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Human Immunodeficiency Virus is a powerful virus that suppresses patients’ natural
immune response to disease, making them susceptible to opportunistic infections that can prove
fatal if HIV is left untreated. Though there is no cure for HIV, it is easily treatable by postinfection treatment regimens, composed of antiretroviral medications and comprehensive
counseling services, that are highly effective if regularly adhered to. However, several vulnerable
populations in the US face barriers to entering and retaining care, and thus bear a
disproportionate burden of negative HIV outcomes, including new HIV infection, progression to
AIDS, and death. One such population is the Latinx immigrant population, who experience
ecological, systemic, and sociocultural impediments to healthy behaviors. The ultimate goal of
this paper is to comprehensively characterize major barriers to HIV healthcare utilization facing
Latinx immigrants and propose a multi-level model that will improve clinical HIV outcomes of
these populations. Focusing on treatment adherence in this transnationally mobile population is
an innovative mechanism of addressing the global HIV epidemic, contrary to our current
country-by-country strategy of allocating HIV care resources.

TABLE OF CONTENTS

I. Introduction
Introduction…………………………………………………………………………………..1
Chapter 1: Introduction to the Modern HIV Epidemic………………………………………5
Chapter 2: Introduction to the Latinx Immigrant Population……………………………….18

II. Improving Treatment Adherence
Chapter 3: Barriers to Treatment Adherence facing Latinx Immigrants living with HIV….25
Chapter 4: Interventions Towards Improving Treatment Adherence………………………48
III. Conclusion
Conclusion………………………………………………………………………………….83
Works Cited ………………………………………………………………………………..87

Introduction
Latinx Immigrants Living with HIV
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Latinx immigrants living with HIV represent a potent intersection in studies of healthcare
delivery today, largely because immigrants and persons living with HIV are two populations for
whom for whom provision of publicly subsidized healthcare services is often criticized as
undeserved. HIV-positivity has been historically laced with discrimination due to its apparent
constriction to certain sects of the population throughout the epidemic’s modern history (Grmek,
1993). Immigrants, meanwhile, are most often the designated scapegoats in popular political
discourse (Roman and Olivas, 2013; Rose, 2017; Urban, 2008). This is especially true in
healthcare, since people perceive that resources are precious in our overburdened healthcare
system, and often consider eliminating immigrants’ participation in healthcare a convenient
solution to improving resource allocation (Roman and Olivas, 2013; Rose, 2017). This mentality
is conspicuously evident in recent legislation designed to restrict immigrants’ participation in the
US healthcare system, including a 1996 law that reversed the equivalence in Medicaid eligibility
between citizens and lawfully present immigrants (“Health Coverage of Immigrants”, 2017).
Latinx immigrants in particular are among the most vilified immigrant groups in America
today, a phenomenon that some authors have called the “Latino threat narrative” (Chavez, 2013).
These legal and political factors contribute to Latinx immigrants being among the most
underserved demographics in US healthcare (Escarce and Kapur, 2006), which is especially
disastrous for Latinx Immigrants living with HIV. Maintenance of HIV treatment is critical in
individuals living with HIV, because left unchecked by anti-viral medications, the virus will
proliferate to levels that can attack and destroy their immune system, potentially making them
vulnerable to opportunistic infections at any time they cease taking medications (Losina, 2009;
Li, 2005, Ahdieh, 2001).
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Furthermore, treatment adherence of even one individual is hugely influential in
containing the HIV epidemic as a whole. HIV is a retrovirus, a class of virus known as
‘super-evolvers’ because their mechanisms of replication allow them to rapidly evolve resistance
to anti-viral drugs (Hirsch, 1998). If a person with HIV is treated with a certain combination of
anti-HIV drugs, they may eliminate all copies of the virus except those that have developed
resistance. Ceasing treatment or failing to prescribe a drug targeting the remaining viral strain
can mean that the patient is now exclusively host to a super-resistant strain of HIV, and capable
of transmitting this strain to others. Thus, continuous reduction of surviving viral strains in the
patient requires being constantly combative with medications, which is dependent on a regular,
lifelong relationship with HIV treatment. On a large scale, an entire population of people unable
to maintain treatment facilitates super-resistant HIV strains overtaking more treatable strains in
global prevalence. Thus, from a public health standpoint, improving treatment adherence in
vulnerable populations is critical to containing the HIV epidemic, and not allowing it to evolve at
a rate faster than our industries can come up with drugs to combat it.
Globally, our response to HIV has been to implement a country-by-country strategy of
HIV care delivery (Spiegel, 2004). Besides some efforts from the Joint United Nations
Programme on HIV/AIDS (UNAIDS) and other alliances, HIV healthcare is generally left to
national governments that are primarily interested in providing resources to their own citizens especially their natural-born citizens. Transnationally migratory populations, like Latinx
immigrants, are usually excluded from these HIV healthcare systems. But this piecewise strategy
is fundamentally incongruent to the holistic way we should be addressing the epidemic. As was
illustrated above, inhibiting even one patient from regular HIV treatment can potentially
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exacerbate the crisis. Therefore, policies and systems that exclude populations from HIV
treatment do a disservice to humanity as a whole, making the epidemic a greater threat to the
entire global population. For these reasons, it is crucial to devise ways that our healthcare system
can better serve Latinx immigrants living with HIV. Not only can we improve the health and
livelihood of a population who face a disproportionate burden of HIV and barriers to healthcare
in the US, but focusing on improving HIV outcomes in this transnationally mobile population
also contributes to containment of the global HIV epidemic in a manner that is popularly
overlooked. This thesis will focus on identifying Latinx immigrants’ major barriers to utilizing
HIV healthcare in the United States, and designing interventions to ameliorate these barriers with
the ultimate goal of improving treatment adherence in this population.
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Chapter 1
Introduction to the modern HIV epidemic
History, Biology, Treatment
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Introduction
In 1981, the Center for Disease Control published a warning that five men in Los Angeles
had contracted a special type of pneumonia, Pneumocystis carinii (PCP), which until then had
very rarely caused symptoms or morbidity in patients (Grmek, 1993). Before these five patients,
the PCP pathogen was known to exist benignly in its host without debilitating effects, unless the
individual was already immunocompromised - usually due to the patient taking
immunosuppressive medications or being a neonatal infant. Soon after, physicians discovered
another surprising case of a known benign disease becoming deadly: several patients in San
Francisco presented with a lesion-causing cancer, Kaposi’s Sarcoma, that had turned
unexpectedly malignant.
Today, we understand that this set of illnesses were the first known ‘opportunistic
infections’ contracted by HIV patients, and the CDC’s announcement demarcated the first
official reporting of the AIDS epidemic in the United States. In hindsight, it is easy to detect the
trademark of AIDS across all these early cases. But what doctors faced in the early 80s was a
bewildering wave of unprecedentedly lethal infections afflicting otherwise young, robust men,
with no clear cause – an almost apocalyptic scenario. Peripheral symptoms such as diarrhea, oral
and anal thrush, and low lymphocyte counts in some patients suggested that the overwhelming
fatality of these infections was due to immune dysfunction (Grmek, 1993), but before
pathological and epidemiological work by physicians even suggested that a single
immunocompromising agent was the source of these variegated fatalities, doctors were only
aware that young, healthy men were dying when they shouldn’t.
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Importantly, all patients of this new and formidable epidemic had one key characteristic
in common – they were homosexual. This factor did not go unnoticed by the general populace,
and was critical in shaping the social and political response to the epidemic. At the time,
homosexual behavior was regarded as unnatural or at least aberrant by the general public, and
now the gay community appeared to be the origin of a deadly and poorly understood plague.
Illustratively, AIDS was originally called Gay-Related Immune Deficiency, or GRID (Altman,
1982). The association between HIV and ‘perverse behaviors’ of homosexuals led to
compounded stigmatization of both homosexuals and HIV patients.
Since its inception, the AIDS epidemic has transformed our understanding of diagnosis,
disease, and deservingness of healthcare. The profoundness of AIDS stems from two major
sources – firstly, from its novel biological mechanisms of infection and pathogenicity, and
secondly, in the dramatic social consequences that the epidemic catalyzed. HIV is closely tied to
social constructs such as identity, behavior, and socioeconomic class, and this inextricability
between the disease and the social implications that follow in its wake makes it an ideal study in
the relationship between illness and society.
Biology of HIV
Human Immunodeficiency Virus compromises the human immune system, rendering
individuals more vulnerable to other infections. There are three stages of HIV infection: acute,
chronic, and progression to Acquired Immunodeficiency Syndrome, or AIDS (Hernandez-Vargas
and Middleton, 2015). Clinical presentation of the acute phase includes generic symptoms such
as rash, fever, headache, and throat inflammation. This is followed by a long (3-10 year) latent
phase, in which clinical symptoms are rarely observed, but the virus is proliferating in the
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bloodstream. Finally, progression to AIDS is discerned when the body’s immune system has
been sufficiently diminished, earmarked by a drop in CD4 counts and increase in viral density, so
that opportunistic infections from other pathogens that the body would ordinarily have not
contracted are able to attack (Jeang, 2000). There are two main strains of HIV: HIV-1 and HIV-2,
named for the chronology of their discovery. HIV-1 is more transmissible and more pathogenic,
and general reference to the “HIV epidemic” denotes this strain unless otherwise specified.
Most viruses operate by parasitically infecting a certain type of body cell in the host.
Viruses latch onto and hijack whichever type of body cell it targets, inserting their own genetic
material into the cell so that the host cell’s ordinary biological functions can be harnessed to
sustain the virus. Some viruses, including HIV, are classified as ‘retroviruses’, because they use
an enzyme called Reverse Transcriptase to reverse-code their genetic material into the hosts’
own DNA, so that cell interprets the viral code and produces the required proteins along with its
own genetic material. Since the Reverse Transcriptase enzyme has no proofreading capacity,
mutations often form in the copied codes, which by chance produce alterations to certain features
of the virus that confer it resistance to anti-viral medications. This high mutation and subsequent
evolution rate is why Reverse Transcriptase-coded retroviruses are considered ‘superevolvers’.
The virus is thus able to replicate many copies of its RNA or DNA and lyse the cell, so that the
host cell is ruptured and releases a new battalion of viral particles into the rest of the body, which
may cause disease through a variety of species-specific mechanisms. Viral infections are
contained by the body itself through the immune system, which releases specialized cells to
provide myriad defensive functions related to identifying and eliminating the foreign pathogenic
cells (Klasse, 2015). The biological exceptionality of HIV stems from the fact that the HIV virus
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specifically attacks cells of this immune system. HIV attacks immune cells that possess a
glycoprotein called CD4 on their surface – most critically, helper T cells (Jeang, 2000). Helper
T-cells regulate the body’s immune response by releasing signals that direct other immune cells
to perform directly combative tasks such as destroying virus particles themselves, or infected
cells hosting these particles. HIV creates a drastic vulnerability in the body’s immune system by
dismantling this regulatory immune response.
HIV Transmission
As Cohen et al. (2008) point out, the different transmission mechanisms of HIV and their
relative potencies influence the unequal distribution of HIV among certain populations and
locations. HIV is carried and transmitted by body fluids
containing substantial viral loads of HIV. Viral load is
defined as the number of RNA copies of the virus
present per milliliter (or, in some cases, another
standardized unit) in a sample of the fluid (Baetan,
2011). Body fluids that have the capacity to hold a high
enough viral load to transmit and receive HIV are blood,
semen, and vaginal and rectal fluids, which are mucosal
excretions released by epithelial cells that line both the
anal and vaginal cavities (Wilton, 2011). HIV may be
transmitted when one of these body fluids from an HIV+
person comes into contact with another of these body
fluids in an HIV- person, and HIV infection occurs when
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the newly-acquired viral particles are able to latch onto and infect the host’s CD4 immune cells.
This is often enabled when the virus successfully enters the bloodstream, which allows it to
circulate throughout the body and latch onto CD4 cells.
There are a couple of human behaviors that can result in two individuals’ body fluids
coming into contact. Blood transfusion is one, but since the advent of HIV this is now a highly
regulated medical practice and therefore is not one of the most frequent methods by which HIV
is transmitted in the United States (CDC, 2015). Another method of direct-to-bloodstream
infection is contaminated needle sharing. Some prescription and recreational drugs are delivered
to the bloodstream via intravenous needles. These needles, having entered an HIV+ individual’s
bloodstream, may pick up some HIV-particle containing blood when the needle is extracted. If
this contaminated needle is then used intravenously by another individual, the HIV virus can
enter the second individual’s bloodstream, infecting them with HIV. Needle sharing may occur in
a couple of contexts, including poorly sanitized and maintained medical centers, as well as
through substance use (especially in low-socioeconomic status populations). Thus, needle
injection is one of two major subcategories by which HIV is transmitted.
The second major subcategory is through sexual acts. As mentioned before, semen,
vaginal, and rectal fluids carry sufficient viral loads to be able to transmit HIV, meaning that
vaginal and anal penetrative sexual acts, which involve the meeting of these bodily fluids, are
high-risk activities for transmitting AIDS. During penetrative sex, the semen-containing tip of
the penis comes into contact with the mucous membranes of the vaginal and/or anal cavities. The
function of these mucous membranes is to exchange fluids and particles across the membrane,
which is important to carry out ordinary bodily functions. However, this means that these
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membranes do not have the same protective tissue matrix that skin and other body-environment
barriers have, making them especially vulnerable to allow pathogens to enter the body. When a
pathogen-containing instrument, specifically the semen-containing tip of the penis, is able to
come in contact with these mucous membranes, the HIV particles can disperse through the fluids
secreted by the mucous membrane and travel through the membrane into the body, eventually
reaching the bloodstream. Thus, penetrative sexual acts provide two-way possibilities for HIV
infection – an HIV+ inserter might release HIV through ejaculation of semen into the vaginal or
anal cavity, and an HIV+ recipient may pass HIV from their vaginal/anal fluid to the
urethra-exposing tip of the inserter’s penis.
Each of these behavioral vectors have a different likelihood of actually conferring an
infection. Fig. 1 depicts a table released by the Center for Disease Control in 2015, which
displays the relative transmissivities of various HIV-transmitting behaviors, measured as
occurrences of infection per 10,000 exposures. Blood transfusion runs by far the highest risk of
causing a new HIV infection, followed by receptive anal intercourse. Drug-related needle sharing
and accidental needle sticking have the third and fourth highest risks of infection, followed by
other penetrative sexual acts.
These variations in transmissivity are due to the specific biological mechanisms that
underlie each act. Blood transfusion likely poses the highest risk of HIV infection because large
quantities of HIV-containing blood of the dispensing individual are placed into the bloodstream
of the recipient individual, which directly accomplishes what an HIV particle entering through
any other mechanism seeks to do – travel to the bloodstream and replicate. Because of this direct
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exposure, blood transfusion bypasses several of the body’s natural defenses against contracting
an infection, and therefore has an extremely high risk of infection (Patel, 2014).
The relative risks of all following activities are less intuitive. At first glance, one would
expect all parenteral transmission methods to have risk rates within a similar range, and all
sexual acts to be grouped together as well. This is mostly true, with sexual acts having generally
lower transmissivity than parenteral acts, with one notable exception: receptive anal intercourse
has a radically higher risk of infection than all other acts besides blood transfusion (CDC, 2015).
There are a few factors regulating HIV transmission that, together, may propose an explanation
for the extremely high risk-rate of receptive anal intercourse. Needle sharing and needle sticking
involve direct blood-to-blood transmission of HIV particles, meaning that the HIV virus does not
have to overcome several of the body’s barriers before it is able to enter the bloodstream and
rapidly disperse to CD4 cells. Semen, vaginal, and anal fluid are contained within body cavities
that the HIV particles must exit and pass through other tissue before accessing the blood stream.
For this reason, needle-related transmissions, which involve direct injection of HIV into the
blood, have relatively higher infection rates than most sexual behaviors.
There is a fairly simple explanation for why both receptive sexual acts present a higher
risk rate than both insertive acts. Surface area plays an important role in dictating risk of
transmission: higher the surface area of HIV-exposed area increases the likelihood that HIV
particles will be taken up by it (Wilton, 2011). Since the inserter only exposes a very small
vulnerable area – the opening at the tip of the penis – they run a smaller risk of contracting
infection from an HIV+ recipient than a recipient whose entire vaginal and anal cavity provide
an exposure surface.
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However, surface area is an insufficient explanation of the vastly different risk rates
between vaginal and anal receptive intercourse. Despite the significant difference in surface area
between the tip of the penis and the vaginal cavity, receptive vaginal intercourse is only twice as
susceptible to HIV infection than insertive vaginal intercourse. The difference in surface area
between the tip of a penis and the anal cavity is not of significantly greater magnitude than the
penis-vagina difference, and yet receptive anal intercourse is approximately 12.5 times as risky
than insertive anal intercourse, and 17.25 times as risky as receptive vaginal intercourse.
One fundamental source of this difference is in the overall anatomical context of the anal
cavity in comparison to the vaginal cavity. The rectum is connected to the colon, which is in turn
part of the gastrointestinal tract. The gastrointestinal tract is often referred to as “the largest
immune organ in the body” (amfAR, 2009), because the GI tract possesses among the highest
proportion of activated immune cells. This is because the GI tract is the primary avenue for
which foreign agents enter the body, and reserves of active immune cells are needed to neutralize
all infections passed through this route. As a result, the entrance of HIV-containing semen into
the rectum and colon – studies have shown that semen may travel up to 60cm into the colon
(amfAR, 2009) – provide a potent opportunity for HIV particles to immediately latch onto the
recipient’s CD4 immune cells and begin infection. The vagina is not similarly connected to
organs with such ample reservoirs of immune cells, making the risk of infection lower.
Another mode of infection unique to anal intercourse is the creation of microtears in the
receptive cavity’s membrane that expose semen directly to the bloodstream (Wilton, 2011).
Rather than being transmitted from semen to cavity fluid and subsequently to the bloodstream,
microtears allow HIV particles released in the cavity to immediately travel to the bloodstream,
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where it may begin attaching to host CD4 cells and replicating. Anal sex is suggested to be more
likely to cause a higher number of microtears in the cavity membrane than vaginal sex, because
the rigid inflexibility and thinness of the anus’s mucosal cell layer makes it more vulnerable to
breakages (Grulich, 2010), dependent on the use and effectiveness of lubricant in every
individual case. This may provide a stronger explanation than surface area as to why anal sex
poses a higher risk of HIV infection than vaginal sex. Furthermore, this offers a potential
explanation as to why anal intercourse has a higher infection risk than needle-related
transmissions – like needle injection, microtears allow direct HIV-to-bloodstream contact, but
much higher quantities of contaminated fluid (semen) come in contact with the bloodstream.
Therefore, microtears during anal intercourse result in an analogous transmission mechanism to
needle sharing and sticking, but with an amplified effect, causing the risk of infection to be
higher.
It is compelling to hypothesize that rectal fluids have a higher virus-carrying capacity
than vaginal fluids, which would allow more HIV particles to be taken up and transferred to the
bloodstream during anal intercourse than vaginal intercourse. However, this is not the case –
women have higher HIV viral loads in their genital tracts than men when not on HIV treatment
(AIDSMap, 2014). In addition, many hormonal and chemical factors can cause dramatic
variation in the HIV viral load of an individual’s various body fluids. For example, hormonal
fluctuations during women’s menstrual cycles regulates the infectiousness of their vaginal cavity
throughout the month. During menstruation, the vaginal cavity is found to have a higher viral
load, while viral load is suppressed during the luteal phase (Money, 2003). This suggests that that
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fluids’ viral load is insufficient to explain why anal intercourse is consistently riskier than
vaginal intercourse.
Instead, a third possible explanation may lie in the differing biochemical- anatomical
conditions of the vaginal and anal cavities. The anal cavity’s mucous membrane is composed of a
thinner cell layer than the vaginal cavity’s (Grulich, 2010), meaning that even in the absence of
microtears, HIV particles may be more easily passed from the anal cavity to the rest of the body.
One meta review of studies investigating relative rates of infection across all transmissible sexual
behaviors concluded that anal intercourse displays approximately equivalent infection risk rates
across both homosexual and heterosexual encounters: “No significant differences in per-act
URAI estimates between heterosexual couples and men who have sex with men (MSM) were
found (P = 0.674).” (Baggaley, 2017). This suggests that higher HIV infection rates among MSM
in comparison to MSW is not because anal intercourse confers a higher risk of infection when
conducted between two men, but rather that anal intercourse in general confers a higher risk of
infection than vaginal, and that MSM engage in anal intercourse more exclusively and more
frequently than MSW.
Global Distribution of HIV
By the end of 2016, the Joint United Nations Programme on HIV/AIDS (UNAIDS)
estimated that 36.7 million people around the world were infected by HIV, with annual new
infection rate of 1.8 million (UNAIDS, 2017). HIV prevalence is highest in sub-Saharan Africa,
where approximately 25.6 million HIV patients reside, and lowest in the Eastern Mediterranean
world region, home to 360,000 HIV-positive individuals. The Americas, including both North
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and South America, collectively hold the third highest population of HIV patients of all WHO
world regions, with 3.3 million HIV-positive residents.
HIV Distribution in the United States
The United States holds the highest prevalence of HIV among all industrialized countries
in the world, with greatest concentration in the rural southwest. The prevalence of HIV is highly
disparate across various demographic predictors in the United States. MSM continue to be the
population most strongly affected by HIV, with 70% of new HIV infections belonging to gay and
bisexual men, attributed to sexual transmission, 23% attributed to heterosexual intercourse, and
7% attributed to injection drug users (CDC, 2015). Racial minorities also presented the highest
prevalence of HIV, with African Americans and Hispanics/Latinos forming the highest
proportion of HIV-infected patients.
Prevention of HIV
There are a variety of behavioral and drug-based mechanisms that are highly effective in
preventing HIV transmission to seronegative individuals. Condom use is up to 99% effective in
preventing the communication of HIV in all modes of sexual transmission, and Pre-Exposure
Prophylaxis (PreEP) is a daily pill which is up to 92% effective in preventing HIV infection for
all methods of HIV acquisition (CDC, 2015). In addition, consistent adherence to anti-retroviral
treatment can reduce viral load to nontransmissible levels in HIV-positive individuals.
Treatment of HIV
The primary mode of HIV treatment is the use of Anti-Retroviral Therapy (ART). As the
name implies, Anti-Retroviral drugs (ARVs), work in a variety of ways to combat the HIV
retrovirus as it hijacks host patient’s cells and proliferates, including inhibition of viral entry into
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the cell, or of enzymes central to the integration of the viral genetic information into the host’s
DNA, such as Reverse Transcriptase or Integrase. ART usually involves a combination or
“cocktail” of various ARVs administered regularly to the rest of the patient for the rest of their
lifetime. As of now, there is no permanent, one-time cure to HIV, though ART is highly effective
in managing the deleterious immunocompromising effects of the disease, halting progression
into AIDS, and preventing likelihood of outward transmission.
Despite the high effectiveness of both prevention and available treatment mechanisms,
public health data indicates that there is still a high prevalence of poor HIV outcomes in the
United States: progression to AIDS, transmission of new HIV infections, and HIV-related deaths
are still frequent occurrences (CDC 2017). The persistence of these outcomes is due to
suboptimal treatment adherence in a variety of populations that are unable to execute maximal
utilization of HIV healthcare. These gaps in treatment arise from a variety of structural and
behavioral discrepancies that impede certain populations’ ability to execute healthy behaviors.
One such population are Latinx immigrants, for whom the infrastructure of healthcare in the
United States fails to provide equivalent protective measures against HIV. This thesis will
discuss the structural and behavioral barriers to Latinx immigrants’ adherence to HIV treatment,
and how multi-level interventions may be designed to reverse these impediments and ultimately
lead to an improvement in key HIV outcomes of this population.
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Chapter 2
Introduction to the Latinx Immigrant Population
Who are they, where are they, and what do they experience?
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The Latinx immigrant population is a diverse group of non-citizen residents of the United
States, originating in Central and South America as well as the Caribbean. It is important to note
that this population is by no means homogenous; instead, broad variation in pre-migratory,
migratory, and post-migratory conditions contribute to vast cultural, socioeconomic, and
linguistic differences observed in this population. With this caveat in mind, this chapter seeks to
establish general demographic and lifestyle characteristics of this population that are pertinent to
discussion of HIV-related health behaviors of Latinx immigrants, covered later in this report.

Demographics and Geographic Distribution
From 2011-2015, Latinx immigrants comprised a sizable 7% percent of the total
population, and 53.7% percent of the total immigrant population (Migration Policy Institute,
2016). The majority of Latinx immigrants reside in California, followed by Texas, in which they
represent 11.3% of the state population. Furthermore, these values only reflect census data about
‘lawfully present’ non-citizen immigrants, which includes Legal Permanent Residents (LPR’s),
also known as green card holders, conditional permanent residents which include spouses and
children of LPR’s, and a variety of other family-based visas (Kaiser 2017, SJI). This data does
not include unauthorized immigrants, which are individuals entering the United States without
authorization and, to a lesser extent, those who have outstayed the terms or statute of their
authorization. The total unauthorized Latinx immigrant population is extremely difficult to
precisely determine, but is estimated to be around 8.7 million by the Migration Policy Institute.
Of these, the vast majority are from Mexico - approximately 6.2 million total unauthorized
residents living across the United States are of Mexican origin. In Texas, Latinx immigrants most
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likely make up about 5% of the population (Migration Policy Institute, 2016), and reside
primarily in Harris, Travis, El Paso, and Dallas counties.

HIV Prevalence
Studies have shown that Latinx immigrants bear a disproportionate burden of HIV in the
United States. The Center for Disease Control reported in 2015 that approximately 20.1% of
adults and adolescents diagnosed with HIV in the United States were of Latinx or Hispanic
ethnicity, and of these, nearly half, 43%, were immigrants (Gray, 2015). This means that Latinx
immigrants accounted for approximately 8.6% of the diagnosed HIV cases in the US by 2015,
which exceeds their estimated presence in the population at this time, 7%. This illustrates that
Latinx immigrants are an overrepresented demographic in HIV prevalence in comparison to the
general population. Furthermore, this does not include undiagnosed cases of HIV among Latinx
immigrants in the US. Studies have shown that Latinx immigrants are more likely to delay HIV
testing or never seek a diagnosis at all than their US-born counterparts and non-Latinx white
citizens, (Chen, 2012; Saganic, 2012), which suggests that the proportion of undiagnosed HIV
cases is higher among Latinx immigrants than in citizen populations.
Of the recorded diagnoses of HIV in Latinx immigrants, 66% represent men who have
sex with men (MSM), and HIV acquisition across both genders is more likely to have been via
sexual activity than injection drug use compared to US- or Puerto Rico-born Latinxs (Gray,
2015).

Healthcare
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In addition to having higher prevalence of HIV, Latinx immigrants face additional
barriers to accessing healthcare that shape their interaction with the US healthcare system.
Discrepancies in access to healthcare are manifested fundamentally in health insurance coverage.
Insurance in America is provided publicly or privately, and in both categories, there exists a
discernible hierarchy in likelihood of being insured based on immigration status: approximately
9% of citizens are uninsured, compared to 17% of lawfully present immigrants and 39% of
undocumented immigrants. (“Health Coverage of Immigrants”, 2017).
Public
Differences in public coverage are the main determinant of the disparity in coverage rate
between immigrants and non-immigrants (“Health Coverage of Immigrants”, 2017). A variety of
legal restrictions contribute to this discrepancy. Firstly, undocumented immigrants are not
permitted to buy coverage through the Affordable Care Act marketplace. By contrast, lawfully
present immigrants can purchase coverage in the Affordable Care Act (ACA) marketplace, and
certain qualified categories may receive Medicaid assistance for insurance if their incomes fall
from 100% to 400% of the Federal Poverty Line (FPL). If they are below 100% of the FPL, they
may still receive subsidies if they are not able to qualify for Medicaid. However, even qualified
categories of lawfully present immigrants must usually undergo a five-year waiting period after
receiving legal authorization before enrolling. Thus, health insurance coverage under publicly
funded programs is variable among even the lawfully present immigrant population.
Private
Employment is the primary source of private health insurance in the United States (Ku,
2006). Both lawfully present and unauthorized immigrants may receive insurance through their
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employment, though they are less likely to be insured through their employer than their
nonimmigrant counterparts - 59.1% of US-born citizens receive employer-sponsored health
insurance, compared to 36.5% of immigrants.
This discrepancy lies largely in the fact that employers are less likely to offer health
insurance to non-citizen workers, especially Latinx immigrant workers (Ku, 2006), despite
federal laws that mandate equivalent offering of health insurance. Though employers offer health
insurance to both Latinx and non-Latinx white citizen workers at comparable rates,
approximately 87%, only about 50% of Latinx immigrant workers are offered employment-based
health insurance.
This can partially be attributed to the fact that immigrants are often employed in transient
or contractual jobs within agriculture, construction, and hospitality industries, and work in labor
or service positions (“Employer-Sponsored Health Coverage”, 2006). However, The
Commonwealth Fund and Project HOPE conducted an in-depth investigation into discrepancies
in insurance coverage of citizens and Hispanic immigrants within the same industries, types of
occupation, and salary levels. Even controlling for these factors, Hispanic citizens were less
likely to be offered employer-based health insurance than non-Hispanic white citizens, and
Hispanic immigrants were offered job-based health insurance at even lower rates (Schur, 2001).
While these reports do not cover differences in being offered employment-based
insurance between lawfully present and undocumented immigrants, it is plausible that
undocumented immigrants are even less likely to be offered employer-based health insurance,
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because lack of documentation and fear of deportation prevent negotiation of adequate health
insurance benefits from employers (Schur, 2001).
Consequences
While unauthorized immigrants do not qualify for any kind of government-sponsored
insurance, the soft exception is emergency services, as Medicaid payments can be made for
emergency services on behalf of undocumented and unqualified lawfully present individuals
(“Health Coverage for Immigrants”, 2017). Ordinarily, persons who are uninsured are highly
likely to simply contend with deteriorating health conditions. However, when they do seek care,
it is often from emergency services (Texas Comptroller, 2015). Furthermore, although Latinx
immigrants are less likely to utilize the emergency room than their citizen counterparts (“Five
Basic Facts”, 2008), this reliance on emergency care does exacerbate costs to the state because
emergency services are the most expensive healthcare delivery method, and are among the
highest Medicaid healthcare costs to the state (Texas Comptroller, 2015). Alternatively, Latinx
immigrants without insurance may rely on community health clinic and safety net clinics and
hospitals for non-emergency care (Kaiser, 2017). These community and safety net clinics are a
predominant source of HIV care for Latinx immigrants populations (Ku, 2006), and many of the
studies and interventions discussed later in this thesis will consider these centers as the focal
points for HIV care delivery to this community.
While lack of insurance coverage is a major underlying barrier to all Latinx immigrants
accessing care, complex social, economic, and other factors give rise to a network of barriers
specific to Latinx immigrants living with HIV. These factors will be investigated in the following
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chapter.
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Chapter 3
Barriers to Treatment Adherence facing Latinx Immigrants living with HIV
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Introduction
Though the CDC and several other organizations primarily focus efforts to quell the HIV
epidemic on prevention of new infection, it is equally important to address the maintenance of
HIV in individuals who have already contracted an infection. Maina, Mill, Chaw-Kant, and
Caine in 2016 conducted a systematic review of best practices in HIV care and synthesized the
following model of optimal HIV care utilization:
a. Immediate transfer into treatment regimen following initial diagnosis. Maina et al. found
that delays in entering care after initial diagnosis were particularly dangerous, and
therefore that active connection from the initial diagnostician to a care team was
essential, rather than the standard practice of a passive referral. Coordinated care includes
both medical and nonmedical services, the latter of which include social services such as
employment, food, and housing.
b. Provision of comprehensive and integrated counseling services. Lifestyle factors such as
housing, finance, access to basic healthcare, and cultural context, as well as any physical
and mental comorbidities (especially trauma-related substance abuse), are all essential to
consider when designing and implementing a patient’s treatment regimen. Adequate HIV
care provision includes counseling services that integrate special attention to all
influential spheres.
c. Anti-Retroviral Medication. Anti-Retroviral Therapy is a cocktail of anti-retroviral drugs
prescribed uniquely to each patient. ART medication comprise the main biomedical
component of HIV treatment, and taking regular doses of ART prescription is the
cornerstone of suppressing viral load to non-transmissible levels. Failure to adhere to the
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frequency of ART dosage recommended by the provider can lead to virologic failure, in
which ART fails to suppress viral RNA counts to below 200 copies per milliliter.
HIV is a complex diagnosis that requires significant lifestyle management to totally
suppress the health consequences, and thus HIV clinic appointments must provide
comprehensive, integrated, well-coordinated, efficient/easily utilizable care services that are
flexible enough to address the patients’ specific needs (housing and food, legal, financial, mental
health) and bolster patient resiliency and autonomy in their treatment regimen. Thus, this model
illustrates that the ideal healthcare utilization relies on not only regularly taking ART doses, but
also regular attendance at HIV clinic appointments for all these services to be provided.
There are several barriers to treatment adherence that can prevent Latinx immigrants from
maintaining healthy adherence behavior, which makes them vulnerable to negative HIV
outcomes such as developing opportunistic infections and progression to AIDS, as well as death
(Levison, 2017; Zuniga, 2008, Bowden, 2006; Levy, 2007; Dang, 2011). Examination of our
healthcare infrastructure can reveal many gaps that could predict structural barriers to treatment
adherence, but the extent to which these gaps are realized and influential as inhibitors to HIV
care adherence, as well as the host of subjective factors that play a major role, can only be
elicited using rigorous interview mechanisms of the patients themselves. The following is a
review of several studies that followed the methodology qualitative studies with investigated
patient and provider interviews to assess the sources of compromised treatment adherence in
constrained geographic locations across the US revealed important insights into the barriers
particular to Latinx immigrants.
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Entering HIV Care
The first step to treatment adherence is presentation to a clinic for the initial HIV
diagnosis. Lack of regular STD screening is a big barrier to early HIV intervention even within
the general population, and this factor is even more acute in immigrant populations who face
additional obstructions to clinical presentation Delay in presentation to an HIV clinic can be
extremely dangerous, as research has shown that late entry to care can diminish the efficacy of
ART treatments, especially due to low starting CD4 counts at the time of starting medication
(Smit, 2008).
Levy et al. in 2007 observed delayed clinical presentation in Latinx immigrants in
Northern California, and sought to identify the strength of the association between immigrant
status and delayed clinical presentation of HIV, as well as the health outcomes associated with
delayed presentation. Levy et al. conducted bilingual interviews intended to identify
demographic correlates and triangulate subjective reasons for clinical delay. Demographic
information included Hispanic ethnic identification, fluency in only Spanish, and immigration
status. They reported that identification as an immigrant was the only demographic variable
significantly associated with delayed HIV presentation (OR = 2.98, 95% CI = 1.27 – 7.38), with
foreign-born Hispanics being up to six times more likely to have delayed clinical presentation
than US-born Hispanics. This shows that there are characteristics embedded within being an
immigrant, and not simply cultural and linguistic barriers, that prevent Latinx immigrants from
early intervention into HIV treatment. Delayed clinical presentation is also most likely a major
contributor to the authors’ additional finding that Latinx immigrants were more likely to present
a variety of additional negative HIV-associated health outcomes, including lower CD4+ counts,
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more likely to be hospitalized upon HIV diagnosis, and were significantly more likely to have an
OI at diagnosis (p = 0.009).
Of the subjective determinants elucidated by Levy et al., lack of knowledge was a strong
influence on delayed presentation to HIV clinic, as was fear of stigma from friends and relatives.
This latter fear was rooted in real experiences of rejection disclosed by several of the study
participants. One patient noted that “Since I told my family I have HIV, my wife’s family does
not talk to me. They do not dress my son with the clothes I send him.” Another patient revealed
that his “wife moved to another state. She told my daughter I am dead.” These examples
illustrate that stigma surrounding HIV+ patients can lead to rejection and isolation from familial
support networks, which can prevent individuals from seeking regular STD screening or
obtaining a diagnosis for symptoms, due to fear of being diagnosed with HIV.
The finding that immigrants are more likely to delay clinical presentation of HIV is
echoed by Dang et al. in 2011, who studied barriers to both entry and maintenance of HIV care in
specifically undocumented Latinx immigrants, who face the additional deterrent of fear of
deportation, that prevents them from invoking the help of any authoritative network, including
healthcare. Dang et al. interviewed 22 undocumented HIV+ patients identifying as Latinx
immigrants in Houston, Texas, using a written questionnaire collecting demographic data in
conjunction with semi-structured, in-person interviews with a health planner and a translator.
Dang et al. found three major categories of barriers to entry in the healthcare system, the first of
which was misconceptions and social fears related to HIV. Many participants demonstrated a
lack of knowledge about HIV – one said that he “did not believe HIV was a real disease” and
that TV promotions regarding the disease were part of scheme to “make doctors rich.” This
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participant came upon his beliefs as a result of information from close family members. Another
patient believed that Latinxs were not susceptible to HIV, since most promotional material in the
United States were targeted to Whites or African Americans. Others still viewed HIV as
constrained to the homosexual community, and therefore did not consider themselves at risk.
Besides misconceptions related to susceptibility, another popular misconception was that HIV+
was equivalent to a “death sentence”, which acted as a major deterrent towards getting tested for
those who began to suspect that their symptoms aligned with HIV. Fear of stigma, social
rejection, and shame also deterred individuals patients from accessing HIV screening at local
clinic, as reported in Levy (2007).
The second major category that patients reported was linguistic barriers to interacting
with the US healthcare system. While this mainly inhibited care adherence, as opposed to care
entry, low English literacy prevented potential HIV patients from filling out forms, acquiring and
providing documentation, and communicating their health needs to HIV care providers, which
prevented entry into HIV care systems. Poor experiences interacting with non-HIV-specific
healthcare authorities due to language barriers also deterred patients from seeking HIV-specific
care.
The final category was barriers erected by undocumented status. These included objective
restrictions placed by the workplace, usually low-wage, labor-intensive jobs, including inability
to take time off of work for medical appointments or illness, and lack of employee-offered health
insurance. Subjective barriers unique to undocumented status were also present, including a
persistent fear that interacting with medical authorities would heighten risk of deportation. One
patient expressed that she had “definitely feared asking for services for my immigration status. I
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don’t want to be caught, and I don’t want to be returned to Mexico…that would mean that I
would be without income and also medicine for my HIV”. These fears were found to be
persistent even if unsubstantiated – one patient reported that the fear of deportation when
accessing healthcare remained throughout his time in the United States, despite several years
having passed without him knowing of an instance in which accessing HIV care had led to
deportation.
Treatment adherence
Having received an HIV diagnosis and entered into an HIV care regimen, several factors
may also be an impediment to regular HIV care adherence. Levison et al. (2017) interviewed
Latinx immigrants living with HIV and their health care providers in the Boston metropolitan
area in order to investigate barriers to treatment adherence facing. The researchers used an
interview style based on the Andersen Model, which seeks to analyze patient healthcare
utilization by eliciting predisposing factors, enabling factors, and need.
Levison et al. found six general themes acting as the major subjective determinants of
regularly attending an HIV clinic, of which the primary result was that fear of stigma of HIV
acted as a severe deterrent to disclosing HIV serostatus. Relatedly, many patients felt that they
lacked robust social support from friends and family members, rooted in hypothetical and real
experiences of rejection upon HIV status disclosure. The third major barrier was persistent
trauma-engendered substance abuse, which disrupted treatment regimens. The fourth
predominant barrier was failure to foster trust between the patient and provider, discouraging
continuation of clinical attendance for many patients. Authors also found that several patients
struggled with “basic unmet needs”, including food, housing, and employment insecurity
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competing with the “perceived value” of HIV care in comparison. Limited time and resources
forced some patients to neglect HIV care in favor of more urgent survival needs. Finally,
researchers found that religious beliefs and practice actually could act as a promoter of HIV care
adherence due to facilitating a sense of comfort and resilience.
Of the six major determinants of HIV care adherence distilled by Levison et al., two of
the most predominant fall under the category of “subjective determinants”, in which beliefs and
perceptions of self, disease, and community form the basis of executing health-seeking
behaviors. Perceived stigma and perceived social support are two mutually informative metrics
that were frequently cited by study participants. One male, 40-year old patient with
undecided/transitioning sexual orientation commented that he anticipated that people were
“going to ask me, ‘What are you doing here, and for what reason are you here in the area for that
disease?’.by sitting down, I know that I’m going to see the HIV doctor, but for a friend to come
and see me sitting there, I’d be a dead man, totally.” Another male, 30-year old, Puerto Rican
patient identifying as heterosexual revealed “Look, when I went to start my treatment, the person
that they assigned as my case manager, her son played ball with my son, and her husband knows
me. I don’t want them [case manager and her family] to talk about me in front of them [patient’s
children] because I haven’t talked to my children about this yet.” These comments illustrate that
close-knit migrant communities can act as a stressor and deterrent to patients who are afraid of
ostracization from networks that they otherwise rely on. Authors noted that patients who were
younger, identified as men who have sex with men (MSM) and were foreign-born were more
likely to miss appointments due to stigma-related concerns, such as those disclosed by these
patients.
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Social support-related interactions were highly referenced by patients, manifesting as a
powerful bidirectional determinant of care adherence: positive social support experiences were
strongly associated with regular care adherence, while negative social support experiences were
equally strongly correlated to poor adherence. One foreign-born male (45yo, MSM) described a
robust familial support system that directly encouraged HIV care adherence, saying “I always try
to be—to remember everything, but they [partner and sister] are also very mindful in telling me,
‘remember that your appointment is next week.”. Reciprocal family responsibility also acted as
an imperative to seek healthcare, with one female patient (23yo, Puerto Rican, heterosexual)
revealing “I am a mother of three, on my own.When I get sick, I can pick myself up. When I
would [drug use] relapse before, I couldn’t get better. It was too difﬁcult, because I didn’t have
enough experience. But now I’ve relapsed so many times that I know how to push through it,
most of all because of my kids. It’s easier.” By contrast, several patients also lived experiences of
rejection from family members which both erected practical barriers to acquiring treatment
services and severely discouraged seeking care that reinforced their “otherness” from family.
One male patient (49yo, Foreign-born, Heterosexual) said that his father had “told me because he
didn’t want sick people in the house in Miami. So, I—I mean, he excluded me... He still doesn’t
accept me now. My challenge is my father who deﬁed me. He has a lot—plenty of money in
Miami, and he doesn’t want to help me.”
A lesser-cited subjective determinant of HIV care adherence was religion acting to
bolster patients’ perceived behavioral control and ability to adhere to a regular treatment
regimen. In other studies of Latinx populations, religion has been noted to discourage
conversations regarding sexuality outside of monogamous partnerships (Bowden, 2006), and
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therefore contribute to the silence and lack of knowledge surrounding HIV. However, Levison et
al. found that patients predominantly viewed religion as working synergistically with HIV care:
one male patient (33yo, Puerto Rican-born, MSM) commented “What’s going to help me is
believing and having my faith in Him. Again, she’s [the physician] in a sense like the God. I’m
not going to pray to her, but she has control over what I do.”
An interesting feature about this remark is that it most likely speaks to the provider’s
success in appreciating and integrating the patient’s reliance on religion as a source of
self-motivation. This highlights the critical role of the patient-provider relationship in
determining clinical attendance and ART adherence, one of the two major determinants
elucidated by Levison et al. that point to responsibilities of the healthcare system. Patients and
providers in this study shared both positive and negative experiences with confianza, or trust, in
the HIV care provider, which was strongly associated with adherence behavior. Positive
experiences usually involved the provider transcending the role of information provider to a
mutually beneficial relationship in which the patient felt that the provider had their best interests
at heart. One male patient (42, Foreign-born, MSM) said that care workers “would tell me the
doctors ‘come to the appointment because it’s for your own good’. And that’s why I was
trying—even if I got there a bit late, I would get to my appointments.” This disclosure highlights
the impact that patients’ perceptions of doctors motivations, as well as providers’ flexibility and
understanding regarding patients’ challenges towards attendance, can have on stimulating
health-seeking participation by patients. By contrast, negative patient-provider experiences
largely stemmed from lack of bilingual services as well as failure of the provider failing to
acknowledge the multifactorial barriers faced by the patient - especially in understanding the
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avoidance behaviors exhibited by patients experiencing fear of stigmatization and social
rejection. The authors noted that both lack of fluency and comfort in English-speaking in
addition to culturally-embedded unwillingness to question authority figures prevented patients
from exercising reciprocal communication, compromising the sense of autonomy patients had
over their care. This lack of perceived control acted as an inhibitor to self-motivated
health-seeking behaviors.
The authors also noted that care providers’ lack of attention to substance abuse rooted in
traumatic experiences disrupted adherence to ART. Patients in this study exhibited high rates of
co-morbidity with a host of mental health disorders, including depression and anxiety, and
reported coping mechanisms reliant on substance abuse, which could result in financial and
emotional strains that competed with ART treatment and regularly attending clinical
appointments. One male patient (50yo, Puerto Rican, Heterosexual) revealed that he “wouldn’t
go to my appointments: I wouldn’t eat; I wouldn’t do anything, as I only had time for drugs”.
Though this is an individual behavioral barrier to care adherence, this is a common health
condition in HIV patients across many vulnerable demographics and populations, and
comprehensive HIV care must necessarily include counseling services that contribute to holistic
lifestyle management to reduce the burden of HIV infection. These services are not consistently
offered throughout HIV clinics, as evidenced by patient testimonials (Levison, 2017; Bowden,
2006), especially bilingual and culturally sensitive services. This results in Latinx immigrants
facing an acute deficiency in this area of HIV care. The authors noted that Latinx immigrants
facing substance abuse and unaddressed trauma are heavily reliant on familial and health
provider networks of social support to overcome these barriers, and patients who experience

35

social isolation from familial support systems may be especially dependent on health provider
relationships and services. Thus, this care adherence determinant is also tied into responsibilities
of HIV care available.
Finally, many Latinx immigrants face additional insecurities in basic needs such as food,
housing, and employment (Levison, 2017). This effect is especially severe for undocumented
immigrants, who are also subject to the persistent stress of potential deportation. Financial
burdens contributed to the belief that missing one’s work has a higher immediate consequence
than missing an HIV clinic appointment.
Bowden et al. in 2006 conducted a methodologically analogous study to explore
subjective determinants of treatment adherence in 10 Latino immigrant men living with HIV and
8 care providers in Winston-Salem, North Carolina. Semi-structured interview manuals were
developed and translated via committee into Spanish, in order to ensure reliable translation of
nuanced questions. Bowden et al. found nine total major determinants of HIV care adherence,
almost all of which overlapped with Levison et al.’s findings, and explicitly divided into the two
domains of sociocultural influences and healthcare system-related determinants. Under the
category of sociocultural determinants, Bowden et al. elucidated that misconceptions about HIV
were among the primary reasons that HIV+ Latino immigrant men did not regularly adhere to
biomedical HIV treatment, due to their belief that traditional methods of healing delivered by
curanderos were equally effective and allowed them to feel more comfortable during the
treatment process. Next, Bowden et al. divided the composite effect of ‘social stigma’ into two
primary manifestations that prevented treatment adherence. Firstly, Latino men reported that
there was pressure against talking openly about sexual activity, sex-related health concerns, and
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related consequences perpetuated misconceptions, which leads to both a lack of knowledge and
lack of social support for seeking care. The authors suggested that the lack of communication
about sex was rooted in Catholic religious beliefs that discourage conversations about sex
outside of marriage. Secondly, fear of HIV-specific discrimination within the Latinx community
was a prevalent theme in patient and provider interviews, due once again to both perceived
experiences of rejection upon disclosure of serostatus.
Under the second domain, structural healthcare determinants, language barriers
permeated every step of accessing healthcare. Baseline impediments include locating HIV
services within a community and within a hospital system, successfully completing and
submitting all documentation required to enter care, and severe gaps in communication between
patients and providers. Even when there are translators present, the circumstances leading to HIV
infection and in maintaining treatment can be complex and have deep impact on the nature of
care needed. Counseling services are an integral part of HIV care, in which reciprocal
communication is essential.
Bowden et al. (2006) also noted the prevalence of basic unmet needs competing for
attention with HIV careThe authors describe this attribute as primarily characteristic of young
males, though this quality is also apparent in many other sub-demographics of Latinx
immigrants, including female wives and homemakers.
Finally, Bowden et al. highlight the specific barriers facing undocumented immigrants,
who must contend with the persistent fear of deportation accompanying interaction with
hospitals, and other authoritative institutions.. While other sources have noted this fear being
rooted in an ambiguous fear of authorities rather than knowledge of lived experiences, Bowden
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et al. found that the fear specifically accompanied keeping up with medical bills: when patients
were unable to pay medical bills promptly, some hospitals threatened to refer them to collection
agencies, compromising the legal immunity that are purported to accompany health services.
Bowden et al. also found two key positive facilitators to accessing HIV services specific
to the northwest North Carolina region. Firstly, some of the patients reduced their travel patterns,
including frequency of travel and number of days traveled, for the purpose of utilizing care upon
receiving an initial HIV diagnosis. Other sources (Taylor et al., 2014) have noted that obligatory
travel among Latinx immigrants living with HIV can severely compromise their entry and
adherence to care. This highlights the importance of the initial diagnosis - not only receiving it,
but emphasizing the necessity and strategies for reducing travel within the lifestyle of each
specific patient in HIV care moving forward. The second facilitator was that radio and other
media-based outlets relayed information in Spanish regarding opportunities to receive care and
support within the community. Latinx immigrants were eager to utilize these services because of
their ease of access to this information, and privacy afforded by personal use of these
media-presented services.

Modeling Health Behavior
Experts and researchers have devised various models of individual health behaviors - i.e.,
structured approaches to identifying why and how individuals engage or do not engage in certain
health-related behaviors, designed to lay out the best course of action for an intervention that will
either promote the behavior if it is healthy or reduce the behavior if it is maladaptive.
One such model is the Health Belief Model (HBM), developed by the U.S. Public Health
Service, a government-commissioned team of social psychologists, in the 1950s (Glanz, 2015).
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The Health Belief model is among the most intuitive behavioral models, founded on the concept
that health-related actions stem from the individual’s beliefs about the action. Thus, the model
seeks to identify the individual’s perceptions of their own susceptibility to the disease or
condition that will result from a behavior (or NOT applying the behavior), the severity of the
disease/condition, and the barriers and benefits of engaging in the behavior. The HBM was later
modified to include constructs identifying external “cues to action” that act as the proximate
provocation for the individual to engage in the behavior, and “self-efficacy”, describing the
individual’s confidence in their own ability to successfully execute the behavior. These last two
components cover the gaps in behavioral motivation that beliefs alone do not induce.
The strength of every behavioral model can be assessed firstly by studying whether
constructs of the model are in fact associated with a particular behavior. This often takes the
form of developing a structured interview guide that asks identifies whether individuals have a
certain set of beliefs that theoretically fall under one of the constructs/categories of the model,
and then seeing whether those individuals who hold those beliefs are more strongly associated
with either engaging or not engaging in the behavior in question. For example, the interviewer
may discover that forty five out of fifty surveyed individuals who did not choose to vaccinate
their children believe that vaccines cause autism in children - an example of a “perceived
barrier” to vaccination. This would provide evidence that this HBM construct is a strong
determinant of the individual’s decision to vaccinate their child. This evidence could be further
substantiated by the finding that forty nine out of fifty surveyed individuals who did vaccinate
their child did NOT hold the belief that vaccinations cause autism. Thus, the closeness of
correlation between two binary systems - belief A leads to behavior A whereas not belief A leads
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to not behavior A - is evidence that a particular construct of the HBM is significant in
determining a health behavior. Furthermore, consistent evidence that several constructs of the
HBM are significant determinants of health behavior provides evidence that the HBM is a robust
model of individual behavior.
The second method of verifying the strength of a behavioral model is to determine that
interventions designed based on results of HBMs are effective in inducing the desired change in
behavior practice among the target population. Over several years of research and intervention
implementation based on the HBM, the current consensus is that the HBM is most appropriate
for characterizing and inducing new, healthy behaviors - as opposed to preventing negative
health behaviors. Canonical examples of successful HBM utilization include colon cancer
screening and HPV vaccination (Glanz, 2015). In addition, the textbook characterizes the HBM
as most appropriate for “community-based interventions conducted among underserved groups
with lower levels of formal education”, and conducive to health provider-facilitated
interventions. Since improvement of HIV care adherence in the Latinx immigrant population
would be spearheaded by HIV care clinics, beyond structural changes by way of policy
reformation, the HBM model is a good fit to summarize research findings about this topic.
Health Belief Model - HIV Care Entry and Adherence in Latinx HIV+ Immigrants
Perceived susceptibility
Some Latinx patients have been reported that they were not susceptible to HIV
because they do not fit the stereo type of someone with HIV, for example they are not white,
African-American, or gay. One patient interviewed by Dang et al. (2011) believed that HIV
was not a real disease. In the cases that these beliefs were held by patients, they did act as
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deterrents to entering care via seeking an initial diagnosis. These beliefs, related to
misconceptions and lack of knowledge of HIV, may be combated by mass media - based
dissemination of information about HIV, to reach all potential patients in non-clinical
settings.
Perceived severity
The perceived severity category of the HBM refers to patients’ evaluation of the
consequences of HIV. A diagnosis of HIV seropositivity is popularly perceived as a “death
sentence” to many Latinx immigrants. Even those who understood that care and maintenance
of HIV was available feared extreme social rejection as a result of HIV serostatus. These
perceptions of high severity acted as a deterrent to seeking an initial diagnosis and entering
care (Levy, 2007; Dang, 2011).
Somewhat contradictorily, several patients who already been diagnosed with HIV and
had entered care showed reduced perceived severity of HIV relative to other basic unmet
needs whose consequences were more immediate (Levison, 2017; Bowden, 2006). Despite
dire beliefs about outcomes of HIV seropositivity, which was shown to be a factor in
deterring patients from entering care, the immediate stress of basic unmet needs such as
housing, food, and employment can trigger adrenaline-based anxiety pathways that lower the
relative perceived severity of seeking treatment for HIV. This was shown to be a highly
prevalent factor in preventing patients from reaching optimal care adherence, and points to
the nebulous and multi-level structural changes that must be instigated in order to improve
HIV outcomes within the Latinx immigrant population.
Perceived benefits
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Many patients perceived that executing the healthy behavior of adhering to treatment
would result in long-term maintenance of HIV, and this construct was not usually a strong
determinant of patients’ impetus to execute or not execute the behavior (Zuniga, 2008;
Levison, 2017 ). The exception was patients who believed that traditional healing methods
from curanderos and other indigenous medicine sources were equally, if not more, effective
than ART (Bowden, 2006). This belief could result in patients being more likely to miss
doses and appointments. However, this is more strongly reflective of patients’ finding that the
perceived barriers of adhering to ART-based treatment regimens were too powerful to adhere
to this recommended path rather than the traditional medicine route, all other factors
(perceived benefits) being equal. The belief that alternative medicine treatments are equally
effective as ART-based regimens must be combated with highly culturally sensitive clinical
counseling at the time of initial diagnosis and throughout the treatment. In addition,
collaboration with the curanderos, religious leaders, and the Latinx immigrant community is
essential to ensuring that patients do not receive conflicting recommendations for treatment
which can confuse and discourage patients.
Perceived barriers
The perceived barriers of ART treatment was the most powerful construct of the
HBM in determining patient treatment adherence. This category encompasses the majority of
salient themes elucidated by Dang, Levison, Bowden, and others.
As summarized above, the existence of structural barriers related to bilingual and
culturally-competent comprehensive services lead to perceptions that adherence to ART
treatment causes discomfort, inability to effectively communicate and receive appropriate
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counseling for all lifestyle-based management of HIV, potential care-related trauma,
humiliation, or simply confusion. For undocumented immigrants, the persistent fear that
interacting with system authorities may lead to deportation, sometimes rooted in issues with
billing and documentation, also contributes to the strong perceived barrier of potential
deportation preventing care adherence.
Perceived sociocultural barriers were the most influential deterrents to treatment
adherence. Across all studies, patients frequently cited fear of stigma-based rejection,
isolation from family and community, and discrimination as the primary motivation for
avoiding initial HIV diagnosis as well as persistent association with HIV care - either in the
form of attending the clinic or possessing and taking ARV drugs. Stigma-based fears are
among the most difficult to combat, because they require rigorous, gradual transformation of
deeply-rooted cultural beliefs, expectations, and norms to eradicate on a large scale. The
approach to reducing the ability of this perception to act as a barrier to executing the healthy
behavior is two-pronged: firstly, it requires bolstering self-efficacy and resiliency of patients
so that they may execute the healthy behavior despite persistence of social stigma, and
secondly, mass media campaigns, collaboration with community leaders, and other endeavors
to reduce wide-scale stigma.
Self-efficacy
The addition of self-efficacy describes the ability of the individual to connect positive
perceptions and beliefs regarding an action to actually executing the action. While
interventions designed to transform the above-outlined perceptions are important to a
multi-level solution, interventions towards improving self-efficacy are the critical piece in
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ensuring that the goals of the intervention are realized. Most of the barriers to action rooted in
the above perceptions can be surmounted if an individual’s self-efficacy is sufficiently robust.
Individuals’ self-efficacy is reduced by lack of faith in the healthcare system, lack of
information about HIV, and lack of social support. Many Latinx immigrant HIV patients
presented with poor self-efficacy, due to a combination of HIV-specific struggles (interaction
with healthcare system, social rejection and isolation) as well as immigrant-specific
background stressors that collectively degrade individuals’ self-efficacy (basic unmet needs,
fear of deportation, constant mobility, cultural transplantation, lack of English fluency, etc).
All of these components may be addressed with highly competent, comprehensive clinical
counseling methods (operating within the context of background interventions mentioned
under each of the constructs). These counseling methods must have a high level of linguistic
and cultural fluency, address all lifestyle factors that are related to patients’ HIV
management, encourage communication and trust, collaborate with patients’ already-held
belief and support systems (especially religious), and point them to community networks that
can substitute for familial networks, if necessary.
Cues to Action
Most often, the cue to action towards entering and remaining in treatment came in the
form of an opportunistic infection, either experienced by the patient themselves or a observed
in a peer. This is not a good cue to action, as the appearance of an opportunistic infection
indicates that dangerous delays in care have already taken effect. Occasionally, patients cited
a risky experience as the cue to seeking care, which is a more reliable cue to action.
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Prevalence of this latter cue to action can be increased by all the interventions listed above,
the design and implementation of which will be explored in greater depth in the next chapter.

Mobility-Specific Barriers
Besides the many barriers to HIV care adherence in stationary immigrant populations,
another key characteristic of immigrant populations is that many continue to be regionally or
transnationally mobile after the initial migration event. Many studies have shown that continuous
mobility is itself carries with it inherent barriers to accessing treatment, increasing the likelihood
of poor HIV outcomes, such as acquiring an OI or death. Very few studies have sought to
comprehensively characterize common mobility patterns specific to Latinx immigrants, and their
impact on HIV care adherence and consequent health outcomes, though this is essential to design
a care delivery method that takes into account non-stationary patients, for whom a single-clinic
relationship is insufficient.
Taylor et al. in 2014 sought to characterize travel patterns and related barriers to retaining
HIV care and ART treatments among two migrationally-linked populations in New York, NY
and Santo Domingo, Dominican Republic. The two cities are connected by a culturally
homogenous population that engages in both circular migration back and forth between the two
cities, as well as migration to external locations for a variety of reasons including work,
care-seeking, leisure, etc. The researchers employed the UNAIDS two-cities model* to compare
health outcomes at the origin and final destination of migration, of which SD and NY each serve
as both, in order to gauge the effect of migration on health patterns. However, unlike most
predecessors analyzing migration’s effect on health outcomes, Taylor et al. utilized the novel
approach of classifying travel by key characteristics such as duration, distance, reason for travel,
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etc. to more comprehensively assess what different types of travel are most often used by the
study population and how each of those characteristics differently impacts health outcomes. This
nuanced approach, rather than treating travel as a general binary state, gives more insight into the
states of existence of immigrant populations that result in poorer HIV outcomes, so that critical
areas of vulnerability can be targeted by policy remodeling and other population-specific
interventions. In order to identify these critical areas, Taylor et al. conducted both patient
interviews as well as “key informant” interviews (these include healthcare and social services
providers) to first define common migration patterns and characteristics of the population, and
then examine the objective and subjective barriers erected by these migration patterns to HIV
care adherence.
The authors noted five primary motivations for travel, partitioned into those exercised by
the non-immigrant population of the Dominican Republic and the Dominican immigrant cohort
in New York. While the DR-based study group reported traveling to the city for care and regional
travel for work as the main reasons for mobility, the New York immigrant cohort’s travel patterns
were primarily motivated by maintenance of familial and social ties. This cohort frequently
demonstrated use of the DR-NY "Airbridge”, traveling back and forth to spend time with family
in both cities. For documented immigrants who have the ability travel back and forth from their
home country, circular migration can be essential to preserving familial networks and easing the
transition to an unfamiliar host country. NY-based immigrants also demonstrated regional travel
within the US to the same end of spending time with family and friends. Taylor et al. categorized
this type of mobility as "frequent long-stay travel", because of the tendency of these trips to last
over 30 days. This type of self-motivated travel is important to bolstering the sense of social
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support from peers, but compromised care adherence through a variety of means. Most
fundamentally, Insurers and clinics usually allot 30-day supplies of ART medication, so travel
extending beyond this period often leads to missed refills of doses. Counseling appointments are
also missed due to long-term travel, especially when patients are unwilling to see providers
besides their primary care provider near their place of residence, which was a common
discomfort expressed by respondents in the study.
While many immigrants travel in self- and socially motivated travel, many migrant
workers travel patterns are dictated by the need for securing work. Migrant workers may travel
around the US for a considerable period of time before finding stable, geographically anchored
work. This type of mobility can prevent a consistent relationship with a single HIV care provider
and consistent HIV treatment (Kugel and Zuroweste, 2010). With mobility being an inherent risk
factor for poor HIV outcomes and an integral part of many migrant groups’ lifestyle, methods to
deliver coordinated, comprehensive care across regional lines must also be incorporated into
interventions to improve outcomes in HIV+ Latinx immigrant patients.
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Chapter 4
Interventions Towards Improving Treatment Adherence
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Introduction

Fig. 1. Review of barriers to optimal treatment adherence facing Latinx immigrants living with HIV.

In the previous chapter, key barriers to HIV care entry and retention in Latinx immigrant
populations were reviewed and described. Fig. 1 summarizes the key findings of this review.
Though this is a simplification of the complex and nuanced factors that govern treatment
adherence in this population, it represents major pathways of inhibition and one important
general theme: there are near-universal features underlying many of the proximate causes of poor
treatment adherence that, if addressed, could result in broad upward trends in treatment
adherence.
This chapter proposes a multi-level intervention to combat barriers to care retention in
Latinx immigrants living with HIV based on the findings of the previous chapter. Though there
are practical barriers to the implementation of this intervention design, primarily financial and
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logistical, my goal is to theoretically explore what the “ideal” strategy to improving treatment
adherence within this population would be.
Intervention design overview
Fig. 1 illustrates that barriers to care retention categorized into three primary
classifications. Ecological barriers include competition from basic unmet needs, whose
immediate demands reduce the relative perceived benefit of seeking diagnosis for a possible
asymptomatic condition (Levy, 2007). Mobility-related barriers in the form of obligatory travel
undertaken by Latinx immigrants are another barrier categorized as ‘ecological’, preventing
Latinx immigrants from maintaining a consistent relationship with an HIV care provider without
the infrastructure to coordinate care across state lines. Since rectifying these basic unmet needs
and addressing variegated obligatory travel of Latinx immigrants are highly complex problems,
interventions that specifically target ecological barriers are beyond the scope of this paper.
However, the ability of these barriers to occlude utilization of care is addressed here by
interventions related to provider and patient troubleshooting of these barriers, such as lifestyle
management counseling and motivational counseling.
Systemic barriers to care refer to gaps embedded in HIV healthcare delivery systems that
deter patients from entering and retaining care. These include inconsistent provision of all
components of ideal HIV care universally applicable to all HIV+ patients, poor ease of
navigability of hospital administrative systems, as well as failures within the patient-provider
relationship to communicate effectively, foster trust, and empower patients to achieve optimal
treatment adherence. To rectify these systemic barriers, a Quality Assessment Matrix is devised
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to standardized ideal HIV care provision for Latinx immigrants, and provide a tool for evaluating
adherence to ideal standards.
Finally, sociocultural barriers refer to conditions within patients’ cultural and individual
background that interfere with their utilization of HIV care. It is important to note that the
dimension of ‘cultural beliefs, attitudes, and norms’ is not meant to imply that these cultural
constructs are inherently negative and unwelcome from a healthcare perspective. Instead, this
refers to specific influencers of non-health seeking behavior that can be traced back to patients’
fundamental worldview. The main inhibitory products of these background conditions are
widespread stigma and fear of social rejection, which inhibit patients’ motivation and
self-efficacy in entering and retaining care. Again, eliminating widespread HIV-related stigma in
all Latinx immigrant populations is a multi-faceted and intensely ramified problem that cannot
entirely be solved by clinic-based interventions. However, interventions such as mass media
campaigns and community-based education programs seek to alleviate stigma in specific
communities, while peer-mentorship and motivational counseling- based interventions work to
reduce the influence of stigma perception on patients’ ability to execute healthy behaviors.
Thus, this multi-level intervention targets fundamental and near-fundamental
determinants of poor HIV care retention in order to cumulatively provoke increased treatment
adherence, and ultimately improve HIV-related outcomes, in Latinx immigrant populations
living with HIV.
Addressing Systemic Barriers
The previous chapter outlined both universal and population-specific systemic barriers
facing Latinx immigrants. Universal gaps in HIV care are inconsistent provision of essential
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services including mental health, substance abuse, and lifestyle management counseling, in
addition to pure medication prescription (Maina, Mill, Chaw-Kant, and Caine, 2016).
Furthermore, even in cases where all key services are offered, authors note the importance in
integration and coordination of care services, to avoid redundancies, contradictions, and
“one-size-fits-all” approaches to treatment plans, despite every patient having a unique
constellation of needs. Deficiencies in coordination include significant delays between receiving
initial diagnosis and being referred to a provider to begin treatment, as well as lack of case
information sharing between different service providers that could lead to contradictory or
redundant counseling and recommendations (Maina, 2016). All of these weaknesses lead to
confusion and discomfort between the patient and the healthcare providers, which can dissuade
patients from retaining HIV care. Besides these universal defects in HIV care across the US,
many Latinx immigrant patients have additional needs from HIV care that are not consistently
being met by the system, as evidenced by testimonials from patients and knowledgeable
informants (Levison, 2017; Zuniga, 2008; Bowden, 2006). Examples of these include need for
adequate, fluent bilingual services, navigable and non-confusing administration, and care
providers that foster confidence and self-efficacy in patients. The presence of trust and comfort
between patient and provider was among the strongest determinants of successful treatment
adherence within studied Latinx immigrant populations, while absence of these relationships was
among the biggest contributors to lapses in treatment adherence.
Many of these systemic barriers are addressed within a recently developed concept
known as ‘cultural competence’. As the name implies, cultural competence refers in part to the
provider’s ability to effectively communicate with and treat patients across race, nationality,
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ethnicity, belief systems, and all other sociocultural backgrounds without inherent bias. In
addition, cultural competence encompasses the ability to provide uniform quality of care
throughout any number of other factors that prevent optimal utilization of services:
socioeconomic status and obstructive lifestyle patterns (work, school, basic competing needs),
low health literacy, inherent fears and/or mistrust of medical providers, outcome-related fears
including social rejection and stigmatizing belief, and a variety of other elements. With such a
broad range of subjective proficiencies, it is difficult to devise a standard metric to evaluate
cultural competency, let alone a precise method of adopting and implementing it. Nevertheless,
developing a method to uniformly execute and assess cultural competence in HIV care providers
across the United States could make strides in improving care retention in Latinx populations.
In 2004, the Office of Minority Health sought to a develop a national standard for
Culturally and Linguistically Appropriate Services (CLAS) in healthcare systems (“National
Standards for Culturally and Linguistically Appropriate Services”, n.d.). This set of 15 steps to
improve cultural competence throughout the US healthcare system included action items that
direct systems, communities, and clinics to create, implement, and consistently monitor cultural
competence programs based on the assessed needs of their patient population, but do not detail
explicit steps or program designs that individual providers can adopt to improve cultural
competence. Campinha-Bacote (2002) constructed one such operational model of developing
cultural competence, with five key constructs. The first, cultural awareness, involves a critical
examination of the provider’s own cultural background, including biases and assumptions, and
an examination of how this background influences care provision. Cultural knowledge is the
provider’s self-education of a variety of cultural backgrounds, specifically health beliefs,
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treatment efficacy, and disease prevalence and susceptibility. Cultural knowledge also refers to
the provider’s ability to treat this ‘knowledge’ as a starting point of understanding an individual
patient, rather than a categorical and invariant description of each unique patient subscribing to
those cultural identities that the provider “knows”. The third construct, cultural skill, involves
translating cultural knowledge into best practice tailored to each individual patient. Fourthly,
cultural encounters describes the provider actively seeking engagement with patients of all
cultural backgrounds. The final construct, cultural desire, underlies all previous constructs and
describes the provider’s active desire to continually improve cultural understanding and
capability through all of the above mechanisms.
Paez et al. (2008) expanded upon this definition when seeking to evaluate determinants of
high cultural competence in clinics throughout Baltimore, Maryland and Wilmington, Delaware.
Authors included providers’ ability to empower patients to become autonomous over their health
as a demonstration of cultural competence, and further noted that the definition and ideal
execution of cultural competence depends on the particular clinic and its patient population.
Based on these studies, CLAS standards of cultural competence, and the identified needs
of Latinx immigrants living with HIV in the previous chapter, there are four essential
components of cultural competence in an HIV care provider:
1. Recognize and reinforce patients as autonomous over health decisions and of equal power
in patient/provider partnership
2. Exhibit respect for all cultural backgrounds, belief systems, and lifestyles, including
perceptivity to nuanced variations from patient to patient
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3. Demonstrate flexibility across prohibitive barriers related to socioeconomic and/or
political status, competitive needs, and inherent barriers including fears, mistrust, low
health literacy, and communication barriers – suggest solutions or refer additional
counseling services to manage these barriers to healthcare utilization
4. Demonstrate ongoing self-evaluation and improvement.
Though these components are subjective, the provider’s implementation of these
dimensions of cultural competence can be assessed through a variety of methods, including
periodic evaluations by the clinic, CLAS, or other minority health representatives, provider
self-reports, and assessing realized outcomes via patient response.
a. Periodic Written and Oral Evaluations
Clinic leaders should also conduct periodic evaluations of provider cultural competence
in the form of written and oral exams that assess provider attitudes and observe the provider’s
response to a range of hypothetical scenarios. Dogra and Stretch (2001) as well as Godkin and
Savageau (2001) developed methods of assessing culturally competent attitudes and beliefs in
medical students which can also be applied to practicing healthcare providers. Godkin and
Savageau administered a multi-part survey with statements under the categories of doctor/patient
relationship, health/social policy, and knowledge and involvement with communities. Students
ranked their agreement on a 5-point scale with statements such as “A patient who continually
arrives late for appointments without calling ahead is showing disrespect for the physician”
(under doctor/patient relationship) and similarly estimated a score for questions such as “How
often do you feel unsafe with communities of color?” (under involvement with communities).
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For the case of Latinx immigrant patients living with HIV, some examples of important questions
in an assessment would include:
1.

Patients unwilling to attend counseling sessions due to mistrust of the clinic are
being unreasonable.

2.

Patients uncomfortable with taking ART medications in public places are
responsible if missed doses leads to virological failure.

3. I would find it difficult showing compassion for a patient who continues to
engage in risky sexual behavior with other individuals despite not adhering to
ART treatment, putting them at risk for infection.
4. How willing are you to integrate patients’ preferred traditional healing methods
along with the treatment regimen you prescribe?
5. How often do you reflect upon patient interactions to actively improve your
practice of cultural competence?
Dogra et al. included a style of assessment involving hypothetical case scenarios of
experiencing cultural disconnect, such as making a cultural faux pas in front of an audience or in
a personal, informal setting. The multiple-choice response options detailed common reactions
that reflect the respondent’s comfort navigating culturally unfamiliar settings. Though general
case scenarios are likely not useful to specifically assess providers’ ability to provide care for
Latinx immigrants living with HIV, this questioning style can be appropriate for this particular
use, with questions such as:
1. A patient expresses reluctance taking ART medications because she is already on a herbal
medication regimen prescribed by her local curandero. How do you respond?

56

(a) Strongly discourage her continuing her herbal medication, as herbal remedies have not
been proven to be efficacious in treating HIV, and could in fact be harmful.
(b) Explain the biological mechanisms of ART treatment and lead her to rationally see the
superior benefits of ART in comparison to other, non-proven treatments.
(c) Positively affirm her efforts to seek treatment, inquire the details of the herbal regimen,
and suggest a path of integration between the two treatment regimens.
Finally, periodic evaluations can include open-ended written and oral questions that allow
the provider to design their own response to hypothetical scenarios. Though it is difficult to score
these on ranking scales, responses can be mined for critical elements that reflect attitudes,
behaviors, beliefs, and capabilities that display cultural competence, with points assigned for the
inclusion of these elements. Besides this method of quantitative evaluation, the open-ended
responses serve as opportunities for the provider to thoughtfully practice utilization of cultural
competence, which is another way that periodic evaluations contribute to the process of
developing cultural competence.
b. Provider Self-Reports
Paez et al. (2008) utilized self-reports of providers’ behavior in engaging cultural
competency as part of administering the Cultural Competence Assessment (CCA) Instrument
developed by Schim, Doorenbos, and Borse in 2005. This instrument is especially appropriate
for assessing behavioral aspects of implementing cultural competence, asking providers to
identify demonstrating behaviors such as “I include and document cultural assessment when I do
client or family evaluations”, “I ask clients and families to tell me about their own explanations
of health and illness”, “I act to remove obstacles for people of different cultures when clients and
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families identify such obstacles to me”. Many other extremely valuable behaviors are included in
the CCA instrument, all of which are highly applicable to providing culturally competent care to
Latinx immigrants living with HIV.
c. Patient response
Patient response would be assessed via multi-lingual surveys that present a series of
statements corresponding to provider’s demonstration of cultural competence, and ask patients to
estimate agreement on a 5-point Likert scale. Example statements include “The provider made
me feel comfortable asking questions regarding my diagnosis, treatment, and/or prognosis”, “The
provider did not make me feel ashamed for expressing fears regarding my diagnosis, treatment,
and/or prognosis”, and “The provider made me feel more confident that I could adhere to
treatment for the next month”. Surveys could also include an optional free-response section that
could be used to subjectively evaluate providers’ effectiveness in demonstrating cultural
competence with each patient. Demographic information about patient respondents should also
be collected to see if certain scores corresponded exclusively to certain patient groups, or
displayed equivalent distributions across all patient groups.
With these evaluation tools, provider cultural competence can be measured and, to an
extent, quantified, allowing a spectrum of cultural competence to be developed and applied to all
HIV providers to standardize best practice in minority healthcare.
Quality of bilingual services is another characteristic of efficacious HIV care that can be
evaluated. CLAS standards dictate that all patients have a right to competent, high-fluency
language assistance, and that they are informed of their right to this assistance (“National
Standards for Culturally and Linguistically Appropriate Services”, n.d.). The quality of language
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assistants’ bilingual fluency and health literacy can be appraised via standard language
assessments. The patients’ access to these resources can also be evaluated, by investigating the
availability of language assistants (including range of languages offered) and assessing patients’
knowledge of and utilization of language assistants. Thus, the availability and quality of
language assistants can be scored on a scale. Patient surveys can also provide insight to the
quality of language assistants by reporting satisfaction with reciprocal communication with the
care providers, which involves both confidence that they understood the providers and treatment
expectations, and that they were able to communicate their concerns, desires, and expectations to
the providers.
Ease of navigability of medical systems is the third component of cultural competence
that is highly pertinent to improving care utilization in Latinx immigrant populations, as was
seen in the previous chapter. CLAS standards include provision of “easy-to-understand print and
multimedia materials and signage in the languages commonly used by the populations in the
service area” (“National Standards for Culturally and Linguistically Appropriate Services”, n.d.)
in their requirements for healthcare centers. In addition to bilingual and non-confusing
paperwork, signage, and verbal interactions with administrative staff, another critical factor in
ease of navigability is clear expectations for necessary patient identification and documentation,
as well as flexibility within the clinic to accommodate patient difficulties in complying.
Having established measurable spectrums of the main components of ideal HIV care for
Latinx immigrant health, these spectrums can be mapped onto a quality assessment matrix that
can be used to evaluate HIV care services’ predicted ability to serve Latinx immigrant
populations (as well as other minority populations). The first component of this matrix, Care
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services provided, stems directly from the essential components of HIV care service elucidated
by Maina, Mill, Chaw-Kant, and Caine (2016). This tool is can be used to identify gaps in HIV
healthcare delivery at a particular provision site (community clinic, hospital, etc.) that could be
contributing to poor retention of care in Latinx immigrant HIV patients.
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Interventions Towards Overturning Sociocultural Barriers
1. Community Outreach/Collaboration
As was seen in the previous chapter, lack of general HIV knowledge and related anti-HIV
stigma were among the most powerful determinants of poor treatment adherence and HIV
outcomes among the Latinx immigrant community. As a result, it is important to design
interventions that go beyond the scope of ordinary clinical practice that instead seek to transform
popular knowledge and perception of HIV in the target community, which is the only pathway to
long-term acceptance of HIV as a disease that can be prevented and managed by executing
healthy behaviors. There are two primary methods by which this large-scale transformation may
be facilitated: (1) mass media campaigns to rapidly disseminate critical HIV information and
increase Latinx identification with healthcare resources available, and (2) collaboration with key
Latinx immigrant community leaders to execute programs with both HIV+ and HIV- Latinx
community members to rehabilitate popular attitudes towards HIV.
Mass Media Campaigns
Towards enfolding new patients into care and increasing general HIV knowledge
As was outlined in the Health Belief Model (HBM) breakdown in Chapter 3, HIV+
Latinx patients face several barriers to initial entry into care. Lack of knowledge regarding HIV
transmission and early symptoms reduce perceived personal risk of contracting HIV (Dang,
2011). Finally, perceived barriers to HIV testing, taking the form of negative potential outcomes
of receiving an HIV+ diagnosis, was among the strongest inhibitors of Latinx immigrants
seeking HIV testing. In addition, sociocultural barriers such as fear of social rejection rooted in
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stigma and loss of social support networks acted as a major deterrent to seeking testing and
diagnosis.
Because of these variegated barriers to seeking HIV testing, Latinx immigrants are
usually compelled to seek HIV care when the disease has already progressed to the onset of
opportunistic infection (OI), a delay in beginning treatment that can negatively impact prognosis
(Smit, 2008). However, these barriers could be ameliorated by mass media campaigns that utilize
radio, television, and print media to disseminate critical information and re-frame perceived
outcomes of receiving an HIV diagnosis.
The following is a list of essential messages that should be communicated through mass
media campaigns to popularly improve beliefs and intentions towards HIV testing in Latinx
immigrants.
KNOWLEDGE/INFORMATION:
Campaign should disseminate basic information to dispel myths that prevent individuals
seeking care.
a. Transmission methods/Risk factors for HIV
Persons living with asymptomatic HIV may not believe themselves to be at risk if they
are not aware of the major risk behaviors for acquiring HIV.
b. Local HIV care resources/Treatment options
Persons who suspect they are HIV seropositive may not know where to go to receive a
diagnosis and linkage to care.
MOTIVATING HEALTH-SEEKING BEHAVIOR:
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Mass media campaigns should target cognitive barriers to entering care and provide
alternative attitudes that motivate health-seeking behavior.
Cognitive Barrier

Alternative Attitude/Motivators to Action

Fear of stigma

Provoke active questioning of stigmatizing
beliefs - increase compassion
Present example of peers living with HIV
who are empowered to disclose serostatus
Emphasize negative health outcomes of
stigma-related silence and shame - increase
perceived severity of delay in care to
outweigh fear of social rejection

Fear of lost social support

Care entry can link to support from care
providers and network of peers living with
HIV

Fear of prognosis

HIV is manageable with early intervention
and care entry

Competing basic needs

Early intervention is less disruptive than
later-stage development of OI

Low perceived personal risk

Increase identification with HIV susceptibility
- HIV not constrained to ‘other’ communities

Modes of Delivery
a. Print and Digital Media
Print media includes newspaper and magazine ads, flyers, posters, interiors of buses and
taxis, highway billboards, and many other publicly-accessible loci. Image-based ads can also be
circulated on social media. Thus, the advantage of print and digital media lies in its
pervasiveness throughout target communities, increasing its scope and frequency of exposure to
Latinx immigrants, which could improve the likelihood of its messages being adopted.
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An effective print/digital ad is both attention-seeking and memorable.
b. Radio
Bowden et al. (2006) noted that utilization of a popular Latinx radio station to convey
information about local HIV sources was a strong source of patient recruitment. In addition,
Arbitron (2004) found that Latinxs are more likely to consume radio media than television or
newspapers, in comparison to non-Latinxs. Thus, radio ads present a strong potential mode of
delivery of both information about local care resources and general HIV knowledge as well as
attitude-shifting campaign messages.
Olshefsky et al. (2007) report about a multimedia campaign that included radio/tv,
print/digital social marketing to improve HIV testing rates and retention of care among Latinxs
in this region/city. Titled ‘Tu no me conoces’, the campaign sought to increase perceived
personal risk of HIV by raising awareness of sex-based transmission methods. The radio ad
featured a variety of voices making statements of the format “I’m the person who.... Slept with
your boyfriend/did not use a condom with your partner/etc.” (Olshefsky, 2007). The ad closed
with “The HIV test is for people who don’t think they need it”, a powerful message inverting low
perceived personal risk of HIV. The Tu no me conoces ad was chosen as the most effective
messaging strategy by Latinx focus groups, composed primarily of 17-55 year old males,
including MSM and migrant farmworkers. Rejected messages were entitled “Are you at risk?”,
and “Hi. I tested a year ago and I’m HIV positive.” The rejection of these messages in
comparison to the Tu no me conoces campaign suggests that the most effective method to
increase low perceived risk is highlighting the uncertainty of behaviors deemed to be secure,
including sexual activity with monogamous partners. By contrast, the testimonial approach of
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“Hi. I tested a year ago and I’m HIV positive” may have simply permitted, rather than reversed,
disidentification with persons living with HIV, while “Are you at risk?” did not provide a strong
enough motivation to question perception of security.
The 60-second ad was delivered in both English and Spanish over 8 weeks in radio
stations popular with Latinx listeners throughout San Diego and Imperial Valley. In addition,
print media was utilized by releasing a brochure containing transcripts of the radio ad, as well as
photographs of persons recognizable as peers, and information about HIV resource facilities. The
digital media component was in the form of an internet website containing audio streaming of
the ad, as well as information about HIV and local resources. Finally, researchers created a
toll-free telephone hotline, promoted through all other campaign arms, that allowed callers to
speak with HIV care staff at San Ysidro Health Center and ask questions.
The efficacy of the campaign was assessed by monitoring of phone call and website use,
changes in testing rates at San Ysidro Health Center, and website, phone, and media exposure
survey delivered along with HIV testing at San Ysidro during the intervention period. Results of
the phone survey showed that 36% of callers reported being “very likely” to seek testing based
on the advertisement, and 46% reported being “likely”. In addition, of the Latinx patients that
sought testing during the 8-week period, 28% reported having been prompted by the
advertisement. This results demonstrate the potential of this mass media campaign in popularly
increasing perceived personal risk of contracting HIV and motivating entry to care. Though the
researchers did find an increase in HIV testing rates among Latinx persons during the
intervention and a decrease following recall of the campaign, the rates were consistent with
ordinarily seasonal fluctuations in testing rates, and therefore could not be confidently attributed

65

to the campaign. It is possible that similar campaigns addressing multiple cognitive barriers,
sustained over a long period of time, could result in a significant long-term increase in testing
rates and subsequent entry among Latinxs.
The researchers did not collect data regarding status as an immigrant along with
demographic information of callers and HIV testers. However, they did seek to target
difficult-to-reach immigrant populations, including migrant farmworkers, by utilizing forms of
media accessible to these groups. Thus, this represents an effective media campaign to directly
influence Latinx immigrants at risk for HIV to seek testing and entry into care.
The following is an example of a campaign that could be implemented to indirectly
encourage HIV testing among Latinx immigrants by shifting popular attitudes towards HIV
within this population. The title of the campaign is “No Soy mi VIH”, and seeks to reduce stigma
for persons living with HIV by emphasizing their personhood and reinforcing positive familial
and social relationships. The components of this proposed intervention include radio and print
media ads, delivered in English and Spanish, that convey these themes of shifting attitudes and
direct viewers to seek more information by visiting a hypothetical clinic-sponsored website and
telephone hotline, similar to the campaign reported by Olshefsky et al. Figs. 2-3 display
examples of Spanish language print ads that would be circulated as part of this campaign.
Fig 2. Example of a print ad
circulated as part of a campaign to
reduce stigma for persons living
with HIV within Latinx immigrant
populations. Silhouette would be
replaced with actors
recognizable as peers to Latinx
immigrants. Ad directs viewers
to campaign website for more
information. English language
version also circulated.
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Fig 3. Example of a print ad
circulated as part of a campaign to
reduce stigma for persons living
with HIV within Latinx immigrant
populations. Silhouette would be
replaced with actors
recognizable as peers to Latinx
immigrants. Ad directs viewers to
campaign website for more
information. English language
version also circulated.

In the previous chapter, many Latinx immigrants living with HIV disclosed examples of
social and familial rejection due to HIV serostatus (Levison, 2017; Bowden, 2006). These
incidents reflect the attitude that HIV, unlike any other communicable disease, is tied inherently
to a person’s identity and deservingness of punishment. These print ads seek to reverse this belief
by divorcing HIV diagnosis from patients’ personhood, and instead equating HIV with any other
disease (“El VIH es una enfermedad”). By contrast, the ad emphasizes familial/social roles and
relationships as the predominant characteristic of patients’ identities (“Soy tu
vecina/primo/etc.”), which seeks to improve social support for persons living with HIV.
The radio ad would follow a similar format of (i) divorcing HIV from patients’ identities
and (ii) instead emphasizing familial and social relationships of patients, as illustrated in the
following hypothetical script:
Assorted individual voices:
“Soy tu vecina.”
“Soy tu primo.”
“Soy tu amiga.”
“Soy tu hermano.”
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All voices together:
“No soy mi enfermedad.”
Narrative voiceover:
“El VIH es una enfermedad que puede afectar a cualquier persona. Aprende más
sobre lo que puede hacer para terminar con el es gma en [campaign website
URL, e.g. www.nosoymiVIH.org] , o llame a este numero [toll free clinic hotline
number].”
The bilingual website would include information regarding mechanisms of HIV
transmission, testimonials about the effects of stigma from persons living with HIV to foster
empathy, resources to build skills in communicating and maintaining relationships with persons
living with HIV, and maintain HIV-positive attitudes throughout. The website would also provide
information directly encouraging HIV testing, such as linking visitors to local HIV clinics and
care providers, emphasizing the importance of testing and the ability to maintain a normal life
with entry into care. The telephone hotline would link to clinical representatives trained to
provide the same information and skills-building. Thus, this campaign to target and reduce
stigma employs multimedia resources to shift attitudes and reduce incidents of social rejection
based on HIV serostatus, which helps ameliorate barriers to Latinx immigrants seeking and
retaining HIV care.
Collaborative Education with Community Leaders
Towards reducing stigma and lack of knowledge in key community centers
As was seen in the previous chapter, patients often see their HIV serostatus and treatment
as separate from their lives as family and community members. In this effort to keep treatment
regimens separate from the rest of their lifestyle, there are often clashes that lead to the treatment
regimen being skipped or neglected if it interferes with their life. Furthermore, the fear of
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discrimination and exclusion from their valued social communities, combined with mistrust of
the healthcare system compared to previously trusted authority figures such as religious leaders
and traditional healers, can prevent patients from partially or fully cooperating with HIV care
clinics. Because of all of these factors, HIV care clinics can maximize their outreach and success
if they collaborate with community peers and leaders.
Rios Ellis et al. (2015) report an exemplary intervention utilizing community-based
participatory education to reduce HIV stigma among Latinx populations in El Paso. Researchers
assembled a team of health promotores to design and deliver the health message to patients,
which included both immigrants (Mexican-born) and natural born citizens, as well as HIV+
patients and non-patients. Thus, approximately 50% of the promotores were recognizable as
peers to HIV+ Latinx immigrants. Researchers also collaborated with local institutions already
well-known to the target audience, including two federal primary healthcare centers whose
catchment population primarily consists of Latinx immigrants, and a nonprofit dedicated to HIV
prevention in LGBTQ+ Latinx community members. Key health informants at the institutions
and the recruited promotores ultimately decided on an intervention strategy of unifying themes of
cultural pride with health-seeking behaviors, and accordingly entitled the program “Salud es
Cultura: ¡Protégete!”, which translates to “Health is Culture: Protect yourself”! Essential
cultural values to this community were distilled, including family, community, respect, and trust.
The intervention form was a 60-90 minute educational workshop that first positively reaffirmed
these cultural values and suggested examples of health-seeking behaviors as ways of expressing
cultural pride. With this foundation laid, the promotores next introduced the topic of HIV, purely
disseminating information about transmission, prevention, and treatment. The next stage of the
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workshop was open discussion regarding Latinx attitudes towards sexual behavior, including
homosexuality, and how to talk about sexuality with children. Finally, promotores relayed a story
about a hypothetical community member living with HIV, used to open discussion on
HIV-related stigma, its impact on prevention, and ways to reduce stigma.
Key features of this intervention’s particular messaging were emphasis on positive
affirmation of cultural pride, avoidance of fear-based tactics, and gradual build up to leading
conversations regarding stigma. Promotores strongly recommended that the word ‘stigma’ be
avoided in advertising and in initial phases of the workshop, as they felt this would connote a
confrontational or judgmental approach and detract from the message of cultural pride and
positive affirmation of values.
Participants in the workshop were recruited in public places heavily populated by Latinx
community members, including grocery stores, bus stops, and laundromats, by promotores
handing out flyers. Workshops were held in several popular community locations, such as
schools, churches, and clinics. Efficacy of the intervention was gauged by comparing participant
responses in baseline and follow-up surveys regarding HIV knowledge, attitudes, and intentions
to behavior. Surveys presented statements such as “I would feel comfortable having a
conversation with a person living with HIV”, that encapsulated these HIV-related metrics, and
asking participants to rank their agreement with the statements. With these ranked measures,
researchers were able to discern statistical differences in self-reported HIV attitudes in
participants before and after the intervention. Researchers found that participants did not report a
significant increase in intention to seek HIV testing (p = 0.282). However, they did report
statistically significant improvement in HIV knowledge (p<0.001), reduction in stigmatizing
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beliefs (p < 0.001), and alertness to personal risk (p <0.0006), all of which are indicative of a
shift in community-wide norms towards HIV-positive attitudes. Ultimately, this shift in
perspective addresses many of the cognitive/sociocultural barriers to entering care elucidated in
the previous chapter, which suggests that it could motivate a larger-scale trend towards earlier
entry into care in the long term.
Several elements of this intervention are replicable in a ubiquitous community education
model to reduce stigma in Latinx-immigrant communities throughout the US. The team of peers
was critical to designing a messaging strategy that would be effective for their specific audience in this case, the emphasis on cultural pride and initial avoidance of explicitly confronting
‘stigma’. Latinx communities throughout the United States are not culturally homogenous, and a
“one size fits all” approach is especially inappropriate for interventions targeting nebulous and
sensitive sociocultural determinants such as stigma and religious beliefs. The fluent bilingualism
of workshop leaders was critical, as was the partnership with familiar community organizations.
However, while this intervention did address the religious influence on stigma, and included
church settings among its city-wide implementations, it may have been further strengthened by
partnership with a community religious institution itself. Religion is among the strongest
influencers of human behavior, and is a powerful bidirectional determinant of patients executing
HIV-related healthy behaviors. Some researchers have identified discrepancy between religious
beliefs and HIV behaviors as a major cause of treatment non-adherence (Bowden 2006), while
Levison et al. (2017) showed that reconciliation between HIV care and religious beliefs be a
powerful motivator of successful healthy behavior. This reconciliation, which involves divorcing
HIV serostatus from the concept of ‘sin’ and ‘punishment’ as well as affirming self-care as a
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positive expression of religious values, can be facilitated with collaboration and sanction from
religious leaders.
Derose et al. (2015) outline one such partnership with religious leaders in Latino (as well
as African American) community churches in the Los Angeles metropolitan area. A board
composed of religious community leaders (pastors, clergy members) and public health specialists
in HIV devised a three-component congregation-based intervention, including: (i) a 90-minute
educational session conveying essential information about HIV transmission, pathology, and
treatment, as well as video testimonials of HIV+ individuals, (ii) a 90-minute peer-led workshop
in which MI techniques were used to explore roots of stigmatizing attitudes towards HIV
seropositive individuals, and non-confrontationally deconstruct underlying beliefs, and (iii) a
pastor-delivered sermon reconciling Biblical interpretation with compassion and empathy for
HIV patients. The peer-led workshop additionally included role-playing sessions to allow
participants practice having conversations with HIV+ family members, friends, and
acquaintances. The intervention also included an HIV testing/counseling session administered to
all members of the congregation, both to raise awareness of HIV health resources and to invert
the “othering” of HIV-infected individuals. The intervention was delivered in English and
Spanish to a members of a Roman Catholic church, and the language translation was pre-tested
to multiple bilingual audiences before the intervention was implemented. The efficacy of this
intervention was marked by perceived receptivity of participants to the messages: researchers
noted that participants approached health department personnel to ask questions regarding HIV,
and reported enjoying the video testimonials, role-playing, and MI interviewing. Several
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participants reported feeling more confident about interacting with HIV+ individuals, and more
aware of available HIV resources.
It is important to note that this intervention was enabled by a long-standing, mutually
trusting relationship between religious hubs and community health centers in the region. The
receptivity of the audience most likely stemmed in part from their pre-existing familiarity with
the church, which was an invaluable link to HIV testing and counseling resources. In comparison
to the intervention outlined by Rios Ellis et al., this partnership sought specifically to create a
direct relationship between religious empowerment and HIV-related healthy behaviors, which
was found to be a critical component of self-efficacy in treatment adherence by Levison et al.
(2017).

2. Motivational Counseling based on Cognitive Behavioral Theory
Motivational counseling is an incredibly powerful tool providers can implement to
eclipse many other barriers to treatment adherence. Bolstering patients’ self-motivation and
self-efficacy through robust, thorough motivational counseling can help patients several systemic
and sociocultural barriers by reducing the dependency of each person’s ability to execute healthy
behaviors on factors such as perceived social support and ease of navigability. In addition,
motivational counseling may improve patient/provider relationships by providing patients with
the sense that they have a safe space for open discourse to disclose underlying sources of
avoidant behaviors that they may not feel comfortable expressing to others, or may not have had
the tools to articulate to themselves.
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The Motivational Interviewing Network of Trainers (MINT) (“What is MINT”, n.d.) is an
international organization whose primary purpose is to instruct providers, networks, and other
nuclei of healthcare delivery in developing and implementing MI programs within their practice.
MINT hosts training sessions to help design and execute MI counseling programs, and has
developed manuals towards design and implementation as evaluation of practitioners’ MI
programs.
The primary goals of MI (Moyers, 2015) are to deconstruct the ordinary clinical norms of
confrontation and power inequality in patient/provider sessions, in order to bolster patients’
self-efficacy. Thus, expression of empathy, positive affirmation, and patient-driven generation of
a behavioral improvement strategy are the pole components of MI counseling sessions. While
there is no set format for an MI counseling session, sessions take the form of a guided interview
in which the provider seeks to exhibit four global behaviors: 1) motivating the client to engage in
“change talk”, in which positive solutions toward altering their current behavior to the healthy
behavior are discussed and generated; 2) avoiding “sustain talk”, in which the patient focuses on
barriers to changing their current behavior in an unproductive loop of negative feedback; 3)
facilitating partnership, in which the provider recognizes the patient as an equal/the agent of
solution and change, and bolsters their autonomy in decision-making regarding their health, and
4) expressing empathy, in which the provider successfully communicates affirmation and
commiseration with the patient’s unique situation. According to MINT guidelines, providers are
evaluated on each of these metrics on a 5-point Likert scale (Moyers, 2015), with a score of 5
points indicating the most effective implementation of the behavior, and 1 point indicating the
lowest.
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In addition to the global behaviors, there are 7 categories of MI-adherent statements that
the provider strives to incorporate during their interview session. In fact, the provider should
seek to make statements solely within these 7 categories during a counseling session, besides
neutral ‘mechanical’ statements such as greetings, reviewing previous sessions, transitional
statements, and nonspecific affirmations such as “yeah” and “way to go!”. The seven categories
are as follows:
(1) Giving information - the provider gives factual medical information regarding
recommended health practices and/or pertinent health conditions, unassociated
with value judgments or persuasive content.
(2) Persuasion with permission - the provider attempts to persuade behavior change
with permission obtained from the client. An example of MI-adherent persuasive
statement might be “I wonder if I could tell you reasons why I think attending
regular substance abuse counseling would be beneficial in your case?”, and then,
following patient confirmation, “Substance abuse counseling has been shown to
be helpful even in people that use injection drugs less than…”
(3) Questioning - the provider asks questions relating to behaviors, beliefs, concerns,
ideas, etc. of the patient, free of judgment or confrontation.
(4) Affirming - the provider addresses specific behavioral or belief changes exhibited
by the patient and positively affirms the change.
(5) Complex reflection - the provider responds to disclosures of the patient with
insightful/deep echoing of what the patient is essentially communicating. For
example, if the patient says “My father always told me that AIDS was a
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punishment for sins, and I don’t want him to find out that I have HIV”, the
provider might respond with “You are worried that your father will find out that
you have HIV if you take ART medication at home”, a simple reflection, or “You
are worried that disclosing you have HIV will lead to loss your relationship with
your father”, a complex reflections. While simple reflections are also
MI-adherent, complex reflections, if executed carefully, can lead to more
productive elucidation of the cognitive barriers the patient faces, a more direct
facilitation of the patient generating solutions, and a deeper sense of confianza
between the patient and provider.
(6) Seeking collaboration - the provider expresses a desire for equal partnership with
the patient by asking permission before employing persuasion, asking the patient
to provide ideas for change, etc.
(7) Emphasizing autonomy - the provider makes statements re-affirming that the
patient is the sole decision-maker and agent of their own health and behavior,
such as “We usually recommend meeting with the substance abuse counselor once
a week, but only you know what works best for your lifestyle.” This may then be
followed by a question such as “How frequently do you think you would be able
to meet with your substance abuse counselor?”
It is critical that providers avoid the two major types of MI-non adherent statements:
confrontations and persuasions without permission. Confrontations include statements such as
“You are not trying hard enough to achieve ideal ART adherence”, or even “You have made
improvements, but we still would like to see you regularly attending more meetings with your
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mental health counselor”. Confrontations negatively reinforce even positive changes in patient
behavior, and persuasions without permission reduce patients’ sense of autonomy and
equivalence of power in their own health behavior, both of which reduce the patient’s
self-efficacy. In the case of MI counseling to improve treatment adherence in HIV+ Latinx
immigrants, an example excerpt of a hypothetical MI session between patient and provider may
be as follows:
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There is substantial evidence in the literature that MI-based interventions are efficacious
in improving treatment adherence in vulnerable HIV+ patient populations. Adamian et al. (2004)
devised an MI intervention program to improve ART adherence in HIV+ patients of an
Infectious Disease Clinic in North Carolina. The MI program, called PACT (Participating and
Communicating Together), was administered in 2006 to an experimental cohort of patients in
addition to the baseline services received by the control cohort, which included an informational
booklet and audiotape, as well as two scheduled meetings with their provider. MINT trainers
monitored audiotapes of the MI sessions to ensure they followed the prescribed guidelines, and
met MI-adherent standards. Adherence to prescribed ART dosage in both cohorts was tracked
over two consecutive four-week periods. Researchers found that adherence to ART improved by
4.5% in the MI-exposed experimental cohort, while adherence decreased 3.83% in the control
cohort (Golin, 2006). In addition, 29% of the experimental cohort were able to achieve ideal dose
adherence levels of 95% of prescribed doses in a four-week period, compared to 17% in the
control cohort. Though the differences were not statistically significant (p = 0.10), these trends
suggest that MI sessions can positively influence taking ART doses. Furthermore, the lack of
significance may be attributable to the short data collection time of two months. It’s possible that
the impact of MI sessions on treatment adherence is more appreciable as a long-term effect,
especially since MI seeks to gradually and permanently transform patients’ self-efficacy.
Hill and Kavookjian (2012) conducted a literature review of five studies assessing the
efficacy of MI interventions in improving ART adherence in HIV+ patients. Though there was
variation in each studies’ methodological approach to devising MI programs, as well as in the
health benchmarks monitored to assess impact of the intervention, Hill and Kavoojkian
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concluded that MI-based interventions were a promising source of improvements in HIV
treatment adherence and associated health outcomes, especially with increased uniformity in
approach and standards of MI program design. One of the studies (Pradier et al., 2003)
administered three MI sessions over a six month monitoring period to their experimental cohort,
and found that 75% of the experimental cohort achieved 95% ART adherence, in comparison to
61% of the control group, a difference that was significant at p = 0.04. Even more promisingly,
viral load decreased significantly (p = 0.013) over the six month period compared to baseline
counts in the experimental group. Parsons et al. (2007) conducted an MI intervention targeting
HIV+ patients who also engaged in substance abuse, offering 8 MI counseling sessions in a three
month period to the intervention cohort, while the control cohort was offered 8 purely
informational sessions. While both groups reported an increase in total and daily dose adherence,
the intervention cohort’s percent improvement was significantly larger (p < 0.05) in both
categories. Both CD4 cell counts and viral load were monitored as biological outcomes, and the
experimental cohort displayed significantly higher increase in CD4 counts (p < 0.02) and a
significantly larger decrease in viral load (p < 0.02) than the control cohort, who reported an
increase in viral load. However, these results were not maintained at the 6 month follow-up
checkpoint.
These results show that both treatment adherence as well as biological outcomes of ART
dosage can be improved by purely MI-based interventions. Furthermore, examination of the
relative efficacy of the different implementation strategies of different studies suggest that MI is
maximally utilized as a regular addition to prolonged HIV services, as the impact of MI roughly
increased along with the frequency and longevity of sessions offered.
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III. Peer Mentorship Program
While motivational counseling by a provider is efficacious in improving patients’
self-efficacy and motivation to retain HIV care by ameliorating the inhibitory strength of real or
perceived loss of social support, these efforts can be supplemented by other methods that fill
gaps in patient social support networks. One such intervention is to implement a peer mentorship
program, in which a Latinx immigrant living with HIV who demonstrates regular treatment
adherence and positive attitudes towards HIV serostatus is paired with a new patient vulnerable
to stigma and social support-related barriers to retaining care. Social learning theory, as applied
to public health, suggests that learning and adopting new behaviors stems from direct and
indirect (i.e., observational) instruction in social contexts (Bandura, 1986), and social identity
theory argues that desire for positive self-concept, as dictated by social cues and group
membership, also motivates behavior (Tafjel and Turner, 1986). These two theories form the
premise of peer mentorship interventions that seek to provide social demonstrations of the
desired behavior as well as establish social cues that positively affirm the desired, healthy
behavior as a method of positive self-concept (Purcell, 2004; Latkin, 2003). This seeks to
directly eclipse social cues that indicate HIV seropositivity is a mark of negative self-concept.
Studies have shown that peer-led interventions are efficacious in improving treatment
adherence in HIV+ patients. Higa et al. (2012) conducted a systematic review of multiple
intervention strategies to improve treatment adherence in persons living with HIV, and
recommended incorporation of peer advocacy as one of eleven essential component of patients’
healthcare teams, though did not provide instructions on the most effective utilization of a peer
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mentor - for example, what frequency of exposure, method of behavior advocacy, and other
variables are most effective. Zinski et al. (2011) presented a systematic review of peer
interventions indicating that peers working independently or as part of a care team promoted
access to and retention in HIV primary care. Authors concluded that effective peer-related
intervention strategies included frequent contact with the HIV-diagnosed person, life skills
development, appointment accompaniment, counseling and education related to treatment, and
comprehensive assessment and help with unmet needs.
Purcell et al. (2004) designed a peer mentorship program to improve HIV treatment
adherence in injection drug users. The program included both group peer-led workshops as well
as one-on-one peer-matched sessions, and involved advocacy of treatment retention, information
regarding HIV, and hands-on activities such as role-playing. These exercises were intended to
build skills such as having conversations about HIV, sexual, and substance use behaviors,
especially negotiating safe sex practices with a partner. Authors found that this found that a peer
mentorship program resulted in significantly higher rates of treatment adherence in HIV+
injection drug users after 6-month (p = 0.03) and 12-month (p = 0.01) experimental periods, and
that the peer mentorship program was rated higher than the standard video motivational
intervention, used as a comparative control.
Based on the findings from Higa, Zinski, and Purcell, as well as the characterization of
barriers outlined in Chapter 3, an optimal peer mentorship intervention to improve treatment
adherence in Latinx immigrants living with HIV would have the following immediate goals:
-

Establishing community and social support for patients who may experience real or
perceived social rejection due to HIV status
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-

Peer-mediated motivational counseling to develop and reinforce self-efficacy in
care-seeking behaviors

-

Establishing reciprocal accountability in both patients to maintain treatment and
counseling adherence

-

Troubleshooting individual barriers with insight from peer mentor with shared
experiences

-

Resolving cultural disconnects that prevent open discourse of sexual and other behaviors
relevant to the experience of an HIV+ patient

-

Mediation between patient and provider to establish trust in new patient
The intervention program would involve both paired and group-based peer advocacy

sessions. Role-playing exercises that develop skills in disclosing HIV status to friends and family
would be a key component to both settings, as well as MI-style problem-solving to target
individuals’ personal barriers to treatment adherence. Thus, this peer mentorship intervention
ideally closes gaps in social support networks and provides targeted solutions to improving
treatment adherence. Implemented in conjunction with bolstering self-efficacy through
motivational interviewing and mitigation of wide-scale stigma through mass media campaigns
and community-based collaboration, this intervention could reverse many of the sociocultural
barriers to care adherence facing Latinx immigrants living with HIV.
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Conclusion
Implementation and Policy Recommendations
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This thesis presented a collection of multi-level interventions that could be implemented
throughout the USA to improve treatment adherence in HIV+ Latinx immigrants. However, it is
important to keep in mind that Latinx immigrant communities are not culturally or
socioeconomically homogenous throughout the United States. Thus, rather than implementing
identical intervention programs in each community, it is important to identify the specific
barriers to healthcare utilization in each individual community of Latinx immigrants living with
HIV, and tailor the interventions to fulfill those particular needs. Several of the research papers
reviewed in Chapter 3 employed variations on the same general strategy to identify barriers to
ideal treatment adherence in HIV+ patients of specific Latinx immigrant communities: recruit
Latinx immigrant HIV patients and care providers, conduct guided interviews to elucidate
general barriers, and rank categories of barriers according to how frequently they were
referenced. This general methodology can be used to develop specific messaging used in media
campaigns, community-collaborative workshops, peer mentorship, and motivational interviewing
sessions.
Thus, with adoption of the Quality Assessment Matrix and thoughtful implementation of
these intervention programs, many of the systemic and sociocultural barriers to treatment
adherence within Latinx immigrant communities can be addressed. However, efficacy of these
programs will not be maximally realized without big-picture policy changes designed to improve
access to healthcare for low-income immigrants.
Health Insurance Coverage
One of the major reasons why Latinx immigrants do not seek care is because they believe
they will not be able to afford treatment, especially because they are not covered by health
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insurance (“Health Coverage of Immigrants”, 2017; Ku, 2006). As was mentioned previously,
undocumented immigrants are currently ineligible to buy into the Affordable Care Act
marketplace (“Health Coverage of Immigrants”, 2017). This means that they often rely on
emergency services and safety net hospitals for care, which is costly to the state and can pose a
serious hazard to their health as they wait for HIV infection to have serious consequences before
accessing care. Documented immigrants also face restrictions to insurance. The 1996 Personal
Responsibility and Work Opportunity Reconciliation Act restricted many categories of
immigrants from Medicaid eligibility. Even remaining qualified categories, such as lawful
permanent residents and some refugees or asylees to qualify for Medicaid, were imposed a
five-year waiting period after legal authorization before being allowed to enroll (“Health
Coverage of Immigrants”, 2017). The Affordable Care Act in 2008 generalized eligible
categories for ACA and medicaid to almost all lawfully present immigrants (with exceptions
such as temporary protected status immigrants), but retained the five year waiting period. In the
HIV timeline, five years without regular treatment can be extremely dangerous - the patient may
contract an opportunistic infection and seek emergency care, a situation that could have been
avoided with preventative measures.
Thus, legislative restrictions to immigrants’ participation in healthcare can lead to
disastrous outcomes for immigrants living with HIV. As was covered before, depriving HIV
patients of regular access to treatment can also have far-reaching consequences in perpetuating
the epidemic. Thus, reversal of these restrictions has distinct public health benefits, and could
even improve efficiency of state healthcare expenditures by reducing unnecessary spending on
Medicaid reimbursements for emergency services. On a federal level, permitting undocumented
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immigrants to buy into the ACA marketplace would make significant strides in improving access
to HIV healthcare. Many states have also elected to remove the five-year waiting period for some
immigrant categories. For example, 31 states have accepted the Immigrant Childrens’ Health
Improvement Act (ICHIA), which eliminates the waiting period for lawfully present immigrant
children (Sumrell, 2016). A similar act for immigrants living with HIV, or simply removal of the
five-year waiting period for immigrants living with HIV in Texas, could also close dangerous
gaps in HIV care for Latinx and other immigrants.
These policy recommendations are investments the state can make in containing the
public health and financial burden of HIV. As was previously illustrated, one person receiving
regular HIV care not only allows that person can to retain their health and livelihood – it reduces
their propensity to transmit HIV to others, and inhibits the development of more virulent and
drug-resistant viral strains, which helps contain the epidemic. It also lowers their risk of
contracting an opportunistic infection that can lead to costly emergency services – in fact,
overutilized emergency services are among the biggest health costs to the state right now. This
illustrates why treatment adherence is such a critical dimension to investigate and improve in
Latinx immigrants – not only can interventions and policy changes not only improve the health
of one underserved population, they can also lead to improvements in overall population health
and healthcare delivery in the United States.
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