up the definition of systematic literature
review: the plurality of worldviews, methodologies and methods for reviews and syntheses.
Journal of Clinical Epidemiology. 2016 May 1;73:2-5.

Page 81 of 204


https://www.catie.ca/en/pif/spring-2013/hiv-treatment-cascade-patching-leaks-improve-hiv-prevention
https://www.catie.ca/en/pif/spring-2013/hiv-treatment-cascade-patching-leaks-improve-hiv-prevention

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

Hong QN, Pluye P, Bujold M, Wassef M. Convergent and sequential synthesis designs:
implications for conducting and reporting systematic reviews of qualitative and quantitative
evidence. Systematic reviews. 2017 Dec 1;6(1):61.

Pluye, P., Hong, Q. N. (2014). Combining the power of stories and the power of numbers:
mixed methods research and mixed studies reviews. Annual review of public health, 35, 29-
45,

Pluye P, Hong QN, Vedel I. Toolkit for mixed studies reviews (V3). Montreal, Canada:
Department of Family Medicine, McGill University, and Quebec-SPOR SUPPORT Unit.
2016. Available: http://toolkit4mixedstudiesreviews.pbworks.com

Arora A, Quesnel-Vallee A, Lessard D, Mate K, Rodriguez-Cruz A, Kronfli N, et al. Barriers

and facilitators associated with steps of the HIV care cascade for migrants in OECD countries:
a systematic mixed studies review protocol. BMJ open. 2020 Nov 1;10(11):e040646.
International Organizational for Migration. Glossary on migration, 2019. Available:
https://www.iom.int/key-migration-terms#Migrant

OECD iLibrary. Migration, N.D. Available: https://www.oecd-ilibrary.org/social-issues-
migration-health/migration/indicator-group/english_443b6567-en

McHugh ML. Interrater reliability: the kappa statistic. Biochemia medica: Biochemia medica.
2012 Oct 15;22(3):276-82.

Hong QN, Pluye P, Fabregues S, et al. Mixed methods appraisal tool (MMAT), version 2018.
Registration of copyright. 2018;1148552.

Hong QN, Fabregues S, Bartlett G, et al. The Mixed Methods Appraisal Tool (MMAT) version
2018 for information professionals and researchers. Education for Information. 2018 Jan
1;34(4):285-91.

Pace R, Pluye P, Bartlett G, et al. Testing the reliability and efficiency of the pilot Mixed
Methods Appraisal Tool (MMAT) for systematic mixed studies review. International journal
of nursing studies. 2012 Jan 1;49(1):47-53.

Hong QN, Gonzalez-Reyes A, Pluye P. Improving the usefulness of a tool for appraising the
quality of qualitative, quantitative and mixed methods studies, the Mixed Methods Appraisal
Tool (MMAT). Journal of evaluation in clinical practice. 2018 Jun;24(3):459-67.

Hsieh HF, Shannon SE. Three approaches to qualitative content analysis. Qualitative health
research. 2005 Nov;15(9):1277-88.

Page 82 of 204


http://toolkit4mixedstudiesreviews.pbworks.com/

45.

46.

47.

48.

49,

50.

51.

52.

53.

54,

55.

56.

Chimphamba Gombachika B, Fjeld H, Chirwa E, Sundby J, Maluwa A. A social ecological
approach to exploring barriers to accessing sexual and reproductive health services among
couples living with HIV in southern Malawi. International Scholarly Research Notices.
2012;2012.

Sallis JF, Owen N, Fisher E. Ecological models of health behavior. Health behavior: Theory,
research, and practice. 2015 Jul 1;5(43-64).

Salihu HM, Wilson RE, King LM, Marty PJ, Whiteman VE. Socio-ecological model as a
framework for overcoming barriers and challenges in randomized control trials in minority and
underserved communities. International Journal of MCH and AIDS. 2015;3(1):85.

Strategy for Patent-Oriented Research. Patient Engagement Framework. Canadian Institutes
of Health Research; 2019. Available: https://cihr-irsc.gc.ca/e.48413.html

Edelman N, Barron D. Evaluation of public involvement in research: time for a major re-
think?. Journal of health services research & policy. 2016 Jul;21(3):209-11.

Kall M, Marcellin F, Harding R, Lazarus JV, Carrieri P. Patient-reported outcomes to enhance
person-centred HIV care. The lancet HIV. 2020 Jan 1;7(1):e59-68.

Lorenc A, Robinson N. A tool to improve patient and public engagement in commissioning
sexual and reproductive health and HIV services. Journal of Family Planning and Reproductive
Health Care. 2015 Jan 1;41(1):8-12.

Garber M, Hanusa BH, Switzer GE, Mellors J, Arnold RM. HIV-infected African Americans
are willing to participate in HIV treatment trials. Journal of general internal medicine. 2007
Jan 1;22(1):17-42.

Snow ME, Tweedie K, Pederson A. Heard and valued: the development of a model to
meaningfully engage marginalized populations in health services planning. BMC health
services research. 2018 Dec;18(1):1-3.

Abgrall S, Fugon L, Lélé N, et al. Visiting one’s native country: the risks of nonadherence in
HIV-infected sub-Saharan migrants—ANRS VIHVO Study. Journal of the International
Association of Providers of AIDS Care (JIAPAC). 2013 Nov;12(6):407-13.

Abgrall S, Raho-Moussa M, Seng R, et al. Elevated risk of viral rebound on ART in migrants
living in France: role of socioeconomic factors. Antiviral Therapy. 2019 Jan 1;24(7):541-52.
Allan CL, Clarke J. Are HIV/AIDS services in Leeds, UK, able to meet the needs of asylum
seekers?. Public Health. 2005 Apr 1;119(4):305-11.

Page 83 of 204



S7.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

Anderson J, Doyal L. Women from Africa living with HIV in London: a descriptive study.
AIDS care. 2004 Jan 1;16(1):95-105.

Arnold EA, Fuller SM, Martinez O, Lechuga J, Steward WT. Documenting best practices for
maintaining access to HIV prevention, care and treatment in an era of shifting immigration
policy and discourse. PloS one. 2020 Feb 18;15(2):e0229291.

Arrey AE, Bilsen J, Lacor P, Deschepper R. Perceptions of stigma and discrimination in health
care settings towards sub-Saharan African migrant women living with HIVV/AIDS in Belgium:
a qualitative study. Journal of biosocial science. 2017 Sep;49(5):578-96.

Barrington C, Davis DA, Villa-Torres L, Carcano J, Hightow-Weidman L. Intersectionalities
and the HIV continuum of care among gay Latino men living with HIV in North Carolina.
Ethnicity & Health. 2019 May 22:1-6.

Barsky AE, Albertini VL. Facilitators and barriers to care for Haitian Americans with HIV or
AIDS. Journal of HIV/AIDS & Social Services. 2006 Dec 19;5(3-4):63-86.

Bil JP, Zuure FR, Alvarez-del Arco D, et al. Disparities in access to and use of HIV-related
health services in the Netherlands by migrant status and sexual orientation: a cross-sectional
study among people recently diagnosed with HIV infection. BMC infectious diseases. 2019
Dec 1;19(1):906.

Bowden WP, Rhodes SD, Wilkin AM, Jolly CP. Sociocultural determinants of HIVV/AIDS risk
and service use among immigrant Latinos in North Carolina. Hispanic Journal of Behavioral
Sciences. 2006 Nov;28(4):546-62.

Bunn S, Fleming P, Rzeznikiewiz D, Leung FH. Understanding the demographic
characteristics and health of medically uninsured patients. Canadian Family Physician. 2013
Jun 1;59(6):e276-81.

Burns FM, Imrie JY, Nazroo J, Johnson AM, Fenton KA. Why the (y) wait? Key informant
understandings of factors contributing to late presentation and poor utilization of HIV health
and social care services by African migrants in Britain. AIDS care. 2007 Jan 1;19(1):102-8.
Castro-Vazquez G, Tarui M. A service or a right: Informed consent for HIV-positive Latin
American men in Japan. Anthropology & Medicine. 2007 Aug 1;14(2):197-212.

Chemtob D, Rich R, Harel N, et al. Ensuring HIV care to undocumented migrants in Israel: a
public-private partnership case study. Israel journal of health policy research. 2019 Dec
1;8(1):80.

Page 84 of 204



68.

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

Chin JJ, Kang E, Kim JH, Martinez J, Eckholdt H. Serving Asians and Pacific Islanders with
HIV/AIDS: challenges and lessons learned. Journal of Health Care for the Poor and
Underserved. 2006;17(4):910-27.

Cohen M, Arad S, Lorber M, Pollack S. Psychological distress, life stressors, and social
support in new immigrants with HIV. Behavioral Medicine. 2007 Jul 1;33(2):45-54.

Dang BN, Giordano TP, Kim JH. Sociocultural and structural barriers to care among
undocumented Latino immigrants with HIV infection. Journal of Immigrant and Minority
Health. 2012 Feb 1;14(1):124-31.

dela Cruz A, San Patten IA, Harrowing J, et al. Original mixed methods research-Mandatory
HIV screening, migration and HIV stigma in Canada: exploring the experiences of sub-Saharan
African immigrants living with HIV in western Canada. Health Promotion and Chronic
Disease Prevention in Canada: Research, Policy and Practice. 2020 Feb;40(2):38.

Doyal L, Anderson J. ‘My fear is to fall in love again...’How HIV-positive African women
survive in London. Social Science & Medicine. 2005 Apr 1;60(8):1729-38.

Doyal L, Anderson J, Paparini S. “You are not yourself’: Exploring masculinities among
heterosexual African men living with HIV in London. Social science & medicine. 2009 May
1;68(10):1901-7.

Elbirt D, Asher I, Mahlev-Guri K, et al. Direct monthly highly active antiretroviral therapy
supply—a method to increase patient's adherence and outcome. Experience of one AIDS centre
in Israel. International journal of STD & AIDS. 2014 Jul;25(8):579-86.

Erwin J, Peters B. Treatment issues for HIVV+ Africans in London. Social Science & Medicine.
1999 Dec 1;49(11):1519-28.

Fakoya I, Alvarez-del Arco D, Copas AJ, Teixeira B, et al. Factors associated with access to
HIV testing and primary care among migrants living in Europe: cross-sectional survey. JIMIR
Public Health and Surveillance. 2017;3(4):e84.

Foley EE. HIV/AIDS and African immigrant women in Philadelphia: Structural and cultural
barriers to care. AIDS care. 2005 Nov 1;17(8):1030-43.

Foreman M, Hawthorne H. Learning from the experiences of ethnic minorities accessing HIV
services in Ireland. British Journal of Social Work. 2007 Oct 1;37(7):1153-72.

Page 85 of 204



79.

80.

81.

82.

83.

84.

85.

86.

87.

88.

Fuller SM, Steward WT, Martinez O, Arnold EA. Medical-Legal Partnerships to Support
Continuity of Care for Immigrants Impacted by HIV: Lessons Learned from California. Journal
of immigrant and minority health. 2020 Feb 1;22(1):212-5.

Guionnet A, Navaza B, de la Fuente BP, et al. Immigrant women living with HIV in Spain: a
qualitative approach to encourage medical follow-up. BMC public health. 2014 Dec
1;14(1):1115.

Herrmann S, Wardrop J, John M, et al. The impact of visa status and Medicare eligibility on
people diagnosed with HIV in Western Australia: a qualitative report. Sexual Health. 2012
Nov 5;9(5):407-13.

Johansen PS. Human Trafficking, Illegal Immigrants and HIVV/AIDS. Californian Journal of
Health Promotion. 2006 Sep 1;4(3):34-41.

Jones BL, Finnerty F, Richardson D. Healthcare charging for migrants in the UK: awareness
and experience of clinicians within sexual and reproductive health and HIV. Journal of Public
Health. 2019 Dec 27.

Kang E, Rapkin BD, Springer C, Kim JH. The “demon plague” and access to care among Asian
undocumented immigrants living with HIV disease in New York City. Journal of Immigrant
Health. 2003 Apr 1;5(2):49-58.

Korner H. ‘If I had my residency I wouldn't worry’: negotiating migration and HIV in Sydney,
Australia. Ethnicity and Health. 2007 Jun 1;12(3):205-25.

Levison JH, Bogart LM, Khan IF, et al. “Where It Falls Apart”: barriers to retention in HIV
care in Latino immigrants and migrants. AIDS patient care and STDs. 2017 Sep 1;31(9):394-
405.

Logie CH, Lacombe-Duncan A, Lee-Foon N, Ryan S, Ramsay H. “It’s for us—newcomers,
LGBTQ persons, and HIV-positive persons. You feel free to be”: a qualitative study exploring
social support group participation among African and Caribbean lesbian, gay, bisexual and
transgender newcomers and refugees in Toronto, Canada. BMC international health and human
rights. 2016 Dec;16(1):1-0.

Doue CM, Roussiau N. The role of mediators in the indirect effects of religiosity on therapeutic
compliance in African migrant HIV-positive patients. Journal of religion and health. 2016 Dec
1;55(6):1850-63.

Page 86 of 204



89.

90.

91.

92.

93.

94.

95.

96.

97.

98.

99.

Martin EG, Meehan T, Schackman BR. AIDS Drug Assistance Programs: Managers confront
uncertainty and need to adapt as the Affordable Care Act kicks in. Health affairs. 2013 Jun
1;32(6):1063-71.

Mehdiyar M, Andersson R, Hjelm K, Povlsen L. HIV-positive migrants’ encounters with the
Swedish health care system. Global health action. 2016 Dec 1;9(1):31753.

Mishreki AM, Boardman NJ, Brodine SK, Yang M, Lederman ER. Predictive factors of
facilitating linkage to care for HIV-positive detainees in ICE Health Service Corps-staffed
facilities. Journal of Public Health. 2020 Feb 13.

Morel S. Inequality and discrimination in access to urgent care in France Ethnographies of
three healthcare structures and their audiences. Social Science & Medicine. 2019 Jul 1;232:25-
32.

Ndirangu EW, Evans C. Experiences of African immigrant women living with HIV in the UK:
implications for health professionals. Journal of Immigrant and Minority Health. 2009 Apr
1;11(2):108-14.

Ndumbi P, Del Romero J, Pulido F, et al. Barriers to health care services for migrants living
with HIV in Spain. The European Journal of Public Health. 2018 Jun 1;28(3):451-7.

Ojikutu BO, Nnaji C, Sithole-Berk J, et al. African born women living with HIV in the United
States: unmet needs and opportunities for intervention. AIDS care. 2018 Dec 2;30(12):1542-
50.

Orton L, Griffiths J, Green M, Waterman H. Resilience among asylum seekers living with
HIV. BMC public health. 2012 Dec 1;12(1):926.

Othieno J. Understanding how contextual realities affect African born immigrants and refugees
living with HIV in accessing care in the Twin Cities. Journal of health care for the poor and
underserved. 2007;18(3):170-88.

Petoumenos K, Watson J, Whittaker B, et al. Subsidized optimal ART for HIV-positive
temporary residents of Australia improves virological outcomes: results from the Australian
HIV Observational Database Temporary Residents Access Study. Journal of the International
AIDS Society. 2015 Jan;18(1):19392.

Pivnick A, Jacobson A, Blank AE, Villegas M. Accessing primary care: HIV+ Caribbean
immigrants in the Bronx. Journal of immigrant and minority health. 2010 Aug 1;12(4):496-
505.

Page 87 of 204



100. Remien RH, Bauman LJ, Mantell J, et al. Barriers and facilitators to engagement of
vulnerable populations in HIV primary care in New York City. Journal of acquired immune
deficiency syndromes (1999). 2015 May 1;69(0 1):S16.

101. Ross J, Akiyama MJ, Slawek D, et al. Undocumented african immigrants' experiences of
HIV testing and linkage to care. AIDS patient care and STDs. 2019 Jul 1;33(7):336-41.

102. Russ LW, Meyer AC, Takahashi LM, et al. Examining barriers to care: Provider and client
perspectives on the stigmatization of HIV-positive Asian Americans with and without viral
hepatitis co-infection. AIDS care. 2012 Oct 1;24(10):1302-7.

103. Saint-Jean G, Metsch L, Gomez-Marin O, et al. Use of HIV primary care by HIV-positive
Haitian immigrants in Miami, Florida. AIDS care. 2011 Apr 1;23(4):486-93.

104. Saracino A, Lorenzini P, Lo Caputo S, et al. Increased risk of virological failure to the first
antiretroviral regimen in HIV-infected migrants compared to natives: data from the ICONA
cohort. Journal of the International AIDS Society. 2014 Nov;17:197609.

105.  Shedlin MG, Shulman L. Qualitative needs assessment of HIV services among Dominican,
Mexican and Central American immigrant populations living in the New York City area. AIDS
care. 2004 May 1;16(4):434-45.

106. Spiers J, Smith JA, Poliquin E, Anderson J, Horne R. The experience of antiretroviral
treatment for black west African women who are HIV positive and living in London: an
interpretative phenomenological analysis. AIDS and Behavior. 2016 Sep 1;20(9):2151-63.

107.  Stutterheim SE, Bos AE, Shiripinda I, de Bruin M, Pryor JB, Schaalma HP. HIV-related
stigma in African and Afro-Caribbean communities in the Netherlands: Manifestations,
consequences and coping. Psychology & Health. 2012 Apr 1;27(4):395-411.

108. Sumari-de Boer IM, Sprangers MA, Prins JM, Nieuwkerk PT. HIV stigma and depressive
symptoms are related to adherence and virological response to antiretroviral treatment among
immigrant and indigenous HIV infected patients. AIDS and Behavior. 2012 Aug 1;16(6):1681-
9.

109. Thierfelder C, Weber R, Elzi L, Furrer H, et al. Participation, characteristics and retention
rates of HIV-positive immigrants in the Swiss HIV Cohort Study. HIV medicine. 2012
Feb;13(2):118-26.

Page 88 of 204



110. Vignier N, Desgrees du Lo0 A, Pannetier J, et al. Access to health insurance coverage
among sub-Saharan African migrants living in France: Results of the ANRS-PARCOURS
study. PloS one. 2018 Feb 15;13(2):e0192916.

111.  Vignier N, Desgrees Du Lou A, Pannetier J, et al. Social and structural factors and
engagement in HIV care of sub-Saharan African migrants diagnosed with HIV in the Paris
region. AIDS care. 2019 Jul 3;31(7):897-907.

112. Vissman AT, Hergenrather KC, Rojas G, Langdon SE, Wilkin AM, Rhodes SD. Applying
the theory of planned behavior to explore HAART adherence among HIV-positive immigrant
Latinos: elicitation interview results. Patient Education and Counseling. 2011 Dec
1;85(3):454-60.

113. United States Department of Health & Human Services. ARTAS. Centers for Disease
Control and Prevention. N.d. https://www.cdc.gov/hiv/effective-
interventions/treat/artas?Sort=Title%3A%3Aasc&Intervention%20Name=ARTAS

114. Gardner LI, Giordano TP, Marks G, Wilson TE, Craw JA, Drainoni ML, Keruly JC,
Rodriguez AE, Malitz F, Moore RD, Bradley-Springer LA. Enhanced personal contact with

HIV patients improves retention in primary care: a randomized trial in 6 US HIV clinics.
Clinical Infectious Diseases. 2014 Sep 1;59(5):725-34.

115. Ehrenkranz P, Rosen S, Boulle A, Eaton JW, Ford N, Fox MP, Grimsrud A, Rice BD,
Sikazwe I, Holmes CB. The revolving door of HIV care: Revising the service delivery cascade
to achieve the UNAIDS 95-95-95 goals. PLOS Medicine. 2021 May 24;18(5):e1003651.

116. Sanmartin C, Ross N. Experiencing difficulties accessing first-contact health services in
Canada: Canadians without regular doctors and recent immigrants have difficulties accessing
first-contact healthcare services. Reports of difficulties in accessing care vary by age, sex and
region. Healthcare Policy. 2006 Jan;1(2):103.

117.  Asanin J, Wilson K. “I spent nine years looking for a doctor”: exploring access to health
care among immigrants in Mississauga, Ontario, Canada. Social science & medicine. 2008
Mar 1;66(6):1271-83.

118. Biswas D, Kristiansen M, Krasnik A, Norredam M. Access to healthcare and alternative
health-seeking strategies among undocumented migrants in Denmark. BMC public health.
2011 Dec;11(2):1-1.

Page 89 of 204


https://www.cdc.gov/hiv/effective-interventions/treat/artas?Sort=Title%3A%3Aasc&Intervention%20Name=ARTAS
https://www.cdc.gov/hiv/effective-interventions/treat/artas?Sort=Title%3A%3Aasc&Intervention%20Name=ARTAS

119. Mbanya VN, Terragni L, Gele AA, Diaz E, Kumar BN. Access to Norwegian healthcare
system—challenges for sub-Saharan African immigrants. International journal for equity in
health. 2019 Dec 1;18(1):125.

120. Chiarenza A, Dauvrin M, Chiesa V, Baatout S, Verrept H. Supporting access to healthcare
for refugees and migrants in European countries under particular migratory pressure. BMC
health services research. 2019 Dec;19(1):513.

121. Galanis P, Sourtzi P, Bellali T, et al. Public health services knowledge and utilization
among immigrants in Greece: a cross-sectional study. BMC Health Services Research. 2013
Dec 1;13(1):350.

122. Hacker K, Anies M, Folb BL, Zallman L. Barriers to health care for undocumented
immigrants: a literature review. Risk management and healthcare policy. 2015;8:175.

123. Doyal L. Challenges in researching life with HIVV/AIDS: an intersectional analysis of black
African migrants in London. Culture, health & sexuality. 2009 Feb 1;11(2):173-88.

124. Dworkin SL. Who is epidemiologically fathomable in the HIV/AIDS epidemic? Gender,
sexuality, and intersectionality in public health. Culture, health & sexuality. 2005 Nov
1;7(6):615-23.

125. Lodge W, Kuchukhidze S. COVID-19, HIV, and migrant workers: The double burden of
the two viruses. AIDS patient care and STDs. 2020 Jun 1;34(6):249-50.

126. Ahmed A, Dujaili J, Sandhu AK, Hashmi FK. Concerns of HIV-positive migrant workers
in COVID-19 pandemic: A call for action. Journal of Global Health. 2020 Dec;10(2).

127. Gesesew HA, Mwanri L, Stephens JH, Woldemichael K, Ward P. COVID/HIV Co-
Infection: A Syndemic Perspective on What to Ask and How to Answer. Frontiers in public
health. 2021 Mar 10;9:193.

128. GedelaK, Januraga PP, Luis H, Wignall FS, Irwanto I. COVID-19 Lockdown in Indonesia:
Greater Investment Will Be Needed to Mitigate the Impact on People Living With HIV. Asia
Pacific Journal of Public Health. 2020 Oct 19:1010539520962611.

129. Anderson G, Hussey PS. Comparing health system performance in OECD countries.
Health Affairs. 2001 May;20(3):219-32.

130. Organization for Economic Co-operation and Development. Who we are. Available:

http://www.oecd.org/about/

Page 90 of 204


http://www.oecd.org/about/

131. Guerrazzi C. An international perspective on health information exchange: adoption in
OECD countries with different health care system configurations. Medical Care Research and
Review. 2020 Aug;77(4):299-311.

Page 91 of 204



Chapter 3: Exploring the Experiences of MLWH Enrolled in the ASAP Study Qualitatively
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Preamble to Chapter 3

Through the SMSR conducted in chapter 2, it was made apparent that MLWH encounter
numerous complex barriers at each step of their HIV care journey beyond diagnosis and across
each level of the socio-ecological model. Comparatively few facilitators to HIV care and treatment
engagement beyond the HIV testing phase were reported in the literature. Interestingly, most
barrier and facilitators were associated with the individual and organizational levels of the socio-
ecological model and were centred around retention in HIV care and treatment. Specifically, this
review stressed that adapting clinical environments to better address the complex individual needs
and concerns of MLWH with multidisciplinary care models, dispensing ART on-site (i.e., not
fragmenting health services), and having sufficient funding for social workers or clinical staff with
similar training, offers a promising strategy to attenuate and potentially resolve care retention

issues across OECD countries.

While | was conducting my SMSR, my supervisor Dr. Bertrand Lebouché initiated, in
January 2020, the ASAP study. ASAP is a 96-week pilot feasibility study with a prospective cohort
design implemented at the Chronic Viral Iliness Service of the McGill University Health Centre
(CVIS/IMUHC), a quaternary hospital-based clinic serving the largest proportion of MLWH in
Montreal, Canada. This study was initiated to increase support for the rising number of MLWH
and PLWH who have precarious legal and insurance statuses in Canada. ASAP participants are
provided with free ART, within a multidisciplinary team composed of on-site physicians, nurses,
social workers, and a pharmacist. Another innovation this approach brings is that it aims to
dispense ART on-site to patients rapidly (i.e., ideally within 7 days of being linked to care at the
CVIS/MUHC). Therefore, the ASAP study embodies a number of the facilitators identified in the
SMSR, and provides an excellent opportunity to explore the experiences of MLWH enrolled in

this innovative approach to care in Canada, through both qualitative and quantitative approaches.

However, it is necessary to note that during this time, the COVID-19 pandemic
dramatically disrupted participant recruitment and data collection at the CVIS/MUHC. With
limited patient enrolment and progress through the 96-week program, it was difficult to begin
quantitatively analyzing patient-reported experiences and clinical outcomes for MLWH enrolled
in ASAP. However, by March 2022, 32 qualitative interviews had been conducted with 16 MLWH
at three time-points (16 after 1 week of ART initiation, 8 after 24 weeks, 8 after 48 weeks). This
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was sufficient for me to complete a thorough qualitative exploration which is presented below in
manuscript 3. Note that | published this work in the Journal of Personalized Medicine, which has
a current impact factor of 3.4. The electronic version of this article can be found at:
https://www.mdpi.com/2075-4426/12/9/1497. This manuscript went through a rigorous peer-

review process.
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Abstract

This study aimed to explore the experiences of migrant people living with HIV (MLWH) enrolled
in a Montreal-based multidisciplinary HIV care clinic with rapid antiretroviral treatment (ART)
initiation and cost-covered ART. Between February 2020 and March 2022, 32 interviews were
conducted with 16 MLWH at three time-points (16 after 1 week of ART initiation, 8 after 24
weeks, 8 after 48 weeks). Interviews were analyzed via the Framework Method. Thirty categories
were identified, capturing experiences across the HIV care cascade. At diagnosis, most MLWH
described “initially experiencing distress.” At linkage, almost all MLWH discussed “navigating
the health system with difficulty.” At treatment initiation, almost all MLWH expressed “being
satisfied with treatment” particularly due to a lack of side effects. Regarding care retention, all
MLWH noted “facing psychosocial or health-related challenges beyond HIV.” Regarding ART
adherence, most MLWH expressed “being satisfied with treatment” with emphasis on their taking
control of HIV. At viral suppression, MLWH mentioned “finding more peace of mind since
becoming undetectable.” Regarding perceived health-related quality of life, most MLWH
indicated “being helped by a supportive social network.” Efficient, humanizing, and holistic
approaches to care in a multidisciplinary setting, coupled with rapid and free ART initiation,
seemed to help alleviate patient concerns, address their bio-psycho-social challenges, encourage
their initial and sustained engagement with HIV care and treatment, and ultimately contribute to

positive experiences.
Keywords

HIV; Migrants; B/F/TAF; Antiretroviral; Rapid ART Initiation; Multidisciplinary; Cost-Covered
Treatment; HIV Care Cascade; Patient Experiences

INTRODUCTION

Migrant people living with HIV (MLWH) are a diverse, growing, and at times a vulnerable
and/or marginalized population in Canada and other countries affiliated with the Organization for
Economic Co-Operation and Development [1-3]. Across these countries, MLWH often experience
delayed entry into HIV care, late antiretroviral treatment (ART) initiation, higher rates of care

drop-out, poorer adherence to ART, and variable rates of viral suppression when compared to
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native-born populations living with HIV [1-9]. These issues are in part due to the numerous

multilevel barriers that MLWH experience across their HIV care trajectory [10-22].

To address barriers faced by MLWH, who have diverse ethnic, geographic, and cultural
origins, and may often experience precarious legal and health coverage statuses, targeted
interventions may be necessary [3]. In fact, HIV scholars who call for an equity-focused approach
to ending the HIV epidemic point out that when efforts are targeted to specific populations with
the heaviest burden of HIV, there is greater potential for improved population health and lower
HIV transmission rates [23]. Targeted interventions which specifically respond to population
needs and associated social determinants of health (e.g., housing, poverty, and other barriers to
care based on structural racism) may also be economically favourable [23]. Multidisciplinary care
models with sufficient funding for social workers or staff with similar training and expertise (e.g.,
case managers) may facilitate the development and implementation of targeted interventions.
These professionals can assist MLWH in addressing specific individual-level challenges (e.g.,
immigration, obtaining health coverage, finding a job, mental health issues), which require

resolution to allow for long-term engagement with HIV care and treatment [22].

Rapid ART initiation has been endorsed as another strategy to efficiently engage
populations in HIV care and treatment, particularly those that are vulnerable or marginalized [24-
31]. Rapid ART initiation is defined as linkage to care and start of ART as soon as possible after
a new HIV diagnosis [30]. Major advancements in ART over the last two decades have given rise
to biological and clinical benefits for people living with HIV, and public health benefits for
populations and public health systems in general [24-30]. Moreover, rapid ART initiation has been
shown to reduce loss-to-follow-up between HIV testing and treatment initiation, improve retention
in care, and reduce time to viral suppression, without compromising safety [25, 26, 28-31].
However, to ensure that potentially vulnerable and marginalized groups like MLWH can
experience sustained benefit from rapid ART initiation, additional resources and support are
recommended [27]. Using a multidisciplinary model of HIV care with rapid ART initiation may
assist in addressing underlying challenges that prevent patients from starting and remaining
engaged in care and treatment, while also effectively responding to emerging priorities for HIV
service delivery [32]. Additionally, having pharmacists embedded in the multidisciplinary model

of HIV care may facilitate rapid ART initiation through easier and more efficient access to
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treatment and thorough consideration of drug-drug interactions. Moreover, if ART is provided
free-of-charge, this may further reduce challenges faced by MLWH with treatment initiation (e.g.,

lack of health coverage).

Importantly, although the clinical and public health importance of rapid ART initiation and
multidisciplinary HIV care have been well described in the literature, the experiences of MLWH
around such care models have rarely been explored, especially in the context of cost-covered
treatment. Exploring patient experience is important to understand how services are received by
patients and how they could be improved to better meet their needs [33, 34]. This information may
also help orient priorities within clinics or across health systems [33, 34]. Thus, the purpose of this
study is to explore and document the experiences of MLWH who are enrolled in a care model

comprising multidisciplinary HIV care, rapid ART initiation, and cost-covered treatment.
MATERIALS AND METHODS
Research Question

The following question guided this research endeavour: what are the care experiences of

MLWH enrolled in multidisciplinary HIV care with free and rapid initiation of ART?
Design

In January 2020, we initiated a 96-week prospective cohort study (the ‘ASAP’ study) with
a convergent mixed-method design at the Chronic Viral Illness Service of the McGill University
Health Centre (CVIS/IMUHC), a quaternary hospital-based clinic serving the largest proportion of
MLWH in Montreal, Canada. As of June 2022, 40 patients were enrolled, of whom 30 were
migrants. All participating patients were provided care by a multidisciplinary team composed of

on-site physicians, nurses, social workers, pharmacists, and a psychiatrist.

All patients received bictegravir/emtricitabine/tenofovir alafenamide (B/F/TAF) as soon as
possible (ideally within 7 days) after being linked to care. B/F/TAF was provided free of charge
for the duration of the study. It is a once-daily, single-tablet, regimen for the treatment of HIV-1
infection in adults [35, 36]. It has a high genetic barrier to the development of resistance, is
generally well tolerated, requires no prior HLA-B*5701 testing, fulfils the antiretroviral regimen

requirement for patients with hepatitis B virus co-infection, and can be used in renally impaired
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patients with creatinine clearance > 30 mL/min [35, 36]. Moreover, B/F/TAF has few potential
drug-drug interactions, a small pill size, no food intake requirements, and no baseline viral load or
CD4 cell count restrictions, thus making it suitable for rapid ART initiation [36]. Health Canada
approved B/F/TAF as a complete regimen for the treatment of HIV-1 infection in July 2018 [36].
Details on the ‘ASAP’ study’s design are reported elsewhere [37]. This manuscript presents an

analysis of the study’s qualitative data collected from MLWH up to March 2022.
Data Collection

Semi-structured individual interviews were conducted with MLWH face-to-face, by
telephone, or video-conferencing at three time-points: after 1 week of treatment initiation, after 24
weeks, and after 48 weeks. The first interview solicits information on the experience of beginning
HIV care and treatment, focusing specifically on participants’ satisfaction, worries, expected
benefits, and suggestions for improving HIV services. The second interview initially asks patients
to recount their experience of being linked to HIV care and treatment. Patients are then asked to
describe how their “general situation” has evolved since beginning HIV care and treatment (with
prompts around changes in quality of life, sociodemographics, and access to social services and
healthcare). Then, the interview probes the impact of services and staff at the clinic on the

b9

participants’ “situation” (i.e., their health, wellbeing, and life in general) and treatment taking. It
concludes with a question about their thoughts on their care and treatment (with prompts on the
negative and positive aspects, things that could be improved, and related impacts of the
immigration process). The third interview asks about responsibility to manage care and treatment,
comfort with care providers, impacts on health and lifestyle since initiating care and treatment,
and suggestions for improving services at the clinic. See the supplementary material for the full

interview guides.
Data Analysis

In the ASAP study, interviews with MLWH were conducted in English, French, and
Spanish. Data pertaining only to interviews conducted in English and French were analyzed for
this article (as these were the only interviews available for analysis at this time and because most
of our team is fluent in both of these languages). Interviews were transcribed verbatim by a
professional transcriber who is fluent in English and French. The transcribed interviews were
imported into QSR’s NVIVO 12 and analyzed via the Framework Method [38-41]. This qualitative
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method, in use since the 1980s, was originally developed by Richie and Spencer as a pragmatic
approach for large-scale social policy research [38-41]. Over the last four decades, it has been
widely taken up in medical and health research [38]. Gale et al. highlight the appropriateness of
this method when engaging in applied health research with large qualitative datasets and
multidisciplinary teams that incorporate patients, clinicians, and scientists [38], which is precisely
the context in which this study was conducted. The Framework Method provides a highly
structured approach to data analysis akin to content and thematic analysis; however, its defining

feature is the presentation of results through data displays or matrices [38-41].

The approach by Gale et al. consists of seven stages: (1) transcription, where qualitative
data are transcribed; (2) data familiarization, where researchers review the dataset to understand
its content and structure and begin interpreting the data and identifying possible codes and patterns;
(3) coding, where researchers read transcripts line-by-line and apply a paraphrase or label (a
‘code’) to each line or substantive block of text; (4) developing a working analytical framework,
where, after coding the first few transcripts, researchers meet to iteratively compare codes and
discuss possible categories for grouping codes; (5) applying the analytical framework, where the
agreed upon analytical framework is applied to all transcripts; (6) charting data into the framework
matrix, where summarized data/quotes are added, by category, to a data display or matrix, which
is then viewed, revised, and validated by multidisciplinary members of the team; and lastly, (7)
interpreting the data, where characteristics of and differences between data are identified, and if

data are rich enough, findings can go beyond description to explanation of phenomena [38].

An inductive-deductive approach to analysis was taken in this study. Codes were
inductively generated to thoroughly capture participant experiences, and were iteratively revised
and grouped to generate categories. Categories were then deductively grouped based on the seven
steps of the HIV care cascade (i.e., HIV diagnosis, linkage to care, treatment initiation, retention
in care, adherence to treatment, viral suppression, and health-related quality of life) [42, 43].
Grouping by HIV care cascade steps occurred based on the way MLWH described their
experiences, feelings, or overall thoughts. For example, when participants spoke about their
experience of being linked to care, all codes generated in that block of text were ascribed to the
linkage step of the cascade. Caution was taken when participants had not experienced a particular

HIV care cascade step (e.g., retention in care) but still described their initial feelings and thoughts

Page 100 of 204



about that step in the earlier interviews. The first author performed all coding. Codes, categories,
and the framework matrix were iteratively reviewed, revised, and validated through research and
stakeholder committee meetings held between May 2022 and June 2022. Specifically, seven
meetings were held with the research team responsible for analysis (AKA, KE, BL, and twice with
DL); one was held with the first author’s thesis advisory committee (BL, AQV, NK, and IV), two
were held one-on-one with two different patient-partners (names kept anonymous to protect
identities); one was held with the study coordinator (ED); and an additional meeting was held with
aresearch nurse (LDB). Note that only categories with three or more contributing participants (i.e.,

minimum saturation of 19%) are presented in this manuscript to further ensure trustworthiness.
Patient and Stakeholder Engagement

A patient and stakeholder engagement approach was taken whereby key stakeholders (i.e.,
patients, clinicians, and community organization leaders) were involved throughout the research
process via advisory committee meetings [44-46]. Specifically, three MLWH (a Latin American
asylum seeker, a European international student, and an African asylum seeker) receiving care at
the study site (CVIS/IMUHC), three community representatives, and five CVIS/MUHC healthcare
professionals (i.e., two social workers and 3 nurses): provided feedback on the study design;
validated the ‘ASAP’ study protocol; and reviewed the interview schedules for acceptability,
clarity, and quality [37]. Also, as noted above, two patient-partners, a research nurse, and a
research coordinator were involved in data analysis through one-on-one engagement to enable

appropriate interpretation of the data for this study.
Ethics

This study was conducted in accordance with applicable Health Canada regulations,
International Conference on Harmonisation guidelines on current Good Clinical Practice, and the
Declaration of Helsinki. It was approved by the Research Ethics Board of the Research Institute
of the McGill University Health Centre (reference #: MP-37-2020-4911). Informed consent was
obtained from all study participants.

RESULTS

A total of 32 semi-structured interviews were conducted with 16 MLWH at three time-

points (16 after 1 week of treatment initiation, 8 after 24 weeks, and 8 after 48 weeks) between
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February 2020 and March 2022. Average duration of interviews based on available timestamps
(n=26/32; timestamps were unavailable for interviews where participants did not want to be
recorded) were: 20 minutes (range: 15-43 minutes); 41 minutes (range: 23-72 minutes); and 28
minutes (range: 13-42 minutes), respectively.

Participant demographics at enrollment

Interviewee sociodemographic characteristics at enrollment are displayed in Table 1. The
average age of participants was 36 years old (range: 24-55). Most (11/16; 69%) were males that
identified as gay or bisexual. Participants were born in Africa (n=6), Asia (n=4), Europe (n=1),
Latin America (n=3), and the Caribbean (n=2). Participants had varied immigration statuses in
Canada: asylum seeker (7/16; 44%); international student (3/16; 19%); international worker (1/16;
6%); visitor (3/16; 19%), naturalized citizen (1/16; 6%) and undocumented (1/16; 6%). Seven
participants (44%) had no or low health coverage, whereas nine (56%) had sufficient coverage
(i.e., HIV treatment and care was covered by their insurance). Most had prior university level
education (10/16; 63%), while the remaining participants had either a college diploma (4/16; 25%)
or secondary education/professional degree (2/16; 13%). Most were unemployed (10/16; 63%); all
others had paid employment (6/16; 38%).

Categories

Through the framework analysis, a total of 30 categories were identified which capture the
experiences of MLWH across the HIV care cascade steps while in multidisciplinary HIV care,
with rapid ART initiation, and cost-covered ART. Categories are presented in guotations and
associated sub-categories are presented in italics. Figure 1 provides a summary of the main
categories. The data framework matrix, presented in Table 2, provides illustrative interview
excerpts. Table 2 also presents the number of participants that contributed to the category (i.e., out
of the 16 participants, how many spoke about each category and sub-category) and the number of
interviews that contributed to the category (i.e., out of the 32 interviews, how many had content
for each category and sub-category). This information is provided to demonstrate data saturation
both by participant number and longitudinally (since only half of the participants were able to
complete interviews in weeks 24 and 48). Saturation level by number of participants is also

provided in the text.
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HIV Diagnosis

Four categories were ascribed to the HIV diagnosis step of the HIV care cascade. Upon
learning of their positive HIV status, most participants (10/16) discussed “initially experiencing
distress,” or more specifically, feeling: worried and/or scared (7/16), shocked (6/16), confused
(6/16), or like they lost control of their life (4/16). Beyond initial distress, a little over a third of
the participants (6/16) were “questioning the impact of HIV diagnosis on immigration,”
specifically wondering about the effect that their new HIV status would have on their immigration
applications. Four participants also discussed how they were “fearing stigmatization.” In this
regard, participants expressed concern about how others would treat them once they found out
about their HIV status (e.g., backbiting in the community, being discriminated against by
healthcare professionals, being ostracized by family, losing one’s job). Three participants also
underscored their “uncertainty about HIV testing requirements for migrants.” These participants
explained that due to variation in policies, certain migrant populations (e.g., temporary visitors or
international students from certain regions) were exempt from HIV testing via the Immigration
Medical Exam. As a result, testing for HIV was either left to the patients’ judgement or occurred

during specialty care for another health issue.
Linkage to HIV Care

Six categories were ascribed to the linkage to care step of the HIV care cascade. While
being linked to HIV care, almost all interviewed participants (15/16) mentioned that they were
“navigating the health system with difficulty.” Almost all participants (15/16) discussed challenges
with navigation across clinics and organizations (e.g., from the service that diagnosed them to their
HIV care centre, the CVIS/MUHC). Nine discussed challenges specifically within the
CVIS/MUHC clinic. Difficulties with navigation were attributed to their unfamiliarity with the
Québec culture, language, and healthcare system, as well as to confusion around the specific roles

and responsibilities of the numerous healthcare professionals they were encountering at care onset.

An element that most participants (14/16) described as being indispensable to their early
engagement with care and treatment was experiencing “humanizing clinical encounters.” This
category encompassed five sub-categories: feeling supported and cared for (12/16), feeling
kindness from healthcare professionals (10/16), feeling safe and comfortable (7/16), feeling heard

and accepted (5/16), and feeling respected (3/16). Participants also expressed “being reassured
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about living with HIV” (12/16) which was deemed helpful in calming initial negative emotions
and fears. Additionally, most participants (13/16) discussed “receiving personalized health
information” which consisted of adapted answers to HIV-related health concerns, reference to
resources to better manage health and wellbeing, and advice based on the individual and their
lifestyle. Ten participants emphasized their experience of “quickly accessing care,” which was
often expressed with appreciation. The final category associated with linkage to HIV care was
“facing psychosocial challenges beyond HIV” (12/16). Participants expressed that, beyond their
HIV, they dealt with tremendous stressors including: mental health (11/16), immigration (8/16),

securing finances and/or health insurance (6/16), and learning Quebec’s official language (4/16).
Treatment Initiation

Four categories were ascribed to the ART initiation step of the HIV care cascade. Almost
all participants (15/16) expressed “being satisfied with treatment” within the first week of
initiation. Satisfaction with B/F/TAF was attributed to seven main factors: lack of side effects
(11/16), improved health (7/16), being able to set the daily time for treatment taking (7/16), an
easy treatment regimen (6/16), quick access to treatment (6/16), cost-covered treatment (3/16), and
taking control of HIV (3/16). However, most participants (11/16) discussed “having concerns with
starting treatment.” Specifically, participants indicated fearing side effects in the short and long-
term (8/16) and that taking treatment for life was daunting (5/16). Half of the participants expressed
“needing reassurance about treatment safety” (8/16) before feeling comfortable enough to begin
taking it and/or after experiencing initial side effects. Interestingly, seven participants noted

“dissipating side effects over time” after one week of treatment.
Retention in Care

Eight categories were ascribed to the retention in care step of the HIV care cascade. All
participants (16/16), at some point during their journey between being linked to HIV care and
achieving viral suppression, discussed “facing psychosocial or health-related challenges beyond
HIV.” These challenges included: difficulty obtaining legal status in Canada and navigating the
immigration process (12/16), difficulty accessing healthcare for issues other than HIV (12/16), a
lack of income (12/16), social isolation (13/16), fearing COVID-19 infection (11/16), and
difficulty integrating into Canadian society (8/16).
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Almost all participants (15/16) discussed “feeling empowered to self-manage HIV.” They
discussed three factors that contributed to this feeling: receiving education about managing HIV
from healthcare professionals (13/16) (e.g., who answered HIV-related questions, explained
biomedical test results, provided health advice), receiving reassurance about living with HIV
(13/16) (e.g., feeling consoled by healthcare professionals about living with HIV), and receiving
relevant resources to manage health (6/16) (e.g., healthcare professionals providing information
about social and HIV-specific organizations that patients can access, alongside sharing educational
websites for reliable HIV information). Relatedly, most participants (12/16) also expressed their
experience with “humanizing clinical encounters.” These encounters were described along six
dimensions, five of which remain the same as those described at linkage: feeling supported and
cared for (9/16), feeling kindness from healthcare professionals (10/16), feeling safe and
comfortable (10/16), building a patient-provider relationship based on trust (7/16), feeling heard
and accepted (8/16), and feeling respected (7/16).

Most participants (11/16) noted that they were “enjoying smooth operations in the clinic,”
which consisted of five factors: accessible healthcare professionals (9/16), easy access to free care
(8/16), care coordination issues often dissipated and/or addressed (8/16) (e.g., patient confusion
around navigation within the clinic diminished as they became more familiar with the system or
after receiving clarification from healthcare professionals), easy appointment bookings (7/16), and
ability to speak with healthcare professionals in one’s native language (4/16) (which in these cases

were English, French, and Spanish).

Most participants (12/16) described an experience of “receiving holistic care” through their
multidisciplinary team. This was discussed by participants as care that addressed their bio-psycho-
social needs and sometimes expanded beyond their HIV-related health concerns (e.g., immigration
and mental health related support). In this regard, participants expressed the importance of
complimentary care provided by different clinicians on their team. Notably, patients mentioned
turning to their doctors for their biomedical healthcare needs (e.g., questions around HIV
management) and to social workers for their psychosocial needs (e.g., questions around food
security or financial challenges). In fact, nine participants specifically highlighted the importance
of the social worker in assisting with their immigration process, dealing with financial challenges,

or being linked to other community organizations or services.
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Two-thirds of participants (11/16) discussed “wanting more frequent contact with
healthcare professionals” through four means in particular: via telecommunication (10/16), outside
of regular work hours (4/16), via more appointments in general (4/16), and via more appointments
specifically with the social worker (4/16). Most participants (11/16) mentioned “dealing with HIV -
related psychological distress” (e.g., depression or fear of immigration rejection due to their HIV).
Over half of participants (9/16) also indicated “sharing responsibility to manage HIV” with
healthcare professionals. All nine participants discussed specific healthcare team duties, which
included: providing clear explanations and guidance (8/16), creating kind and safe environments
(7/16), ensuring that patient health improves (6/16), helping with navigation (5/15), and providing
medication (4/16). Eight patients discussed patient duties which included: self-managing HIV care
and treatment (8/16), following clinicians’ instructions (6/16), asking questions (5/16), and

attending appointments (3/16).
Adherence to Treatment

Two categories were ascribed to the treatment adherence step of the HIV care cascade.
Two-thirds of interviewed participants (11/16) expressed “being satisfied with treatment” beyond
the first few days of starting treatment. Their satisfaction with B/F/TAF was attributed to seven
factors: improved health (8/16), an easy treatment regimen (7/16), taking control of HIV (6/16),
quick access to treatment (6/16), a consistent supply of treatment (5/16), a lack of side effects
(4/16), and cost-covered treatment (4/16). Two-thirds of participants (11/16) also mentioned
“feeling resilient and responsible” which was discussed as important in facilitating their sustained
adherence to treatment. This feeling was most often identified as coming from a desire to control
HIV (6/16) and to protect others (4/16).

Viral Suppression

One category was ascribed to the viral suppression step of the HIV care cascade. Five
participants expressed “finding more peace of mind since becoming undetectable.” Participants
highlighted that alongside feeling relieved, they also felt that this milestone confirmed their

discipline and control over HIV.

Perceived Health-related Quality of Life (HrQoL)
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Five categories were ascribed to the perceived HrQoL step of the HIV care cascade. Most
participants (12/16) discussed “being helped by a supportive social network™ beyond their
healthcare team. Most (11/16) mentioned “wanting a long, healthy, and normal life.” Relatedly,
over half (9/16) indicated “deciding to improve lifestyle habits since diagnosis.” Steps to improve
their lifestyle habits included: being more mindful and/or careful with their health and wellbeing
(7/16), eating healthier (7/16), exercising more (5/16), and taking more time for self-reflection
and/or self-care (5/16). Furthermore, half (8/16) mentioned “feeling better physically and mentally
since starting care and treatment.” Finally, seven participants expressed that they were “fostering

quality-of-life through activities” such as focusing on their occupation, education, and/or hobbies.

Manuscript 3, Table 1. Sociodemographics at study enrollment of interviewed MLWH.

Partici Sexual Region of Immigration Health Paid Interviews Completed
P Age Sex - - A 9 Education Employment Week Week
ant # Orientation Birth Status Coverage Week 1
Status 24 48
1 41-50 Male Heterosexual East Asia Visitor No or Low College/CEGEP/T Unemployed

Coverage echnical Degree

International No or Low

2 21-30 Male Bisexual East Africa University Unemployed

Student Coverage
3 21-30 Female Heterosexual Soutr_lern Asylum Seeker Sufficient University Paid
Africa Employment
4 51-60 Female Heterosexual 30“”.‘9”‘ Asylum Seeker Sufficient COHGQE/CEGEP/ Unemployed
Africa Technical Degree
5 41-50 Male  Homosexual Soz\t:izaSt Asylum Seeker Sufficient University Unemployed

. International No or Low A
6 21-30 Male Homosexual North Africa Student Coverage University Unemployed

Latin College/CEGEP/T Paid

7 31-40 Male Homosexual Asylum Seeker Sufficient

America echnical Degree  Employment
8 21-30 Male Bisexual ~ North Africa Temporary - No or Low University Paid
Worker Coverage Employment
9 31-40 Male Bisexual 50“”.‘8”‘ Asylum Seeker Sufficient University Paid
Africa Employment
10 21-30 Male Homosexual La“!‘ No Status No or Low University Paid
America Coverage Employment
11 4150 Male Homosexual Latl_n Visitor Sufficient University Unemployed
America
. International No or Low Secondary/Profess Paid
12 21-30 Male  Homosexual  East Asia Student Coverage ional Degree  Employment
13 2130 Male Homosexual South_east Visitor No or Low Se(_:ondary/Profess Unemployed
Asia Coverage ional Degree
14  21-30 Male Heterosexual Caribbean Asylum Seeker Sufficient College/CEGEP/T Unemployed
echnical Degree
15 51-60 Male Homosexual Western Naturalized Sufficient University Unemployed

Europe Citizen
16 3140 Male Heterosexual Caribbean Asylum Seeker Sufficient University Unemployed

CLLLLLLLLLLLLKKLKKLKK
XX XXXXXLXLLLLKLKLKK
XX XXXXXLLLAXLKKK

Manuscript 3, Table 2. Data framework matrix for MLWH care experiences.
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Contributing Contributing

Category Illustrative Excerpt Participants  Interviews
(n/16) (n/32)

~ HWWDignoss
Initially experiencing distress 10 14
Feeling:

- Worried and/or scared I could not believe it. I came [to Canada] with hopes, 7 8

- Shocked I had a dream. And I did not believe it [...] I blacked 6 7

- Confused out.” Participant #5, W1 6 6

- Aloss of control over

their life 4 4

“I was very concerned about how the diagnosis might
Questioning the impact of HIVV impact my permanent residency process. | thought |

diagnosis on immigration had to go back to my country.” [Translated from e €
French]—Participant #8, W1
FP:aI_’Ir_\g stigmatization e “I just worried about [how] to tell people around me,
clinicians, family, friends, . Lo 4 5
: for the first thing.”—~Participant #30, W1
and/or community members)
“Normally, the work permit does not require a
- 8 medical visit. [...] It was not mandatory to have a
Eegﬁ?g?:;%:?gﬁnﬂxgitmg medical examination. Me, | wanted to do [the 3 3
examination] for if I find a volunteer [position] in a
hospital [so] I can work without any problem...”
[Translated from French]—Participant #6, W1
Linkage to HIV Care
Facing psychosocial challenges
beyond HIV “I feel dreaded, maybe I wasn’t eating well. I was 12 23
- Mental health worrying about so many things that, so many financial
- Immigration challenges there... [ haven’t seen doctors for months, 11 16
- Securing finances and/or years maybe, because I don’t [have] insurance or 8 10
health insurance anything and I couldn’t afford it.”—Participant #4, 6 10
- Learning Quebec’s W48 4 4
official language (French)
L “You have to understand as a foreigner [...] for all the
Navigating the health system  1051th] system running in North America, | have no 15 21
with difficulty - clue, no idea ... And then the language problem as
i ﬁ‘r(;?:fzgtl;g':;s el well', ok ... Because especially for me, I’'m a . 15 20
- Within the CVIS foreigner. I don’t know the procedure_ [_for accessing 9 12
care] or the round, you know.”—Participant #1, W1
o o “[The care I received] was perfect, I felt loved, cared
Humanizing clinical encounters for | felt understood, for the first time. Everything 14 19
Feeling: that happened to me was not planned. | did not have a
- Supported and cared for 5jan tg take care of this. Then, when | arrived here, | 12 15
S e = it, | had a plan. I met Dr. [name omitted] and the 10 12
gmfess'onals other people and they told me it was important to start 7 7
- afe and comfortable .
- Heard and accepted care, and they told me how it would happen. | never 5 6
- Respected felt any safer than | felt around these people. | felt 3 3

helped [...]"—Participant #4, W1

“Well, before I had misinformation, bad ideas about

this disease. But when | came to the hospital, [the 12 19
health professionals] calmed me down. They said to

Being reassured about living
with HIV
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me, ‘There's nothing to worry about. It's just that
you're going to have treatment and then you're going
to be fine and you're going to live your normal life.’
With their behavior, how they talk to me, all that was
good. I left the clinic really happy. [...] There was a
big difference between how | entered the clinic and
when I left the clinic.” [Translated from French]—
Participant #6, W1

“And also, 'm always asking like: ‘My blood

pressure, is that a good thing?’ And they are like:

‘Yeah, yeah, that’s good.” And I always have

questions and they answer very well ... Because it’s 13 17
not like, you know when you ask a question and then

somebody gives you one answer one way. No, they

actually explain.”—Participant #3, W1

Receiving personalized health
information

“In fact, it went very quickly, I received a call telling
me that | had to show up here. | was given the news
and it was very difficult to take at that time. But very
Quickly accessing care quickly, I think the next day or two, | had an 10 12
appointment. And | met everyone, the social worker,
the nurse, the doctor.” [Translated from French]—
Participant #2, W24

Treatment Initiation

Being satisfied with treatment

Due to: 15 18
- Lack of side effects
- Improved health 11 11
- Being able to set the daily “The medicine is really good, it's really great because 7 8
time for treatment taking I don't feel bad at all. I feel fine, no pain, nothing.” 7 7
- An easy treatment [Translated from French]—Participant #14, W1 6 7
regimen 6 6
- Quick access to treatment 3 4
- Cost-covered treatment 3 4
- Taking control of HIV
. . . “[Starting treatment] was a hard decision because
Having concerns with starting  1yhen] you start, you cannot stop to take [the = i
treatment _treatment]. But you cannot avoid the situation, you
- Fearing side effects inthe a6 14 take it. So, you have no choice. So, personally
SISl ORI it’s hard because I like to choose everything that | do . -
- Taking treatment for life rything 5 8

but, in this case, [ don’t have any option.”—

was dauntin
- Participant #7, W1

“The only thing for me is dizzy[ness]. Especially for

the first day ... So, I talked [about] this to Dr. [name

omitted] again. He said: ‘The body needs time for the 8 13
medication.” So, it’s have to be take time.”—

Participant #1, W1

Needing reassurance about
treatment safety

“Well the first 2 days I was in a lot of pain. I think,

like, my body was getting used to it, but I was really

nauseous. And I had nightmares. A lot. [...] it was 7 7
intense at first, but now it’s okay.” [Translated from

French]—Participant #2, W1

Dissipating side effects over
time
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Retention in Care

Facing psychosocial or health-
related challenges beyond HIV

- Difficulty obtaining legal 16 31
status in Canada and “Yeah, not having enough money, that is a barrier. So,
navigating the I couldn’t even go, if I wanted to go get some fruit or 12 22
Immigration process something, the money would challenge me. | would 12 20

- DTNy Hegseig just stay and do with whatever I had. [...] Financially, 12 18
healthcare for issues other: . i :

if there is some organizations that can help give you 13 17
than HIV T

- Lack of income something like a coupon to go get some food at [the 11 13

. Soeill el groczery store], Whatever, I WOl’,l,|d Welc_o_me that. But | 8 12

- Fearing COVID-19 don’t have that kind of access.”—Participant #4, W48
infection

- Difficulty integrating into
Canadian society

Feeling empowered to self- “I got control of my health. So, if I come here then I
manage HIV _ understand: ‘Ok, my CD4 count is 715.” Then I know:

- Receiving education ‘Ok, now I know that [I’m] ok. I’'m a step ahead. My 15 31
about managing HIV health is excellent, so I have to maintain it.” And what
frorp he_alth::are is CD4 count? That’s what I’'m going on Google. On
protesstona’ls Google ‘what is CD4 count’. Then I know: ‘Ok.

- Receiving reassurance - 13 29
about living with HIV These are the white blood cells and bla, bla, bla. And 13 21

- Receiving relevant what is Viral. load?’ That’f how I do it. So, yeah, I feel 6 6
resources to manage good about it. I feel like I"ve got control of my
health health.”—Participant #9, W48

“I think I like the attitude of the staff. You know,
Humanizing clinical encounters they’re always like happy and excited to see you and

- Feeling supported and  talk and listen. It’s more like they’re concern[ed]

AL . 12 25
cared for about, you know, for you as a person not just like as in

- Feeling kindness from 3 patient. Ok, you know, looking at the time. It’s not
healt_hcare professionals  ike that. It’s like they have time for you. I think that’s 9 21

- Feeling safe and really good because, you know, you don’t feel like
comfortable 2 o L 10 20

- . . you’re inconveniencing people or anything like that.

- Building a relationship So. th K look dio the visi qal 10 15
el @ s W 0, that makes me look forward to the visits and also 7 14
healthcare professionals @Il the questions I have, they get answered and they 8 12

- Feeling heard and get explanations. Because naturally, I’'m anxious on 7 9
accepted my health questions and things, and | always get them

- Feeling respected answered.”—Participant #3, W24

o ~ “Personally, I find that the system you have adopted,
Enjoy_ln_g smooth operations in especially for follow-ups with foreigners without
the clinic . [provincial health insurance], is really effective. [...] 11 23

- Accessible healthcare  And | also like the fact that the main person | come
professionals into contact with is either [the study coordinator] or 9 16

) CE:aSy acce3§ tot.f € Care Tihair HIV physician] only because they are the main 8 14

- -are COOTAINation ISSUES -0 5110 that are directly related to care, and who I think 8 14
often dissipated and/or . - .

e — are, fc_Jr this team, the main players in \_Nhat you call 7 8

- Easy appointment caregivers. | like the format that even if I know there 4 4
bookings are people who are ‘back-up’ like social workers or

nurses, there are still only two people who come into
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- Ability to speak with contact with me. Because, from the moment there are
healthcare professionals  too many people who intervene, it is more difficult to
in one’s native language manage, you see. And | think that precisely for a
patient, it is not what he would want that there are too
many things to do. | think that's just like enough for it
to be effective...” [Translated from French]—
Participant #2, W48

“[The healthcare professionals] have different
responsibilities because, you know, they all have
different experience in their professions. So, like, for
example, I have a social worker who can help me like:
‘Oh, you can go to this if you need food, there are
food banks or this, this.” And then, the doctor will tell

Receiving holistic care you about like, you know, what questions | have about 12 20
health and that’s good. So, it’s like they both have
different... Everybody has their own [role]. Just like,
you know, how the body like the head has its function
and the hands has its function, I feel like it’s like that.
And then together they make like a complete.”—
Participant #3, W48

Wanting more frequent cONtact «y knqw that you guys are busy but maybe when I go . el
with healthcare professionals

. e after a month or so, just text, email: ‘How is
- Viatelecommunication everything?’, whatever. It would also add more to my

- With the social worker o1 6dence as well, knowing there are people out 10 16
- Outside of regular work there.”—Participant #4. W48 4 6

hours ere.”—Participant #4, 4 6
- Via more appointments 4 5

“Taking medication is important to physical health,
but my social and mental health is still not good.”— 11 17
Participant #5, W24

Dealing with HIV-related
psychological distress

“I feel 100% responsible. I’'m on top of my game. I’'m
doing what’s right. I don’t forget. I don’t need an
alarm, my brain I programmed it. It’s [a] mindset [...]
[The healthcare professionals are] 200% plus
responsible for all this, yes. They’ve helped me a lot
in achieving [undetectability], brought my confidence

Sharing responsibility to [...] Everybody, the whole team involved in this, I 2 g
g LY . appreciate what they have done. They have made me
- Healthcare team duties , 9 9
_ patient duties feel comfortable. They’ve never made me feel any 8 8
different. Like I’'m when I walk in, I’m like I’'m
coming home. So, this has really driven me to commit
to it. If I [was] feeling judged or didn’t feel wanted, or
looked at in a different way I wouldn’t have
committed. So, they’ve helped a lot.”—Participant #4,
W48
Adherence to Treatment
Being ?at'Sf'ed with treatment “Oh, yeah, yeah, yeah! Absolutely! Yeah, there are a 11 23
Due to: lot of changes. I feel energetic. I don’t feel that
) Z:]p‘;g;?rzz,f‘ggm fatigued. | feel confident. I see life with HIV. So, yeah
definitely things, they have changed [...] on the 8 14

regimen
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- Taking control of HIV' psychological side, it’s been so positive [...] now I
- Quick access to treatment feel much better. My emotions they’re not as how
- Consistent supply of they were before. So, yeah, I feel much better [...]

A~ DO O~
-
U101 N N © o5

treatment now I feel more calm. I feel like I'm at the right place.
- Lackof side effects I’m getting the right treatment...”—Participant #9,
- Cost-covered treatment s

“I quickly got into the habit of taking [my HIV
medication] because that's what | can do to keep my
partner healthy and safe. So | take it and for me it's
positive, it allows me to keep discipline and control

Feeling resilient and over what's going on. [...] I don't think I forget, or 11 18

responsible desi | else it happens very rarely [...] Then too, there is my
- Er&';” adesire to control - yjscinline. I'm studying and working, so | can't, I don't
. have time to think about it, | maintain my discipline 6 8
- From a desire to protect . :
s and | take my medicine and go to consultations, and 4 4

the team is there for me too. So | don't think about the
disease anymore, | do what | have to do and | don't
have to think about it. It's just a routine for me.”
[Translated from French]—Participant #2, W24
- viralSuppresion
“Now it’s more quiet like more relaxed [...] It’s like
less anxiety [...] Because now [ know I’'m
undetectable so, it makes me feel like: ‘Ok, you are
doing it well. It’s part of your routine. So, you are like
Finding more peace of mind  well disciplined. So, you are doing something good
since becoming undetectable  for yourself.” So, it’s a big difference. Like when I
start, [ was scared like: ‘Oh, maybe I’m not capable
but I have to do it. I need to try it.” And now I know
I’m capable so it’s like: ‘Ok. It’s a really, really big
change.””—Participant #7, W24
Perceived Health-related Quality of Life
“Everyone around me just like told me to live a
stronger and don’t think so much. They always
Being helped by a supportive  support me [...] Because I have a few close friends
social network that | [can] talk [with]. Yeah, so everyone like
[comforts] me and yeah, excepts [me].”—Participant
#13, W1

12 16

Deciding to improve lifestyle _ o _
habits since diagnosis “My quality of life is getting better because now I’'m 9 15

- Being more careful with conscious. I was living carelessly and I cannot do it
their health and wellbeing anymore. So it will improve my quality of life. This is

- Eating healthier a lifetime process and I need to make changes. I am 7 10
- Exercising more reading books and information to know if | eat right 7 8
- Taking more time for ~ so my immune system is helping me. | know this is all 5 7

self-reflection and/or self- for the better.”—Participant #4, W24 5 6

care

Wanting a long, healthy, and
normal life

“I hope to be healthy and be able to live normal. I still

have my hopes and dreams and | hope that the

treatment will help me achieve them. | just wanna be 11 14
healthy and normal. I don’t ask for [more]

benefits.”—Participant #5, W1
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“In fact, everything that I had a problem with related
to my physical health was related to the virus. [...]
Because I was diagnosed, I think, a little too late. [...]

FEClling (et prsrel e so when | started taking the medicine, well all those

?::;ﬁgtsmce ST B T little things that were bothering me [with] my physical . £
health went away. So inevitably my mental health has
improved [...]” [Translated from French]—Participant
#8, W48
“I think T have a good quality of life. I work. | pay
Fostering quality-of-life more attention to what | miss. | exercise. | run three 7 8
through activities times a week. I think I improved on that.” [Translated

from French]—Participant #2, W24

Manuscript 3, Figure 1: Main categories of the care experience of MLWH by stage in the HIV

care cascade.

s 2. Linkage to HIV Care _J & 3. Treatment Initiation

Initially experiencing distress Navigating the health system Being satisfied with treatment Facing psychosocial or health-
with difficulty related challenges beyond HIV

Questioning the impact of HIV Having concerns with starting

diagnosis on immigration Humanizing clinical encounters treatment Feeling empowered to self-
: manage HIV
Fearing stigmatization (from Receiving personalized health PaGcEng TERs SiTic Stoul o g
clinicians, family, friends, and/or Thformation treatment safety Humanizing clinical encounters
community members = : T X . Receiving holistic care
. by ) : Facing psychosocial challenges Dissipating side effects over time g

Uncertainty about HIV testing beyond HIV Enjoying smooth operations in

requirements for migrants the clinic

Being reassured about living

: with HIV Wanting more frequent contact
‘ 5. Adherence to Otiicidy Accessing care with healthcare professionals
Treatment Being helped by a supportive Dealing with HIV-related
Being satisfied with treatment 6. Viral Suppression social network psychological distress

Feeling resilient and responsible Finding more peace of mind Wanting a long, healthy, and Sharing responsibility to manage

normal life
since becoming undetectable HIV
Deciding to improve lifestyle

habits since diagnosis

Feeling better physically and
mentally since starting care and
treatment

Fostering quality of life through
activities

DISCUSSION

This study explores the experiences of 16 MLWH enrolled in a prospective cohort study
in Montreal, Canada, where B/F/TAF was being initiated free-of-charge and as soon as possible
after linkage to multidisciplinary HIV care. To our knowledge, this is the first study that provides

qualitative insights on the experiences of MLWH enrolled in such a model of primary HIV care.
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Our framework analysis yielded 30 categories of shared experiences by MLWH throughout their

journey across steps of the HIV care cascade.
Diagnosis: Dominated by Distress & Immigration-related Concerns

When discussing diagnosis, the most common experience that MLWH described was
“initially experiencing distress,” followed by “questioning the impact of HIV diagnosis on
immigration.” Migrants, in general, often experience mental health issues (e.g., depression,
anxiety, post-traumatic stress disorder) and immigration-related challenges (e.g., language
barriers, difficulty with integration in a new country, issues with acquiring immigration status and
health coverage) when moving away from their home countries [47-51]. In the context of
Montreal, Canada, migrants are reported to experience substantially greater unmet healthcare
needs compared to Canadian citizens with sufficient health coverage [52]. The intersectional
burden of living with HIV and as a migrant has also been discussed as an element that potentially
amplifies challenges such as obtaining support for mental health and social care [53, 55, 56], the
experience of racialized discrimination and stigmatization [53-56], and adversities during
resettlement [54-56]. Also, HIV and migrant co-status can lead to health coverage challenges (e.g.,
for international students) as not all insurance providers cover HIV care and treatment, and getting
access to public health insurance can be a major challenge or not possible when migrants are
waiting for or transitioning between immigration statuses in Canada. These findings stress the
value of embedding mental health and immigration-related support in primary HIV care settings,

as well as providing cost-covered treatment for all.
Linkage: A Time of Navigation Challenges and an Opportunity to Connect with Clinicians

When discussing linkage to care, almost all MLWH spoke about “navigating the healthcare
system with difficulty.” This issue is a well-documented challenge for migrants in general [57-59].
Moreover, access to family doctors and primary care has been a historic challenge in the province
of Québec (where Montreal resides) [60]. For many MLWH in Montreal, the Immigration Medical
Exam is often the first experience these people have with the healthcare system. Embedding a
patient navigator (or staff with similar responsibility) may be a viable solution to helping patients

efficiently transition between where diagnosis occurs and their HIV care services [61, 62].
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At this step, MLWH also expressed the importance of experiencing “humanizing clinical
encounters” where they perceived care, kindness, acceptance, respect, and safety from their
healthcare professionals. Most MLWH also noted “being reassured about living with HIV,”
“receiving personalized health information,” and “quickly accessing care.” Such experiences,
MLWH explained, were necessary as they fostered a sense of relief, alleviated major fears (e.g.,
of death), heightened their willingness to initiate treatment, and partially motivated their sustained
engagement in care and treatment. These findings support the importance of providing care with
respect and empathy. Previous studies highlight that when clinicians adopt such approaches, they
can better promote rapport-building, higher quality of care, and higher levels of medication self-
efficacy [63-65].

Treatment Initiation: Rapid ART is Satisfying but Concerns Exist

When discussing treatment initiation, almost all MLWH expressed “being satisfied with
treatment” particularly due to a lack of side effects, improved health, an easy treatment regimen,
and quick access to treatment. These findings support the provision of ART as soon as possible —
an approach to care which is now possible due to major advancements in ART safety, ease-of-use,
tolerance, and genetic barriers to resistance [35, 36]. A potential barrier to rapid ART initiation
may be the belief that patient preparedness is critical to achieving ART, however, scholars discuss
how this long-held belief may be potentially harmful and non-evidence-based [66]. Furthermore,
humanizing clinical encounters across healthcare settings (e.g., at the site of diagnosis) and
efficient linkage to care (e.g., via case coordinators) may assist with patient preparedness — though,

this must be further studied.

While rapid ART initiation has been demonstrated in the literature as feasible and well
received, our findings suggest that rapid initiation must be done with caution as most MLWH
discussed “having concerns with starting treatment” particularly around side effects. Half the
MLWH noted ‘“needing reassurance about treatment safety” from their clinicians to feel
comfortable with the treatment, especially if they experienced side effects. Providing reassurance
about treatment safety at initiation may further contribute towards building trust with healthcare
professionals, which is necessary for addressing feelings of anxiety and vulnerability that may be

experienced by MLWH when first enrolling in care and treatment [67].
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Retention in Care: The Burden of Challenges Beyond HIV and Importance of Patient-centered

Care

While being retained in care, all MLWH described “facing psychosocial or health-related
challenges beyond HIV.” As found in other studies, people living with HIV encounter critical
issues beyond their infection (such as lack of income, obtaining legal status, social isolation) that
must be addressed [22, 68, 69]. However, most MLWH described “receiving holistic care,” where
the multidisciplinary team of clinicians was able to assist the MLWH in addressing their bio-
psycho-social concerns, both in relation to HIV and beyond. Social workers were particularly
praised for their assistance with psycho-social challenges and some MLWH expressed “wanting
more frequent contact” with these healthcare professionals. This finding supports previous work
that highlights the importance of multidisciplinary models for primary HIV care with sufficient
funding for care providers such as social workers [22, 70-76]. Although the act of embedding
social workers into primary care services is becoming more common in Canada [76], specific
training in HIV and immigration support may be necessary to ensure their comfort and capacity to

work with this population [77, 78].

At this step, MLWH also expressed that they were “enjoying smooth operations in the
clinic.” It seemed that the longer they were engaged, the more comfortable they felt with
navigating the service. Essential though, for most MLWH, was experiencing “humanizing clinical
encounters.” They expressed how beyond initial linkage to HIV care, warm encounters were
important in sustaining motivation to remain engaged in care and were necessary for building a
relationship based on trust with healthcare professionals, including non-clinician staff.
Additionally, most MLWH explained that they were “sharing responsibility to manage HIV” with
their healthcare professionals. Relatedly, almost all MLWH emphasized the importance of “feeling
empowered to self-manage their HIV,” an experience which MLWH noted as being fostered by
the increased comfort with and understanding of their treatment, its safety, and living with HIV,
in addition to the resources and support systems available to them. These findings corroborate
previous research that recommends “patient-centered” or “person-centered” approaches to HIV
care [79-84]. Such approaches to care aim to ensure that patients have a functional and meaningful
life and thus strive to incorporate empathy, respect, engagement, shared-decision-making, safety,

trust, a holistic focus, and coordinated care as central tenants [84, 85].
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Adherence to Treatment: The Heightened Importance of Taking Control Over HIV

Beyond treatment initiation, MLWH continued to express “being satisfied with treatment.”
However, satisfaction at this step was attributed more to taking control of HIV and was much less
focused on a lack of side effects. Additionally, most MLWH mentioned “feeling resilient and
responsible” which was discussed as important in facilitating their sustained adherence to
treatment. This feeling was most often identified as coming from a desire to control HIV and to
protect others. These findings suggest the value of promoting HIV self-management strategies
among MLWH. Previous studies highlight the importance of HIV self-management for
maintaining and/or improving ART adherence, HrQoL, and self-efficacy [86-88]. However, for
self-management to occur, patients must be empowered potentially via skills training and
counselling [88]. Thus, promoting self-management approaches to care may be a secondary

outcome of adopting patient- and person-centered care strategies.
Viral Suppression: Characterized by Peace of Mind and a Sense of Control

The clinical and public health basis for the importance of HIV viral suppression has been
strongly emphasized in the literature [89]. However, the experiences of people living with HIV
who have achieved viral suppression have been less explored. Results of this study indicate that
MLWH who achieved viral suppression expressed “finding more peace of mind since becoming
undetectable.” Indeed, by reaching this step, MLWH felt a sense of relief and control over their
HIV infection. These feelings may encourage continued engagement with care and treatment.
However, reaching this step may also present a shift in patients’ priorities (e.g., from HIV control
to addressing other life stressors). Further research understanding MLWH needs at this step,

alongside barriers and facilitators experienced here, is necessary.
Perceived Health-related Quality of Life: Promoted by Social Networks and Personal Activities

Little research has been published on the lived experiences of MLWH around HrQoL [90].
Calls for patient- and person-centered approaches in HIV are advancing care and research priorities
beyond viral suppression and undetectability to include optimal HrQoL [91]. This element could
thus be evaluated both quantitatively and qualitatively throughout each step of the HIV care
cascade [91]. In this study, qualitative findings suggest that the largest contributor to HrQoL for
MLWH was “being helped by a supportive social network.” Informal social support networks have
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been well reported in the literature as important to improve the psychological wellbeing of people
living with HIV [22, 92, 93]. Studies suggest that after being diagnosed with HIV, partners, family
members, and friends can motivate individuals to get linked to care and treatment, as well as assist
in the health system navigation process [22, 92]. These members can also provide emotional relief
to MLWH, which in turn can positively impact their treatment adherence [22, 92]. Most MLWH
in this study also discussed “deciding to improve lifestyle habits since diagnosis.” It seemed that
the more MLWH gained confidence and saw improvement in their health from engagement in care
and treatment, the more careful many of them tried to be with their health and wellbeing. Lastly,
MLWH highlighted the importance of “fostering quality of life through activities,” such as work,
higher education, and hobbies. However, several factors (e.g., lack of a work visa, lack of
knowledge of opportunities and resources available to them, and lack of proficiency in their host
country’s language) can make engaging in such activities challenging for MLWH [22]. This
further suggests the importance of multidisciplinary care and of embedding social workers or

similar professionals in HIV primary care settings to support patients in these areas.
Strengths and Limitations

A major strength of this study is the longitudinal nature of the data collection process. By
conducting interviews at 1, 24, and 48 weeks after treatment initiation, a richer exploration of the
experiences of MLWH over time was enabled. Further enriching the data was the sample’s
diversity, notably, in terms of age group, birth country, sexual orientation, health coverage, as well
as employment and immigration statuses. Moreover, a stakeholder engagement approach was
taken whereby the developed qualitative data matrix was validated with 2 patient partners, 1
research coordinator, and 1 research nurse. However, this study was conducted in one site (i.e., a
quaternary hospital-based HIV clinic) in a high income country, which may hinder generalization
of findings. Another limitation is the small number of female interviewees, as few women agreed
to join the cohort. This is a frequently encountered challenge in HIV clinical research potentially
due to patient distrust of researchers, competing family responsibilities, low education, linguistic
barriers, HIV-related stigma and perceived discrimination, and transportation difficulties [94].
Since this study requires people to enter a research process right after diagnosis, a potential bias in
this study may be that the population that agreed to participate is more prone to engage in care and

more ready to adhere to medication. It is also necessary to note that healthcare utilization patterns
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and challenges encountered by migrant populations can vary based on the amount of time they
have spent in their new country [95]. Although many participants in this study were newly arrived
migrants (arriving to Canada approximately 2 months prior to enrolling in this study), their
duration of stay in Canada was not explicitly assessed and was thus not considered in this analysis.
A final limitation is that patient recruitment was severely hindered by the COVID-19 pandemic.
Although data from 16 MLWH provided a solid exploration, more participants could have
increased the depth of the findings (e.g., some specific experiences may not be represented).
Nevertheless, the saturation of the main analytical categories, by number of contributing patients

and interviews, was high (see Table 2).
CONCLUSIONS

In conclusion, to our knowledge this is the first study to report a qualitative analysis in a
longitudinal cohort study on the experiences of MLWH enrolled in multidisciplinary HIV care
where treatment was being provided free-of-charge and initiated as soon as possible after linkage
to care. In the earlier stages of the HIV care trajectory, MLWH experience more negative emotions
as a result of HIV-related distress, psycho-social challenges beyond HIV, and health system
navigation challenges. However, efficient, humanizing, and holistic approaches to care, coupled
with rapid ART initiation, seemed to help alleviate patient concerns, address their bio-psycho-
social challenges, encourage their initial and sustained engagement with care and treatment, and
ultimately contribute to positive experiences. While this study provides qualitative evidence for
the value of multidisciplinary HIV care with cost-covered ART and its rapid initiation for MLWH,
our findings suggest that this model must be sufficiently resourced and accompanied with patient-

and person-centered care approaches.
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Chapter 4: Exploring the Patient-Reported Experiences and Outcomes of MLWH Enrolled

in the ASAP Study Quantitatively
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Preamble to Chapter 4

Through the qualitative investigation carried out in chapter 3, the range of experiences
MLWH had while engaged in the ASAP study were thoroughly explored across each step of the
HIV Care Cascade. The results ultimately suggested that efficient, humanizing, and holistic
approaches to care in a multidisciplinary setting, coupled with rapid and free ART initiation, can
help alleviate patients’ concerns, address their bio-psycho-social challenges, encourage their initial
and sustained engagement with HIV care and treatment, and ultimately contribute to positive
experiences. Overall, the approach ASAP offers to MLWH was well received by participants.
However, MLWH stressed that they continued to experience psycho-social challenges throughout
their care experience. During the AIDS 2022 conference held in Montreal (which is one of the
largest international forums for HIV scholars, policy makers, clinicians, and activists), | was
selected to present these qualitative findings as part of the special ‘Poster Exhibition’ which
includes only the top 300 posters accepted for presentation at the conference. The findings that |
shared were incredibly well-received by stakeholders, but a major limitation of this work was that
it was solely qualitative and lacked quantitative evidence — which many stakeholders at the
conference expressed as necessary for health systems and organizations to actually begin adopting
the ASAP approach to care.

At this point, all migrant patients had completed their 24-week follow-up as part of the
ASAP cohort study, and 75% had completed their 48-week follow-up. As part of ASAP,
participants completed eight previously validated patient-reported measures at weeks 4, 24, and
48 — measures which quantitatively explore patient perspectives on three thematic areas: (1)
psychosocial vulnerabilities (i.e., perceived social support, HIV-related internalized stigma, and
psychological distress); (2) experience with treatment (i.e., perceived treatment self-efficacy,
compliance, and satisfaction); and (3) perceptions of healthcare providers (i.e., perceived clinician
cultural competence and empathy). Thus, for the next phase of my doctoral thesis, | completed an
interim analysis for ASAP focusing on analyzing these patient-reported measures through
descriptive statistics and linear mixed modelling. This manuscript was submitted to AIDS Research
and Therapy as a full original article and is currently under peer-review. As proof of submission,

an email confirmation from the journal is provided in the Appendix.
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Abstract

Background: Scholars recommend providing migrants living with HIV (MLWH) with free
treatment, rapidly, once linked to care to optimize their HIV-related experiences and outcomes.
Quantitative evaluations of patient-reported measures for MLWH in such models are necessary to

explore these recommendations.

Methods: Within a 96-week prospective cohort study at a multidisciplinary HIV clinic,
participants received bictegravir/emtricitabine/tenofovir alafenamide (B/F/TAF) for free and
rapidly following care linkage. Eight patient-reported measures were administered at weeks 4, 24,
and 48: 1) mMOS-SS to measure perceived social support; 2) IA-RSS to measure internalized
stigma; 3) K6 to measure psychological distress; 4) PROMIS to measure self-efficacy with
treatment taking; 5) G-MISS to measure perceived compliance with clinicians’ treatment plans; 6)
HIVTSQ to measure treatment satisfaction; 7) CARE to measure perceived provider empathy; and
8) PRPCC to measure perceived clinician cultural competence. Linear mixed modelling with

bootstrapping was conducted to identify significant differences by sociodemographics and time.

Results: Mean scores (and standard deviations) by weeks 4, 24, and 48 are: 1) mMOS-SS — 53.7
(34.7), 55.4 (26.1), and 54.1 (30.6) — suggesting moderate levels of social support; 2) IA-RSS —
4.4 (2.0), 3.9 (2.3), and 4.1 (2.3) — suggesting elevated levels of HIV-related stigma; 3) K6 — 23.0
(5.6), 23.6 (5.8), and 24.7 (6.1) — suggesting a potentially serious mental illness; 4) PROMIS —
16.7 (4.2), 17.3 (3.5), and 16.5 (3.7) — suggesting high self-efficacy with daily medication self-
management; 5) G-MISS —88.4 (23.0), 77.6 (28.4), and 81.6 (23.6) — suggesting great compliance
with clinicians’ treatment plans; 6) HIVTSQ — 62.3 (6.5), 63.9 (6.1), and 61.3 (6.8) — suggesting
high treatment satisfaction; 7) CARE — 45.1 (6.1), 46.5 (7.0), and 47.5 (3.8) — suggesting high
perceived empathy; and 8) PRPCC — 92.0 (10.5), 93.3 (9.9), and 89.1 (14.7) — suggesting high
perceived cultural competence. 1A-RSS scores differed significantly by birth region, age, and
language. HIVTSQ differed significantly by birth region and age. No significant differences were

identified by time for any measure.

Conclusion: Despite positive experiences of treatment and care, MLWH persistently showed
concerning levels of psychological distress, underscoring a need to embed targeted, well-funded,

and accessible mental health support within HIV care models.
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INTRODUCTION

The HIV field has been a champion in progressing global thought and action towards
developing models of care that focus on the lived experiences, needs, and preferences of people
and populations [1]. This, in turn, has encouraged the design and implementation of patient-
centered health systems for people living with HIV (PLWH) [1-3] which: advance a holistic
understanding of HIV and the multifaceted challenges PLWH present with; reorient the focus of
HIV care and research efforts to go beyond simple survival, and instead strive to ensure that PLWH
also thrive in their lives; and ultimately, to develop, scale-up, and optimize models of care which
allow for sustained and meaningful engagement [1, 4, 5]. Alongside adopting patient-centric
approaches, HIV scholars have called for an equity-focused approach to ending the HIV epidemic,
whereby efforts are systematically targeted to specific populations with the heaviest burden of HIV
[6, 7].

People who relocate temporarily or permanently across international borders for any reason
(henceforth ‘migrants’), particularly to member countries of the Organization for Economic Co-
Operation and Development (OECD), require specific considerations from HIV specialists [8].
Migrants experience a high burden of HIV and account for a large proportion of new HIV
incidence across OECD countries [9-12]. For example, in 2020, 44% of those diagnosed with HIV
in Europe were migrants, many of which are suggested to have acquired HIV after arrival in the
European Union / European Economic Area [12]. Similarly, in 2020, migrants accounted for 45%
of new HIV diagnoses in Canada, of which over 46% were diagnosed prior to their arrival in
Canada and 54% diagnosed after their arrival [13]. Migrants living with HIV (MLWH) encounter
numerous intersectional barriers which hinder their access to and engagement with HIV care [8,
14]. For instance, MLWH can experience lack of secure and sufficient housing, food, income,
legal status, social networks, knowledge around health system navigation, language proficiency,
and mental health support [8]. Additionally, experiences and perceptions of stigma based on one’s
HIV and migrant statuses can potentially intersect and amplify the perceived vulnerability of

MLWH, further hindering their engagement with HIV care and treatment [8].

To potentially alleviate challenges faced by MLWH at the clinical level, and thereby
improve HIV-related health outcomes, previous work with MLWH suggests the importance of

providing migrants with free antiretroviral therapy (ART) dispensed on-site, as well as free-of-
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charge HIV care (i.e., cost-covered blood tests and clinician visits), as soon as possible after HIV
diagnosis [8]. This combination of factors can enable efficient access to care and treatment,
particularly for migrant populations who may have just arrived in their host country, may not have
immediate access to public health insurance, and may be unfamiliar with their new local health
system [15]. Furthermore, rapid ART initiation has been shown to reduce loss-to-follow-up
between HIV testing and treatment initiation, improve retention in care, and reduce time to HIV
viral suppression, without compromising safety [15]. Additionally, previous research with MLWH
suggests the importance of care provision for MLWH through a multidisciplinary team which
adopts patient-centric values [8, 15]. In the context of HIV, multidisciplinary approaches to care
have been associated with numerous clinical and patient-reported advantages relative to standard
of care, including higher rates of retention in care, HIV treatment adherence, and improved CD4
counts [16, 17], and have been discussed as important by MLWH in meeting their bio-psycho-

social needs [15].

While previous qualitative work indicates that ART, provided rapidly and within a patient-
centered multidisciplinary clinic, is well received by MLWH and seems to encourage their initial
and sustained engagement with HIV care and treatment [15], quantitative evidence supporting this
approach to care is lacking. Quantitatively evaluating patient-reported outcomes and experiences
at several timepoints throughout the HIV care continuum, including at the early retention phase
(<6 months) and long-term retention phase (>6 months), has been previously reported as important
for studies with vulnerable populations such as MLWH [5]. Furthermore, assessing variation in
patient-reported outcomes and experiences over time and by sociodemographic factors may
support the identification of certain profiles of migrants that may experience more challenges and
thus require more support within HIV primary care settings. The specific concepts that have been
previously suggested as important in exploring for MLWH are: perceived social support, HIV-
related internalized stigma, and psychological distress; treatment self-efficacy, compliance, and
satisfaction; and provider empathy and cultural competence through patient-reported measures
administered over the course of care engagement [8, 15]. As such, in this study, we sought to
explore patient-reported outcomes and experiences on these concepts among MLWH enrolled in

a multidisciplinary program with free, rapid, and onsite ART dispensation.

METHODS
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Study objectives
The objectives of this study are:

a) To measure participants’ perceived social support, HIV-related internalized stigma,
and psychological distress; treatment self-efficacy, compliance, and satisfaction; and
provider empathy and cultural competence through patient-reported measures
administered over the course of care engagement.

b) To determine whether differences exist for patient-reported outcomes and experiences

by sociodemographic factors and time.
Study design & setting

In January 2020, we initiated a 96-week prospective cohort study (the ‘ASAP’ Study) at
the Chronic Viral Illness Service of the McGill University Health Centre (CVIS/MUHC). The
CVIS/MUHC is a public quaternary hospital-based clinic in Montreal, Canada, and serves the
largest proportion of MLWH in the city. The CVIS/MUHC offers multidisciplinary HIV care
through a team of HIV-specialist physicians, nurses, pharmacists, a social worker, a psychologist,
and a psychiatrist. In this study, all participants were initiated on
bictegravir/emtricitabine/tenofovir alafenamide (B/F/TAF) rapidly (i.e., within a median of 7

days) after linkage to our clinic.
Sample size

The ASAP Study’s target population consisted of new treatment-naive PLWH at the
CVIS/IMUHC. Notably, the CVIS/IMUHC received an average of 30 new ART-naive MLWH
annually between 2016-2022. Thus, as of August 2023, 39 MLWH were enrolled in ASAP. As a
non-probabilistic sampling method was used, no formal sample size calculation based on power
considerations and effect sizes was done. This small sample of participants does not compromise
comparisons between groups of interest. In general, a minimum of 5-10 units per group in
longitudinal studies is recommended for group comparisons to avoid convergence problems that

can bias parameter estimates [18-20].

Data collection
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Participants’ sociodemographic characteristics were captured at enrollment and were
updated at Week 48. Sociodemographic factors include: birth region, birth year, sex, sexual
orientation, living status (i.e., living alone or with others), educational level, occupational status,
fluency with French (i.e., the official language of the province), health coverage, and time in
Canada before being linked to the CVIS/MUHC. Data was also collected on participants’ usage of
SIDEP+, which is a public integrated screening and prevention service for HIV and other sexually
transmitted blood-borne infections, for conducting blood test between ASAP study visits. This is
because blood tests at the CVIS/IMUHC are only covered for those who have access to the
provincial medicare system (RAMQ) or a collective insurance plan which covers the cost of HIV

care, whereas SIDEP+ provides lab tests free of charge for all residents and visitors of Quebec.

Four patient-reported outcome measures (PROMSs) and four patient-reported experienced
measures (PREMS) were administered at weeks 4, 24, and 48 of the study. PROMs are defined as
“any report of the status of a patient’s health condition that comes directly from the patient, without
interpretation of the patient’s response by a clinician or anyone else” [21]. Alternatively, PREMs
provide information on “patients’ perceptions of their experience while receiving care” [22]. They
concern impacts of the process of care, not its outcomes and indirectly inform on care quality, not
its effectiveness. The eight previously validated patient-reported measures utilized in this study
focus on three thematic areas: (1) psychosocial vulnerabilities (i.e., perceived social support, HIV-
related internalized stigma, and psychological distress); (2) experience with treatment (i.e.,
perceived treatment self-efficacy, compliance, and satisfaction); and (3) perceptions of healthcare
providers (i.e., perceived clinician cultural competence and empathy). Descriptions for the eight

measures, including the way they are scored and details around their validation follow.
Psychosocial vulnerabilities

e PROM 1 — Perceived social support was measured with the modified 8-item Medical
Outcomes Study Social Support Survey (mMOS-SS) [23, 24]. For this PROM, a global
score was calculated as the average score of all items, transformed to a O to 100 scale [24].
Higher scores suggest more perceived support. Cronbach’s alpha for the complete scale
ranges from 0.88 to 0.93 [23].

e PROM 2 — Perceived HIV-related internalized stigma was measured with the 6-item
Internalized AIDS-Related Stigma Scale (IA-RSS) [25]. A seventh item (“T feel
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uncomfortable taking my medication in front of someone else”) was added to this PROM
to further explore internalized stigma. To simplify administration, the items were
dichotomized (1 = Agree, 0 = Disagree). A global score was calculated as the sum of all
items (range 0 to 7). Higher scores suggest more internalized stigma. Cronbach’s alpha for
the original 6-item scale ranges from 0.73 to 0.76 [25].

PROM 3 — Psychological distress in the past 30 days was examined with the 6-item Kessler
Psychological Distress Scale (K6) [26]. The 5-point response scale for this PROM ranges
from “None of the time” (=1) to “All of the time” (=5). Responses are summed to provide
a global score, ranging from 6 to 30. Scores of 19 to 30 suggest ‘a probable serious mental
illness’ and scores of 6 to 18, ‘a probable absence of serious mental illness’ [26]. A recent

calculation of Cronbach’s alpha is 0.86 [27, 28].

Treatment self-efficacy, compliance, and satisfaction

PROM 4 — Treatment self-efficacy (i.e., daily medication self-management) was measured
with the PROMIS Self-efficacy for Managing Chronic Conditions — Managing
Medications and Treatment — Short Form 4a [29]. This PROM contains 4-items answered
on a 5-point Likert scale from “I am not at all confident” (=1) to “I am very confident”
(=5). The global score is calculated by summing responses to all items (score range: 4 to
20). Higher scores suggest better self-efficacy. Cronbach’s alpha is between 0.85 and 0.92
[29].

PREM 1 — Perceived compliance with their clinicians’ treatment plans was measured with
a subscale of the Generic Medical Interview Satisfaction Scale (G-MISS) [30]. The 2 items
of the compliance subscale are scored on a 6-point Likert scale from 1 to 6 (i.c., “strongly
disagree” to “strongly agree”). A score is obtained for this PREM by calculating the mean
of the two items and then transforming the scores into a 0 to 100 scale. Higher sores suggest
greater compliance. The subscale has a Cronbach’s alpha of 0.84.

PREM 2 — Treatment satisfaction was measured with the 10-item HIV Treatment
Satisfaction Questionnaire (HIVTSQ) — status version [31]. Items for this PREM are rated
from 1 to 7 (1=least satisfied; 7=most satisfied), with response options adjusted to the item.
The sum of the 10 item scores produces the global scale score (range: 10 to 70). Higher

scores suggest greater satisfaction. The measure has a Cronbach’s alpha of 0.91.

Perceptions of healthcare providers
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e PREM 3 — Perceived provider empathy was measured with the 10-item Consultation and
Relational Empathy measure (CARE) [32]. Items for this PREM are scored on a 5-point
rating scale from ‘poor’ (=1) to ‘excellent’ (=5). The item ratings are summed to produce
the global score (range: 10 to 50). Higher scores suggest greater perceived empathy. The
measure has a Cronbach’s alpha of 0.93.

e PREM 4 — Perceived cultural competence of clinicians by patients was measured with the
‘Explaining’ subscale of the Physician Cultural Competency measure (PRPCC) [33-35].
This PREM includes 8 items which are rated on a 5-point Likert scale (1 = Never to 5 =
Always). The global score is computed with the mean score for all 8-item, transformed to
0 to 100. Higher scores suggest greater perceived cultural competence. The complete scale
has a Cronbach’s alpha of 0.89.

Data analysis

All quantitative analyses were conducted using R Statistical Software. Means and standard
deviations were calculated for each self-reported measure by timepoint and sociodemographic
factor. Following descriptive analyses, linear mixed models were fitted to the data [36]. Linear
mixed models are well suited for analyzing longitudinal data with small sample sizes [37].
Sociodemographic characteristics at enrollment were used for analyses at Weeks 4 and 24, and the
updated sociodemographic characteristics were used for analysis at Week 48. The following
characteristics were considered to have a fixed effect (i.e., these variables have a constant and
consistent influence on the patient-reported measures for all individuals within a particular group):
birth region, birth year, sex, sexual orientation, and time in Canada before first visit to the
CVIS/MUHC. The other characteristics (i.e., living status, education level, occupational status,
fluency with French, health coverage, and SIDEP+ usage for blood tests) were considered to have
amixed effect (i.e., these variables may have both a constant and varying influence on the outcome
across individuals within groups). To identify the most appropriate analytical model, the
Maximum Likelihood Estimation approach was utilized [38-41]. The model with the lowest
Akaike Information Criterion score for each self-reported measure was chosen and subjected to
the Restricted Maximum Likelihood (REML) approach [38-41]. To reduce bias introduced by the
non-probabilistic sampling method and to enhance generalizability of the results, REML

parameters were estimated using a non-parametric bootstrap resampling approach for computing
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p-values [43, 44]. The bootstrap method is particularly useful when the sample size is insufficient
for accurate statistical inference or when selection bias is a concern [41-44]. Specifically, we
bootstrapped 10,000 samples. Bootstrapped p-values are reported, with a significance level set at
<0.05.

Patient and stakeholder engagement

This study is grounded in patient-oriented research which focuses on: engaging patients
and relevant stakeholders as partners, responding to patient-identified priorities, and ultimately
improving patient outcomes [45]. During the ASAP Study, an advisory committee (the ASAP
Migrant Advisory Committee), was developed [8, 14, 15]. Members of the ASAP Migrant

Advisory Committee contributed to the revision and editing of this manuscript.
Ethics

This study was conducted in accordance with applicable Health Canada regulations,
International Conference on Harmonisation guidelines on current Good Clinical Practice, and the
Declaration of Helsinki. It was approved by the Research Ethics Board of the Research Institute
of the McGill University Health Centre (reference #: MP-37-2020-4911).

RESULTS
Sociodemographic characteristics

This manuscript presents an analysis of patient-reported outcome and experience measures
completed by MLWH enrolled in ‘ASAP’ up to August 2023. At the time of analysis, all
participants had been enrolled in the study for at least 24 weeks and 75% had been enrolled for 48
weeks. Out of the 39 migrants enrolled in this study, 4 were either lost-to-follow-up or left the
study. Analyses were therefore completed with 35 participants. At enrollment, more than half of
the participants: came from Africa and/or the Caribbean (n=20, 57%); were 35 or older (n=20,
57%); were male (n=28, 80%); identified as gay, lesbian, or bisexual with respect to their sexual
orientation (n=22, 63%); lived with others (n=27, 77%); had university-level education (n=20,
57%); were unemployed (n=24, 69%); did not speak French (n=20, 57%); had sufficient health
coverage for HIV-related needs through public health insurance (n=20, 57%); used SIDEP+ for at
least one blood test (n=13, 37%); and spent less than 1 year in Canada before being linked to the
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CVIS/MUHC (n=20, 57%). These values remained relatively consistent at Week 48. Descriptive

statistics by sociodemographic factor at enrolment and at Week 48 are provided in Table 1.

Manuscript 4, Table 1: Participant characteristics by study week.

Not reported

Enrolment Week 48
n=35 n=26

Birth region
African, Caribbean 20 (57%) 17 (65%)
Other 15 (43%) 9 (35%)
Age
Less than 35 15 (43%) 13 (50%)
35 or more 20 (57%) 13 (50%)
Sex
Female 7 (20%) 6 (23%)
Male 28 (80%) 20 (77%)
Sexual orientation
Heterosexual 13 (37%) 10 (38%)
Lesbian, gay, bisexual 22 (63%) 16 (62%)
Living status
Alone 7 (20%) 9 (35%)
With others 27 (77%) 17 (65%)
Not reported 1 (3%) -
Educational Level
Less than university 15 (43%) 12 (46%)
University 20 (57%) 14 (54%)
Occupational Status
Unemployed 24 (69%) 9 (35%)
Paid employment or Student 11 (31%) 17 (65%)
French Fluency
No 20 (57%) 14 (54%)
Yes 15 (43%) 12 (46%)
Health Coverage
Private or none 15 (43%) 10 (38%)
Public 20 (57%) 16 (62%)
Used SIDEP+ for at least one
Blood Test
No 22 (63%) 20 (77%)
Yes 13 (37%) 6 (23%)
Time from Arriving in Canada
to First Visit at the
Sgstmuﬂgar 20 (57%) 16 (62%)
1 year or more 13 (37%) 9 (35%)

2 (6%) 1 (4%)
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Psychosocial vulnerabilities
Social support

The mMOS-SS mean scores (and standard deviations) for the entire sample were 53.7
(34.7), 55.4 (26.1), and 54.1 (30.6) at weeks 4, 24, and 48 respectively (Table 2). These scores
suggest that on average, throughout the 48 weeks, participants perceived having moderate levels
of social support. No significant differences were identified by sociodemographic characteristics
or time (Table 3).

Internalized HIV-related stigma

The 1A-RSS mean scores (and standard deviations) for the entire sample were 4.4 (2.0),
3.9 (2.3), and 4.1 (2.3) at weeks 4, 24, and 48 respectively (Table 2). These scores suggest that on
average, throughout the 48-weeks, participants experienced elevated levels of internalized HIV-
related stigma. Significant differences were identified by: birth region, where those from Africa
and/or the Caribbeans perceived higher levels of internalized stigma compared to people from
other regions (p-value = 0.002); age, where those less than 35 perceived higher levels of
internalized stigma compared to those 35 and older (p-value = 0.002); and French fluency, where
those not fluent in French perceived higher levels of internalized stigma compared to those fluent
in French (p-value = 0.003). No significant differences were identified by the remaining

sociodemographic characteristics and time (Table 3).
Psychological distress

The K6 mean scores (and standard deviations) for the entire sample were 23.0 (5.6), 23.6
(5.8), and 24.7 (6.1) at weeks 4, 24, and 48 respectively (Table 2). These scores suggest that on
average, throughout the 48 weeks, participants potentially had a serious mental illness. No

significant differences were identified by sociodemographic characteristics or time (Table 3).
Treatment self-efficacy, compliance, and satisfaction

Treatment-self-efficacy
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The PROMIS Self-efficacy mean scores (and standard deviations) for the entire sample
were 16.7 (4.2), 17.3 (3.5), and 16.5 (3.7) at weeks 4, 24, and 48 respectively (Table 4). These
scores suggest that on average, throughout the 48 weeks, participants felt high self-efficacy with
respect to daily medication self-management. No significant differences were identified by

sociodemographic characteristics or time (Table 3).
Compliance

The G-MISS compliance subscale mean scores (and standard deviations) for the entire
sample were 88.4 (23.0), 77.6 (28.4), and 81.6 (23.6) at weeks 4, 24, and 48 respectively (Table
4). These scores suggest that on average, throughout the 48 weeks, participants perceived great
compliance with their clinicians’ treatment plans. No significant differences were identified by

sociodemographic characteristics or time (Table 3).
Treatment satisfaction

The HIVTSQ mean scores (and standard deviations) for the entire sample were 62.3 (6.5),
63.9 (6.1), and 61.3 (6.8) at weeks 4, 24, and 48 respectively (Table 4). These scores suggest that
on average, throughout the 48 weeks, participants felt high satisfaction with their treatment.
Significant differences were identified by: birth region, where those from Africa and/or the
Caribbeans had lower treatment satisfaction compared to those from other regions (p-value =
0.001); and age, where those less than 35 had lower treatment satisfaction compared to those 35
and older (p-value = 0.007). No significant differences were identified by the remaining

sociodemographic characteristics and time (Table 3).
Perceptions around healthcare providers
Provider empathy

The CARE mean scores (and standard deviations) for the entire sample were 45.1 (6.1),
46.5 (7.0), and 47.5 (3.8) at weeks 4, 24, and 48 respectively (Table 5). These scores suggest that
on average, throughout the 48 weeks, participants perceived high levels of empathy from their
healthcare providers. No significant differences were identified by sociodemographic

characteristics or time (Table 3).

Provider cultural competence
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The PRPCC explaining subscale mean scores (and standard deviations) for the entire
sample were 92.0 (10.5), 93.3 (9.9), and 89.1 (14.7) at weeks 4, 24, and 48 respectively (Table 5).
These scores suggest that on average, throughout the 48 weeks, participants perceived high levels
of cultural competence from their clinicians. No significant differences were identified by

sociodemographic characteristics or time (Table 3).
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Manuscript 4, Table 2: Mean scores (with standard deviations) by week and sociodemographic characteristics for self-reported

measures associated with psychosocial vulnerabilities.

MOS-SSS IA-IRSS K6
Week 4 Week 24 Week 48 Week 4 Week 24 Week 48 Week 4 Week 24 Week 48
All participants 53.7 (34.7) | 55.4 (26.1) | 54.1 (30.6) 4.43 (2.0) 3.91 (2.3) 4.08 (2.3) 23.0 (5.6) 23.6 (5.8) 24.7 (6.1)
Birth region
African and/or Caribbean 58.1(38.8) | 55.9(24.9) | 43.6(26.5) | 4.71(1.7)| 435(2.3)| 4.38(21)| 242(56) | 239(4.6)| 24.2(6.8)
Other
48.4 (29.6) | 54.8 (28.3) | 72.9 (29.5) 4.08 (2.4) 3.40 (2.3) 3.56 (2.8) 21.4 (5.5) 23.1(7.2) 25.6 (4.9)
Age
Less than 35 62.3 (26.6) | 66.3 (26.7) | 54.8 (31.8) 4.43 (2.2) 454 (2.2) 4.38 (2.5) 23.3(5.2) 24.1 (5.0) 24.7 (4.5)
35 or more
47.6 (39.2) | 48.3(23.6) | 53.4 (30.6) 4.44 (2.0) 3.47 (2.4) 3.75(2.2) 22.7 (6.0) 23.3 (6.4) 24.7 (7.6)
Sex
Female 62.5(39.4) | 44.8(27.7) | 49.0(33.1) | 4.00(0.7) | 4.50(1.4)| 4.17(20)| 220(9.1) | 24.0(75)| 275(3.4)
Male
51.6 (34.1) | 57.8(25.6) | 55.8 (30.5) 4.54 (2.3) 3.77 (2.5) 4.05 (2.5) 23.2 (4.8) 23.5(5.5) 23.9 (6.6)
Sexual orientation
Heterosexual 57.7 (33.1) | 54.8(27.8) | 50.7 (33.0) 4.36 (1.3) 4.45 (1.8) 4.22 (1.9) 22.3(7.0) 24.1 (5.9) 26.4 (3.9)
Lesbian, gay, bisexual
51.6 (36.3) | 55.7 (25.8) | 56.1(30.1) 4.47 (2.4) 3.62 (2.6) 4.00 (2.6) 23.4 (4.8) 23.3(5.9) 23.6 (7.1)
Living status
Alone 62.9 (36.3) | 56.3(27.9) | 61.1(24.0) 5.50 (1.6) 4.29 (2.6) 3.89 (2.6) 22.9 (4.9) 25.6 (6.5) 25.3 (6.4)
With others
51.8 (35.2) | 56.9 (25.1) | 50.2 (33.8) 4.22 (2.1) 3.79 (2.4) 4.19 (2.3) 23.4 (5.8) 23.7 (4.9) 24.4 (6.1)
Educational level
Less than university 58.9 (33.5) | 58.4(29.0) | 63.5(28.9) 4.77 (1.5) 4.00 (2.2) 4.17 (2.2) 24.0 (5.3) 25.2 (5.1) 26.2 (3.8)
Universi
v 50.5(36.0) | 53.4 (24.5) | 45.4 (30.5) 4.18 (2.4) 3.84 (2.5) 4.00 (2.6) 22.3(5.9) 22.5(6.1) 23.4 (7.5)
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Occupational status
Unemployed

Q?Jg:nTp'oyme“tor 412 (40.6) | 40.3 (24.4) | 52.9(31.7) | 5.10(19) | 4.36(25) | 3.81(24)| 21.5(7.0)| 235(6.8) | 25.2(6.7)

60.6 (30.0) | 62.9(23.9) | 56.3(30.1) | 4.10 (2.1) | 3.67(22) | 456(2.4)| 23.8(48) | 23.6(5.4)| 237(5.1)

French fluency
No 48.2 (36.4) | 45.2(23.6) | 51.8(325) | 4.67(19) | 395(25)| 4.43(25)| 214(6.2) | 23.6(6.9) | 254(4.7)

ves 60.5(32.6) | 69.2(23.3) | 57.1(29.2) | 4.08(2.3) | 3.85(22) | 364(22) | 253(3.9) | 23.6(44)| 23.9(7.7)

Health coverage
Private or none 458 (37.9) | 54.5(29.5) | 625(34.0) | 457(21)| 386(24)| 3.80(24)| 24.0(.3)| 221(59) | 226(8.6)

Public 61.1(30.9) | 56.1 (24.0) | 48.5(27.8) | 4.31(2.0) | 3.94(24) | 427(23)| 221(6.0)| 247(56)| 26.0(3.7)

Used SIDEP+ for at least
one blood test since last

appointment 54.9 (37.8) | 53.3(24.9) | 56.3(29.5) 3.83(2.2) 3.58 (2.6) 3.89 (2.5) 22.6 (5.8) 22.9 (6.0) 26.4 (3.4)
No
Yes 52.2(31.4) | 58.7(28.4) | 47.4 (35.9) 5.33 (1.5) 4.38 (1.9) 4.67 (2.1) 23.5 (5.5) 24.7 (5.6) 19.0 (9.6)

Time in Canada before

first CVIS/IMUHC visit
Less than 1 year 62.5(33.8) | 63.7(24.2) | 54.8(29.5) | 4.07(1.9)| 381(24)| 333(21)| 231(6.4)| 257(43)| 254(6.0)

1 year or more 52.9(36.4) | 53.8(26.3) | 48.6 (32.4) | 5.17(1.9) | 4.08(23)| 578(15)| 22.8(45) | 252(56)| 22.9(6.5)

Manuscript 4, Table 3: Boot-strapped p-values using the REML approach for all self-reported measures.

MOS-SSS IA-IRSS K6 PROMIS G-MISS HIVTSQ CARE PRPCC
W4 0.92 0.57 0.31 0.68 0.49 0.47 0.61 0.88
W48 0.79 0.78 0.82 0.65 0.94 0.27 0.73 0.30
Birthreg
(Other) - 0.002 - - - 0.001 - -
EnrolmentAge
(Lessthan3s) - 0.002 - - - 0.007 - -
Sex
(Male) - 0.17 0.13 - - 0.13 - -
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SexuOrien

LGB) - 0.83 - - - 0.23 - -
Educationlevel - 0.69 - - - 0.35 - 0.24
(University)

HealthCov

(Public) ] 0T i i i oo _ _
Occupationalstat 017 0.32 R - 0.22 0.87 - -
(Unemployed)

Livingstat

(With others) ] 08 i i i o _ _
FrenchFluency

(Yes) - 0.003 - - - 0.84 - -
BloodtestatSIDEP ) 0.14 - - - 0.07 0.35 -
(Yes)

TimeinCADbefore

1stCVISVisit 0.12 0.07 0.22 0.05 0.26 0.11 0.29 0.44
(Lessthanlyear)

Note: ‘- means that the factor was not identified as being part of the chosen model using the Maximum Likelihood approach and is

therefore considered insignificant.
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Manuscript 4, Table 4: Mean scores (with standard deviations) by week and sociodemographic characteristics for self-reported

measures associated with treatment adherence and satisfaction.

PROMIS G-MISS HIVTSQ
Week 4 Week 24 Week 48 Week 4 Week 24 Week 48 Week 4 Week 24 Week 48
All participants 16.7 (4.2) 17.3(3.5) 16.5(3.7) | 88.4(23.0) | 77.6(28.4) | 81.6 (23.6) 62.3 (6.5) 63.9 (6.1) 61.3 (6.8)
Birth region
African and/or Caribbean 16.4 (4.7) | 16.6 (3.9) 15.8 (4.0) | 92.2(13.5) | 71.1(32.8) | 80.6(25.4) | 615(7.5) | 623(7.2) | 59.5(7.5)
Other
17.3 (3.4) 18.3 (2.8) 17.9 (2.6) | 83.6 (31.3) | 86.0(19.6) | 83.3(21.2) 63.4 (5.0) 66.0 (3.3) 64.8 (3.7)
Age
Less than 35 16.0 (4.6) 17.3 (2.6) 15.2 (4.4) | 92.0(17.8) | 65.7 (36.7) 4.2 (23.9) 61.8 (7.2) 62.4 (7.3) 60.0 (6.7)
35 or more
17.3(3.9) 17.4 (4.1) 17.8(2.3) | 85.3(27.0) | 86.0(17.3) | 88.5(21.9) 62.6 (6.1) 65.0 (4.9) 62.7 (6.9)
Sex
Female 17.4 (2.7) 16.3 (4.0) 14.8 (4.8) 100 (0) | 68.6 (34.8) | 85.0(17.6) 59.3 (8.8) 64.4 (5.4) 61.3 (6.1)
Male
16.6 (4.5) 17.6 (3.4) 17.0(3.2) | 85.2(25.2) | 80.0(26.7) | 80.5(25.5) 63.1 (5.7) 63.8 (6.3) 61.4 (7.2)
Sexual orientation
Heterosexual 16.9 (4.4) 16.8 (3.4) 15.1(4.7) | 95.8(14.4) | 71.7 (36.9) | 86.7 (16.6) 61.4 (7.1) 63.9 (5.3) 59.9 (5.9)
Lesbian, gay, bisexual
16.6 (4.2) 17.6 (3.6) 17.4 (2.7) | 84.0(26.2) | 80.9(22.9) | 78.8 (26.8) 62.8 (6.3) 63.9 (6.5) 62.3 (7.4)
Living status
Alone 15.6 (3.8) 18.7 (0.8) 18.1(2.4) | 75.7 (23.0) | 80.0(16.3) | 83.3(25.0) 59.3 (6.4) 63.1 (6.6) 62.3 (8.1)
With others
17.2 (4.3) 17.2 (3.7) 15.6 (4.0) | 91.7 (22.6) | 76.9(31.6) | 80.6 (23.5) 63.4 (6.4) 64.1 (6.1) 60.8 (6.3)
Educational level
Less than university 16.3 (4.0) 17.3 (2.4) 15.0(3.9) | 93.8(17.1) | 72.1(30.4) | 85.8 (14.4) 62.1 (6.7) 62.1(7.1) 60.4 (5.3)
Universi
v 17.1 (4.4) 17.4 (4.2) 17.8 (3.0) | 84.7(26.1) | 81.5(27.0) | 77.7 (29.8) 62.4 (6.5) 65.2 (5.0) 62.1 (8.0)
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Occupational status
Unemployed 17.0(4.0) | 17.7(24) | 14.6(3.8) | 88.6(25.6) | 71.3(32.2) | 70.0(17.7) | 62.6(6.3) | 63.9(6.2) | 59.2 (4.6)
Paid employment or AT T A ’ ' ' ' ’ ' T A AT
Student 16.1(4.7) | 165(5.2) | 17.5(3.3) | 88.2(18.3) | 90.9(9.4) | 87.1(24.4) | 61.6(7.2) | 64.0(6.1) | 62.5(7.6)
French fluency
No 16.5(4.3) | 17.4(41) | 17.9(2.3) | 85.0(27.9) | 78.9(25.8) | 81.4(25.1) | 63.0(6.1) | 64.3(5.0) | 62.1(6.5)
Yes
17.0(4.2) | 17.3(26) | 14.8(4.3) | 92.9(14.4) | 76.0(32.2) | 81.8(22.7) | 61.4(7.1) | 635(7.4) | 60.4(7.3)
Health coverage
Private or none 17.2(4.2) | 18.4(2.0) | 17.6(2.9) | 87.3(25.8) | 90.7 (11.0) | 90.0 (11.5) | 62.2(6.0) | 64.9(5.0) | 64.4(4.8)
Public
16.4 (43) | 16.5(4.2) | 15.8(4.0) | 89.4(21.1) | 67.4(33.6) | 76.0(28.0) | 62.3(7.0) | 63.1(6.8) | 59.4(7.3)
Used SIDEP+ for at least
one blood test since last
appointment
No 17.1(38) | 16.8(4.1) | 15.9(3.8) | 94.2(13.0) | 74.3(33.1) | 78.9(26.0) | 63.5(6.4) | 64.1(6.7) | 60.7(7.2)
ves 16.1(4.8) | 182(22) | 185(25) | 80.0(31.4) | 83.1(18.4) | 90.0 (11.0) | 60.4(65) | 63.6(52) | 63.7(5.2)
Time in Canada before
first CVIS/IMUHC visit
'Ieyssatrh:r“ nﬁg’riaf 15.6 (5.0) | 16.5(4.1) | 15.8(3.7) | 95.0 (14.0) | 76.5(30.0) | 81.3(22.6) | 63.4(6.5) | 62.2(7.2) | 60.4(6.8)
17.8(3.3) | 189(1.4) | 17.4(3.6) | 80.0(30.1) | 76.9(31.2) | 80.0(26.9) | 60.9(6.8) | 66.5(4.1) | 62.1(6.9)

Manuscript 4, Table 5: Mean scores (with standard deviations) by week and sociodemographic characteristics for self-reported

measures associated with perceptions around heath care providers.

CARE

PRPCC

Week 4

Week 24

Week 48

Week 4

Week 24

Week 48
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All participants 45.1 (6.1) 46.5 (7.0) 475 (3.8) 92.0 (10.5) 93.3(9.9) 89.1 (14.7)
Birth region
African and/or Caribbean 45.7 (6.5) 46.0 (7.5) 47.5(3.9) 90.3 (11.7) 89.8 (12.2) 87.7 (16.5)
Other

44.3 (5.5) 47.1 (6.5) 475 (3.9) 94.2 (8.7) 96.9 (5.3) 91.3(11.8)
Age
Less than 35 46.0 (5.6) 46.9 (5.6) 47.6 (4.0) 92.3 (10.8) 92.4 (11.3) 84.4 (17.3)
35 or more

44.4 (6.5) 46.2 (7.9) 47.3 (3.8) 91.7 (10.6) 93.9(9.2) 93.8 (10.3)
Sex
Female 43.2 (6.5) 44.8 (7.0) 47.2 (3.9) 89.3 (12.7) 90.6 (11.7) 81.9 (17.7)
Male

45.7 (6.0) 46.8 (7.1) 47.6 (3.9) 92.8 (10.0) 93.9 (9.7) 91.0 (13.8)
Sexual orientation
Heterosexual 44.7 (5.8) 46.9 (5.6) 48.4 (3.1) 91.7 (11.9) 92.5 (11.6) 85.1 (18.7)
Lesbian, gay, bisexual

45.4 (6.4) 46.2 (7.8) 46.9 (4.2) 92.2(9.9) 93.8(9.3) 91.5 (11.8)
Living status
Alone 44.8 (6.5) 45.2 (7.3) 47.1 (4.6) 90.2 (9.6) 95.5(7.2) 94.1 (10.1)
With others

455 (6.1) 47.3 (6.6) 47.7 (3.3) 93.2 (10.5) 92.6 (10.9) 86.5 (16.3)
Educational level
Less than university 43.9 (6.6) 46.5 (6.3) 46.6 (4.3) 93.0 (10.2) 91.1 (11.8) 80.7 (15.8)
Universi

4 459 (5.7) 46.4 (7.7) 48.3 (3.2) 91.3 (11.0) 94.8 (8.6) 96.2 (9.5)

Occupational status
Unemployed
Paid employment or 46.8 (5.0) 47.4 (5.1) 475 (4.4) 92.9 (10.3) 925 (11.3) 81.3 (15.9)
Student 42.3(7.0) 445 (10.0) 47.5 (3.6) 90.3 (11.2) 95.0 (6.6) 93.0 (12.9)
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French fluency

No 46.0 (5.2) 46.6 (6.4) 46.4 (4.1) 94.1 (8.7) 94.9 (7.4) 91.1 (11.7)
Yes
43.8(7.2) 46.3 (8.0) 49.1(2.7) 89.3 (12.3) 90.6 (13.3) 86.3 (18.5)
Health coverage
Private or none 45.2 (5.9) 45.2 (9.0) 46.6 (4.0) 91.0 (11.4) 95.6 (8.4) 91.3 (11.6)
Public
45.0 (6.4) 47.3 (5.3) 479 (3.7) 92.8 (9.9) 91.8 (10.8) 87.7 (16.6)
Used SIDEP+ for at least
one blood test since last
appointment
No 46.7 (4.2) 475 (5.1) 47.9 (3.6) 93.3 (10.4) 93.3(9.6) 88.8 (15.6)
ves 43.2 (7.5) 44.6 (9.7) 45.8 (4.6) 90.1 (10.8) 93.5 (11.0) 90.0 (12.4)
Time in Canada before
first CVIS/IMUHC visit
Less than 1 year 45.8 (5.5 44.1 (9.4 476 (3.7 93.3 (10.8 91.6 (11.4 86.5 (16.0
year ot more 8(55) 1(94) 6(37) 3(108) 6 (11.4) 5(16.0)
443 (7.1) 48.3 (4.2) 47.2 (4.2) 91.5 (10.8) 95.9 (9.0) 93.3 (11.5)
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DISCUSSION

This study explores the patient-reported outcomes and experiences of MLWH enrolled in
a prospective cohort study in Montreal, Canada, where B/F/TAF was being dispensed free-of-
charge, onsite, and rapidly after linkage to multidisciplinary HIV care. Specifically, across weeks
4, 24, and 48, self-reported measures were used to assess perceived social support, internalized
HIV-related stigma, and psychological distress; treatment compliance, self-efficacy, and
satisfaction; and participant perceptions around their healthcare providers’ cultural competence
and empathy. To our knowledge, this is the first study that provides quantitative insights on these
concepts through self-reported measures among MLWH enrolled in such a model of primary HIV

care.
Psychosocial vulnerabilities

Throughout follow-up, there was a high probability that MLWH experienced a serious
mental illness based on their K6 psychological distress scores. Furthermore, MLWH expressed
elevated levels of internalized HIV-related stigma and moderate levels of social support. Notably,
those who were from Africa or the Caribbean, were less than 35, and those who were not fluent in
French experienced a significantly higher degree of internalized stigma. These findings are
consistent with those of other studies conducted in Canada and other regions among MLWH,
PLWH, and general populations of international migrants [46-55]. It is well recognized that
migrants often experience higher levels of stigma, mental illness, and challenges with accessing,
building, and maintaining social support [50]. The further burden of living with HIV amplifies
these challenges [8, 15, 49, 51, 52]. Moreover, when additional intersectional burdens are
experienced, such as discrimination and stigma due to skin colour or race, or when self-perceived
limitations are identified (e.g., lack of ability to speak proficiently in the host nation’s language),
levels of internalized stigma among PLWH can increase [8, 53]. Also, several studies have
previously noted that younger PLWH may experience higher levels of stigma compared to older
PLWH [49, 54, 55]. The relationship between age and stigma among MLWH may be attributed to
the different life-stages people occupy (e.g., international student versus an established
professional), the social networks people have established at different ages, and the coping
mechanisms that people have developed and strengthened over time [49]. While engaged in this

cohort study, psychosocial vulnerabilities were not found to decrease significantly over time. This
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may be linked to idea that the first year of moving to a new country, learning about one’s HIV
diagnosis, and engaging in care and treatment, can be a very challenging time across the emotional,
mental, and social levels for individuals [15, 56, 57]. Additionally, perhaps more time (e.g., over
1 to 2 years) is needed to see a change in these aspects of participants’ lives. Though self-reported
measures, like those used in this study, may be helpful in identifying patient perspectives, long
time lags are noted to exist for health effects to manifest when dealing with changes to upstream

social determinants of health [58].
Treatment self-efficacy, compliance, and satisfaction

Despite most MLWH in the sample potentially experiencing a serious mental illness
throughout the 48-weeks, participants reported a high degree of treatment self-efficacy,
compliance, and satisfaction. Given that some scholars suggest that treatment self-efficacy can be
significantly affected by mental health challenges, this finding is unique and important [59]. In
previous qualitative work with MLWH enrolled in the ‘ASAP’ study, MLWH expressed high
satisfaction with B/F/TAF, and noted the importance of feeling control over their HIV, as well as
a strong sense of responsibility for managing their HIV [15]. Alongside these individual
characteristics, the adoption of person-centered approaches to care may be central to enabling a
high degree of daily medication self-management [15]. Importantly, while levels of treatment self-
efficacy, compliance, and satisfaction where high overall in this study, it was also found that those
born in Africa and/or the Caribbean and those who were less than 35 years of age had a
significantly lower level of satisfaction. The relationship between social factors and treatment
satisfaction is complex and not well explored, particularly in the context of HIV among migrant
populations. One study describes that racial and ethnic differences in satisfaction may occur based
on differences in attitudes and expectations, particularly around patients’ trust with medical care
systems [60]. Another study suggests that older patients may be more satisfied with their healthcare
potentially due to generational factors (e.g., those raised during certain periods, such as the early
days of the HIV pandemic, may be more experienced with significant hardships, and thus more
accepting of inadequacies in healthcare systems) [61]. Furthermore, findings in this study may be
associated with the intersectional challenges that affect these sub-populations’ psychosocial
vulnerabilities [8], but a thorough qualitative exploration is warranted to better understand these

phenomena.
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Perceptions around healthcare providers

Throughout the 48-week period, MLWH perceived high empathy and cultural competence
from their clinical team at the CVIS/IMUHC. MLWH encompass a diverse group of people, from
different ethnicities, cultures, and regions. Despite this, no significant difference was identified by
birth region or any other sociodemographic factor with respect to these variables. This finding is
interesting given that previous studies have reported poorer satisfaction with healthcare services
among migrant populations compared to native-born populations [62, 63]. Perhaps this reflects the
CVIS/MUHC staff’s experience with working with MLWH. Indeed, these results validate earlier
qualitative findings in which MLWH that were receiving care at the CVIS/MUHC discussed their
experience of humanizing clinical encounters [15]. These encounters were characterized by
feelings of kindness, acceptance, respect, safety, and trust from and with their clinicians [15].
Literature suggests that when clinicians adopt such qualities with their patients, they can help
promote better rapport-building, higher quality of care, and higher levels of medication self-
efficacy [15, 64-66]. Additionally, these humanizing qualities are considered essential to develop
and sustain people-centered health systems [67]. However, despite rating their clinical team highly
in empathy and cultural competence, MLWH’s psychosocial challenges persisted across the
analysis period. This suggests that humanizing care must be coupled with specific interventions to

thoroughly understand and address the complex psychosocial challenges MLWH present with.
Strengths and Limitations

A major limitation in this study is the small sample size. As a result of the limited sample,
migrants originating from Africa and the Caribbean were grouped together in the linear mixed
modelling analysis. Though previous work in the HIV field has grouped African, Caribbean, and
Black populations based on ethnicity and other intersectional challenges experienced by these
groups, it is important to acknowledge that Africa and the Caribbean are geographically separate
areas of the world, and there can often be large heterogeneity within populations coming from
these regions. Another limitation in this study is the use of interim data (i.e., the analysis presented
in this study pertains to the halfway point of the 96 week-long ASAP cohort study). However,
interim analyses in longitudinal clinical studies, as presented here, are reliable and rational
approaches to report findings without comprising validity or integrity [68]. Such analyses are

important for making data and summarized findings available to target audiences in a timely
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manner, as well as guiding the potential termination or appropriate modifications in sample size
or study design [68]. Given that the objectives of this study were to measure participants’ self-
reported outcomes and experiences, and explore differences by sociodemographic factors and
time, the actual utilization of healthcare services (e.g., the number of times patients accessed social
worker services) were not examined. Additionally, only a small number of female MLWH agreed
to join this cohort study. This is a frequently encountered challenge in HIV clinical research [69]
and has been previously reported by our team [15]. However, linear mixed modelling analysis is
well suited for small samples, and bootstrapping further helps attenuate the small sample size’s
effect. Furthermore, the repeated measurement approach (i.e., conducting evaluations at week 4,
24, and 48) and consideration of changes in sociodemographic factors at week 48 allowed for a

more rigorous data analysis.
CONCLUSION

To our knowledge, this is the first study that longitudinally explores the perspectives of MLWH
around their perceived social support, internalized HIV-related stigma, and psychological
distress; treatment compliance, self-efficacy, and satisfaction; and participant perceptions around
their healthcare providers’ cultural competence and empathy. Importantly, findings suggest that
most MLWH enrolled in this study potentially experienced a serious mental health illness,
irrespective of time engaged in care. Despite this, MLWH expressed high self-efficacy,
compliance, and satisfaction with their treatment, and concurrently perceived high cultural
competency and empathy from their clinical care providers. This underscores the need to embed
targeted, well-funded, and accessible mental health support within HIV care models, and that
further research is required to better understand how to meet the complex and multifaceted

psychosocial needs of MLWH in clinical settings.
Funding

This study is funded in part by the Gilead Investigator Sponsored Research Program (Grant # IN-
US-380-4670). This grant was awarded to Dr. Bertrand Lebouché, who holds a Canadian Institutes
of Health Research (CIHR), Strategy for Patient-Oriented Research (SPOR) Mentorship Chair in
Innovative Clinical Trials for HIV Care. He is supported by two career awards: a Senior Salary
Award from Fonds de la Recherche du Quebec—Santé (FRQ-S) (#311200) and the LE 250 from

Page 156 of 204



Quebec’s Ministry of Health for researchers in Family Medicine. Anish K. Arora is supported by

a Vanier Canada Graduate Scholarship from the Canadian Institutes of Health Research.
Conflicts of Interest

Dr. Bertrand Lebouché has received consultancy fees and/or honoraria and research funds from
Gilead, ViiV Healthcare, and Merck. The organizations and the above funders had no role in the
design of the study; in the collection, analyses, or interpretation of data; or in the decision to
publish the results.

Data Availability Statement
Data can be accessed upon reasonable request by contacting the corresponding author.
Acknowledgments

The authors would like to thank the numerous patients, staff, community organizations, and

clinicians who contributed to this research study.
REFERENCES

1. Joint United Nations Programme on HIV/AIDS. The Greater Involvement of People Living
with HIV and/or AIDS. Policy Brief.
https://data.unaids.org/pub/briefingnote/2007/jc1299 policy brief gipa.pdf (accessed 31
July 2023)

2. Lazarus JV, Janamnuaysook R, Caswell G. A people-centred health system must be the
foundation for person-centred care in the HIV response. Journal of the International AIDS
Society. 2023 Jul;26(Suppl 1).

3. Miles A, Asbridge J. Person-Centered Healthcare-moving from rhetoric to methods, through
implementation to outcomes. European Journal for Person Centered Healthcare. 2017 May
23;5(1):1-9.

4. Lazarus JV, Safreed-Harmon K, Barton SE, Costagliola D, Dedes N, del Amo Valero J,
Gatell JM, Baptista-Leite R, Mend&o L, Porter K, Vella S. Beyond viral suppression of HIV—
the new quality of life frontier. BMC medicine. 2016 Dec;14(1):1-5.

Page 157 of 204


https://data.unaids.org/pub/briefingnote/2007/jc1299_policy_brief_gipa.pdf

10.

11.

12.
13.
14.

Arora AK, Lessard D, Dubé K, Lebouché B. Brief Report: It's Time to Embed Health-
Related Quality of Life Across all Steps of the HIV Care Cascade. JAIDS Journal of
Acquired Immune Deficiency Syndromes. 2022 Nov 1;91(3):251-4.

Jungwirth, B. Ending the HIV Epidemic: Researchers Call for an Equity-Focused Approach.
Coverage of IAS 2021, the 11th International AIDS Society Conference on HIV Science.
TheBodyPro For the HIV/AIDS Workforce. Available

online: https://www.thebodypro.com/article/ending-hiv-epidemic-equity-focused-

approach (accessed 31 July 2023)

Sheikh K, Ranson MK, Gilson L. Explorations on people centredness in health systems.
Health policy and planning. 2014 Sep 1;29(suppl_2):iil-5.

Arora AK, Ortiz-Paredes D, Engler K, Lessard D, Mate KK, Rodriguez-Cruz A, Kronfli N,
Vedel I, Cox J, Antiviral Speed Access Program (ASAP) Migrant Advisory Committee,
Quesnel-Vallée A. Barriers and facilitators affecting the HIV care cascade for migrant people
living with HIV in organization for economic co-operation and development countries: a
systematic mixed studies review. AIDS patient care and STDs. 2021 Aug 1;35(8):288-307.
Fakoya I, Alvarez-del Arco D, Woode-Owusu M, Monge S, Rivero-Montesdeoca Y, Delpech
V, Rice B, Noori T, Pharris A, Amato-Gauci AJ, Del Amo J. A systematic review of post-
migration acquisition of HIV among migrants from countries with generalised HIV
epidemics living in Europe: mplications for effectively managing HIV prevention
programmes and policy. BMC public health. 2015 Dec;15(1):1-4.

Ross J, Cunningham CO, Hanna DB. HIV outcomes among migrants from low-and middle-
income countries living in high-income countries: a review of recent evidence. Current
opinion in infectious diseases. 2018 Feb;31(1):25.

Haddad N, Robert A, Weeks A, Popovic N, Siu W, Archibald C. HIV: HIV in Canada—
Surveillance report, 2018. Canada communicable disease report. 2019 Dec 12;45(12):304.
World Health Organization. HIV/AIDS surveillance in Europe: 2021-2020 data.

Public Health Agency of Canada. HIV in Canada, surveillance report to December 31, 2020.
Arora A, Quesnel-Vallee A, Lessard D, Mate K, Rodriguez-Cruz A, Kronfli N, Engler K,
Vedel I, Lebouché B. Barriers and facilitators associated with steps of the HIV care cascade
for migrants in OECD countries: a systematic mixed studies review protocol. BMJ open.
2020 Nov 1;10(11):e040646.

Page 158 of 204


https://www.thebodypro.com/article/ending-hiv-epidemic-equity-focused-approach
https://www.thebodypro.com/article/ending-hiv-epidemic-equity-focused-approach

15.

16.

17.

18.

19.

20.

21.

22,

23.

24,

Arora AK, Engler K, Lessard D, Kronfli N, Rodriguez-Cruz A, Huerta E, Lemire B, Routy
JP, Wittmer R, Cox J, de Pokomandy A. Experiences of Migrant People Living with HIV in
a Multidisciplinary HIV Care Setting with Rapid B/F/TAF Initiation and Cost-Covered
Treatment: The ‘ASAP’Study. Journal of Personalized Medicine. 2022 Sep 13;12(9):1497.
Broeckaert L, Challacombe L. Does multidisciplinary care improve health outcomes among
people living with HIV and or HCV? A review of the evidence. Prevention in Focus. 2015.
Elgalib A, Al-Sawafi H, Kamble B, Al-Harthy S, Al-Sariri Q. Multidisciplinary care model
for HIV improves treatment outcome: a single-centre experience from the Middle East. AIDS
care. 2018 Sep 2;30(9):1114-9.

Bell BA, Morgan GB, Kromrey JD, Ferron JM. The impact of small cluster size on
multilevel models: A Monte Carlo examination of two-level models with binary and
continuous predictors. JSM Proceedings, Survey Research Methods Section 2010;1(1):4057-
4067.

McNeish DM, Stapleton LM. The effect of small sample size on two-level model estimates:
A review and illustration. Educational Psychology Review 2016;28(2):295-314.

Scherbaum CA, Ferreter JM. Estimating statistical power and required sample sizes for
organizational research using multilevel modeling. Organizational Research Methods
2009;12(2):347-367.

US Department of Health and Human Services FDA Center for Drug Evaluation and
Research. US Department of Health and Human Services FDA Center for Devices and
Radiological Health. Guidance for industry: patient-reported outcome measures: use in
medical product development to support labeling claims: draft guidance. Health Qual Life
Outcomes. 2006;4:79.

Kingsley C, Patel S. Patient-reported outcome measures and patient-reported experience
measures. Bja Education. 2017 Apr 1;17(4):137-44.

Moser A, Stuck AE, Silliman RA, et al. The eight-item modified Medical Outcomes Study
Social Support Survey: psychometric evaluation showed excellent performance. Journal of
Clinical Epidemiology 2012;65(10):1107-16.

Rand Corporation. Social support survey instrument scoring instructions; 2021.

https://www.rand.org/health-care/surveys_tools/mos/social-support/scoring.html (accessed

31 July, 2023).

Page 159 of 204


https://www.rand.org/health-care/surveys_tools/mos/social-support/scoring.html

25.

26.

27,

28.

29.

30.

31.

32.

33.

34,

35.

36.

37.

Kalichman SC, Simbayi LC, Cloete A, et al. Measuring AIDS stigmas in people living with
HIV/AIDS: the Internalized AIDS-Related Stigma Scale. AIDS Care 2009;21(1):87-93.
Kessler RC, Green JG, Gruber MJ, et al. Screening for serious mental illness in the general
population with the K6 screening scale: results from the WHO World Mental Health (WMH)
survey initiative. International Journal of Methods in Psychiatric Research 2010;19(Suppl
1):4-22.

Ferro MA. The psychometric properties of the Kessler Psychological Distress Scale (K6) in
an epidemiological sample of Canadian youth. Can J Psychiatry 2019;64(9):647-57.
Kawakami N, Thi Thu Tran T, Watanabe K, et al. Internal consistency reliability, construct
validity, and item response characteristics of the Kessler 6 scale among hospital nurses in
Vietnam. PLoS One 2020;15(5):e0233119-e19.

Gruber-Baldini AL, Velozo C, Romero S, et al. Validation of the PROMIS(®) measures of
self-efficacy for managing chronic conditions. Qual Life Res 2017;26(7):1915-24.
Maurice-Szamburski A, Michel P, Loundou A, et al. Validation of the generic medical
interview satisfaction scale: the G-MISS questionnaire. Health Qual Life Outcomes
2017;15(1):36-36.

Woodcock A, Bradley C. Validation of the revised 10-item HIV Treatment Satisfaction
Questionnaire status version and new change version. Value in Health 2006;9(5):320-33.
Mercer SW, Maxwell M, Heaney D, et al. The consultation and relational empathy (CARE)
measure: development and preliminary validation and reliability of an empathy-based
consultation process measure. Family Practice 2004;21(6):699-705.

Ahmed S, Siad FM, Manalili K, et al. How to measure cultural competence when evaluating
patient-centred care: a scoping review. BMJ Open 2018;8(7):e021525.

Thom DH, Tirado MD. Development and validation of a patient-reported measure of
physician cultural competency. Medical Care Research and Review 2006;63(5):636-55.
Glasgow RE, Wagner EH, Schaefer J, et al. Development and validation of the Patient
Assessment of Chronic Iliness Care (PACIC). Medical Care 2005;43(5):436-44.

Verbeke G, Molenberghs G, Verbeke G. Linear mixed models for longitudinal data. Springer
New York; 1997.

Muth C, Bales KL, Hinde K, Maninger N, Mendoza SP, Ferrer E. Alternative models for

small samples in psychological research: applying linear mixed effects models and

Page 160 of 204



38.

39.

40.

41.

42.

43.
44,

45.

46.

47.

48.

generalized estimating equations to repeated measures data. Educational and psychological
measurement. 2016 Feb;76(1):64-87.

Ukyo, Y., Noma, H., Maruo, K., & Gosho, M. (2019). Improved small sample inference
methods for a mixed-effects model for repeated measures approach in incomplete
longitudinal data analysis. Stats, 2(2), 174-188.

Kenward, M. G., & Roger, J. H. (1997). Small sample inference for fixed effects from
restricted maximum likelihood. Biometrics, 983-997.

McNeish, D. (2017). Small sample methods for multilevel modeling: A colloquial
elucidation of REML and the Kenward-Roger correction. Multivariate Behavioral

Research, 52(5), 661-670.

McNeish, D. M., & Stapleton, L. M. (2016). The effect of small sample size on two-level
model estimates: A review and illustration. Educational Psychology Review, 28(2), 295-314.
Efron B. Bootstrap methods: another look at the jackknife. The Annals of Statistics
1979;7(1):1-26.

DiCiccio TJ, Efron B. Bootstrap confidence intervals. Statist Sci 1996;11(3):189-228.

Adér HJ, Mellenbergh GJ, Hand DJ. Advising on research methods: a consultant's
companion. Johannes van Kessel Publishing; 2008.

Canadian Institutes of Health Research. Strategy for Patient-Oriented Research - Patient
Engagement Framework; 2019. https://cihr-irsc.gc.ca/e/48413.html (accessed 31 Jul 2023).

Schweitzer R, Melville F, Steel Z, Lacherez P. Trauma, post-migration living difficulties, and
social support as predictors of psychological adjustment in resettled Sudanese refugees.
Australian & New Zealand Journal of Psychiatry. 2006 Feb;40(2):179-87.

Stewart M, Anderson J, Beiser M, Mwakarimba E, Neufeld A, Simich L, Spitzer D.
Multicultural meanings of social support among immigrants and refugees. International
Migration. 2008 Aug;46(3):123-59.

dela Cruz AM, Maposa S, Patten S, Abdulmalik I, Magagula P, Mapfumo S, Abate TD,
Carter A, Spies P, Harrowing J, Hall M. “I die silently inside”. Qualitative findings from a
study of people living with HIV who migrate to and settle in Canada. Journal of migration
and health. 2022 Jan 1;5:100088.

Page 161 of 204


https://cihr-irsc.gc.ca/e/48413.html

49.

50.

ol.

52.

53.

54,

55.

56.

57,

58.

59.

Emlet CA, Brennan DJ, Brennenstuhl S, Rueda S, Hart TA, Rourke SB. The impact of HIV-
related stigma on older and younger adults living with HIV disease: does age matter?. AIDS
care. 2015 Apr 3;27(4):520-8.

Blackmore R, Boyle JA, Fazel M, Ranasinha S, Gray KM, Fitzgerald G, Misso M, Gibson-
Helm M. The prevalence of mental illness in refugees and asylum seekers: A systematic
review and meta-analysis. PLoS medicine. 2020 Sep 21;17(9):e1003337.

Wong JP, Li AT, Poon MK, Fung KP. An exploratory study on the mental health of
immigrants, refugees and non-status people living with HIV in Toronto. International Journal
of Migration, Health and Social Care. 2013 Sep 23;9(3):122-34.

Stutterheim SE, Bos AE, Shiripinda I, de Bruin M, Pryor JB, Schaalma HP. HIV-related
stigma in African and Afro-Caribbean communities in the Netherlands: Manifestations,
consequences and coping. Psychology & Health. 2012 Apr 1;27(4):395-411.

Doyal L. Challenges in researching life with HIV/AIDS: an intersectional analysis of black
African migrants in London. Culture, health & sexuality. 2009 Feb 1;11(2):173-88.
Earnshaw VA, Bogart LM, Dovidio JF, Williams DR. Stigma and racial/ethnic HIV
disparities: moving toward resilience.

Pantelic M, Casale M, Cluver L, Toska E, Moshabela M. Multiple forms of discrimination
and internalized stigma compromise retention in HIV care among adolescents: findings from
a South African cohort. Journal of the International AIDS Society. 2020 May;23(5):e25488.
LeMaster JW, Broadbridge CL, Lumley MA, Arnetz JE, Arfken C, Fetters MD, Jamil H,
Pole N, Arnetz BB. Acculturation and post-migration psychological symptoms among Iraqi
refugees: A path analysis. American Journal of Orthopsychiatry. 2018;88(1):38.

Mohamad Fisal ZA, Minhat HS, Mohd Zulkefli NA, Ahmad N. Biopsychosocial approach to
understanding determinants of depression among men who have sex with men living with
HIV: A systematic review. PL0oS One. 2022 Mar 14;17(3):e0264636.

Braveman P, Gottlieb L. The social determinants of health: it's time to consider the causes of
the causes. Public health reports. 2014 Jan;129(1_suppl2):19-31.

Crockett KB, Entler KJ, Brodie E, Kempf MC, Konkle-Parker D, Wilson TE, Wingood G,
Neilands TB, Johnson MO, Weiser SD, Turan JM. Linking depressive symptoms to viral
non-suppression among women with HIV through adherence self-efficacy and ART

adherence. Journal of acquired immune deficiency syndromes (1999). 2020 Apr 4;83(4):340.

Page 162 of 204



60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

Barr DA. Race/ethnicity and patient satisfaction: using the appropriate method to test for
perceived differences in care. Journal of General Internal Medicine. 2004 Sep;19(9):937-43.
Jaipaul CK, Rosenthal GE. Are older patients more satisfied with hospital care than younger
patients? J Gen Intern Med. 2003 Jan;18(1):23-30. https://doi.org/10.1046/].1525-
1497.2003.20114.x (accessed 31 July 2023)

Mastaki JK. Migrant patients’ satisfaction with health care services: a comprehensive review.
Italian Journal of Public Health. 2010;7(2).

Kieseppé V, Garcia Velazquez R, Vehko T, Kuusio H. Satisfaction with access to health

services among foreign-born population in Finland: a survey-based study. BMC Health
Services Research. 2022 Dec;22(1):1-1.

Flickinger TE, Saha S, Roter D, Korthuis PT, Sharp V, Cohn J, Moore RD, Ingersoll KS,
Beach MC. Respecting patients is associated with more patient-centered communication
behaviors in clinical encounters. Patient education and counseling. 2016 Feb 1;99(2):250-5.
Flickinger TE, Saha S, Roter D, Korthuis PT, Sharp V, Cohn J, Eggly S, Moore RD, Beach
MC. Clinician empathy is associated with differences in patient—clinician communication
behaviors and higher medication self-efficacy in HIV care. Patient education and counseling.
2016 Feb 1;99(2):220-6.

Dapaah JM. Attitudes and behaviours of health workers and the use of HIVV/AIDS health care
services. Nursing Research and Practice. 2016 Dec 28;2016.

International Alliance of Patients’ Organizations (IAPO). Patient-Centred Healthcare
Indicators Review.

Kumar A, Chakraborty BS. Interim analysis: a rational approach of decision making in
clinical trial. Journal of advanced pharmaceutical technology & research. 2016 Oct;7(4):118.
Mendez KJ, Cudjoe J, Strohmayer S, Han HR. Recruitment and retention of women living
with HIV for clinical research: A review. AIDS and Behavior. 2021 Oct;25(10):3267-78.

Page 163 of 204


https://doi.org/10.1046/j.1525-1497.2003.20114.x
https://doi.org/10.1046/j.1525-1497.2003.20114.x

Chapter 5: Exploring the Effect of Social Determinants of Health on Time to Treatment

Initiation and Viral Undetectability for MLWH in the ASAP Study

Page 164 of 204



Preamble to Chapter 5

The quantitative results in chapter 4 provide support for the qualitative findings in chapter
3. Specifically, the descriptive analyses suggest that MLWH had exceptionally positive
experiences of their care and treatment. However, most MLWH enrolled in the study continued to
show concerning levels of psychological distress, with self-reported scores indicating a serious
mental illness among almost all participants throughout the 48-week study period. This work
suggests that while the ASAP approach to care may be well received by MLWH, it may be
insufficient to fully address their psychosocial burdens. This potentially underscores the need for
HIV care models to embed dedicated, accessible, and well-funded mental health support for
MLWH.

This quantitative exploration using linear mixed modelling provided further support for the
ASAP approach to care. However, what remained unclear to me was if patients enrolled in the
ASAP study were (a) truly receiving care rapidly (i.e., within 7 days of being linked to care); and
(b) if the social determinants of health experienced by MLWH effected their HIV-related health
outcomes (i.e., the third and final aim of my doctoral thesis). At this point in the ASAP study, all
enrolled MLWH had received their initial ART and 97% had reached HIV viral undetectability.
After consulting with Dr. Serge Vicente, a statistician working closely with Dr. Bertrand
Lebouché, it was confirmed that the data we have available were sufficient to perform descriptive
statistics and survival analyses, which would allow us to understand the time-to-ART initiation
and time-to-HIV viral undetectability, and the effect social factors have on these clinical outcomes.
| published this work in HIV Medicine, which has a current impact factor of 3.09. The electronic

version of this article can be found at: https://onlinelibrary.wiley.com/doi/full/10.1111/hiv.13608.

This manuscript went through a rigorous peer-review process.
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Abstract
Objective

Multidisciplinary care with free, rapid, and on-site bictegravir/emtricitabine/tenofovir alafenamide
(B/FITAF) dispensation may improve health outcomes among migrants living with HIV (MLWH).
However, models for rapid B/F/TAF initiation are not well studied among MLWH, and there is
limited understanding of how social determinants of health (SDH) may affect HIV-related health

outcomes for migrants enrolled in such care models.
Methods

Within a 96-week pilot feasibility prospective cohort study at a multidisciplinary HIV clinic,
participants received B/F/TAF for free and rapidly following care linkage. The effect of SDH (i.e.,
birth region, sexual orientation, living status, education, employment, French proficiency, health
coverage, use of a public health facility outside our clinic for free blood tests, and time in Canada)
and other covariates (i.e., age, sex) on median time to ART initiation and HIV viral undetectability

from care linkage were calculated via survival analyses.
Results

Thirty-five migrants were enrolled in this study. Median time to ART initiation and HIV
undetectability was 5 (range: 0-50) and 57 days (range: 5-365), respectively. Those who took
significantly longer to initiate ART: were less than 35 years old; identified as heterosexual; had
less than university-level education; or were unemployed. No factor was found to significantly

affect time to undetectability.
Conclusion

Despite cost-covered B/F/TAF, several SDH were linked to delays in ART initiation. However,
once initiated and engaged, MLWH were able to reach HIV undetectability efficiently. Findings
provide preliminary support for adopting this care model with MLWH, but concurrently suggest
that SDH should be considered when designing clinical interventions for more equitable

outcomes.

INTRODUCTION
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Social determinants of health (SDH), which are defined as “the conditions in which people are
born, grow, work, live, and age, and the wider set of forces and systems shaping the conditions of
daily life” [1], have tremendous implications for the health outcomes of international migrants
living with HIV (MLWH) [2,3]. Housing instability, lack of health insurance for HIV-related
needs, and health systems built on racial injustice, are all examples of SDH which may potentially
lead to poorer health outcomes for MLWH [2,3]. In Organization for Economic Co-operation and
Development (OECD) countries, the number of MLWH are increasing substantially [2]. In the
Canadian context, migrants accounted for 45% of new HIV diagnoses in 2019 [4]. Specifically, in
Montreal, Canada, 310 new HIV cases were reported in 2022, which is the highest number reported
annually in 10 years and an increase of 120% since 2021 [5], mostly attributed to migrants from
countries where HIV infection is highly endemic [5]. In fact, HIV cases among migrants in
Montreal have increased from 32 to 158 between 2021 and 2022 (an increase of 394%) [5]. Across
these countries, MLWH often experience delayed entry into HIV care, late antiretroviral therapy
(ART) initiation, higher rates of care drop-out, poorer adherence to ART, and variable rates of

viral suppression when compared to native-born populations living with HIV [2,5].

A potential strategy to mitigate the negative effects of SDH among MLWH is to provide these
often highly vulnerable populations with access to patient-centered care in multidisciplinary
settings, coupled with free and rapid ART dispensation [6]. Starting ART rapidly, in particular,
has been endorsed as a key strategy for achieving international HIV elimination targets, through
increasing access to treatment for those most marginalized and vulnerable in an equitable manner
[6-8]. Research suggests that receiving ART on the same day as HIV diagnosis, or within 7 days
according to the World Health Organization [7], can shorten time to viral suppression, prevent
onward HIV transmission, and reduce rates of loss-to-follow-up [7,8]. Notably,
bictegravir/emtricitabine/tenofovir alafenamide (B/F/TAF) has been endorsed as a preferred
regimen for rapid start among those with HIV-1 infection, given its few potential drug—drug
interactions, small pill size, no food in-take requirements, and no baseline viral load or CD4 cell
count restrictions [6,9]. However, models for delivery of rapid ART initiation are not well studied
[8], especially with respect to B/F/TAF initiation among MLWH. Additionally, an understanding
of how SDH may impact rapid ART initiation and the achievement of undetectability among

MLWH is lacking. As such, among MLWH enrolled in a multidisciplinary care program with free,

Page 168 of 204



rapid and onsite B/F/TAF dispensation, we examined: (a) time to first B/F/TAF dispensation and
HIV viral undetectability, and (b) the effect of SDH on these times.

METHODS
Design & study setting

In January 2020, we initiated a 96-week pilot feasibility study with a prospective cohort
design (the ‘“ASAP’ Study) at the Chronic Viral Illness Service of the McGill University Health
Centre (CVIS/MUHC), which is a public hospital-based clinic in Montreal, Canada. The
CVIS/MUHC is the primary referral site in the city for MLWH. The CVIS/MUHC adopts a
multidisciplinary care model, whereby patients can access HIV-specialist physicians, nurses,
pharmacists, a social worker, a psychologist, and a psychiatrist. For this cohort study, all
participants received B/F/TAF for free after linkage to our clinic. Clinicians aimed to provide
B/F/TAF to all participants as soon as possible once linked to care, with adjustments in start time
based on the situation of each patient (with an ideal goal of initiating B/F/TAF for all participants
within 7 days of care linkage). This manuscript presents an analysis of ASAP’s clinical

quantitative data collected from MLWH up to August 2023.
Sample size

This study included new ART-naive people living with HIV (PLWH) who were referred
to the CVIS/MUHC after receiving a positive HIV test result. Notably, the CVIS/MUHC received
an average of 30 new ART-naive MLWH annually between 2016-2022. In 2023 specifically, we
received approximately 66 new ART-naive migrant patients. Pilot feasibility studies, like the
ASAP Study, generally have a median sample size of approximately 30 participants per
intervention arm [10]. However, this small sample does not compromise comparisons between
groups of interest because a minimum of 5-10 units per group in longitudinal studies is often

sufficient for avoiding convergence problems that can bias parameter estimates [11,12].
Social Determinants of Health and Other Covariates

The following SDH, all of which are recognized to influence health equity both in general
populations and MLWH specifically, were available for analysis [1-3,6]: birth region, sexual

orientation, living status, educational level, occupational status, fluency with French (i.e., the
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official language of the province of Quebec), health coverage, and time in Canada before linkage
to care. Two covariates, age and sex, were also available for analysis. Use of SIDEP+, which is a
public screening and prevention service for HIV and other sexually transmitted blood-borne
infections, was also considered a SDH. Patients who do not have public health coverage or
sufficient HIV-related private health insurance must access SIDEP+ for free blood tests. This
fragmentation of health services was deemed capable of impacting the studied health outcomes.

Participants” SDH and covariate characteristics were captured at enrolment.
Data analysis

All quantitative analyses were conducted using R Statistical Software. To reflect real-life
care trajectories for MLWH, median time to B/F/TAF initiation (i.e., date of B/F/TAF
dispensation) and HIV viral undetectability (i.e., HIV viral load of <50 copies/ml) were calculated
starting from the date of participants’ first CVIS/MUHC visit. However, for one participant,
analysis was completed from their date of first ASAP screening, as they were previously lost-to-
follow-up for over a year, and did not start ART during this time. Medians, minimum values,

maximum values, and median absolute deviations are reported by SDH.

Following descriptive analyses, survival analyses were conducted as they are appropriate
for calculating significant differences for time-to-events among sub-groups [13,14]. Survival
curves were constructed for time to B/F/TAF initiation and HIV viral undetectability using the
Kaplan-Meier estimator and the log-minus-log approach [13]. To test if there was a significant
difference between survival curves, the log-rank test was used if the assumption of proportional
hazards was met. Otherwise, we considered the Breslow and Tarone-Ware tests. To confirm if
results are sensitive to different methods, univariate Cox regressions were also conducted [13,14].
To reduce bias introduced by the non-probabilistic sampling method and enhance generalizability
of the results with the Cox regressions, parameters of interest were estimated with non-parametric
bootstrap resampling [15]. Specifically, we extracted 10,000 samples of HIV patients with

replacement.
Patient and stakeholder engagement
This study is grounded in patient-oriented research which focuses on engaging patients and

relevant stakeholders as partners, respond to patient-identified priorities, and ultimately improve
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patient outcomes. During the ASAP study, an advisory committee was developed [2,6]. Members

of this committee contributed to revising and editing this manuscript.
Ethics

This study was conducted in accordance with applicable Health Canada regulations,
International Conference on Harmonisation guidelines on current Good Clinical Practice, and the
Declaration of Helsinki. It was approved by the Research Ethics Board of the Research Institute
of the McGill University Health Centre (reference #: MP-37-2020-4911).

RESULTS
Descriptive statistics

Out of the 39 migrants enrolled in this study, 4 were either lost-to-follow-up or left the
study prior to initiating B/F/TAF and beginning data collection. As no data were available for these
migrants, analyses were completed with 35 participants. At study initiation, more than half:
identified as coming from Africa and/or the Caribbean (n=20, 57%); were 35 or older (n=20, 57%);
were male (n=28, 80%); identified as lesbian, gay, or bisexual with respect to their sexual
orientation (n=22, 63%); lived with others (n=27, 77%); had university-level education (n=20,
57%); were unemployed (n=24, 69%); did not speak French (n=20, 57%); had public health
insurance through either provincial or federal health programs (n=20, 57%); used SIDEP+ for at
least one blood test (=13, 37%); and spent less than 1 year in Canada before being linked to the
CVIS/MUHC (n=20, 57%).

At baseline, median CD4 T cell count for the cohort was 381.5, with 15 participants below
350 indicating late diagnosis and 6 participants below 200 indicating advanced HIV. Furthermore,
at baseline, median HIV viral load for the cohort was 52,261 copies/ml, with 12 patients above
100,000 copies/ml indicating a high HIV viral load. At the time of analysis, all migrants had been
enrolled in the research program for at least 24 weeks, all had received their initial B/F/TAF, and
97% reached HIV viral undetectability (i.e., one participant did not meet the HIV viral load of <50
copies/ml requirement to be considered undetectable). The median times for participants to initiate
B/F/ITAF was 5 days (range: 0-50), with 37% (n=13) initiating on the same day as their first visit,
9 (26%) initiating within 1-7 days, and 13 (37%) taking more than 7 days to initiate B/F/TAF.
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Median time to reach undetectability was 57 days (range: 5-365). Descriptive statistics by SDH

for each of the time-to-events are provided in Tables 1 and 2 respectively.
Survival analyses

Several SDH were significantly linked to participants’ time to B/F/TAF initiation: age,
sexual orientation, educational level, and occupational status. Based on Kaplan-Meier estimations
(KM) and bootstrapped Cox regressions (BCr), those who took longer to initiate B/F/TAF: were
less than 35 years of age (KM p-value = 0.004, BCr p-value = 0.002, BCr 95% CI = -1.98 to -
0.44); identified as heterosexual (KM p-value = <0.001, BCr p-value = <0.001, BCr 95% CI =
0.90 to 2.74); had less than a university-level education (KM p-value = 0.003, B-r p-value = 0.003,
BCr 95% CI = 0.43 to 2.09); or were unemployed (KM p-value = 0.049, BCr p-value = 0.021, BCr
95% CI =-1.69 to -0.11). No SDH was linked to participants’ time to HIV viral suppression. P-

values for the survival analyses for both time-to-events are presented in Tables 1 and 2

respectively.

Manuscript 5, Table 1: Descriptive and survival statistics for time to B/F/TAF initiation.

. . . Median Kaplan- Bootstrap
Median | Minimum | Maximum . Cox
n (%) d absolute Meier .
ays days days deviati Regression
eviation | P-Value
P-Value
Overall Sample 35 (100%) 5.00 0.00 50.00 7.41 NA NA
Birth region
African, Caribbean 20 (57%) 7.00 0.00 50.00 10.38 0.19 0.15
Other 15 (43%) 1.00 0.00 42.00 1.48
Age
Less than 35 15 (43%) 12.00 0.00 50.00 16.31 0.004 0.002
35 or more 20 (57%) 0.00 0.00 23.00 0.00
Sex
Female 7 (20%) 7.00 0.00 50.00 10.38 0.13 0.15
Male 28 (80%) 1.00 0.00 48.00 1.48 '
Sexual orientation
Heterosexual 13 (37%) 14.00 0.00 50.00 13.34 <0.001 <0.001
Lesbian, gay, bisexual | 22 (63%) 0.00 0.00 15.00 0.00
Living status
Alone 7 (20%) 1.00 0.00 13.00 1.48 0.92 0.13
With others 27 (77%) 5.00 0.00 50.00 7.41 ' '
Not reported 1 (3%) 23.00 23.00 23.00 0.00
Educational Level
Less than university | 15 (43%) 12.00 0.00 50.00 17.79 0.003 0.003
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University 20 (57%) 1.00 0.00 23.00 1.48
Occupational Status
Unemployed 24 (69%) 6.50 0.00 50.00 9.64 0.049 0.021
Paid employment or 11 (31%) 0.00 0.00 23.00 0.00 ' '
Student
French Fluency
No 20 (57%) 3.00 0.00 42.00 4.45 0.26 0.26
Yes 15 (43%) 7.00 0.00 50.00 10.38
Health Coverage
Inadequate/No HIV 15 (43%) 0.00 0.00 48.00 0.00 0.16 0.13
coverage
Full HIV coverage 20 (57%) 6.50 0.00 50.00 9.64
Used SIDEP+ for at
least one Blood Test
No 22 (63%) 5.50 0.00 50.00 8.15 0.70 NA
Yes 13 (37%) 1.00 0.00 48.00 1.48
Time from Arriving
in Canada to First
Visit at the
Ee\g;%';’:lufﬁar 20 (57%) 6.50 0.00 50.00 9.64 0.12 0.11
1 year or more 13 (37%) 5.00 0.00 28.00 7.41
Not reported 2 (6%) 0.50 0.00 1.00 0.74
porte

Note: NA =not applicable. For Cox regressions, an NA means that the assumption for proportional

hazard was not met and therefore the cox regression could not be conducted.

Manuscript 5, Table 2: Descriptive and survival statistics for time to HIV viral undetectability.
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. .. . Median Kaplan-
n (%) Mde;jlin Mlg;m:m I\r/rl]aggmsu absolute Meier
Y Y Y deviation | P-Value
34

Overall Sample (100%)* 57.00 5.00 365.00 40.77 NA
Birth region
African, Caribbean 19 (56%) 56.00 14.00 365.00 40.03 0.19
Other 15 (44%) 58.00 5.00 176.00 38.55
Age
Less than 35 14 (41%) 64.50 5.00 365.00 49.67 0.24
35 or more 20 (59%) 50.00 7.00 350.00 32.62
Sex
Female 7 (21%) 113.00 14.00 365.00 100.82 0.12
Male 27 (79%) 56.00 5.00 350.00 31.13
Sexual orientation
Heterosexual 12 (35%) 63.50 14.00 365.00 62.27 0.22
Lesbian, gay, bisexual 22 (65%) 57.00 5.00 350.00 36.32
Living status
Alone 7 (21%) 58.00 28.00 350.00 44.48 0.66
With others 26 (76%) 59.50 5.00 365.00 40.03 '
Not reported 1 (3%) 52.00 52.00 52.00 0.00
Educational Level
Less than university 14 (41%) 52.00 7.00 365.00 34.84 0.96
University 20 (59%) 65.00 5.00 350.00 43.74
Occupational Status
Unemployed 23 (68%) 58.00 5.00 365.00 40.03 0.96
Paid employment or 11 (32%) 52.00 7.00 350.00 35.58 '
Student
French Fluency
No 20 (59%) 54.00 7.00 181.00 31.13 0.23
Yes 14 (41%) 70.00 5.00 365.00 63.01
Health Coverage
Inadequate/No HIV 14 (41%) 55.50 5.00 365.00 41.51 0.62
coverage
Full HIV coverage 20 (59%) 57.00 14.00 181.00 35.58
Used SIDEP+ for at
least one Blood Test 0.83
No 22 (65%) 56.00 5.00 365.00 34.10 '
Yes 12 (35%) 65.50 7.00 350.00 42.25
Time from Arriving
in Canada to First
Visit at the 0.11
CVIS/IMUHC 19 (56%) 56.00 14.00 176.00 22.24
Less than 1 year 13 (38%) 73.00 5.00 365.00 66.72
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1 year or more
Not reported

2 (6%)

232.00

114.00

350.00

174.95

Note: * = one participant did not reach undetectability within the first 24 weeks (as reported in
the methods section), and therefore, their data was not reported in this table. Note: Cox
regressions could not be computed for undetectability as the assumption for proportional hazard

was not met.
DISCUSSION

This study assesses time to B/F/TAF initiation and HIV undetectability among migrants
enrolled in a prospective cohort study in Montreal, Canada, and the impacts of SDH and covariates
on these times. Median times for participants to initiate B/F/TAF and reach undetectability were 5
and 57 days, respectively. Our findings are similar to those identified in: a study conducted by
Hoenigl et al., which included a general population of PLWH in the United States, and reported a
median time of 8 days to ART initiation from first clinic intake, and a median time of
approximately 84 days to viral suppression — both of which were interpreted by Hoenigl et al. as
“rapid” [16]; and another study conducted by Kronfli et al., which included asylum seekers in
Canada, and reported a median time of 11 days from care linkage to provision of an ART
prescription, and a median of 42 days from provision of an ART prescription to viral suppression
[17]. Thus, the findings of this study suggest the feasibility of rapidly initiating B/F/TAF with
MLWH within a multidisciplinary clinic with cost-covered treatment. However, we note that some

SDH and covariates appear to impact time to B/F/TAF initiation.

Specifically, participants who initiated treatment significantly earlier were those: aged 35
years or older; identifying as lesbian, gay, or bisexual; with university level education; or with paid
employment or a student status. These findings are consistent with the results of other studies
conducted with general populations of PLWH [18-20], as well as with findings from a 2021
systematic review on the barriers and facilitators MLWH experience with respect to initial linkage
to care and treatment provision across 17 OECD countries [2]. Regarding time to undetectability,
no studied SDH appeared to have influence. This potentially indicates that once participants are
enrolled in this model of care and initiate B/F/TAF, they can reach viral suppression efficiently
and effectively. The use of B/F/TAF as the primary line of treatment may also have contributed to

this finding, given its high efficacy, tolerability, and simplicity [21].
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As global efforts to eliminate HIV as a public health threat by 2030 ramp up and begin
focusing on MLWH and other key and vulnerable populations at an increasing rate, it is imperative
that the effect of SDH on HIV-related health outcomes be evaluated [22]. A more nuanced
understanding of the challenges experienced by populations most heavily burdened with HIV can
thus be achieved. For example, through this study, an increased need to focus on MLWH who are
younger (e.g., international students), heterosexual, have less education, and have no occupation
is suggested. Subsequently, more research must be done to design, implement, and scale
approaches to care which seek to reduce health disparities among these MLWH-focused target

populations.

A major limitation with this study is the small sample size. Due to the small sample, only
univariate (i.e., as opposed to multivariate) Cox regressions could be performed. Confounders
could therefore not be adjusted for in the analysis and only dichotomous variables could be
included (e.g., people from Africa and/or the Caribbean were grouped together and compared with
people from other regions). However, the two analytical strategies used (i.e., Kaplan-Meier and
Cox regressions) helped ensure sensitivity of the results, and bootstrapping approaches served to
increase generalizability. Additionally, given that the bulk of study recruitment took place during
the COVID-19 pandemic, this may have negatively influenced our results, particularly because
many physicians from our clinic were redeployed to COVID-19 wards or units. Further research,
potentially through retrospective comparisons across several clinical sites and using multivariate
approaches, may be necessary to better capture sub-group differences and account for pandemic-

related challenges.

In conclusion, providing MLWH with cost-covered B/F/TAF rapidly upon linkage to care
can help them efficiently reach HIV undetectability. However, SDH, including age, sexual
orientation, educational level, and occupational status, appear to influence time to B/FITAF

initiation and should be considered when designing clinical interventions for MLWH
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Chapter 6: Discussion of the Thesis
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Overview

In this manuscript-based doctoral thesis | sought to: (1) comprehensively review the
barriers and facilitators MLWH experience along the steps of the HIVV Care Cascade beyond
diagnosis; (2) qualitatively and quantitatively explore the experiences of MLWH enrolled in the
ASAP study; and (3) explore the effect of social determinants of health on time to ART initiation
and HIV viral suppression among MLWH enrolled in the ASAP study. Five complementary
studies were conducted in partnership with migrants living with HIV, clinicians, and HIV
researchers to respond to these aims. The findings of this dissertation indicate the importance of
patient-centered approaches to care within a multidisciplinary care setting, alongside rapid, free,
and on-site ART dispensation for MLWH, specifically focusing on B/F/TAF. However, despite
feeling satisfied with this care approach, results suggest that the mental health needs of MLWH
remain inadequately addressed at the CVIS/IMUHC, and that social determinants of health continue
to impact time to ART initiation despite the ASAP team’s efforts to deliver ART as soon as
possible to all MLWH once linked to care. In this chapter, | provide: a final overarching summary
of the key results stemming from this dissertation; the contributions of this dissertation to evolving
the HIV Care Cascade framework; the contributions of this dissertation to family medicine and
primary care; the implications of this dissertation for research, care, and policy; and the strengths

and limitations of this dissertation.

Summary of the Main Findings

Through the systematic review (chapter 2, manuscripts 1 and 2), the numerous, complex,
and multifaceted challenges that MLWH experience were categorized and subsequently cross-
mapped across the linkage, retention, and HIV viral suppression steps of the HIV Care Cascade
and the individual, interpersonal, organizational, community, and policy levels of the Socio-
Ecological Model. Through this review it was identified that most barriers reported in the literature
for MLWH were attributed to the individual level (64%) and organizational level (20%) of the
Socio-Ecological Model, and centred primarily on the retention (68%) step of the Cascade. One of
the most important findings in the review was that over 60% of the studies retained in the review
reported barriers that were directly associated with the concept of social determinants of health.
For example, 31% of the retained studies expressed how not meeting basic needs such as housing,

food security, financial stability, and occupational security can often lead to disengagement with
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HIV care and treatment. Furthermore, 27% of the retained studies discussed how language barriers

can impede initial access to HIV care and treatment for MLWH.

As compared to the 19 categories of barriers, only 10 categories of facilitators were
identified through the review. The most prevalent (42%) facilitator category that was reported was
having an adaptive clinical environment available for MLWH (e.g., a clinical environment that (a)
centres around concepts of approachability, supportiveness, and ensuring the availability of staff;
(b) provides both HIV and non-HIV specific health services; (c) links care between clinical and
community health services; and (d) specializes in providing care for vulnerable populations). Such
clinical environments were discussed as foundational for facilitating initial linkage to and
sustained engagement with HIV care and treatment for MLWH. Furthermore, 19% of the retained
studies expressed how adopting multidisciplinary teams with a designated community health
worker, case manager, social worker, or health advisor can support physicians in better addressing
the complex bio-psycho-social needs that MLWH present with. This provided preliminary support
for the ‘ASAP’ approach to care which is embedded within a multidisciplinary clinic with

experience in working with MLWH.

Through results of the qualitative study presented in chapter 3 (manuscript 3), which
examined the longitudinal experiences of MLWH enrolled in the ASAP study (i.e., where they
received B/FITAF for free, rapidly, and within a multidisciplinary care environment), it was clear
that the earlier phases in their HIV care trajectory were marked with negative emotions as a result
of: HIV-related psychological distress; concern about the impact their HIV status will have on
their immigration status; and the challenges of navigating the Canadian health system. However,
as MLWH continued to engage in care, while some expressed their gratitude towards receiving
ART for free and rapidly, the vast majority were more focused on: not experiencing side effects
when taking ART; seeing improvement in their health from taking ART; feeling empowered to
self-manage their HIV; gaining control over their HIV through treatment-taking; receiving
humanizing care (which MLWH expressed as feeling supported, feeling cared for, feeling kindness
and respect from healthcare professionals, and feeling safe and comfortable within the clinical
setting); and receiving holistic care from a multidisciplinary team (where different professionals
are able to support them for different bio-psycho-social issues). Despite these positive feelings,

MLWH also expressed continued concerns about: obtaining legal status in Canada and navigating
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the immigration process; figuring out how to access healthcare for issues beyond HIV; obtaining
a source of stable income; building a social network; and wanting more frequent contact with the

social worker.

In sum, this qualitative study provided preliminary support for the value of providing
MLWH with care through multidisciplinary teams which hire clinicians who are truly considerate
of the patients they serve and seek to provide MLWH with holistic and empowering services.
Furthermore, the interviews supported the importance of providing cost-covered B/F/TAF rapidly.
However, the findings of this work also suggest that MLWH continue to experience psycho-social
challenges beyond their HIV-related needs, that they need addressed and would like increased
support from dedicated clinicians such as social workers. Notably, while the ASAP study was
ongoing, the clinical team at the CVIS/MUHC underwent significant staffing changes. The clinic
went from having two full-time social workers to one part-time social worker. Furthermore, at first
there was a psychologist on-site, but this individual eventually left the team and a psychiatrist
replaced them. The new psychiatrist, however, only provided clinical evaluations for ASAP study
patients, if needed, and did not provide follow-up support for these patients. These results suggest
that the ‘real world’ clinical setting in which the ASAP study operated (including clinician

turnover and staffing challenges) influenced the patient experience for MLWH.

Interestingly, the quantitative analysis of patient-reported outcome and experience
measures among MLWH enrolled in the ASAP study (chapter 4, manuscript 4) confirmed the
trends identified in the qualitative analysis (manuscript 3). Specifically, throughout a 48-week
period, MLWH consistently reported: a high degree of HIV treatment self-efficacy, compliance,
and satisfaction; high perceived empathy and cultural competence from their HIV clinical team;
elevated levels of internalized HIV-related stigma, moderate levels of social support, and a high
probability of living with a serious mental illness. Thus, MLWH truly seemed to have positive
perceptions regarding their HIV care and treatment, but irrespective of time engaged, continued to
experience significant mental health related challenges. This suggests that the multidisciplinary
team at CVIS/MUHC was unable to thoroughly address the mental health needs of MLWH, and
that dedicated, well-funded, and accessible mental health support must be embedded within care
settings for MLWH.
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In the final quantitative study exploring the time to ART initiation and HIV viral
undetectability among MLWH enrolled in ASAP, and the effect of social determinants of health
on these clinical outcomes (chapter 5, manuscript 5), additional evidence supporting the ASAP
approach to care was identified. Specifically, in this study, median time to initiate treatment was
5 days, with 37% of the sample initiating on the same day as their first visit, and 63% within the
first 7 days. Median time to reach undetectability was 57 days. These times are comparable to a
similar study conducted by Hoenigl et al., which concluded that a median time of 8 days to ART
initiation from first clinical intake and a median time of approximately 84 days to viral suppression
are considered rapid [31]. This further provides support for the ASAP approach to care, and is
highly pertinent given the numerous studies that suggest MLWH often have delays with respect to
steps of the HIV Care Cascade (i.e., that they have lived a substantial amount of time with HIV,
to the extent that their disease has often progressed to AIDS, before being tested for HIV and/or
initiating treatment) [14, 21, 32, 33]. However, several social determinants of health significantly
impacted time to treatment initiation (i.e., immigration status, age, sexual orientation, education,
occupational status), but no factor significantly affected time to undetectability. Considering the
entire thesis, this finding suggests that while social factors may impede the initial uptake of ART,
engagement in an approach to care that provides MLWH with humanizing and holistic care,
alongside free treatment that is dispensed rapidly and on-site, may allow MLWH to achieve

excellent clinical outcomes — despite their persistent experience of mental health problems.

Contributions to improve the HIV Care Cascade for MLWH

The HIV Care Cascade was an instrumental model that | used to guide the analysis and
discussion sections for most manuscripts presented in this doctoral thesis. As | progressed in my
doctoral studies and in my application of this widely used public health model, | began to see
tremendous failures in its utility for monitoring health progress among MLWH. While writing
manuscripts 1 and 2, | adopted the most commonly used perspective of the HIV Care Cascade,
which considers the trajectory of HIV care to have 5 main steps — HIV diagnosis, linkage to care,
ART initiation, long-term adherence to ART and sustained engagement in HIV care, and HIV viral
suppression —which patients are considered to move through in a linear and uni-directional manner
[34, 35]. However, as | completed my analysis and writing for manuscript 2, | realized that many

MLWH may not progress through these steps in this fashion. The results of manuscript 2 exemplify
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that numerous barriers which can affect MLWH’s experiences and can delay any step of the
cascade or lead to disengagement from HIV care. Additionally, the findings presented in
manuscript 2 suggest that the linear approach to the cascade conceals the pathways by which
MLWH re-engage with care and treatment, for instance, after moving to a new jurisdiction.

In the midst of reflecting on these issues and within 4 months of my review’s publication
(manuscript 2), an international consensus statement pushing for the adoption of health-related
quality of life (HrQoL) as the final step of the HIV Care Cascade was published in Nature
Communications by Lazarus et al [36]. In this piece it is explained that although life expectancy
for PLWH who are virally suppressed is near normal to people without HIV, their HrQoL is
significantly lower than those without HIV. This reflects the global focus, thus far, on achieving
HIV viral undetectability. As we have achieved tremendous success in keeping PLWH alive, it is
time we begin ensuring that PLWH feel alive [37]. In so doing, we may help establish a positive
cycle whereby the better one’s HrQoL is, the stronger their commitment to care and treatment
could be, and vice versa. Given this advancement in collective thought, in my longitudinal
qualitative investigation (manuscript 3), | adopted HrQoL as the final step of the HIV Care
Cascade. Thus, one of the major contributions of manuscript 3 is its provision of a rigorous
exploration of the experiences of MLWH vis-a-vis their HrQoL, perhaps among the first papers of
its kind worldwide. This may help guide global thought and action as we move towards the next

era of managing HIV, beyond simply addressing viral suppression.

At this point, the bi-directionality issue (i.e., that not all MLWH move through the HIV
Care Cascade in a linear, streamlined manner) remained on my mind. Interestingly, while
wrapping up manuscript 2, | found an editorial which presented a new way of conceptualizing the
Cascade [38]. Specifically, Ehrenkranz et al. introduced the “Cyclical Cascade framework™ in
which they introduced three new innovations to the traditional Cascade: (1) they explicitly
integrated the concept of disengagement at each step of the cascade and highlighted that re-
engagement can occur by re-diagnosis or re-linkage; (2) the fourth step of the cascade (i.e.,
retention in care and treatment) was split into early retention (i.e., up to 6 months) and long-term
retention (i.e., beyond 6 months); and (3) the fifth and final step of the traditional cascade (i.e.,
HIV viral suppression) was removed because long-term retention in HIV care is highly correlated

with suppressed viral loads [38]. According to the authors, this “cyclical cascade” could effectively
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improve the identification, follow-up, and general understanding of PLWH who disengage from
care or treatment or are lost to follow-up, ultimately enabling the development of clinical, context-

specific, interventions to improve retention in those populations [38].

While | thoroughly appreciated the ideas Ehrenkranz and colleagues brought to the table,
my findings from manuscripts 2 and 3 made me want to push their “Cyclical Cascade” framework
further. Specifically, | had two propositions for stakeholders across the global HIV landscape.
First, | proposed the addition of HrQoL measurement at each step of the cyclical cascade (rather
than simply at the end of the cascade as Lazarus et al. proposed with respect to the traditional
cascade in their consensus statement). Second, to fully benefit from the addition of HrQoL
evaluations, patient-oriented research programs should be implemented broadly and transparently
across HIV settings. The synergy of HrQoL data and of dialogues made possible by the
engagement of patients and other stakeholders in patient-oriented research would create the
conditions necessary to truly empower MLWH and general populations of PLWH to champion
their health care and guide meaningful, respectful, and relevant research. | posit that these two
suggestions could drive the development of new approaches to improving care engagement at all
levels, particularly for marginalized and vulnerable populations. | decided, thus, to publish a brief
report sharing these perspectives with the global HIV community [39]. Thus, a large portion of the
work conducted in this doctoral thesis has sought to evolve conceptualizations of the HIV Care

Cascade towards a patient-centered cyclical framework.

Contribution to Family Medicine & Primary Care

The World Health Organization defines primary care as “a model of care that supports first-
contact, accessible, continuous, comprehensive and coordinated person-focused care. It aims to
optimize population health and reduce disparities across the population by ensuring that subgroups
have equal access to services” [40]. The OECD promotes a similar definition of primary care, with
the addition that such an approach to care seeks to “[bring] healthcare as close as possible to where
people live and work” and that “It addresses the main health problems in the community, providing
preventive, curative and rehabilitative services. Primary care goes beyond services provided by
primary care physicians to encompass other health professionals such as nurses, pharmacists,

auxiliaries, and community health workers” [41].
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When a physician and/or team of healthcare professionals provide ‘primary care’ (i.e., first-
contact, continuous, comprehensive, and person-focused care) to HIV patients, this is generally
referred to as ‘primary HIV care’ or ‘“HIV primary care’ [42]. This approach to caring for MLWH
has garnered increasing momentum across the United States [43-47] and, more recently, in Canada
[48, 49]. Given that the CVIS/MUHC employs HIV-specialist clinicians that provide accessible,
continuous, and comprehensive care with a person-focused approach, this centre, despite being in
a quaternary hospital-based clinic, is considered to be a HIV primary care site. Additionally, from
the interviews conducted in manuscript 2, as well as the numerous discussions | have had with
patient and clinician stakeholders involved in the ASAP study over the last 5 years, it is understood
that for many MLWH, the CVIS/MUHC was the first healthcare facility they contacted (aside

from the centre they conducted their HIV test at) and the main healthcare facility they frequent.

However, it must be expressed that my work seeks to improve the healthcare for MLWH,
particularly at the clinical level. While the results from manuscripts 3-5 come from MLWH
enrolled in care at a HIV primary care site, the results can inform family practices and community
health settings that serve MLWH. Understanding that MLWH require humanizing, holistic, and
empowering care, coupled with access to free treatment and care as soon as possible, are elements
that should be adopted across clinical sites — though of course the implementation process may be
tricky given various barriers to change including health policies that may not enable access to free
ART for all. Future work will need to: (a) further test the effectiveness of the ASAP approach to
care, understand which components of the model are most integral for the improved health
outcomes of MLWH, potentially through randomized controlled trials to better examine causality;
and (b) develop strategies for scaling and implementing optimal elements of the ASAP approach
across clinical sites, including family practices, community health settings, and designated HIV

primary care centres.

Implications and Future Directions for Research, Practice, and Policy

On 30 October 2023, the World Health Organization (WHO) published its “Global research
agenda on health, migration, and displacement” which they conceptualized as a foundation for
developing regional and national research and policy agendas vis-a-vis migrant health [50, 51]. In
their report, the WHO express several priority areas including: generating evidence on inclusive

universal healthcare and primary healthcare for migrant populations, and generating research on
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addressing the determinants of health of migrant populations [50, 51]. Notably, my doctoral
dissertation responds to these priority areas, and particularly provides several implications and
directions for future research, practice, and policy with respect to MLWH in Canada. Specifically,
my research provides preliminary evidence for adopting an approach to care which centres around
patient-centred principles within multidisciplinary settings with free, on-site, and rapid ART
dispensation. However, to scale, embed this intervention sustainably across Canada, and establish
equitable health outcomes across all migrant populations, several aspects need to be reflected on

nationally.

Within the ASAP study, MLWH had varying immigration and health coverage statuses.
Those that were refugees or asylum seekers had full coverage for their health needs through the
Interim Federal Health Program (IFHP). Those that had been in Quebec for over three months
qualified for public health coverage through the Régie de I'assurance maladie du Québec (RAMQ)
system. However, those with precarious immigration statuses (e.g., undocumented residents,
temporary workers, and international students) often had private health insurance with incomplete
or no coverage for sextually transmitted infection/HIV-related health needs, or had no health
insurance at all for any health needs. Regardless of their status, all participants in the ASAP study
were provided with cost-covered ART as soon as possible once they were linked to the
CVIS/MUHC. This was made possible through grants that Dr. Bertrand Lebouché obtained. As
MLWH progressed through the ASAP study, they would ideally obtain public health insurance
through RAMQ, IFHP, or private insurance, lifting the burden of cost from this grant support. This
model, however, is challenging to scale and requires constant commitment from funders. One
recommendation that my research thus promotes is to either expand universal health coverage to
all migrants regardless of their immigration status in Canada, or revise the IFHP to include all
MLWH without sufficient HIV-related health coverage until they become eligible for health
coverage through the RAMQ system. These approaches would follow in the pathway that other
nations (e.g., France) have adopted, as presented in my systematic review.

Alongside the provision of government-funded healthcare to MLWH, my doctoral thesis
identifies two other areas of research and action. As the results in manuscript five suggest that even
when ART is provided for free, social determinants of health continue to impact time to ART

initiation, further research is necessary to better understand how clinical interventions for MLWH
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can improve health outcomes equitably. Concurrently, a running theme across manuscripts 3-5
was that current healthcare services do not seem to adequately address the mental health challenges
experienced by MLWH. Thus, a need to improve multidisciplinary services through embedding
targeted, well-staffed, well-funded, and accessible mental health services seems necessary.

Strengths and Limitations of the Thesis

One of the biggest strengths of this thesis is the large multidisciplinary team involved in
each of the conducted studies. | have had the pleasure of working with numerous HIV-specialist
clinicians (including physicians, nurses, and pharmacists), researchers from various domains
(including sociology, epidemiology, statistics, and public health), and patients themselves. This
large team of stakeholders has guided the conduct of my doctoral work throughout the last five
years. These stakeholders have contributed immensely to interpreting findings, as well as
reviewing, editing, and providing feedback for each manuscript I have written. Their comments
and suggestions have been instrumental in ensuring that multiples perspectives are heard and

considered when analyzing data and discussing results.

Furthermore, in this thesis, both qualitative and quantitative approaches are adopted.
Results from quantitative studies (manuscripts 4 and 5) provide support for earlier qualitative
results (manuscript 3), which strengthens the validity of the findings discussed in this thesis.
However, a limitation in this thesis is that it is exploratory and not explanatory in nature. ASAP is
a pilot feasibility study which adopts a 96-week prospective cohort approach. This research design
leads to observational data which is appropriate for capturing the complexity of real-world clinical
healthcare delivery and improving the understanding of how a drug or innovation actually works
in clinical practice within a particular setting or with a specific patient population [52, 53].
Observational studies are thus complimentary to randomized controlled trials which are held as
the gold standard for assessing causality and intervention effectiveness, but often fail to capture
regional and population-specific differences as they adopt very structured programs with tightly
defined patient samples [52, 53]. Another limitation is that the results of manuscripts 4 and 5 are
limited by the number of participants enrolled in ASAP. The COVID-19 pandemic significantly
delayed patient enrollment and data collection. Thus, only interim analyses could be conducted for

manuscripts 4 and 5. These limitations have been thoroughly discussed in manuscripts 4 and 5.
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Conclusion

In conclusion, MLWH are a growing and diverse population across OECD countries. This
population experiences tremendous barriers that prevent them from engaging in care and treatment
across their HIV care trajectory. Many of the barriers MLWH encounter are centred around social
determinants of health (e.g., lack of housing, legal status, occupation, and education) which
ultimately affect their capacity to remain engaged in HIV care in the long-term. To address these
challenges, adopting innovative care models which incorporate teams that provide
multidisciplinary services, alongside free, rapid, and on-site treatment dispensation, are considered
necessary. When engaging with the ASAP cohort study, which provides these facilitators to care
for MLWH, participants: (a) expressed positive experiences with this model, particularly as a result
of receiving humanizing, holistic, and empowering care, and free and efficient access to treatment
and care; (b) had a high degree of treatment self-efficacy, compliance, and satisfaction, as well as
high perceived empathy and cultural competence from their HIV clinical team; (c) and were able
to start ART and reach HIV viral undetectability efficiently. However, through both qualitative
and quantitative studies, MLWH expressed mental health as a long-standing challenge that seemed
to not be sufficiently addressed within the ASAP approach to care. Furthermore, age, sexual
orientation, educational level, and occupational status were found to significantly impact time to
ART initiation. Thus, while preliminary evidence supports the ASAP approach to care for MLWH,
the results of this study underscore the need to embed targeted, well-funded, and accessible mental
health support in HIV clinical settings. And finally, this doctoral thesis suggests the importance of
further considering the impact of social determinants of health when designing clinical

interventions for more equitable outcomes among MLWH.
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Appendix of the Thesis

Appendix 1, Manuscript 1, Literature Database Search Strategies

Appendix 1, Manuscript 1, Table 1: Medline (Ovid) Search Strategy.

Ovid MEDLINE(R) ALL 1946 to March 24, 2020

# | Searches Results
"emigrants and immigrants"/ or undocumented immigrants/ or refugees/ or

1 "transients and migrants"/ 31455

2 "Emigration and Immigration"/ 25055

(migrant* or migration* or immigrant* or emigrant* or inmigrant* or
inmigration* or outmigrant* or outmigration®* or refugee* or transient* or
nomad* or alien* or (asylum adj2 seek*) or (displace* adj3 (people or person
or individual*)) or foreigner* or (foreign* adj2 born) or (new* adj2 (arriv* or
comer*)) or newcomer* or visitor* or tourist* or traveler* or passer?by or
((permanent* or temporar*) adj3 resident*) or (international adj2 stud*) or
(permit* adj2 hold*) or ((foreign* or temporar* or seasonal* or undocument*)
adj3 worker*) or ((Non-naturali* or undocument* or non*) adj2 citizen*) or ((no

3 or non) adj2 status*)).tw,kw. 671304

4 lor2or3 685727

5 | exp HIV Infections/ 279098

6 ((Human adj2 immunodeficiency adj2 virus) or HIV).tw kf. 328145

7 (acquir* adj2 (immun?-deficiency or immun?deficiency) adj3 syndrom*).tw,kf. | 25611

8 Sor6or7 399273

9 | exp Health Services Accessibility/ 108826

10 | exp "Treatment Adherence and Compliance"/ 239082
((Access™ or link* or availab* or refer*) adj5 (treat* or therap* or screen* or

11 | test* or care* or program™* or service*)).tw,kf. 339131
((adher* or compliance* or nonadher* or noncompliance*) adj4 (treat* or

12 | therap™ or care* or program*)).tw,kf. 49761
((initat* or uptake* or start* or begin* or continu*) adj4 (treat* or

13 | therap*)).tw kf. 139868
((treat* or therap*) adj5 (uptake* or start* or initiat* or begin* or access* or

14 | link* or referr*)).tw, kf. 202976

15 | 9or10orllorl2orl3ori4 860012

16 |4and8and 15 1617

Appendix 1, Manuscript 1, Table 2: Embase (Ovid) Search Strategy.

Embase Classic+Embase 1947 to 2020 Week 12

Searches | Results | Type
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exp migrant/ or exp emigrant/ or exp immigrant/ or exp migrant worker/ or
1 exp refugee/ 37138
2 exp undocumented immigrant/ 394
(migrant* or migration* or immigrant* or emigrant* or inmigrant* or
inmigration* or outmigrant* or outmigration* or refugee* or transient* or
nomad* or alien* or (asylum adj2 seek*) or (displace* adj3 (people or
person or individual*)) or foreigner* or (foreign* adj2 born) or (new* adj2
(arriv* or comer*)) or newcomer* or visitor* or tourist* or traveler* or
passer?by or ((permanent* or temporar*) adj3 resident*) or (international
adj2 stud*) or (permit* adj2 hold*) or ((foreign* or temporar* or seasonal*
or undocument*) adj3 worker*) or ((Non-naturali* or undocument* or
3 non*) adj2 citizen*) or ((no or non) adj2 status*)).tw,kw. 865809
4 lor2or3 871927
5 exp Human immunodeficiency virus/ 193064
6 exp acquired immune deficiency syndrome/ 140155
7 ((Human adj2 immunodeficiency adj2 virus) or HIV).tw,kw. 415138
(acquir* adj2 (immun?-deficiency or immun?deficiency) adj3
8 syndrom*).tw,kw. 25507
9 Sor6or7or8 503340
10 exp health care access/ 59807
11 exp patient compliance/ 155165
((Access* or link* or availab™ or refer*) adj5 (treat* or therap* or screen*
12 or test* or care* or program™* or service*)).tw,kw. 495654
((adher* or compliance* or nonadher* or noncompliance*) adj4 (treat* or
13 therap™ or care* or program*)).tw,kw. 81978
((initat* or uptake* or start* or begin* or continu*) adj4 (treat* or
14 therap*)).tw,kw. 249313
((treat* or therap*) adj5 (uptake* or start* or initiat* or begin* or access*
15 or link* or referr*)).tw,kw. 349552
16 10or1lorl2o0r13o0rl4ori5 1065953
17 4 and 9 and 16 2123
Appendix 1, Manuscript 1, Table 3: CINAHL Search Strategy.
EBSCOhost Wednesday, March 25, 2020 11:22:47 AM
# Query Results
S15 S3 AND S7 AND S14 751
S14 S8 ORS9OR S10OR S11 OR S12 OR S13 329,026
TI ( ((treat™ or therap*) N5 (uptake* or start* or initiat* or begin* or access*
or link* or referr*)) ) OR AB ( ((treat* or therap*) N5 (uptake* or start* or
S13 initiat* or begin* or access* or link* or referr*)) ) 61,467
Tl ( ((initat* or uptake* or start* or begin* or continu*) N4 (treat* or
therap*)) ) OR AB ( ((initat* or uptake* or start* or begin* or continu*) N4
S12 (treat* or therap*)) ) 36,011
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S11

TI ( ((adher* or compliance* or nonadher* or noncompliance*) N4 (treat*
or therap* or care* or program*)) ) OR AB ( ((adher* or compliance* or
nonadher* or noncompliance*) N4 (treat* or therap* or care* or program¥*))

)

26,217

S10

TI1 ( ((Access™ or link* or availab* or refer*) N5 (treat* or therap™ or screen*
or test* or care* or program™* or service*)) ) OR AB ( ((Access* or link* or
availab* or refer*) N5 (treat* or therap* or screen® or test* or care* or
program™ or service*)) )

151,461

S9

(MH "Patient Compliance+")

53,789

S8

(MH "Health Services Accessibility+")

90,919

S7

S4 OR S5 OR S6

127,297

S6

TI ((acquir* N2 (immun?-deficiency or immun?deficiency) N3 syndrom¥)
OR AB ((acquir® N2 (immun?-deficiency or immun?deficiency) N3
syndrom*)

2,709

S5

T1 ( (Human N2 immunodeficiency N2 virus) or HIV) ) OR AB ( ((Human
N2 immunodeficiency N2 virus) or HIV) )

98,907

sS4

(MH "HIV-Infected Patients+") OR (MH "HIV Infections+") OR (MH
"Human Immunodeficiency Virus+")

102,687

S3

S10R S2

114,620

S2

TI ( (migrant* or migration* or immigrant* or emigrant* or inmigrant* or
inmigration® or outmigrant* or outmigration* or refugee* or transient* or
nomad* or alien* or (asylum N2 seek*) or (displace* N3 (people or person
or individual*)) or foreigner™ or (foreign®* N2 born) or (new* adj2 (arriv* or
comer*)) or newcomer* or visitor* or tourist* or traveler* or passer?by or
((permanent* or temporar*) N3 resident*) or (international N2 stud*) or
(permit* N2 hold*) or ((foreign* or temporar* or seasonal* or undocument*)
N3 worker*) or ((Non-naturali* or undocument* or non*) N2 citizen*) or
((no or non) N2 status*)) ) OR AB ( (migrant* or migration* or immigrant*
or emigrant* or inmigrant* or inmigration* or outmigrant* or outmigration*
or refugee* or transient* or nomad* or alien* or (asylum N2 seek*) or
(displace* N3 (people or person or individual*)) or foreigner* or (foreign*
N2 born) or (new* adj2 (arriv* or comer*)) or newcomer* or visitor* or
tourist* or traveler*or passer?by or ((permanent* or temporar*) N3
resident*) or (international N2 stud*) or (permit* N2 hold*) or ((foreign* or
temporar* or seasonal* or undocument*) N3 worker*) or ((Non-naturali* or
undocument® or non*) N2 citizen*) or ((no or non) N2 status*)) )

101,880

S1

(MH "Residential Mobility+") OR (MH "Transients and Migrants) OR (MH
"Relocation”) OR (MH "Emigration and Immigration”) OR (MH
"Refugees") OR (MH "Immigrants+")

35,504

Appendix 1, Manuscript 1, Table 4: Scopus Search Strategy.

Scopus — March 25, 2020 11:45 AM

Search | Strategy

| Results
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4 (TITLE-ABS-KEY ( migrant* OR migration* OR immigrant* OR emigrant* | 44
OR inmigrant* OR inmigration* OR outmigrant* OR outmigration* OR
refugee* OR transient* OR nomad* OR alien* OR (asylum W/2 seek*)
OR (displace* W/3 (people OR person OR individual*)) OR foreigner*
OR ( foreign* W/2 born) OR ( new* W/2 (arriv¥ OR comer*)) OR
newcomer* OR visitor* OR tourist* OR traveler*or AND passer?by OR ((
permanent* OR temporar*) W/3 resident* ) OR (international W/2 stud*)
OR (‘permit* W/2 hold*) OR ((foreign* OR temporar* OR seasonal* OR
undocument* ) W/3 worker* ) OR ( ( non-naturali* OR undocument* OR
non*) W/2 citizen*) OR ((no OR non) W/2 status*))) AND ((TITLE-
ABS-KEY (( (human W/2 immunodeficiency W/2 virus) OR hiv)) OR
TITLE-ABS-KEY ( (acquir* W/2 (immun?-deficiency OR immun?deficiency
) WI/3 syndrom*)))) AND (( TITLE-ABS-KEY (( (access* OR link* OR
availab* OR refer*) W/5 (treat* OR therap* OR screen* OR test* OR
care* OR program* OR service*))) OR TITLE-ABS-KEY ( ( (adher* OR
compliance* OR nonadher* OR noncompliance* ) W/4 (treat* OR therap*
OR care* OR program*))) OR TITLE-ABS-KEY ( ( (initat* OR uptake*
OR start* OR begin* OR continu*) W/4 (treat* OR therap*))) OR
TITLE-ABS-KEY ( ( ( treat* OR therap*) W/5 (uptake* OR start* OR
initiat* OR begin* OR access* OR link* OR referr*)))))

3 ( TITLE-ABS-KEY ( ( (access* OR link* OR availab* OR refer*) W/5 (| 1,091,191
treat* OR therap* OR screen* OR test* OR care* OR program* OR
service* ) ) ) OR TITLE-ABS-KEY ( ( ( adher* OR compliance* OR
nonadher* OR noncompliance* ) W/4 (treat* OR therap* OR care* OR
program*))) OR TITLE-ABS-KEY ( ( (initat* OR uptake* OR start* OR
begin* OR continu*) W/4 (treat* OR therap*))) OR TITLE-ABS-KEY (
((treat* OR therap*) WI/5 (uptake* OR start* OR initiat* OR begin* OR
access* OR link* OR referr*))))

2 (TITLE-ABS-KEY ( ( (human W/2 immunodeficiency W/2 virus) OR hiv) | 511,398
) OR TITLE-ABS-KEY ( ( acquir®* W/2 ( immun?-deficiency OR
immun?deficiency ) W/3 syndrom*)))

1 TITLE-ABS-KEY ( migrant* OR migration* OR immigrant* OR emigrant* | 9,053
OR inmigrant* OR inmigration* OR outmigrant* OR outmigration* OR
refugee* OR transient* OR nomad* OR alien* OR (asylum W/2 seek*)
OR (displace* W/3 (people OR person OR individual*)) OR foreigner*
OR ( foreign* W/2 born) OR ( new* W/2 (arriv¥ OR comer*)) OR
newcomer* OR visitor* OR tourist* OR traveler* OR passerby OR passersby
by OR (( permanent* OR temporar*) W/3 resident*) OR ( international
W/2 stud*) OR (permit* W/2 hold*) OR (( foreign* OR temporar* OR
seasonal* OR undocument* ) W/3 worker* ) OR ( ( non-naturali* OR
undocument* OR non*) W/2 citizen*) OR ((no OR non) W/2 status*)

)

Appendix 1, Manuscript 1, Table 5: Cochrane Library Search Strategy.

| Cochrane Library - March 25, 2020 12:10 PM
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Search

Strategy

Results

4

(migrant* OR migration* OR immigrant* OR emigrant* OR inmigrant* OR
inmigration* OR outmigrant* OR outmigration* OR refugee* OR transient*
OR nomad* OR alien* OR (asylum NEAR/2 seek*) OR (displace* NEAR/3
(people OR person OR individual*)) OR foreigner* OR (foreign* NEAR/2
born) OR (new* NEAR/2 (arriv* OR comer*)) OR newcomer* OR
visitor* OR tourist* OR traveler* OR passerby OR passersby OR ( (
permanent* OR temporar* ) NEAR/3 resident* ) OR ( international NEAR/2
stud*) OR ( permit* NEAR/2 hold*) OR ( ( foreign* OR temporar* OR
seasonal* OR undocument* ) NEAR/3 worker* ) OR ( ( non-naturali* OR
undocument* OR non*) NEAR/2 citizen*) OR ((no OR non) NEAR/2
status* )):ti,ab,kw AND ((human NEAR/2 immunodeficiency NEAR/2 virus) OR
HIV OR (acquir®* NEAR/2 (immunodeficiency) NEAR/3 syndrom*)):ti,ab,kw
AND (((access* OR link* OR availab* OR refer*) NEAR/5 (treat* OR
therap* OR screen* OR test* OR care* OR program* OR service*)) OR (
(‘adher* OR compliance* OR nonadher* OR noncompliance* ) NEAR/4 (
treat* OR therap* OR care* OR program*)) OR ( (initat* OR uptake* OR
start* OR begin* OR continu* ) NEAR/4 (treat* OR therap*)) OR ((
treat* OR therap* ) NEAR/5 (uptake* OR start* OR initiat* OR begin*
OR access* OR link* OR referr*))):ti,ab,kw

123
Trials,

2
Reviews
(reviews
not
included)

((access* OR link* OR availab* OR refer*) NEAR/5 (treat* OR therap*
OR screen* OR test* OR care* OR program* OR service*)) OR ( (adher*
OR compliance* OR nonadher* OR noncompliance* ) NEAR/4 (treat* OR
therap* OR care* OR program*)) OR ((initat* OR uptake* OR start* OR
begin* OR continu*) NEAR/4 (treat* OR therap*))

154875

(human NEAR/2 immunodeficiency NEAR/2 virus) OR HIV OR (acquir*
NEAR/2 (immunodeficiency) NEAR/3 syndrom¥*)

27172

migrant* OR migration* OR immigrant* OR emigrant* OR inmigrant* OR
inmigration* OR outmigrant* OR outmigration* OR refugee* OR transient*
OR nomad* OR alien* OR (asylum NEAR/2 seek*) OR (displace* NEAR/3
(people OR person OR individual*)) OR foreigner* OR (foreign* NEAR/2
born) OR (new* NEAR/2 (arriv* OR comer*)) OR newcomer* OR
visitor* OR tourist* OR traveler* OR passerby OR passersby OR ( (
permanent* OR temporar*) NEAR/3 resident* ) OR (international NEAR/2
stud*) OR ( permit* NEAR/2 hold*) OR (( foreign* OR temporar* OR
seasonal* OR undocument* ) NEAR/3 worker*) OR ( ( non-naturali* OR
undocument* OR non*) NEAR/2 citizen*) OR ((no OR non) NEAR/2
status™ )

28365
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Appendix 2, Manuscript 3, Interview Guides
Interview Week 1

1. What is your experience of beginning HIV treatment?
2. Currently, how satisfied are you with your:

a. HIV treatment ?

b. HIV care ?
3. How can we improve the HIV care you are receiving ?
4. What worries do you have about your:

a. HIV treatment ?

b. HIV care?
5. What benefits do you expect from your:

a. HIV treatment ?

b. HIV care?
Interview Week 24

1. Tell me about your first visits at the clinic; and about your first weeks on your current HIV

treatment.
Prompt questions:

a. How did you feel?
b. What barriers and difficulties did you face when came for the first times at the clinic?
When taking the treatment?
c. What made it easier for you to come at the clinic? To take the treatment?
d. If the participant recently immigrated to Canada:
I.  What procedures did you follow relative to immigration?
ii.  How do you think your HIV status may impact your integration process in the

future?

2. How did your general situation evolve since you began receiving care at the clinic? Since you

initiated your HIV treatment?
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Prompt questions:

a. At this moment, to which extent do you feel similar to how you felt at the time? To
which extent do you feel different?
b. What is different or similar in terms of... ?
I. ... social connexions, networks, status
ii. ... lifestyle, organization, daily activities
iii. ... quality of life, wellbeing, personal fulfilment
iv. ... access to social services, to health care
V. ... your emotional/physical/social health, ability to function
3. What service or staff at the clinic contributed to positive or negative changes in your situation?
What service or staff at the clinic made it easier or more difficult for you to take the treatment?
How?
4. What do you think about the care and treatment that you are taking?
a. What are the negative aspects? What are the positive aspects? What could be improved?
b. If the participant recently immigrated to Canada:
I.  What are the positive aspects of the immigration process? What are the
negative, or difficult aspects of the immigration process?
ii.  How did this process impact the care that you receive and your uptake of the
treatment?

c. What kind of services could be provided at your HIV clinic, to facilitate this process?

Interview Week 48

1. To which extent are you responsible of managing your care and treatment? To which extent

are your care providers responsible?
Prompts:

a. How do you define your responsibilities? How do you define theirs?
b. What actions can you take to improve your experience of care and of the treatment? What
actions can they take?
2. To which extent do you feel you can talk to your care providers about the positive aspects of

the care that you receive and of the treatment? About their negative aspects?
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Prompts:

a. To which extent can you ask them for assistance when you face a problem?
b. To which extent can you manage problems yourself?

c. What solutions did you find to problems with care and treatment? What solutions were

provided by care providers?
3. To which extent have you maintained a health condition and lifestyle similar to when you

initiated care and treatment? To which extent are your health condition and lifestyle different?

Prompts:

a. How did your health condition and lifestyle change? How did your treatment impact them?
4. How could the services that you receive at the clinic be improved? What should change in the
clinic? What should be kept?
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