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Objective To assess the association between the employment status of human immunodeficiency virus (HIV)-infected individuals and
adherence to antiretroviral therapy (ART).

Methods We searched the Medline, Embase and Cochrane Central Register of Controlled Trials databases for studies reporting ART adherence
and employment status published between January 1980 and September 2014. Information from a wide range of other sources, including
the grey literature, was also analysed. Two independent reviewers extracted data on treatment adherence and study characteristics. Study
data on the association between being employed and adhering to ART were pooled using a random-effects model. Between-study
heterogeneity and sources of bias were evaluated.

Findings The meta-analysis included 28 studies published between 1996 and 2014 that together involved 8743 HIV-infected individuals from
14 countries. The overall pooled odds ratio (OR) for the association between being employed and adhering to ART was 1.27 (95% confidence
interval, Cl: 1.04-1.55). The association was significant for studies from low-income countries (OR: 1.85, 95% Cl: 1.58-2.18) and high-income
countries (OR: 1.33,95% Cl: 1.02—1.74) but not middle-income countries (OR:0.94, 95% Cl: 0.62—1.42). In addition, studies published after
2011 and larger studies showed less association between employment and adherence than earlier and small studies, respectively.
Conclusion Employed HIV-infected individuals, particularly those in low- and high-income countries, were more likely to adhere to ART
than unemployed individuals. Further research is needed on the mechanisms by which employment and ART adherence affect each other
and on whether employment-creation interventions can positively influence ART adherence, HIV disease progression and quality of life.

Abstracts in LS5 H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

Recent data from the World Health Organization (WHO) and
the Joint United Nations Programme on HIV/AIDS (UNAIDS)
indicate that access to human immunodeficiency virus (HIV) treat-
ment and care services in low- and middle-income countries has
expanded dramatically.' In 2012, over 9.7 million people living with
HIV in these countries were receiving antiretroviral therapy (ART).!
Despite this increase, ensuring adherence to HIV treat-
ment remains challenging in all countries. A meta-analysis of
patients in North America (n=17573) and Africa (n=12116)
estimated that only 55% and 77% in these areas, respectively,
achieved over 80% adherence’ and a global meta-analysis,
which included 33 199 patients on ART, reported that only
62% achieved over 90% adherence.” Common barriers to ad-
herence include medication side-effects, pill burden, the need
to disclose HIV serostatus, a perception of feeling well, treat-
ment fatigue and structural and psychosocial factors.** For
individuals, nonadherence can result in virological treatment
failure, the development of drug resistance, disease progression
and death.® At the community level, nonadherence makes
HIV transmission more likely,'”"" can substantially increase
health-care costs, particularly for hospitalization to treat op-
portunistic infections,'” and can decrease productivity.”” One
factor that has not been explored in depth is whether an indi-
vidual’s employment status influences adherence to ART."*"*

Adherence to ART may be influenced by factors associated
with the disease and its treatment, with the relationship between
the patient and the health-care provider and with patients them-
selves, such as socioeconomic status which is often based on em-
ployment or occupational status in addition to educational level
and income.'*'® Moreover, differences in adherence between peo-
ple employed in the informal and the formal economy have been
linked to gender roles and inequalities in employment status.'”'* A
previous meta-analysis by our collaborative research group found
that employed HIV-infected patients from low-, middle- and
high-income countries were 39% more likely to adhere to ART
than unemployed patients. However, the study included very few
participants from middle- and low-income countries and therefore
did not have sufficient statistical power to determine whether a
country’s income level had a significant effect on the association
between employment status and ART adherence.”

The aim of this systematic review and meta-analysis was
to investigate the relationship between the employment status
of HIV-infected individuals and ART adherence using updated
data and a larger patient sample, which included more infor-
mation from middle- and low-income countries.

Methods

This meta-analysis was reported in accordance with the Pre-
ferred reporting items for systematic reviews and meta-Analyses:
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the PRISMA statement.” Studies of any
design were included if they satisfied the
following criteria: (i) the study involved
people living with HIV; (ii) participants
were receiving highly active antiretro-
viral therapys; (iii) treatment adherence
was assessed using objective or self-
reported measures; and (iv) employ-
ment was considered a possible factor
influencing adherence.

We searched the Medline, Em-
base and Cochrane Central Register
of Controlled Trials databases for the
period January 1980 to September
2014 (Box 1). In addition, we used a
narrative literature review approach to
analyse and summarize information on
HIV treatment, particularly on adher-
ence, from a range of sources including
UNAIDS secretariat reports, scientific
conference abstracts and other grey
literature. We contacted individual
researchers for details of unpublished
studies.

Two reviewers evaluated the eli-
gibility of the studies identified and a
third reviewer provided arbitration if
there was a discrepancy. One reviewer
extracted data, which were checked by
others. The quality of the studies includ-
ed was assessed using the Risk of Bias
Assessment tool for Non-randomized
Studies (RoBANS; details available from
the corresponding author on request).”
The risk of bias in a study was graded as
low, high or unclear on the basis of study
features including the selection of par-
ticipants (selection bias), consideration
of confounding variables (selection
bias), outcome measurement (detec-
tion bias), incomplete outcome data
(attrition bias) and selective outcome
reporting (reporting bias).

Data extraction

For each study included, we recorded:
the first author’s last name; the year of
publication; the country where the study
was performed; details of the study de-
sign; the years when data were collected;
the type of controls in case—control stud-
ies; the duration of follow-up in cohort
studies; sample size; details of exposure
measures, such as indicators of occupa-
tion or employment; age; sex; the odds
that an employed patient versus an un-
employed patient would adhere to ART;
and the variables controlled for. Study
countries were classified by geographical
area and categorized as low-, middle- or
high-income, as defined by the World
Bank for 2014.* Study participants were
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Box 1.Search terms used for studies on the association between employment status and

adherence to antiretroviral therapy

1. hivinfections/

2. HIVii.

3. human immunodeficiency virus.ti,ab.
4. HIV Infections/pc

5. HIV/ or HIV-1/

6. Acquired Immunodeficiency Syndrome/pc [Prevention & Control]

7.exp hiv/

8. exp hiv-1/

9.exp hiv-2/

10. Human immunodeficiency virus.mp.
11. hiv.mp.

12.0r/ No. 1-11

13. blue collarmp.

14. blue collar.ti,ab.

15. white collarmp.

16. exp Social Class/

17. exp Adult/ or Occupations/

18. Agriculture/ec, ed, ma [Economics, Education, Manpower]

19. exp Employment/
20. job.mp.

21. exp work/

22. exp income/

23. manpower.mp.

24. socioeconomic.mp.
25. socio-economic.mp.
26. office.mp.

27.0r/No. 13-26

28. exp Medication Adherence/
29. Adherence.mp.

30. Nonadherence.mp.
31. Compliance.mp.
32.0r/ No. 28-31

33.No. 12 and 27 and 32

defined as being of working age either
by the study investigators or using the
International Labour Organization’s
standard definition.”” In addition, the
International Labour Organization’s
definition of employment was applied:
Persons in employment comprise all
persons above a specified age who dur-
ing a specified brief period, either one
week or one day, were in the following
categories: paid employment and self-
employment.”*

Consequently, studies were con-
sidered eligible if their authors defined
employed people as those who, during a
specified brief period such as one week
or one day: (i) performed some work
for wage or salary in cash or in kind;
(ii) had a formal attachment to a job but
were temporarily not at work during the
reference period; (iii) performed some

work for profit or family gain in cash or
in kind; or (iv) were with an enterprise
such as a business, farm or service but
who were temporarily not at work dur-
ing the reference period for any specific
reason.”

Data synthesis

The meta-analysis was performed using
the DerSimonian and Laird random-
effects model to obtain a pooled esti-
mate for the odds ratio (OR) and the
associated 95% confidence interval
(CI).* The model was chosen since it
takes into account both within- and
between-study variability, as between-
study heterogeneity was anticipated.
Heterogeneity among studies was as-
sessed by inspecting forest plots of the
odds ratios from each study and by using
the y? test for heterogeneity, with a 10%
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level of statistical significance, and the
I? statistic, with which a value of 50%
represented moderate heterogeneity.
We used leave-one-study-out sensitiv-
ity analysis to evaluate the stability
of the results and to test whether any
one study had an excessive influence
on the meta-analysis.”* In addition, we
performed subgroup analyses to assess
the influence of study design (i.e. cross-
sectional versus prospective cohort), the
country’s income group (i.e. low, middle
or high), the adherence threshold and
adherence measures. We used the y* test
to subgroup differences and reported the
P-value for interaction between pooled
OR and study-level characteristics. We
used a variance-weighted, least-squares
regression approach to estimate the ef-
fect of the year of publication (i.e. trend
analysis) and the study sample size on
the association between employment
status and ART adherence. For all tests, a
probability less than 0.05 was considered
significant. All statistical tests were two-
sided. Analyses were performed using
Stata version 12 (StataCorp. LP, College
Station, United States of America).

Results

A flow diagram of study selection is
shown in Fig. 1. Twenty-eight studies,
involving a total of 8743 patients from
14 countries, met criteria for inclusion in
the systematic review (Table 1).*->* The
studies were carried out between 1996
and 2012 and publication took place
between 1996 and 2014. Overall, 24
studies, involving 7484 of 8743 patients
(86%), were cross-sectional, whereas
the other four were prospective cohort
studies. Eight studies, involving 1775
patients (20%), were carried out in the
United States, three each were carried
out in Ethiopia, India and South Africa
and two were carried out in Uganda.
Twenty-seven studies, involving
8008 patients (92%), included partici-
pants who were already receiving ART.
Twenty-three studies, involving 8171
patients (94%), defined adherence as
receiving 95% or more of prescribed
doses in a given period. In addition, 22
studies, involving 7755 patients (89%),
used self-report questionnaires to assess
adherence, whereas three used pharma-
cy refill data, one used the pill count, one
used the blood drug concentration and
one used a combination of methods. The
median sample size was 300 participants
(range: 46-1016). When reported, the
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Fig. 1. Flowchart showing the selection of studies for the meta-analysis of the
association between employment status and adherence to antiretroviral therapy

Records identified in the literature search
(n=11537)

v

Records remaining after duplicates removed
(n=8322)

v

Records screened
(n=28322)

Records excluded as they did not meet

v

Articles whose full text was
assessed for eligibility (n = 172)

\

inclusion criteria (n = 8150)

Articles excluded on full text
assessment — none reported a relevant

v

Studies included in the meta-analysis
(n=28)

percentage of males ranged from 21.3%
to 88.0% between studies. The median
percentage of unemployed participants
was 41% (range: 16-79%) and the per-
centage of participants who adhered to
ART ranged from 14.9% to 93.1%.

Risk of bias

The results of our assessment of the risk
of bias in all studies included in the me-
ta-analysis are shown in Fig. 2. The risk
of bias in the selection of participants
was low in all studies. However, the
risk of selection bias due to inadequate
confirmation or consideration of con-
founding variables was low in 16 studies
but high in 12: 16 studies adjusted for
major confounding variables during the
analysis phase, whereas the remaining
12 reported unadjusted associations
between employment status and adher-
ence to ART. The risk of detection bias
due to inadequate outcome assessment
was low in the six studies that assessed
adherence using objective measures
and high in the remaining 22, which
used self-report questionnaires. The
risk of attrition bias due to inadequate
outcome data handling was low in 24
studies, unclear in two and high in the
two studies in which more than 20% of
patients were lost to follow-up. The risk
of selective reporting bias was low in
all studies.

Association between adherence
and employment

The strength of the association between
being employed and adhering to ART
reported in each study in low-, middle-
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outcome (n = 144)

and high-incomes countries is shown
in Fig. 3, Fig. 4 and Fig. 5, respectively.
The figures also give pooled estimates
for the association in each income
group. The pooled estimate for the OR
in all countries was 1.27 (95% confi-
dence interval, CI: 1.04-1.55). There
was evidence of substantial statistical
heterogeneity between the results of all
studies (I% 77%). The leave-one-study-
out sensitivity analysis showed that no
single study had an undue influence on
the pooled estimate.

Associations in subgroups

The magnitude and strength of the as-
sociation between being employed and
adhering to ART varied by country in-
come group: it was highest in the seven
studies from low-income countries, for
which the pooled estimate for the OR
was 1.85 (95% CI: 1.58-2.18). In the 11
studies from middle-income countries,
the association was not significant as
the pooled estimate for the OR was 0.94
(95% CI: 0.62-1.42). However, the asso-
ciation was significant in the 10 studies
from high-income countries: the pooled
estimate for the OR was 1.33 (95% CI:
1.02-1.74). In addition, the strength of
the association was significantly higher
in prospective cohort studies than in
cross-sectional studies: the pooled
OR was 2.05 (95% CI: 1.50-2.81) and
1.17 (95% CI: 0.95-1.44) for the two
study types, respectively (P-value for
interaction =0.003). The association
was significant in studies that used an
adherence threshold less than 100%
(OR:1.59, 95% CI: 1.35-1.87) but not
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Fig. 2. Risk of bias in studies in the meta-analysis of the association between
employment status and adherence to antiretroviral therapy, 14 countries,

1996-2014

Study reference

Consideration of confounding variables (selection bias)

Selection of participants (selection bias)
Incomplete outcome data (attrition bias)
Selective reporting (reporting bias)

Berhe 2013
Beyene 2009
Campos 2010
Duggan 2009

Duong 2001

Giday 2010

Harris 2011
Ickovics 2002

Juday 2011

King 2012

Kitshoff 2012

Kunutsor 2010

Kyser 2011

Lal 2010

Li2010

Nachega 2004
Nakimuli-Mpungu 2009
Okoronkwo 2013
Peltzer 2010

Saha 2014

Sherr2010
Shigdel 2014

Singh 1996

Singh 1999

Tran 2013
Venkatesh 2010
Vissman 2013
Wakibi 2011

o000
. . . . . . . ‘ Measurement of outcome (detection bias)
o o

= Low risk of bias
m High risk of bias

in those that used a threshold of 100%
(OR: 0.90, 95% CI: 0.64-1.26; P-value
for interaction=0.003). We also found
that the type of adherence measure
used did not significantly influence the
association between being employed

34

M Unclear risk of bias

and adhering to ART: the pooled OR
was 1.21 (95% CI: 0.98-1.51) for stud-
ies that used self-report questionnaires
compared with 1.67 (95% CI: 1.09-2.56)
for those that used other measures (P-
value for interaction =0.19; Table 2).

Jean B Nachega et al.

Period and study size effects

The association between being employed
and adhering to ART was observed to
change over time, i.e. there was a period
effect. The magnitude of the association
declined with the publication year - the
pooled OR for studies published be-
tween 2011 and 2013 was lower than that
for those reported before 2011 (Fig. 6).
Similarly, we found that study size also
significantly influenced the association,
which was more pronounced in those
with small samples (Fig. 7). For each
additional 100 study participants, the
magnitude of the association decreased
by 9% (P=0.001).

Discussion

Overall, we found that patients with
HIV infections who were employed
were 27% more likely to adhere to ART
than those who were unemployed. This
is in agreement with the results of our
previous meta-analysis'’ and of others’
who reported that one of the barriers
to ART adherence in both developed
and developing countries was financial
constraints, which may be considered a
proxy for unemployment. One differ-
ence from our previous report is that
the magnitude and strength of the as-
sociation between being employed and
adhering to ART were highest in studies
from low-income countries. Hence, un-
employment may have a greater effect on
ART adherence in these settings.

It is possible that employment
facilitates adherence to HIV treatment
because it is associated with, for ex-
ample, increased social support, better
structuring of time and improved psy-
chosocial well-being — these associations
have all been documented in the general
population.”>* A review of 16 longi-
tudinal studies showed evidence that
unemployment has a negative effect on
mental health® and other studies have
found that depression and impaired psy-
chosocial well-being are associated with
poor ART adherence.”” Employment
may also promote increased material
well-being, for example, by improving
food security and housing quality and
by reducing poverty - all three are
known to be associated with adherence
to HIV treatment.>** In addition,
employment may promote adherence
to ART by improving access to medical
services through employer-sponsored
health programmes that specifically

Bull World Health Organ 2015;93:29-41| doi: http://dx.doi.org/10.2471/BLT.14.138149
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Fig. 3. Association between being employed and adhering to antiretroviral therapy in
studies from low-income countries, 2009-2014

Study reference OR (95% ()

Beyene 2009 T 2.27(0.95-5.44)
Nakimuli-Mpungu 2009 — 1.32(0.49-3.53)
Giday 2010 — 2.01(1.17-3.46)
Kunutsor 2010 0.53(0.08-3.72)
Wakibi 2011 T 1.23(0.72-2.09)
Berhe 2013 - 1.98 (1.63-2.40)
Shigdel 2014 N 1.68 (0.81-3.48)
Subtotal (= 0%, P < 0.01) V'S 1.85(1.58-2.18)

I T T 1

0.05 0.2 1

5 20

Favours being employed

Cl: confidence interval; OR: odds ratio.

Fig. 4. Association between being employed and adhering to antiretroviral therapy in
studies from middle-income countries, 2004-2014
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Fig. 5. Association between being employed and adhering to antiretroviral therapy in
studies from high-income countries, 1996-2013
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encourage HIV treatment and by hav-
ing a positive effect on physical and
mental health-related quality of life.>®
Conversely, the association may, in part,
be due to the positive effect of ART on
an individual’s ability to find and retain
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employment, i.e. reverse causation. For
example, it was found that HIV-infected
workers who were not receiving ART
were almost twice as likely to report
being unable to work in the previous
week than those who recently began
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and were adherent to ART.®" Another
study on more than 2000 HIV-infected
adults enrolled in an ART programme
estimated that four years after ART
initiation, employment had returned to
about 90% of the rates observed in the
same patients three to five years before
ART initiation.®” Further prospective,
longitudinal, cohort studies of employ-
ment status, ART adherence and other
factors could help tease out the relative
effects of ART adherence and employ-
ment on each other.

Despite mutual reinforcement
between employment and ART adher-
ence, it can be difficult for individuals
to maintain adherence. For example, it
was found that the main reasons for the
discontinuation of antiretroviral therapy
in the workplace in South Africa were:
individuals being uncertain about their
own HIV status and about the value
of ART; poor relationships between
patients and health-care providers; and
discrimination in the workplace.®® Fur-
thermore, workplace participants also
felt that the follow-up visits required by
ART clinics created problems for them
with their employers. The most fre-
quently cited reason for treatment dis-
continuation among these individuals
was harassment and discrimination by
line managers who refused to grant time
off from work for clinic attendance. For
public sector employees, the main rea-
sons included relocation away from HIV
care providers and having insufficient
money for transportation to clinical fa-
cilities.*” These findings suggest there is a
considerable need to promote awareness
of the importance of ART adherence and
to develop employment arrangements
among both employers and employees
that encourage adherence.

Adherence, employment and
gender

Unexpectedly, we found no evidence
that gender had a significant influence
on the association between employment
status and ART adherence. Several fac-
tors could account for this finding. There
is a gender gap in access to antiretroviral
therapy. In most areas of the world, and
especially in settings with a high burden
of HIV infection, women are more likely
than men to access both ART and sup-
portive HIV services, such as targeted
counselling and programmes for the
prevention of mother-to-child HIV
transmission offered by antenatal ser-
vices.® Conversely, men may have better
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Table 2. Association between being employed and adhering to antiretroviral therapy,
by subgroup, 14 countries, 1996-2014

Subgroup No. of Pooled association Subgroup
studies OR (95% CI) P, ot heterogeneity,* P
Income group® 0.003
Low 7 1.85(1.58-2.18) 0 NA
Middle 11 0.94 (0.62-142) 75 NA
High 10 1.33(1.02-1.74) 56 NA
Study design 0.003
Cross-sectional 24 1.17 (0.95-1.44) 77 NA
Prospective cohort 4 2.05 (1.50-2.81) 0 NA
Adherence threshold 0.003
<100% 20 1.59 (1.35-1.87) 17 NA
100% 8 0.90 (0.64-1.26) 78 NA
Adherence measure 0.19
Self-report questionnaire 22 1.21(0.98-1.51) 81 NA
Other 6 1.67 (1.09-2.56) 0 NA

ART: antiretroviral therapy; Cl: confidence interval; NA: not applicable; OR: odds ratio.

2 Subgroups were compared using the )’ test.

® Pindicates the heterogeneity between the results of the studies in the subgroup.
¢ Countries were categorized as low-, middle- or high-income, as defined by the World Bank for 2014.”

Fig. 6. Association between being employed and adhering to antiretroviral therapy, by
study publication year, 14 countries, 1996—2012
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¢ The odds ratio represents the odds that an employed patient would adhere to treatment compared

with an unemployed patient.

® The area of each circle is in inverse proportion to the precision of the odds ratio.

access to employment than women and
employment could facilitate increased
adherence among men.*

Period effect

Our finding that the association between
being employed and adhering to ART
declined over time may reflect changes
in ART regimens, such as the trend to-
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wards once-daily dosing, reductions in
the pill burden and side-effects,” better
access to treatment for both employed
and unemployed individuals or a drop
in the cost of HIV medications.' Further
research is needed to determine whether
this finding is specific to the studies we
included or whether it signifies a true
decrease in the association over time.

Jean B Nachega et al.

Limitations

The findings of this meta-analysis
should be interpreted with caution. The
observational nature of the data - 85%
of the studies included had a cross-
sectional design - limited our ability to
draw causal inferences and our findings
may be affected by reverse causation
bias or by other unknown confound-
ing factors that were not adjusted for.
Additionally, we found significant
heterogeneity across the studies, which
suggests that a substantial percentage
of the variability in effect estimates
was due to heterogeneity rather than
to sampling errors, i.e. to chance. Much
of the heterogeneity observed may be
explained by differences in the adher-
ence threshold, study sample size and
study design. Nevertheless, even when
there is substantial heterogeneity, meta-
analysis is regarded as preferable for
data synthesis to qualitative or narrative
interpretation since these approaches
can lead to misleading conclusions
that should not be generalized beyond
the scope of the analysis.*” The ability
to draw conclusions from quantitative
data is an important feature of meta-
analyses and its absence is one reason
for avoiding narrative interpretations
without a data synthesis. It is worth
noting that the heterogeneity observed
in the current study appears to be the
norm rather than the exception in
meta-analyses of ART adherence.'*"”
An additional potential limitation
is that none of the studies included
compared treatment adherence across
different types of occupation. Further,
we found evidence for a small study ef-
fect and it is possible that the observed
magnitude of the association between
being employed and adhering to ART
could have been inflated by studies with
small sample sizes.

Despite these limitations, our study
had important strengths. We conducted
comprehensive searches of databases to
ensure that all relevant, published stud-
ies were identified. We also carried out
meta-regression analyses to determine
whether any particular study-level
factor explained the results or could
account for the observed variations
between studies. In performing this
comprehensive and robust review of the
existing literature, we identified gaps in
the current literature on determinants
of ART adherence.

Bull World Health Organ 2015;93:29-41| doi: http://dx.doi.org/10.2471/BLT.14.138149
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Fig. 7. Association between being employed and adhering to antiretroviral therapy, by

study sample size, 14 countries, 1996-2012

4_
@
©
3_
» 27
©
2
o ]_
0_
71 T T T T T T T T

of further research: (i) to investigate
mechanisms by which employment
and ART adherence affect each other;
(ii) to determine how different types
of employment can differentially influ-
ence ART adherence; (iii) to study the
association and interaction between
employment and adherence to medica-
tions for chronic comorbid diseases, e.g.
hypertension, diabetes and asthma in
HIV-infected or uninfected individuals;
(iv) to conduct interventional studies of
how employment-creation programmes
can positively influence HIV treatment
adherence, disease progression and
quality of life; and (v) to carry out cost-
benefit and cost-effectiveness analyses
of selected employment-creation inter-
ventions for people living with HIV. ll
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Résumé

Lien entre le suivi de la thérapie antirétrovirale et le statut professionnel: revue systématique et méta-analyse

Objectif Evaluer le lien entre le statut professionnel des personnes
infectées par le virus de limmunodéficience humaine (VIH) et le suivi
de la thérapie antirétrovirale (TAR).

Méthodes Nous avons effectué des recherches dans les bases de
données de Medline, d'Embase et du registre central de Cochrane des
essais controlés (Cochrane Central Register of Controlled Trials) pour trouver
les études relatives au suivi de la TAR et aux statuts professionnels qui
ont été publiées entre janvier 1980 et septembre 2014. Des informations
provenant d'un large éventail de sources alternatives, y compris la
littérature grise, ont également été analysées. Deux examinateurs
indépendants ont extrait les données sur le suivi du traitement et les
caractéristiques de l'étude. Les données de Iétude sur le lien existant
entre le fait d'avoir un emploi et le suivi de la TAR ont été regroupées en
utilisant un modéle a effets aléatoires. 'hétérogénéité entre les études
et les sources de biais ont été évaluées.

Résultats | améta-analyseainclus 28 études publiéesentre 1996 et 2014,
qui, ensemble, ont impliqué 8743 personnes infectées par le VIH dans

14 pays. Le rapport des cotes (RC) regroupé global pour le lien entre
le fait d'avoir un emploi et le suivi de la TAR était de 1,27 (intervalle de
confiance a 95%, IC: 1,04-1,55). Ce lien était significatif pour les études
dansles pays a revenu faible (RC: 1,85;1C 95%: 1,58—-2,18) et dans les pays
arevenu élevé (RC: 1,33;1C 95%: 1,02—1,74) mais il ne I'était pas dans les
pays a revenu intermédiaire (RC:0,94; IC 95%: 0,62—1,42). En outre, les
études publiées apres 2011 et les études plus vastes ont montré un lien
moins fort entre le statut professionnel et le suivi thérapeutique que dans
les études précédentes et les études plus restreintes, respectivement.
Conclusion Les personnes infectées par le VIH et ayant un emploi,
en particulier dans les pays a revenu faible et les pays a revenu élevé,
étaient plus susceptibles de suivre laTAR que les personnes sans emploi.
Des recherches plus approfondies sont nécessaires pour étudier les
mécanismes par lesquels le fait d'avoir un emploi et le fait de suivre la
TAR s'affectent mutuellement et pour savoir siles interventions favorisant
la création d'emplois peuvent influencer positivement le suivide laTAR,
la progression de la maladie due au VIH et la qualité de vie.

Pesiome

CeAsb mexagy COGHIOAEHMEM pexunma aHTMPETPOBVIpyCHOIZ Tepannn n ctaTyCom 3aHATOCTU:

cnctemaTnyecknin 063op N MmeTa-aHann3

Llenb OueHnTb CBA3b MEXAY CTAaTyCOM 3aHATOCTN WL, MHOULIMPOBAHHbIX
BUPYCOM UMMyHOAedULMTa Yenoseka (BMY), n cobniogeHnem pexnma
aHTUpeTpoBMpPYCHOW Tepanuu (APT).

MeTopabl bbin npounsseaeH nouck pabot B 6a3ax gaHHbix Medline,
Embase 1 B8 KokpaHOBCKOM LIEHTPANbHOM PeecTpe KOHTPOAUPYEMbIX
KIVHWYECKMX UCCNeoBaHNI, COfepXallyx AaHHble O cobnogeHnm
naumeHTamm pexnma APT 1 X CTaTyce 3aHATOCTU, KOTopble Oblnw
onybnukoBaHbl B neprof ¢ AHBapa 1980 no ceHTAbpb 2014 roaa.
Takxe Oblna NpoaHanM3npoBaHa MHGOPMaLWA K3 WUPOKOro Kpyra
LPYrUX UICTOYHMKOB, B TOM YMCIIE, TUTEPATYPbI, HE MHAEKCMPOBAHHON B
MEAVUMHCKIMX 6a3ax AaHHbIX. [JaHHble 0 COOMoAeHNM pexnma nedeHuns
U XapaKTEPUCTNKAX NCCeA0BaHNNIA OTOMPANNCh ABYMA HE3ABUCUMBIMM
3KcnepTamu. [laHHble UCCNenoBaHUMIA O CBA3M MEX[Y 3aHATOCTbIO U
cobnofeHvem pexmnma APT Obinv obbegnHeHbl C MCNOMb30BaHNEM
MOfENN CyYaiiHbix 2GGeKTOoB. bbina oueHeHa reTeporeHHOCTb MeXay
MCCNeNOBAHMAMM Y UCTOUHMKIM OLINOOK.

Pesynbratbl B MeTa-aHanns 6610 BKAOUEHO 28 nccnenoBaHui,
ony6nMKoBaHHbIX B Nepuop ¢ 1996 no 2014 1T, KOTOpble B COBOKYMHOCTN
copepanu faHHble no 8743 BUY-nHOMUMpOBaHHbBIM NKLjaM 13
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14 ctpaH. CymmapHoe 0606uieHHoe oTHoleHKe waHcoB (OLL) ans
CBA3V MEX Y 3aHATOCTbIO 1 cobniofeHrem pexkima APT cocTasuno 1,27
(95%-Hbiln poBepuTeNbHbIN UHTEPBan, [M: 1,04-1,55). OTa cBA3b Obina
CyLLEeCTBEHHOW B MCCNeOBaHNAX, BbIMOMHEHHbBIX B CTPAHaX C HU3KUM
ypoBHem foxofa (OUW:1,85; 95%-Hbin [V 1,58-2,18) n B cTpaHax ¢
BbICOKMM ypoBHeM foxoaa (OLL: 1,33; 95%-Hbin [J: 1,02-1,74), HO He B
CTpaHax co cpefHum yposHem goxofa (OLL:0,94; 95%-Hbin AW 0,62—
1,42). Kpome TOr0, ccnefoBaHns, onybnrkosaHHble nocne 2011 roga,
1 bonee KpynHele NCCNefOBaHUA NOKa3an MEHbLIYIO CBA3b My
3aHATOCTBIO 1 COOMIOAEHNEM PEXIMA Tepaniuv No CpaBHeHMto ¢ bonee
PaHHUMM 1 MEHbBLIMMI NO MaclUTaby MCCNEA0BAHMAMYM COOTBETCTBEHHO.
BbiBog Vimelowme Tpynosylo 3aHATOCTb BUY-mHGUUMpPOBaHHbIE
nnua, 0COOEHHO B CTpaHax C HU3KMM U BbICOKMM YPOBHEM [10XOAa,
B OONbLWIMHCTBE CBOEM, cobntofann pexunm APT, No cpaBHeHWio C
6e3paboTHBIMY NLaMK. Heobxoamnmbl AanbHelwme nccneqoBaHus
MexaH13MOB B3aUMHOIO BAMAHMA 3aHATOCTI Ha COOMIOAEHVIE PeXIMMa
APT, a TakXe BO3MOXHOCTW MONOXUTENbHOTO BAMAHMA Mep Mo
CO3[aHNI0 3aHATOCTI Ha cobntoaeHe pexma APT, nporpeccnpoBaHie
BUY-HdeKuMM 1 KaYeCTBO KIU3HMW.

Bull World Health Organ 2015;93:29-41| doi: http://dx.doi.org/10.2471/BLT.14.138149
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Resumen

La asociacion entre la adherencia a la terapia antirretroviral y la situacion laboral: examen sistematico y metaanalisis

Objetivo Evaluar la relacion entre la situacion laboral de personas
infectadas por el virus de la inmunodeficiencia humana (VIH) y la
adherencia a la terapia antirretroviral (TAR).

Métodos Se realizaron busquedas de estudios publicados entre enero
de 1980y septiembre de 2014 que informaran acerca de la adherencia
alaTARy la situacién laboral en las bases de datos Medline, Embase
y el Registro Cochrane Central de Ensayos Controlados. También se
analizé la informacion de una amplia gama de fuentes, entre ellas, la
literatura gris. Dos revisores independientes extrajeron los datos sobre
la adherencia al tratamiento v las caracteristicas del estudio. Los datos
de los estudios sobre la asociacion entre el empleo y la adherencia a
la TAR se agruparon por medio de un modelo de efectos aleatorios y
se evalud la heterogeneidad entre los estudios y las fuentes de sesgo.
Resultados EI metanalisis incluy6 28 estudios publicados entre
1996 y el 2014 que incluyeron 8743 individuos infectados por el VIH
provenientes de 14 paises. La razén de posibilidades agrupada general

(OR) para la asociacion entre estar empleado vy la adherencia a la TAR
fue 1,27 (intervalo de confianza del 95%, IC; 1,04—1,55). La asociacion
fue significativa en los estudios en paises con ingresos bajos (OR: 1,85, IC
del95%: 1,58-2,18) ycon ingresos altos (OR: 1,33,1C del 95%: 1,02—1,74),
pero no en los paises con ingresos medios (OR: 0,94, IC del 95%: 0,62—
1,42). Ademés, los estudios publicados después de 2011y los de mayor
tamafio mostraron una relacién menor entre el empleo y la adherencia
que, respectivamente, los estudios anteriores y mas pequefios.
Conclusién Las personas infectadas por el VIH con un empleo,
en particular en los paises con ingresos bajos y altos, tenian mds
probabilidades de adherirse a la TAR que las personas desempleadas.
Se necesitan investigaciones adicionales sobre los mecanismos por
los que el empleo vy la adherencia a la TAR se influyen mutuamente
y sobre si las intervenciones de creacion de empleo pueden influir
positivamente la adherencia a la TAR, la progresion de la enfermedad
del VIH y la calidad de vida.
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