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BACKGROUND

Retention in clinical care is a quality-of-care indicator and
necessary component of the HIV care continuum

Recent advancement of ART medications and changes in care
during the COVID-19 pandemic may have shifted how well
traditional definitions of retention capture quality-of-care

Recent research indicates that those not attending regular
clinical visits may be healthier, due to viral stability and thus
requiring fewer visits

Explored the association between the traditional definition of
retention and mortality

METHODS

Population: Adult (=18 years old) PWH enrolling at 13 NA-
ACCORD clinical cohorts from 2010-2021

* Excluded those that died within first 2 years of entering the
study

Retention: At least 2 encounters within 12 months, > 90 days
apart, in both of the first 2 years after study entry

* Encounter-only: Visits are solely based on visits with
clinicians (in-person or tele-health)

e Encounter + Labs: Visits are based on visits with clinicians
and CD4 + viral load labs

* Allvisits for person-year period are anchored to the first visit
with a clinician

Outcome: All-cause Mortality

 Ascertainment relied on cohort specific practices, which
iIncluded SSDI and NDI linkage

Statistical Analysis:

o Multivariable Cox Regression Model, to estimate hazard ratios

and 95% confidence intervals (Cls) for mortality by retention
status

o Models adjusted for baseline age, birth sex, race/ethnicity,
HIV transmission risk, CD4 count (cells/ul, nearest entry, <
90 days before to < 60 days after), viral suppression (HIV-1
RNA <200 copies/mL at final encounter in both of the 2 years
following entry), enrollment year, and site, with follow-up
starting 2 years after study entry

Common clinical retention definitions fail
to discriminate patterns of engagement in
care that should predict key outcomes like
all-cause mortality; retention metrics
should be refined to improve their utility

Flgu €. Adjusted cumulative incidence of death for those people with HIV enrolled in clinical care within the NA-ACCORD from 2010-
2021. Retained vs. not retained within the first 2 years for (A.) Encounter only visits (B.) Encounter + Lab (CD4 or viral load) visits

A. Encounters = Visits Only B. Encounters = Visits or Labs
(CD4 count or HIV-1 RNA viral load)
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Flgu €. Results from Multivariable Cox Regression model for hazard ratios risk of

mortality with (A.) Encounter only visits (B.) Encounter + Lab (CD4 or viral load)
Visits

RESULTS

* Among 95,428 PWH contributing 546,805 person-years, median
baseline age was 47 years (IQR: 37-55), 84% were male, 44%
non-Hispanic black, 35% men who have sex with men, 7%
people who inject drugs, and 5-year mortality risk was 11.4%

 Early retention was 69% by the visit-only metric and 74% by the
visit-or-laboratory metric

* The Figure above shows (A.) 19% increase in the risk of
mortality among those retained in care within the first 2 years
vs. not retained and (B.) the 24% increase in the risk of mortality
among those retained in care within the first 2 years vs. not
retained

* The Figure to the left shows those who were retained were at a
higher risk of death.

 b5-year cumulative incidence for (A.) retained is 9%, not-retained
Is 6%; for (B.) retained is 9%, not-retained is 7%

Limitations and Next Steps

* Thisis an observational study and though we controlled for
baseline confounders in regression models, residual confounding
may still be present

* We will next include additional time-varying covariates that could
Impact various clinical factors and therefore the outcome

* We will also consider additional outcomes, e.g., viral suppression

CONCLUSIONS

* Frequentinteractions with HIV in current era may be more
Indicative of clinical and non-clinical needs

* Retention metrics should be re-operationalized to better capture
patterns of engagement in care that predict key clinical outcomes
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