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Anti-retroviral medications (ARVs) are effective at treating HIV/AIDS. 

Medicare, Medicaid, and ADAP are public programs that supply ARVs to needy patients 

in the U.S. Studies have documented disparities in AIDS incidence/prevalence, 

insurance, and ARV-use. 

The study described demographic, clinical, and insurance characteristics of a 

sample ofHIV+ persons. The study explored relationships between AIDS diagnosis, 

health status, and ARV- receipt and demographic, insurance, and clinical variables. 

Disparities in ARV-receipt, AIDS diagnosis, and health-status were found for gender, 

age, race, geographic region, and SES. Policy recommendations included: shortening the 

disability waiting-period for Medicare-eligibility, and relaxing Medicaid's income­

eligibility requirements. 
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CHAPTER I 

INTRODUCTION 

Rationale 

HIV and AIDS have become a serious public health problem in the United States 

since the HIV virus was first identified in 1981. Before the mid-1990s, treatments were 

largely ineffective at slowing or preventing the progression ofHIV infection to AIDS or 

restraining high mortality rates. According to the Centers for Disease Control and 

Prevention [CDC] (2001), during the first two decades of the HIV epidemic (1981-2000), 

774,467 people were reported to have developed AIDS. By December 2000, some 

448,060 persons had died of AIDS, and 322,865 were living with the disease. The 

number of new AIDS cases and AIDS deaths decreased significantly after the mid-1990s, 

after the introduction of effective, multi-drug treatment regimens (CDC, 2001). 

Anti-retroviral (ARV) therapy has been shown to be effective at slowing the 

progression ofHIV infection to AIDS (CDC, 2001; Frey, 2002). Intensive ARV-drug 

therapy, known as Highly Active Anti-Retroviral Therapy (HAART) consists of 

treatment with two or more classes of anti-retroviral drugs. Multiple-drug therapy has 

been demonstrated to be effective in the face of drug-resistant strains ofHIV (Frey, 

2002). 

There are three main classes of anti-retroviral agents: reverse transcriptase [RT] 

inhibitors, protease inhibitors [PI] (Frey, 2002; National Institutes of Allergy & 
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Infectious Diseases [NIAID], 2006), and fusion inhibitors (NIAID, 2006). There are two 

types ofRT inhibitors: nucleoside analogs (nucleoside/nucleotide reverse transcriptase 

inhibitors) [NRTI] and non-nucleoside reverse transcriptase inhibitors [NNRTI] (Frey, 

2002). Fusion inhibitors are the newest class of anti-retroviral agents and were approved 

in 2006 (NIAID, 2006). Treatment guidelines change frequently, and a detailed 

discussion of appropriate treatment regimens is outside the scope of this thesis. A brief 

description of ARV treatment may be found in Chapter II of this report. 

Anti-retroviral therapy is costly (Henry J. Kaiser Family Foundation [KFF), 

2000a; KFF, 2000b; KFF, 2006). Three main government-financed programs provide 

· healthcare, including anti-retroviral treatment, to HIV-positive persons: Medicare (KFF, 

20006), Medicaid (KFF, 2000b), and the AIDS Drug Assistance Program (ADAP) (KFF, 

2000a). Medicaid is the largest provider of the three programs, spending more on HIV­

care than the combined total of spending by Medicare and the ADAP programs (KFF, 

2000b ). Medicaid and Medicare are entitlement programs, meaning that all eligible 

applicants receive coverage and assistance. ADAP is an assistance program, and not 

every eligible applicant may receive care (KFF, 2000a). 

Much research has been devoted to examining the dynamics of disparities for 

medical treatment (availability, usage levels, and adherence), health outcomes, and health 

status, for a number of disease conditions, according to several socio-economic and 

cultural factors. Discerning the relationships between these factors and health is 

complicated by disagreements among researchers over which phenomena are truly 

measured (Tumock, 2001) and the proper means to measure these phenomena. Social 
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position is commonly measured by socio-economic status (SES) and poverty. Evidence 

suggests that a person's position in society has a broad influence on his or her health. 

Education is a factor that has been associated with SES (Tumock, 2001). 

Several studies have confirmed the existence of disparities in the use of anti­

retroviral medications in the United States, in the context of factors such as 

race/ethnicity, socio-economic status, insurance status, gender, and educational 

attainment. Sambamoorthi, Moynihan, McSpiritt, and Crystal (200 1) found differential 

patterns in HAART use according to race/ethnicity, age at time of AIDS diagnosis, stage 

of illness, vital status (whether the person was alive or dead), and whether the person had 

Medicare coverage. Sambamorthi (2001) found that Non-Hispanic Blacks and Latinos 

were less likely to receive at least one AR V prescription during the study period, 1996-

1998. Age was found to be a factor in ARV receipt, as persons aged 30 ~9 were more 

likely to receive ARV drugs than persons in the other age groups. Persons with primary 

Medicare coverage were twice as likely as Medicaid-only recipients to receive HARRT 

(Sambamoorthi et al., 2001). 

Anderson and Mitchell (2000) found that the receipt of ARV drugs varied 

according to race/ethnicity and gender. Non-Hispanic Blacks were less likely to receive 

multi-drug therapy than Non-Hispanic Whites, while Hispanics were more likely to 

receive HAART than Non-Hispanic Whites. This finding is important, because HIV­

positive persons who receive HAAR T live longer than those persons who do not receive 

such therapy (Anderson & Mitchell, 2000). Geographic region within the United States 

has also been associated with receipt of ARV medications, as persons from Southern 

3 



states were less likely to have received ARV treatment as residents of a Northeastern 

state (Shapiro, Morton, McCaffrey, Senterfitt, Fleishman, Perlman, Athey, et al., 1999). 

Several studies have concluded that SES is an important factor in access and 

receipt oftreatment for HIV/AIDS. One study found that the fulfillment ofbasic survival 

needs present barriers to health care access for HIV -positive persons and act 

independently of barriers to care within the healthcare system (Cunningham, Andersen, 

Katz, Stein, Turner, Crystal, Zierler, et al., 1999). Competing subsistence needs 

included: healthcare; food, shelter, and housing; transportation; and employment. 

Persons who had one or more competing subsistence need were 50% more likely to not 

receive ARV medicines and were three times as likely to report low access to healthcare 

as those with no competing subsistence needs(Cunningham et al., 1999). Educational 

attainment is a factor that is often associated with SES (Pearce & Smith, 2003; Tumock, 

2001 ). Persons who had possessed the highest levels of education were more likely to 

receive HAART than those with lesser amounts of education (Shapiro et al., 1999). 

Three studies found differences in the use ofhealthcare by HIV-infected persons 

with different types ofhealth insurance coverage. Smith and Kirking (2001) found that 

changes in insurance coverage were a factor in the receipt of ARV medications. Persons 

who were uninsured, lost coverage, and recently gained coverage used ARV drugs less 

than those persons remained insured (Smith & Kirking, 2001). Shapiro et al. (1999) 

examined data from the HIV Cost and Services Utilization Study (HCSUS) and found 

that persons with Medicare coverage were more likely to have received anti-retroviral 

therapy than those persons with Medicaid coverage. Another study examined access and 
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receipt of ARV medications by Medicaid and ADAP participants in California, New 

York, Florida, and Texas (Kahn, Zhang, Cross, Palacio, Birkhead, & Morin, 2002). Kahn 

et al. (2002) found that approximately twice as many Medicaid participants had AIDS as 

those enrolled in ADAP. Non-Hispanic Blacks were more likely to receive ARV 

medications through participation in Medicaid than in ADAP, while Non-Hispanic 

Whites were more likely to access these drugs through ADAP than Medicaid. Hispanics 

were more likely to access ARV medicines through ADAP, except in New York-state, 

where they were more likely to access these medicines through Medicaid (Kahn et al., 

2002). Kahn et al. (2002) found that between race/ethnicity differences were slight and 

displayed an inconsistent pattern. 

Statement ofPurpose 

The purposes of this study are four-fold. The first purpose is to describe the 

characteristics ofthe study sample in terms of several demographic, clinical, and health­

insurance characteristics. The second purpose of the study is to research potential 

relationships between three dependent variables (diagnosis of AIDS, health-insurance 

status, and receipt ofanti-retroviral medications) and several independent variables, 

relating to demographic characteristics of the study sample, insurance status, and overall­

health status. The third purpose is to discuss the results, significance, and potential 

impact of the study for public health. Fourth, the study shall include appropriate policy 

recommendations and suggestions for further research. 
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Research Questions 

Question 1 

What are the characteristics of the study sample, in terms of demographics, 

overall-health status, access to ARV medications, and health-insurance status? 

Question 2 

Are there disparities in the receipt of anti-retroviral (ARV) medication and AIDS 

prevalence, in terms of demographic, insurance-status, and health-related (clinical) 

variables? 

Question 3 

What are the characteristics of the Medicaid program and the AIDS Drug 

Assistance Program (ADAP) in Texas, New York, and Florida? What are the 

characteristics of the federal Medicare program? What lessons could be learned from a 

comparison of these programs? 

Question 4 

What policy recommendations could be made (if any) concerning potentially 

effective roles for publicly-financed, state-level health assistance programs (Medicaid 

and ADAP) and the federally-funded, national-level health insurance program, Medicare? 

Importance of Study 

Disparities in HIV-prevalence and ARV-use are well documented in the literature. 

This report seeks to document these disparities for the sample of respondents in the HIV 

Cost and Services Utilization Survey (HCSUS) and make potentially useful 

recommendations for government policies to remediate these disparities. 
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Delimitations 

The study employed an analysis of data that were drawn from the HIV Costs and 

Services Utilization Study (HCSUS). The HCSUS was a nationally representative study 

of persons who were receiving care for HIV disease/AIDS. The HCSUS was funded 

through a joint agreement between the Rand Corporation and the U.S. Agency for 

Healthcare Research and Quality (AHRQ). The HCSUS was conducted by a consortium 

of public and private institutions and centered at the Rand Corporation (AHRQ, 1998; 

Rand Corporation, 2005). The public release of the HCSUS data set contains only de­

identified data. There are no data in this release that could provide indication of a 

participant's identity. 

Limitations 

The current study has a number of limitations. First, the HCSUS did not sample 

prisoners, military personnel, persons receiving inpatient care, and persons receiving care 

from emergency departments. The results of the current study may not be representative 

of the entire HIV -population for this reason. Second, the HCSUS did not sample persons 

from Alaska, Hawaii, Puerto Rico, and the remainder of the U.S. territories and 

possessions. The HCSUS data are not applicable to these regions. Third, for some 

variables in the HCSUS data set, the values for some variables may logically contradict 

the values for other variables. For instance, a respondent may have been listed as a 

female for the gender variable and as a gay male for other variables that contain data on 

sexual orientation and means of transmission (HCSUS, 2000). Fourth, the HCSUS was 

designed to be representative of the entire population of HIV -positive persons in the 
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United States. The HCSUS contains data on 2,864 persons. The HCSUS project team 

created statistical weights in order to make the results of analysis nationally 

representative. The current study did not employ these analytical weights, and the results 

of the study may not be representative of the entire population of HIV -positive persons in 

the U.S. 

Definition ofTerms 

Acquired Immunodeficiency Syndrome: See AIDS. 

Acute HIV infection: phase ofHIV infection that is characterized by a high level of viral 

production and mononucleosis-like symptoms, e.g. fever, sore throat, rash, general 

malaise, lymphadenopathy, diarrhea, etc. 

Acute retroviral syndrome: group of symptoms that resemble mononucleosis infection. 

These symptoms are the first indication of HIV infection in 50-70% of all HIV patients 

and in 45-90% of women. 

ADAP: AIDS Drug Assistance Program. ADAP programs are operated by each U.S. 

state and are funded, in part, under Title II of the Ryan White Care Act. ADAP provides 

therapeutic medications and associated devices to eligible persons and primarily serves 

low-income populations. 
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AIDS: Acquired Immunodeficiency Syndrome is a highly infectious disease caused by 

the human immunodeficiency virus (HIV). AIDS is the most advanced and severe stage 

ofHIV-infection. HIV infection may have a long latency period, without recognizable 

symptoms, after initial exposure to the virus. AIDS is characterized by a drop in levels of 

immune cells, such as T cells (CD4 cells), and opportunistic infections and cancers. 

AIDS is defined in a person if one of the following is present: CD4-cell count< 200/J..LL 

and acute (primary) or asymptomatic HIV infection and without an AIDS-defining 

condition; CD4-cell count< 200/J..LL and symptomatic without an AIDS-defining 

condition; CD4-cell count of any number of cells and an AIDS-defining condition. 

Agency for Healthcare Research and Quality: AHRQ. A federal agency, based in 

Rockville, MD, that is part of the U.S. Department of Health and Human Services 

(DHHS). The AHRQ is the primary health services research branch of the DHHS, 

performing research into healthcare quality, safety, outcomes, effectiveness, delivery, 

costs, and sources of payment. 

AHRQ: See Agency for Healthcare Research and Quality. 

AIDS Drug Assistance Program: See ADAP. 

Anti-retroviral medication: antiviral agent that interferes with a retrovirus's ability to 

replicate or enter the host cell. 
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ART: anti-retroviral therapy. Anti-retroviral therapy involves the use of anti-retroviral 

medications to treat a viral infection. 

ARV: anti-retroviral. 

CD4: protein found in human blood that is located on 65% of immune cells. HN infects 

immune cells with the CD4 protein on their swfaces. 

CD4 lymphocyte: See T cell. 

Centers for Disease Control and Prevention: CDC. A federal agency, based in Atlanta, 

GA, that is part of the U.S. Department of Health and Human Services (DHHS). The 

CDC is the primary agency that gathers and disseminates epidemiologic and health­

related data in the United States. 

CDC definition of AIDS: CD4-cell count of less than 200 cells per JlL. 

Centers for Disease Control and Prevention: See CDC. 

Demographic characteristics: qualities that describe and relate to human populations and 

population segments (e.g., gender, age, race/ethnicity, marital status, occupation, 

educational attainment, sexual orientation, geographic location of residence, etc.). 
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Dx: medical shorthand for "medical diagnosis." 

Fusion inhibitor: class of anti-retroviral agents that interferes with the HIV virus's ability 

to enter the host cell. 

HAART: highly active anti-retroviral therapy. HAART is a treatment strategy that 

employs two or more different classes of anti-retroviral drugs. This treatment often is 

used to treat patients with a drug-resistant strain of the HIV virus. 

HCSUS: See HIV Cost and Services Utilization Study. 

HN: Human Immunodeficiency Virus, the infectious retrovirus that causes AIDS in 

humans. There are two types ofHIV: HIV-1 and HIV-2. HIV-1 was discovered in 1981 

and is found primarily in North and South America, Europe, Asia, and most of Africa. 

HIV-2 was discovered in 1986 and is found principally in West Africa. HIV-2 is less 

virulent than HIV -1 and may have a longer latency period. 

HIV Cost and Services Utilization Study: nationally representative study of HIV -positive 

persons in the 48 contiguous United States and Washington, DC. The HCSUS was 

conducted by a consortium of federal government agencies, research institutions, and 

private organizations, centered at the Rand Corporation. More information may be 
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obtained from the Agency for Healthcare Research and Quality (AHRQ) and the Rand 

Corporation. 

Immunodeficiency: a medical condition characterized by a damaged, weakened, or 

improperly functioning immune system. Immunodeficiency may be innate (congenital), 

acquired, or induced and results in an inability to develop a normal immune response. 

Latency period: period of time between infection or exposure to a disease-causing 

organism or agent and the onset of disease. 

Lymphocyte: white blood cell-type that aids in antibody formation. Levels of 

lymphocytes are used as markers of a patient's health. 

Medicaid: mixed federal-state assistance program that finances medical care and long­

term care for poor and indigent populations. 

Medicare: federal health-insurance program that finances healthcare for elderly and 

disabled populations. 

MSM: men having sex with men. 
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Non-nucleoside reverse transcriptase (RT) inhibitor: one of a class of anti-retroviral 

medications that interfere with the function of reverse transcriptase. 

Nucleoside analogue: one of a class of anti-retroviral agents that interfere with HIV's 

ability to synthesize DNA. Nucleoside analogues are also referred to as 

"nucleoside/nucleotide (R T) inhibitor." 

Opportunistic infection: infection caused by an organism that takes advantage of a 

weakened immune system. Opportunistic infections do not normally cause infection in 

persons with healthy immune systems. 

PL WHA: person living with HIV and AIDS. 

Protease inhibitor: one of a class of anti-retroviral agents that blocks the action of the 

enzyme protease, preventing the replication of the HIV virus. 

Protease: any of a group of enzymes that act as catalysts in the breakdown of peptides or 

amino acids, the building blocks of RNA and DNA. 

Retrovirus: virus that contains the enzyme reverse transcriptase, which allows the virus to 

replicate within the host cell. 
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Reverse transcriptase: reverse transcriptase is an enzyme necessary for a retrovirus to 

convert viral RNA to viral DNA, thereby replicating its genetic code. 

Seroconversion: development of antibodies in the blood as a result of immunization or 

infection. 

Symptomatic HIV infection: stage ofHIV infection in which symptoms have begun to 

present, but AIDS has not developed. 

T cells: lymphocytes, originating in the thymus gland, that regulate the immune system's 

destruction of infectious agents. CD4lymphocytes are a subgroup ofT lymphocytes. T 

cells are often referred to, simply, as "T lymphocytes." 

Viral load: level of detectable viruses in a person' s blood, expressed as x/mm3
• 

Virus: any of a number of simple submicroscopic parasites of plants, animals, and 

bacteria that cause disease. A virus is essentially a core of RNA or DNA that is 

surrounded by a protein coat. Viruses cannot replicate on the own and must replicate 

inside a host cell. Viruses generally are not considered to be living organisms. 
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CHAPTER IT 

LITERATURE REVIEW 

Since HIV was first identified in 1981, HIV -virus infection and AIDS, the most 

severe form ofthe infection, have become a major public health problem in the United 

States. Until the first anti-retroviral therapies became available in the mid-1990s, 

treatment of AIDS was largely ineffective at limiting the high rates of fatality and 

progression ofHIV infection to AIDS (CDC, 2001). Nucleoside analogs were the first 

class of anti-retroviral medications to be developed (Frey, 2002). Nucleoside analogs, 

such as AZT, provided some early treatment success (CDC 2001). The introduction of 

protease inhibitors initiated the use of multi-drug treatment of AIDS (Sambamoorthi et 

al., 2001). Highly active anti-retroviral therapy (HAART) reduced the staggering death 

toll from AIDS (CDC, 2001) and delayed what had been, heretofore, a looming and 

imminent death. There currently is no cure for HIV infection and AIDS (NIAID 2006), 

though recent medical treatments have been successful at relieving symptoms, prolonging 

life, and combating opportunistic infections (Frey, 2002). 

For the period June 1981 to December 2000, the number ofHIV and AIDS cases 

and fatalities sharply increased during the decade ofthe 1980s, peaked in the early 1990s, 

and then exhibited a decline. The greatest impact of the epidemic was among men who 

have sex with men (MSMs) and racial/ethnic minorities. Increases in cases were 

observed for women and heterosexuals. AIDS prevalence was observed to increase, 
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though fatalities decreased. The trends in the HIV epidemic at that time indicated that 

prevention activities would be necessary in order to control the epidemic among MSMs, 

women, and intravenous drug users (IDUs) (CDC, 2001). 

For the period June 1981 through December 2000, 774,467 persons were reported 

to have AIDS and 448,060 had died. In December 2000, there were a total of 322,865 

persons with AIDS. Ofthese cases, 79% were male, 61% were Non-Hispanic Black or 

Hispanic, and 41% were MSMs. Furthermore, the cumulative incidence (774,467) ofthe 

epidemic up to that time may be divided into three equal parts. One-third of cases were 

reported from 1981 through 1992, one-third from 1993 to 1995, and the last third from 

1996-2000. HAART was introduced in the mid-1990s (CDC, 2001), corresponding 

roughly to the border between the second and third divisions of reported cases for the 

period. This provides an indication of a leveling-off of AIDS mortality, as there was the 

same number of mortalities in five years (1996-2000) as there was in three years (1993-

1995). 

The incidence of AIDS showed a rapid increase throughout the 1980s, reached a 

high-point in the early 1990s, and declined through the remainder of the decade. 

According to the CDC (2001), the peak in incidence was associated with the change in 

the AIDS surveillance case definition, which was made in 1993. After the introduction of 

HAART in 1996, sharp declines in incidence and mortality were reported. Between 1998 

and June 2000, AIDS incidence and deaths plateaued, and prevalence increased (CDC, 

2001). 
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The CDC (2001) states that from 1981-2000,85% of AIDS diagnoses were 

among persons aged 20-49 years of age. AIDS also affects some segments of the 

American population more than others. In the early 1980s, most AIDS incidence was 

among the white population. Through the 1980s, the incidence in Non-Hispanic Blacks 

rose consistently. By 1996, Blacks accounted for more new cases of AIDS than any 

other racial/ethnic group. The most common modes of exposure, from 1981 to 2000, 

were MSM (46%), intravenous (IV) drug use (25%), and heterosexual contact (11 %). 

Beginning in 1996, the declines in incidence for MSMs and IV drug use were greater 

than for heterosexuals (CDC, 2001). 

Women are at a disproportionately high risk of developing AIDS. Women, who 

are exposed to HIV through heterosexual contact, are the fastest-growing risk group in 

the United States. The percentage of total AIDS cases that are found in women has 

increased throughout the epidemic. In 1985, 7% of AIDS cases were women, while 23% 

were women in 1999. Furthermore, women with AIDS may not live as long as men, 

though the reasons for this are unclear (Frey, 2002). 

HIV is a retrovirus, meaning that it uses the enzyme reverse transcriptase in the 

replication of its genetic code (Frey, 2002). There currently is no cure for HIV infection 

(NIAlD, 2006), though effective anti-retroviral treatments have been available since the 

mid-1980s (CDC, 2001; NIAID, 2006). Anti-retroviral treatments are disease-fighting 

agents that interfere with an aspect of a retrovirus ' s infection and replication process. 

Presently, there are three main classes of anti-retroviral agents: reverse transcriptase (RT) 

inhibitors, protease inhibitors (PI), and fusion inhibitors. Each class of anti-retroviral 
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agent operates on a different mechanism of HIV functioning. Reverse transcriptase 

inhibitors and protease inhibitors prevent HIV from replicating (Frey, 2002; NIAID, 

2006). Fusion inhibitors prevent the HIV virus from adhering to a cell. Such an action 

prevents the virus from entering and infecting the cell (NIAID, 2006). 

The U.S. Department of Health and Human Services (DHHS) recommends that 

anti-retroviral therapy should be initiated in all HIV -positive persons with "acute HIV 

syndrome," within at least six months ofHIV seroconversion, and anyone with a clinical 

diagnosis of AIDS or symptomatic HIV infection (Evering, Kaswan, & Minamoto, 

2003). Anti-retroviral therapy has been shown to effectively retard the progression of 

HIV to AIDS. Studies have shown that HAART, employing two nucleoside analogues 

and one protease inhibitor or non-nucleoside reverse transcriptase inhibitor, greatly 

decreases viral load, increases CD4-cell counts, and slows the progression of HIV 

infection to AIDS (Deeks, Smith, Holodny, & Kahn, 1997; Patella, Delaney, Moorman, 

Loveless, Fuhrer, Satten, Aschmanet, D.J ., et al., 1998). Clinical guidelines for the 

treatment of adult HIV infection recommend the initiation of anti-retroviral therapy in 

patients whose CD4-cell counts are below 350/f.lL or whose viral loads are greater than 

30,000 HIV-RNA-copies/f.lL (Panel on Clinical Practices for Treatment ofHIV Infection, 

2001 ; Carpenter, 2000). Research has shown that HAAR T and proper medical care have 

made AIDS a manageable, though incurable, disease (CDC, 1998; Panel on Clinical 

Practices, 1998). 

Several factors have contributed to the current high incidence rates ofHIV and 

AIDS. Current rates for HIV and AIDS are partly due to a new generation of MSMs 
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(CDC, 2001), who matured after the largely successful prevention efforts of the 1980s. 

Additionally, minority MSMs, especially Non-Hispanic Blacks, have become the most­

affected population with HIV. Several socioeconomic-status (SES) and cultural factors 

have been associated with high-risk behaviors and act as barriers to the access of services 

for MSMs. These factors have included homophobia within the general population, high 

rates ofpoverty and unemployment, and lack of access to healthcare (CDC, 2001). 

Several studies have confirmed the well-documented link between poor health 

and socioeconomic factors. Two studies documented the causal relationships between 

income inequality (LeClere & Soobader, 2000), education, area of residence, and 

occupation to poor health outcomes (Lynch & Kaplan, 2000). Furthermore, Cunningham 

et al. (1999) identified subsistence-economic barriers and competing subsistence needs 

that interfered with the receipt of adequate healthcare and attainment of the basic 

necessities for living. These barriers included not obtaining healthcare because of 

subsistence needs; postponing the seeking of care from a doctor because of lack of 

transportation, were too sick to visit the doctor, or could not obtain time-off from 

employment; and forgoing subsistence needs because of the necessity of obtaining 

healthcare (Cunningham et al., 1999). 

Disparities in the availability, access, and clinical use of anti-retroviral 

medications have been documented (Karon, Rosenberg, McQuillan, Khare, Gwinn, & 

Petersen, 1996). Insurance status has been found to be a factor in access to healthcare 

services (Fleishman, Hsia, & Hellinger, 1994). Low-income, uninsured HIV -positive 

persons are less likely to receive HAART than those persons with private insurance or 
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higher incomes (Shapiro et al., 1999; Andersen, Bozzette, Shapiro, St. Clair, Morton, 

Crystal, Goldman, et al., 2000; Smith & Kirking, 2001). Smith and Kirking (2001) found 

that changes in health insurance coverage affected access and adherence rates for anti­

retroviral drugs. No insurance coverage was associated with greatly reduced rates of the 

use of anti-retroviral medications. Both gaining and losing insurance coverage were 

associated to decreased use of anti-retroviral drugs, though there was a stronger 

association between the gaining insurance coverage and decreased use (Smith & Kirking, 

2001). Cunningham, Hays, Williams, Beck, Dixon, and Shapiro (1995) found that the 

uninsured had lower access to healthcare than did those persons with Medicaid coverage. 

This result was especially true in terms of cost of purchasing healthcare services 

(Cunningham et al., 1995). 

Several studies have indicated that race and ethnicity are factors that influence 

access to anti-retroviral therapy. One study (Kahn et al., 2002) examined the use of 

HAART in the Medicaid and ADAP programs in four states (California, Florida, New 

York, and Texas). Kahn at al. (2002) found that 78-88% of Medicaid enrollees had AIDS 

or were symptomatic of HN, while 31%-48% of ADAP enrollees had AIDS or 

symptomatic HIV infection. Non-Hispanic Blacks were found to participate in Medicaid 

at rates above their representation in the HIV epidemic, but found to participate in ADAP 

at rates lower than their representation in the epidemic. Non-Hispanic Whites were found 

to participate in Medicaid at rates lower than their representation in the epidemic, while 

participating in ADAP at rates higher than their representation in the epidemic. Except in 

New York, Hispanics tended to participate in ADAP at rates higher than their 
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representation in the HN epidemic. Kahn et al. (2002) found that between-group 

race/ethnicity differences in HAART-use were small and inconsistent, in relation to state. 

They concluded that Non-Hispanic Blacks were enrolled in Medicaid at a higher rate than 

they were enrolled in ADAP. This finding may represent differences in the programs' 

eligibility requirements and a tendency to receive treatment later in the progression of 

HN to AIDS. Differences within individual state programs were small, with respect to 

race and ethnicity (Kahn et al., 2002). 

The majority of HN -positive persons depend upon public health insurance, and 

this is their main means of receiving care. The manner in which eligibility for public 

health insurance is structured in the United States produces a situation in which the level 

of coverage for which a HIV -positive person is eligible and may receive is tied to the 

progression of the disease (Goldman, Leibowitz, Joyce, Fleishman, Bozzette, Duan, & 

Shapiro, 2003 ). The three main public programs that provide medical care for HIV­

positive persons are Medicare (KFF, 2006), Medicaid (KFF, 2000b ), and the AIDS Drug 

Assistance Program (KFF, 2000a). 

Medicare is the health insurance program funded and operated directly by the 

federal government. Medicare pays for the healthcare services for close to seven million 

permanently disabled Americans. Medicare represents an important means of attaining 

coverage for people living with HN and AIDS who receive benefits through SSDI 

(Social Security Disability Insurance). Medicare spending on HIV care represents 26% 

oftotal spending on such care. Medicare covers anti-retroviral drugs through its Part D 

prescription drug benefit. In order to qualify for Medicare, people with HN must survive 
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a 29-month waiting period. Three percent of Medicare recipients with HIV are over 65 

years of age or older (KFF, 2006). 

HIV -positive persons, who are under the age of 65, can qualify for Medicare if 

they meet a number of criteria. An under-age-65 person must be disabled with a 

condition that renders him or her unable to work for at least one year or that will 

ultimately result in their death. The person must have earned enough work-credits to 

qualify for SSDI payments and must wait 29 months before becoming eligible. Persons 

who suffer from End-Stage Renal Disease (ESRD) are automatically covered by 

Medicare, even if they are under age 65, and are exempt from the waiting period. 80% of 

HIV -positive individuals with Medicare coverage are under age 50, and close to 66% also 

had Medicaid coverage (KFF, 2006). 

Medicare Part D provides prescription-drug coverage for HIV -positive persons. 

The rules ofMedicare Part D require a covered person to pay 100% of the amount ofhis 

or her drug costs that exceed the plan's coverage gap amount, until the person reaches the 

level of catastrophic coverage. Medicare Part D also has very high requirements for cost­

sharing. Many covered persons purchase their medications through ADAP assistance, 

Medicaid, or private health insurance coverage (K.FF, 2006). 

Approximately 100,000 persons with AIDS are covered by Medicare. Close to 

65,000 of these persons also receive Medicaid assistance. Medicare beneficiaries with 

HIV differ from the larger HIV-positive population in several ways. Medicare's HIV­

positive beneficiaries tend to be a little older, have a more advanced stage of HIV­

infection, and be poorer. HIV -positive Medicare beneficiaries tend to be Non-Hispanic 
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Black, male, and younger than the larger population of Medicare beneficiaries (KFF, 

2006). 

Medicaid is a second major source of funding of anti-retroviral medications for 

HIV-positive persons. Medicaid accounts for 43% of total spending on HIV care and 

spends an amount on HIV -care that is larger than the combined spending by Medicare 

and the ADAP programs. Medicaid is a federal-state program that receives some 

funding, guidance, and requirements from the federal government, but that is 

administered at the state-level. Since Medicaid is managed at the state-level, there is a 

wide level ofvariation among state Medicaid programs (KFF, 2000b). Some states are 

more generous than other states in the benefits, cost-sharing, and coverage that they offer. 

This situation differs from the Medicare program, whereby residents of all states are 

eligible for the same level of coverage and services, all other factors being equal. 

As with the Medicare program, individuals must meet certain qualifying criteria 

in order to receive Medicaid benefits. Federal requirements mandate the certain classes 

of people must be covered by Medicaid programs, including those persons who are 

disabled. Most HIV -positive persons who are covered by Medicaid are eligible because 

they also meet the income and disability requirements ofthe federal SSDI program. 

Other HIV -positive Medicaid beneficiaries may qualify through state-specific programs 

to aid the medically needy. Potential Medicaid beneficiaries may also qualify, if able­

bodied, if they meet income or other program requirements (KFF, 2000b ). 

Fifty-five percent of adults with AIDS receive Medicaid services. Medicaid 

covers twenty-nine percent of the total HIV -positive population. An estimated 13-17% 
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of HN -positive persons are dual enrollees and covered by both Medicare and Medicaid. 

HN -positive women are more likely than adult males to have Medicaid coverage. All 

states offer prescription drug coverage to Medicaid recipients. Several states have placed 

limits on the number of prescriptions that a beneficiary may obtain in a single month. 

Additionally, many states now enroll beneficiaries in managed care plans (KFF, 2000b ). 

Importantly, HN-positive Medicaid beneficiaries tend not to be as healthy as their 

privately-insured peers (KFF, 2000b ). 

The third major publicly-financed means of provisioning medical care to HIV­

positive persons are the AIDS Drug Assistance Programs. The ADAP programs provide 

medications to low-income, HN -positive persons who are without healthcare insurance 

or without adequate insurance coverage. Each of the fifty U.S. states, Puerto Rico, 

Guam, and the U.S. Virgin Islands has an ADAP program. The ADAP programs began 

to provide drug assistance to HN-positive persons in 1987, with the approval of AZT, 

the first anti-retroviral medication. The ADAP programs were incorporated into the Title 

II of the Ryan White Comprehensive Resources Emergency (CARE) Act of 1990 (KFF, 

2000b). 

ADAP programs are not entitlement programs, and each state or territory operates 

its program independently. Each program has its own requirements for eligibility and 

sets its own policies for which drugs it shall decide to cover. Because of the expensive 

nature of anti-retroviral medications, an increasing number of persons with AIDS tum to 

ADAP programs for financial assistance in purchasing their medications. Individuals 

must have little or no access to anti-retroviral medications and must meet income 
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requirements that can vary widely. ADAP programs differ, from state to state, in the 

number of drugs that they cover in their formularies. Since ADAP programs are not 

entitlement programs, their budgets are normally limited. Many state and territory ADAP 

programs have not been able to aid all eligible residents within their state or territory and 

have had to enact caps on enrollment (KFF, 2006). 

25 



CHAPTER III 

DATA AND METHODOLOGY 

Methodology 

The aim of the study was to explore demographic characteristics, health and 

insurance disparities, and potential associations and relationships between clinical, health 

insurance, and demographic variables. The study sought to study disparities in AIDS 

prevalence, health-insurance status, and the receipt of anti-retroviral (ARV) medications. 

The demographic variables contained information on gender, age, race/ethnicity, 

education level, employment status, marital status, presence of children living in the 

home, income, degree of urbanization of a respondent's residential zip code, and 

healthcare provider's geographic region. The health insurance variables contained data 

on recent health insurance status (including the type ofhealth insurance) and coverage 

under publicly funded AIDS Drug Assistance Program. The clinical variables contained 

data on clinical AIDS-status (e.g., did the person have AIDS?), overall composite-health 

status, and receipt of anti-retroviral medications. See Tables 1 and 2 for specific 

information on the values that each study variable may take. 
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Construction of the Overall 

Composite-Health Status variable 

The Overall Composite-Health Status (t-score) variable is measured on a I 00-

point scale. This variable consists of the mean of a composite physical-health variable 

and a composite mental-health variable, each ofwhich were scored on a 100-point scale. 

Ten individual factors, or "scale items," were used to create the individual composite 

mental and physical-health variables (HCSUS, 2000): 

• number of days in bed because of poor health 

• energy level 

• positive effect 

• freedom from anxiety 

• freedom from depression 

• general health 

• freedom from pain 

• physical functioning 

• role functioning 

• social functioning 

For each factor, a weighted mean, standard deviation, and standard scoring 

coefficient were calculated. Each scale item was transformed into a z-score and 

multiplied by its standard scoring coefficient. Each composite score was calculated by 

summing the results of this process and transforming the sum into z-scores. Overall 
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, Composite-Health Status (t-score) was created by calculating the mean of the two 

individual composite-health scores (HCSUS, 2000). 

Population and Sample 

The present study analyzed data from the HIV Cost and Services Utilization 

Study (HCSUS, 2000). The HCSUS was funded through a joint agreement between the 

Rand Corporation and the U.S. Agency for Healthcare Research and Quality (AHRQ, 

1998). The HCSUS was conducted by a consortium of public and private institutions and 

centered at the Rand Corporation (AHRQ, 1998; Rand Corporation, 2005). "The HCSUS 

employed a multistage design in which the geographical areas, medical providers and 

patients were sampled" (HCSUS, 2000). The entire baseline study period lasted from 

January 1996 to April 1997 (Shapiro, 1999). 

The following description, quoted from the HCSUS baseline documentation, 

defines the HCSUS study sample: 

The HCSUS cohort is a nationally representative probability sample of 

HIV -infected adults receiving care in the contiguous United States. For 

practical reasons, the reference population was limited to persons at least 

18 years old with known HIV infection who made at least one visit for 

regular or on-going care to a non-military, non-prison medical provider 

other than an emergency department during a specified "population 

definition period" (HCSUS, 2000). 

28 



Protection of Human Subjects 

The current study did not require the direct involvement or inclusion of any study 

subjects. The data analysis employed only secondary, de-identified data from the 

baseline survey of the unrestricted, public-use version of the HIV Cost and Services 

Utilization Study (HCSUS). There are no personally-identifying data or information that 

could provide any indication of a participant's identity. 

The HCSUS data set does not contain data on children below 18 years of age, and 

children did not participate in the study (Rand Corporation, 2005). Each respondent was 

at least 18 years of age when interviewed. It must be noted that the first age category for 

the age variable has 17 years of age as its lower bound. Since the baseline data gathering 

period lasted from January 1996 through Aprill997, the HCSUS staff calculated the age 

of each respondent on January 5, 1996, and used this age as the baseline age (HCSUS, 

2000). 

Data-Collection Procedures 

The researcher's data-collection procedure consisted of the following activities. 

The HCSUS dataset was obtained from the Agency for Healthcare Research and Quality 

in December of 2004. The data were not analyzed or inspected in any manner until after 

the University ofNorth Texas Health Science Center' Institutional Review Board 

approved the researcher's Request for Exempt Status and Waiver of Informed Consent in 

the spring of2006. The data used for this study were gathered solely from the HCSUS 

baseline dataset on cd-rom. The variables of interest were subset into a secondary dataset 

for the analysis. All data collection and analysis were performed on the seventh floor of 
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the UNT HSC School of Public Health and at the researcher's residence. No persons 

besides the researcher viewed or analyzed any of the data from the HCSUS datasets, in 

accordance with the data-use agreement that was signed and submitted to the AHRQ in 

December of 2004. 

Instrumentation 

The data analysis was conducted with the following software packages, running 

under the Microsoft® Windows® XP operating system: SPSS® 14.0, SAS® 9.0, and 

STAT A ™ 9.1. The statistical tables were prepared using Microsoft® Word 2002, running 

under Microsoft® Windows® XP. 

Data Analysis 

The researcher employed a number of statistical procedures and tests on the 

variables. The continuous independent variable was Overall Composite-Health Status (t­

score). Linear-regression analysis was performed and basic, descriptive statistics were 

calculated, including mean, median, mode, and standard deviation. Frequency counts, 

frequency percentages, cross-tabulations, and )( were calculated and logistic regression 

was performed on the categorical dependent and independent variables. No new 

statistical procedures were invented or developed for this study. The two categorical 

dependent variables were: Received Anti-Retroviral (ARV) Drugs in the Last 6 Months 

and Has AIDS, per CDC Definition (CD4 < 200) or AIDS Dx. The thirteen categorical 

independent variables were: 

• Covered by ADAP in the Last 6 Months 

• Age 
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• Children ~17 Living in Household 

• Current Employment Status 

• Education Level 

• Gender 

• Geographic Region 

• 1995 Income Category 

• Insurance Category in the Last 6 Months 

• Relationship of Co-Inhabitant to Respondent 

• Race/Ethnicity 

• Sexual Orientation 

• Percentage of Respondent's Zip Code in Urban Area ( ;:::50,000) 

31 



CHAPTER IV 

RESULTS 

Introduction 

The present study examined un-weighted, de-identified, secondary data from the 

public-use version of the HIV Cost and Services Utilization Study (HCSUS). The 

baseline data set contained 2,864 cases. All respondents were HIV -positive, though not 

all had been diagnosed with AIDS at baseline. Sixteen of the HCSUS core variables 

were analyzed. These variables contained data on the sample's demographic 

characteristics, overall composite-health status, receipt of anti-retroviral (ARV) 

medication treatment, and health-insurance status. In the Appendix, Table 1 and Table 2 

present information on the values of the analysis variables. Tables 3 through 8 present 

detailed results of the statistical analyses: frequencies, percentages, cross-tabulations, 

linear regression, and logistic regression. 

This chapter presents the findings for the following research questions. Four 

questions were posed in the context of access to anti-retroviral (ARV) medications and 

health insurance for HIV -positive adults, living within the continental United States and 

the District of Columbia. 

Question 1 

What are the characteristics of the study sample, in terms of demographics, 

overall-health status, access to AR V medications, and health insurance status? 
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Question 2 

Are there disparities in access to anti-retroviral (ARV) medications and AIDS 

prevalence in terms of demographic, insurance-status, and health-related (clinical) 

variables? 

Question 3 

What are the characteristics of the Medicaid program and the AIDS Drug 

Assistance Program (ADAP) in Texas, New York, and Florida? What are the 

characteristics of the federal Medicare program? What lessons could be learned from a 

comparison of these programs?1 

Question 4 

What policy recommendations could be made (if any) concerning potentially 

effective roles for publicly-financed, state-level health assistance programs (Medicaid 

and ADAP) and the federally-funded, national-level health insurance program, Medicare? 

(See Chapter V: Discussion, Conclusions, and Recommendations.) 

1 This research question was not investigated, because the public-use version of the HCSUS dataset does 
not contain a state-level variable for a respondent's place of residence or the location of his or her 
healthcare provider. As originally envisioned, the state-level characteristics of the Medicare and ADAP 
programs were to be investigated for Texas, New York, and Florida. Additional data were to be gathered 
on the nature of each state's legislative and health-policy environments. These data were to be used to 
create policy variables. Last, statistical analyses were to be conducted to test for any potential relationships 
between the policy variables and whether a respondent had been diagnosed with AIDS, had received ARV 
medications, and his or her overall composite-health status. 
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Characteristics of the Study Sample 

Clinical and Health-Status Variables 

Table 3 contains frequencies and descriptive statistics for the study variables. The 

three dependent variables were the health-status and clinical variables: Has AIDS, per 

CDC Definition (CD4 < 200) or AIDS Dx, Received Anti-Retroviral (ARV) Drugs in the 

Last 6 Months, and Overall Composite-Health Status (t-score). A majority (58.9%) of 

HN -positive respondents had been diagnosed with AIDS, and an overwhelming number 

. had received ARV drugs (81.8%). The composite-health variable had a mean score of 

49.4803, median of 50.6092, standard deviation of 10.02648 and a range of 19.14 

(minimum) to 66.46 (maximum). Overall Composite-Health Status was measured as at­

score, which was constructed from the mean of a composite physical-health t-score and a 

composite mental-health t-score. The overall composite-health t-score was weighted to a 

mean of 50.0 and weighted to a standard deviation of 10.0 (HCSUS, 2000). The 

remaining 13 variables were analyzed as independent variables. It should be noted that 

Has AIDS, per CDC Definition (CD4 < 200) or AIDS Dx and Received Anti-Retroviral 

(ARV) Drugs in the Last 6 Months were used as additional dependent variables to analyze 

Overall Composite-Health Status (t-score). 

Demographic and Insurance-Status Variables 

The largest racial/ethnic group in the study population was Non-Hispanic White 

(48.8%), followed by Non-Hispanic Black (33.5%), Hispanic (14.9%), and Other (2.8%). 

The majority of respondents were male (70.4%). The majority of respondents were aged 

35 ~9 (53.7%), and slightly more than one-third were between the ages of 17 and 34 
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(37%). Fewer than 10% were aged 50 or above (9.3%). Similar numbers of respondents 

were homosexual (43.3%) and heterosexual (42.7%). Thirty-percent of respondents lived 

alone, 21.6% lived with a male partner, 10.6% lived with their spouse, 3% lived with a 

female partner, 1.2% were homeless, and 33.7% lived in another or unspecified type of 

living arrangement. The vast majority of respondents did not have children living at 

home (82.5%) and lived in a zip code that was very highly urbanized (84.2%). 

Values for Education Level exhibited a roughly even distribution, as 25.2% 

lacked a high school diploma, 28.1% had completed high school, 28.3% had some 

college education, and 18.3% had at least a BA orBS degree. The income distribution 

was skewed toward the lower income-brackets: 61.8% earned $17,000 or less, and only 

9.5% earned above $55,000. Close to one-half of respondents were disabled and did not 

work (48%), and 35.4% had at least some degree of employment. The majority of 

respondents resided in the Southern (32%) or Western (31.7%) regions of the U.S. One­

quarter of respondents lived in a Northeastern state (24.7%), and 11.6% lived in the 

Midwest. (Please see Table 2 in the Appendix for a listing of the states included in each 

geographic region.) The vast majority of respondents did not receive ADAP assistance 

(90.6%). Close to one-third of respondents received Medicaid assistance (30.7%), 18.9% 

were without health insurance coverage, 28.7% had private insurance coverage, 3.5% had 

Medicare insurance, and 11.9% received both Medicaid and Medicare health benefits. 

Analysis: ARV Drugs, AIDS Diagnoses, and Health Status 

The data were examined to search for potential disparities in the receipt of ARV 

medications and AIDS diagnoses. The analyses consisted of cross-tabulations, chi-square 
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test, and logistic regression. Tables 4 and 5 display the results for the cross-tabulations 

and chi-square tests for the dependent variables Has AIDS, per CDC Definition (CD4 < 

200) or AIDS Dx and Received Anti-Rf!troviral Drugs in the Last 6 Months, respectively. 

Tables 6 and 7 contain the results oflogistic regression analysis for Has AIDS, per CDC 

Definition (CD4 < 200) or AIDS Dx and Received Anti-Retroviral (ARV) Drugs in the 

Last 6 Months. 

Table 4 displays the cross-tabulations and results of the chi-square analysis of the 

dependent variable Has AIDS, per CDC Definition (CD4 < 200) or AIDS Dx. The chi­

square analysis was used to examine the individual association between the independent 

variable and dependent variable. There were statistically-significant associations 

between AIDS status and all independent variables, except for Geographic Region and 

Percent of Respondent's Zip Code in Urban Area. Relationship of Co-Inhabitant to 

Respondent was significant at the p S0.05-level (p = 0.021). The remaining independent 

variables were significant at the p SO.Ol-level: Race/Ethnicity (p = 0.000), Gender (p = 

0.000), Age (p = 0.000), Children ~ 7 Living in Household (p = 0.000), Educational 

Level (p = 0.005), 1995 Income (p = 0.001), Current Employment Status (p = 0.000), 

Sexual Orientation (p SO.OOO), Received Anti-Retroviral Drugs in the Last 6 Months (p = 

0.000), Insurance Category in the Last 6 Months (p = 0.000), and Covered by ADAP in 

the Last 6 Months (p = 0.000). 

Table 5 displays the tabular results of the chi-square tests and cross-tabulations 

for the dependent variable Received Anti-Retroviral (ARV) Drugs in the Last 6 Months. 

There were statistically-significant associations between receipt of ARV drugs and all 
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independent variables, except for Children ~ 7 Living in Household, Geographic 

Region, Sexual Orientation, and Percentage of Respondent 's Zip Code in Urban Area. 

The results were significant at the p SO.OS-level for the following variables: Relationship 

of Co-Inhabitant to Respondent (p = 0.027) and Current Employment Status (p = 0.033). 

The results were significant at the p sl01-level for Race/Ethnicity (p = 0.000), Gender (p 

= 0.000), Age (p = 0.000), Education Level (p = 0.001), 1995 Income (p = 0.000), Has 

AIDS, per CDC Definition (CD4 < 200) or AIDS Dx (p = 0.000), Insurance Category in 

the Last 6 Months (p = 0.000), and Covered by ADAP in the Last 6 Months (p = 0.002). 

Table 6 displays the logistic regression results for the dependent variable 

Received Anti-Retroviral (ARV) Drugs in the Last 6 Months. The regression model has a 

-2 Log Likelihood value of2425.179. The model correctly predicted 81.9% of the values 

of the dependent variable. For this analysis, only Gender,J995 Income, Current 

Employment Status, Geographic Region, and Covered by ADAP in the Last 6 Months had 

statistically significant relationships with the dependent variable. Females were 1.446-

times as likely to have received ARV drugs (p = 0.012), all other variables held constant. 

Respondents in the following income categories were less likely to have received ARV 

drugs in the last six months: "$5,001 ~10,000" (OR= 0.250,p = 0.001), "$10,001 ~ 

17,000" (OR= 0.247,p = 0.001), "$17,001 ~5,000" (OR= 0.308, p = 0.004), "$25,001 

~0,000" (OR= 0.328,p = 0.006), and "$40,001 ~5,000" (OR= 0.442,p = 0.038). 

Respondents who were unemployed or laid-off were 0.600-times as likely to have 

received ARV therapy (p = 0.014). People who lived in the Western U.S. were 1.636-

times as likely to have received ARV drugs (p = 0.001), all other variables held constant. 
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Respondents who were covered by ADAP in the last six months were 0.464-times as 

likely to have received ARV medications in the last 6 months (p = 0.000), all other 

variables held constant. 

Table 7 displays the results of logistic regression for the dependent variable Has 

AIDS, per CDC Definition (CD4 < 200) or AIDS Dx. The regression model had a -2 Log 

Likelihood value of3,257.648. The model correctly predicted 67.4% ofthe values ofthe 

dependent variable. Respondents aged 50 years or older were 1.430-times as likely to 

have an AIDS diagnosis than a member of another age group, all other variables held 

constant (p = 0.022). Westerners were 1.294-times as likely to have AIDS as were 

residents of other geographic regions, all other variables held constant (p = 0.037). 

Females were 1.719-times as likely to have AIDS as males, all other variables held 

constant (p = 0.000). Those following groups of respondents were less likely to have 

AIDS, all other variables held constant: "unemployed/laid-off" (OR= 0.537,p = 0.000) 

and "disabled/not-working" (OR= 0.579,p = 0.008). Those persons who were "not­

working (other)/retired/not-looking" were 2.291-times as likely to have AIDS (p = 

0.000). Those respondents who had ADAP coverage in the last six months were 0.539-

times as likely to have AIDS, all other variables held constant (p = 0.000). 

Table 8 displays the results of the linear regression analysis of the Overall 

Composite-Health Status (t-score). The linear regression model has an adjusted R2 of 

0.2210. All other variables held constant, the results indicated that non-Hispanic Blacks 

were healthier than non-Hispanic Whites ({1 = 2.08725; p = 0.000) and females were less 
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healthy than males ({3 = -1.010151;p = 0.043). For the Age variable, those respondents in 

the "35 ~9" age-group were less healthy than those in the "17 ~4" age-group ({3= 

-1.144f34; p = 0.002), and those pers~ns in the "~0" age-group were healthier than 

those respondents in the "17 ~4" age-group ({3 = 1.276851; p = 0.053), all other 

variables held constant. Those persons who earned more than $75,000 were far healthier 

than those who earned less than $40,000 ({3 = 3.751595;p = 0.003), all other factors held 

constant. Additionally, those respondents who received anti-retroviral drugs in the last 

six months were healthier than those persons who did not receive these medications ({3 = 

1.068615;p = 0.020), all other variables held constant. 

The linear regression model (Table 8) also produced statistically significant 

results for the following variables. When all other factors were held constant, those 

respondents who had earned a high school diploma ({3 = 0.9491396;p = 0.051), some 

college credit ({3 = 1. 798541; p = 0.001 ), a BA or BS degree ({3 = 1.567396; p = 0.021 ), 

and a graduate or professional degree ({3 = 2.230459;p = 0.013) were healthier than those 

who had not completed high schooL Persons who had been diagnosed with AIDS were 

less healthy than those persons who had not been diagnosed with AIDS ({3 = -1.942845; p 

= 0.000), all other variables held constant. Respondents, who were classified as working 

at least part-time or as having a job but not working (reference category), were healthier 

than those who were ''unemployed/laid-off' ({3 = -2.952588; p = 0.000), "disabled/not­

working" ({3 = -7.838077; p = 0.000), and "not-working ( other)/retired/not-looking" ({3 = 

-2.981455; p = 0.000), all other factors held constant. When all other variables were held 

constant, those persons who had private health insurance were healthier than the 
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uninsured ((J = 1.1941; p = 0.052), and respondents who lived with a male partner were 

less healthy than those who lived with their spouse ((J = -1.685728;p = 0.018). The 

remainder of the variables had no statistically significant results. 

40 



CHAPTERV 

DISCUSSION, CONCLUSIONS, AND RECOMMENDATIONS 

Summary of Results 

The results oflogistic regression analysis ofthe dependent variable Received 

Anti-retroviral (ARV) Drugs in the Last 6 Months (Table 6) revealed that a number of 

demographic groups were more likely or less likely to receive ARV medications than 

other groups. Females were more likely than males to receive anti-retroviral drugs. In 

other words, there was a positive relationship between female gender and receipt of ARV 

medications. Respondents who earned $55,000 or less per year were less likely to have 

received ARV drugs than those persons who had no reported income. Those with no 

income may be classified as "destitute." Residents of Western and Southern states were 

more likely to have received ARV drugs than residents of Northeastern states. Persons 

who were covered by ADAP were less likely to receive ARV drugs than persons who 

were not covered by ADAP. The present study found a negative relationship between 

being unemployed/laid-off and receipt of ARV medications. Receipt of ARV drugs in 

the last six months was not associated statistically with race/ethnicity, age, relationship of 

respondent's co-inhabitant to the respondent, presence of children living in the home, 

education level, sexual orientation, degree ofurbanization of a respondent's zip code, and 

type of insurance coverage in the last six months. 
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Table 7 provides the results of logistic regression for the dependent variable Has 

AIDS, per CDC Definition (CD4 < 200) or AIDS Dx. The HCSUS study designated a 

person as having AIDS if he or she had a CD4-cell count ofless than 200/J.LL or had been 

diagnosed by a physician as having AIDS. Female gender was positively associated with 

having AIDS than male gender. Those persons who were aged 50 years or older were 

more likely to have AIDS than younger persons. The categories "unemployed/laid-off' 

and "disabled" were negatively associated with having AIDS. People who responded 

that they were not working for an unspecified reason, retired, or not actively searching for 

employment were much more likely to have AIDS than employed persons and were far 

more likely to have AIDS than persons who reported being "disabled (not working)" or 

"unemployed/laid-off." 

Residents of the Western United States were more likely to have AIDS than other 

regions of the nation. There was a negative relationship between ADAP coverage and 

having AIDS. The results showed that there was no statistically significant association 

between AIDS-status and race/ethnicity, the relationship between a respondent's co­

inhabitant(s) to the respondent, presence of children living in the household, educational 

attainment, income, sexual orientation, level of urbanization of a respondent's zip code, 

and type of insurance in the last six months. 

The results of the linear regression analysis of the dependent variable Overall 

Composite-Health Status indicated that Non-Hispanic Blacks were healthier than Non­

Hispanic Whites, Hispanics, and other ethnicities (e.g., Asians, American Indians, Native 

Alaskans, and Pacific Islanders). Females were less healthy than males. Respondents 
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who were aged 50 years or older were healthier than younger respondents, and persons 

aged 35 to 49 were the least healthy of all three groups. The results indicated that those 

persons who earned more than $75,000 per year were healthier than those who had no 

reported income (e.g., $0). Incomes between $1 and $75,000 were not statistically 

associated with Overall Composite-Health Status. Persons who were covered by ADAP 

were healthier than those persons who had no such coverage. 

Education level was positively related to overall health status. Those who had 

earned a high school diploma, but who had not attended college, were approximately as 

healthy as those persons who had not graduated from high school. . People who had 

attended at least some college were healthier than those persons who had not attended 

college. People with a graduate or professional degree were the healthiest group of 

respondents. Those persons with AIDS were sicker than those persons who did not have 

AIDS. Not having employment was negatively associated with beneficial overall health 

status. Private health insurance coverage was positively associated with good overall 

health, while no other insurance category was associated with overall health status. 

Having a male partner living in the household was negatively associated with overall 

health status. Overall Composite-Health Status was not associated with geographic 

region in the U.S., sexual orientation, ADAP coverage in the last six months, level of 

urbanization of a respondent's zip code, and the presence of children living in the home. 

Discussion 

The results of the present study found that females were more likely than males to 

receive ARV medications and to have AIDS. Low-income mothers and pregnant women 
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very often receive care through Medicaid (KFF, 2006) and the State Children's Health 

Program (SCHIP). Each SCHIP program is operated at the state-level. SCHIP, like 

ADAP, is not an entitlement program, so not all needy mothers and their children receive 

assistance. The increased likelihood that women received ARV medications may be an 

indication of Medicaid eligibility due to having minor children and being low-income. 

At the same time, women were found to have a greater risk of having AIDS than 

men. Heterosexual contact carries a great amount of risk as a means of transmission. 

Many women are at great risk ofHN infection (CDC, 2001; Vu, Steketee, Valleroy, 

Weinstock, Karon, & Janssen, 2002). Certain groups ofheterosexual women are at a 

very high risk of contracting HN: commercial sex workers (CSW), crack abusers, and N 

drug users. (Vu et al., 2002) The percentage of total AIDS cases that are women has 

increased throughout the epidemic. Women made up just 7% of the total number of 

AIDS cases in 1985, 23% in 1999 (Frey, 2002), and 29% in 2004 (CDC, 2005). 

Additionally, women with AIDS do not live as long as men, though it remains unclear 

why this is the case (Frey, 2002). This last point may be borne out in Table 8, where 

linear regression analysis indicated that women with AIDS were less healthy than men. 

Income was found to be a factor in ARV-receipt and overall health status. 

Destitute persons were more likely to receive ARV drugs than were other AIDS patients 

with income under $55,000 per year (Table 6). Destitute persons are eligible for 

Medicaid and they may also qualify for ADAP, Medicare, and SSDI (KFF, 2000a; KFF, 

2000b; KFF, 2006). Income was not found to be statistically associated with having 

AIDS. Income was found not to be associated with overall health status, except for those 
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persons who made more than $75,000 per year. LeClere and Soobader (2000) found a 

link between income inequality and health outcomes. The present study results 

contradict this study's findings. There_ is a possibility that these two studies used health 

measures that were different from the measures used in this study - Overall Composite­

Health Status. 

Residents of Western and Southern states were found to have greater access to 

ARV medications than those in Northeastern and Midwestern states. Residents of 

Western states were found to be more likely to have AIDS than the remaining regions of 

the U.S. Geographic region was not associated with overall health status. Residents of 

states on the West Coast (California, Oregon, and Washington) may have received more 

generous benefits from their state Medicaid and ADAP programs. The higher likelihood 

of having AIDS in the West may be a product of the West Coast's large male homosexual 

population - especially in Los Angeles and San Francisco. 

Respondents on ADAP were found to be less likely to receive ARV drugs than 

those without ADAP coverage (Table 6). ADAP is not an entitlement program. 

Individual state ADAP programs are not required to enroll all eligible applicants (K.FF, 

2000a). The requirements of Medicare and Medicaid allow all eligible persons to 

participate (KFF, 2000b; KFF, 2006) the lower likelihood of receiving ARV medications 

under ADAP may reflect this barrier to enrollment in ADAP. Additionally, ADAP 

eligibility requirements hold that a person must have no access or have insufficient access 

to ARV medications (KFF, 2000a). If a person were to have access through Medicare 

and/or Medicaid, then it is possible that he or she may not receive assistance from ADAP. 
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ADAP coverage was not associated with having AIDS (Table 7). If a person 

were receiving adequate ARV treatment, then he or she would be less likely to progress 

to AIDS, since ARV drugs slow the progression ofHN infection to AIDS (NIAID, 2006; 

Frey, 2002). ADAP coverage was also associated with better overall health, which may 

be a function of negative AIDS-status. 

Persons aged 50 years or older were more likely to have AIDS than younger 

persons (Table 7). This result may be a function ofHN's long latency period. With 

ARV medications, it can take several years for a person to develop AIDS. Young people 

may have been infected, yet may not have lived long enough to develop AIDS. HN 

infection has become a chronic illness, rather than being an acute disease. These is also 

some evidence that HN is becoming less virulent, indicating that the disease is becoming 

more likely to create prolonged illness rather than quick death. 

Persons aged 50 years or older tended to be healthier than younger persons -

especially those in the 35 to 49 age category. The ";;:50" age group may be healthier, 

because all persons aged 65 or older are automatically eligible for Medicare (K.FF, 2006) 

and these persons (aged ~0) may have lived long enough to qualify for SSDI benefits. 

Persons aged 35 ~9 could be less healthy, perhaps because they had lived long enough 

to develop AIDS, but not to qualify for Medicare or Medicaid. 

Educational attainment was not associated with receiving ARV medications 

(Table 6). Education was associated with having AIDS (Table 7) and level of overall 

composite health (Table 8). Educational attainment has been associated with health 

(Lynch & Kaplan, 2000). Education level can affect socioeconomic status (SES), and 
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SES has been found to influence health outcomes (LeClere & Soobader, 2000; Lynch & 

Kaplan, 2000). 

Those respondents who were unemployed or laid-off were less likely to receive 

ARV medications and less likely to have AIDS. Disability was positively associated with 

having AIDS. This most likely is a result of AIDS causing the disability. Those persons 

who were retired, not looking for work, or not working for an unspecified reason were 

more likely to have AIDS than employed persons. Again, retired persons are generally 

aged 65 or older and may have lived long enough to have developed AIDS, given the 

long latency period ofHIV. Not having employment was associated with poor overall 

health. This perhaps may be a function of negative insurance status and lower levels of 

physical activity. 

Race/ethnicity was not found in the present study to be statistically associated 

with ARV receipt {Table 6). This finding contradicts the findings of Kahn et al. (2002). 

There may be the possibility that there are factors at play in the relationship between 

race/ethnicity and ARV receipt that were not tested in the present study. Non-Hispanic 

Blacks were found to be healthier than other ethnic groups (Table 8). Private health 

insurance coverage was positively associated with overall health status (Table 8). Those 

persons with private coverage tend to be employed. In the present study, employed 

persons were found to be healthier than all other employment categories (Table 8). This 

finding may indicate that employed people are less likely to be disabled and in better 

overall health. 
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Conclusions 

Gender was statistically associated with all three clinical variables. Women were 

more likely to receive ARV medications than males, but they were also more likely to 

have AIDS and to be sicker. Race/ethnicity was not associated with use of ARV drugs, 

yet Non-Hispanic Blacks were healthier than Non-Hispanic Whites, Hispanics, and Other 

ethnicities. Age was not statistically associated with the receipt of ARV drugs. Age was 

associated with having AIDS and overall health. Persons who were ~0 were more 

likely to have AIDS, yet they also were more likely to be healthier than younger 

respondents. Geographic region was associated with AR V -receipt and having AIDS, 

though not associated with overall-health status. 

Socioeconomic status was found to be associated with ARV -receipt, having 

AIDS, and overall health for most of the four SES-related variables. Income was related 

to ARV-receipt and overall-health status, though it was not associated with having AIDS. 

Employment status and insurance status were associated with having AIDS, receiving 

ARV drugs in the last six months, and overall health. Education was associated with 

having AIDS and overall health, though educational attainment was not associated with 

receiving ARV medications. 

Policy Recommendations 

The findings of this study may contribute to changes in policy toward the 

provision of anti-retroviral medications to low-income and disabled persons with AIDS. 

The researcher recommends that the current two-year waiting period for a disabled 

person to qualify for Medicare be reduced to approximately 16 months. Currently, a 
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person must wait approximately 29 months after first qualifying for Social Security 

Disability Income (SSDI) before he or she qualifies for Medicare (.KFF, 2006). The 

researcher believes that such a relaxation of current eligibility rules would increase the 

number of persons who receive anti-retroviral drugs. Even though such an expansion of 

eligible persons would increase federal costs for the Medicare program, the researcher 

believes that these increased expenditures may be offset by decreases in the amount of 

healthcare services used to treat AIDS-related opportunistic infections. 

Second, the researcher recommends that the maximum income level for Medicaid 

eligibility be raised to allow persons who are not destitute or do not currently qualify for 

Medicaid benefits to receive benefits under the program. An alternative may be to add 

HIV -positive populations, who are not yet poverty-stricken, to qualify for Medicaid 

benefits under a "categorically needy'' designation. As was mentioned above, the 

researcher believes that the increased costs that would be borne by state and federal 

governments would be offset by decreased levels ofhealthcare services that would have 

been used to treat opportunistic infections and other symptoms and complications of 

AIDS. 

Recommendations for Further Research 

Given the results of this study, the researcher recommends that more research be 

performed into disparities and differentials in the use of anti-retroviral medications, AIDS 

diagnoses, and differences in health status. This study revealed that persons with low­

income, unemployment, and ADAP coverage were had lower odds of receiving anti­

retroviral medications. The results of the research indicated that persons aged fifty years 
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and older were more likely to have AIDS than younger people. Women were found to be 

more likely to have AIDS than men. Persons with low socio-economic status were also 

found have higher odds of being diagnosed with AIDS. Third, research into overall 

health status is warranted. Research into why Non-Hispanic Blacks were in better health 

than Non-Hispanic Whites, women were less healthy than men, and unemployed persons 

were less healthy than employed persons could prove fruitful and provide important 

insights into the health ofHIV-positive persons. 

Implications for Public Health 

The information obtained from this study provides valuable insights concerning 

the demographic, health-insurance, clinical, and health-status characteristics of a sample 

ofHIV-positive persons in the forty-eight contiguous United States and the District of 

Columbia. This report may help policy-makes, academics, and other stakeholders form 

appropriate policies for the provision of anti-retroviral therapy to persons with AIDS. 
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Table 1 
v, . bl D . ana e zctwnary 

ADAP6MO, "Covered by ADAP in the Last 6 Months" 
Numerical Value Value Label 

0 No 
1 Yes 

99 Data Missing 

AGE, "Age" 
Numerical Value Value Label 

1 17 ~4 
2 35 :;;49 
3 ~0 

ANYCHILD, "Children <17 Living in Household" 
Numerical Value Value Label 

0 No 
1 Yes 

ARV6MO, "Received Anti-Retroviral (ARV) Drugs in the Last 6 Months" 
Numerical Value Value Label 

0 No 
1 Yes 

CDCAIDS, "Has AIDS, per CDC Definition (CD4 < 200) or AIDS Dx" 
Numerical Value Value Label 

0 No 
1 Yes 

CURREMPL, "Current Employment Status" 
Numerical Value Value Label 

1 Full/Part-Time/Sick-Leave/Other ( w/Job) 
2 Unemployed/Laid-Off 
3 Disabled (Not-Working) 
4 Not-Working ( Other)/Retired/N ot-Looking 

EDUCAT, "Education Level" 
Numerical Value Value Label 

1 Less than High School Diploma 
2 High School Diploma 
3 Some College 
4 BAIBS Degree 
5 Graduate/Professional Degree 

Source: HIV Cost and Services Utilization Study (HCSUS). [Pubhc-use data ftle.] Rockville, MD: Agency 
for Healthcare Research and Quality. 
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Table 1 
V. . bl D. ana e 1ctzonary 

(Continued from page 52} 

GENDER, "Gender" 
Numerical Value Value Label .. 

1 Male 
2 Female 

GEOGREG, "Geographic Region" 
Numerical Value Value Label 

1 Northeast 
2 Midwest 
3 South 
4 West 

INCOME95, "1995 Income Category" 
Numerical Value Value Label 

1 $0 
2 $1 :=;5,000 
3 $5,001 ~10,000 
4 $10,001 ~17,000 
5 $17,001 ~5,000 
6 $25,001 ~0,000 
7 $40,001 :=;55,000 
8 $55,001 ~5.000 
9 ~75,001 

INS6MO, "Insurance Category in the Last 6 Months" 
Numerical Value Value Label 

1 No Insurance 
2 MCD 
3 MCR 
4 PRV 
6 MCD+PRV 
7 MCR+PRV 
8 MCD+MCR 
9 MCR+MCD+PRV 

LIVEWITH, "Relationship of Co-Inhabitant to Respondent" 
Numerical Value Value Label 

1 Spouse 
2 Male Partner 
3 Female Partner 
4 Other/Unspecified 
5 Living Alone 
6 Homeless 

.. Source: HIV Cost and Serwces Ut1ilzatzon Study (HCSUS). [Pubhc-use data file.] Rockville, MD: Agency 
for Healthcare Research and Quality. 
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Table 1 
Jli . bl n · r· ana e zc zonary 

(Continued from page 53) 

OVERCOMP, "Overall Composite-Health Status (t-score)" 
[Co~tinuous Variable] 

RACETHNC, "Race/Ethnicity" 
Numerical Value Value Label 

1 Non-Hispanic White 
2 Non-Hispanic Black 
3 Hispanic 
4 Other 

SEXORIEN, "Sexual Orientation" 
Numerical Value Value Label 

1 Gay/Lesbian 
2 Heterosexual 
3 Bisexual 
4 Celibate I Asexual 
5 Other 

URBRURAL, "Percentage of Respondent's Zip Code in Urban Area ( ~0,000)" 

Numerical Value Value Label 
1 0 ::;;9.9% 
2 10 ~9.9% 
3 90 ::;;99.9% 
4 100% 

99 Data Missing 
.. 

Source: HIV Cost and Servzces Utzlzzatzon Study (HCSUS). [Pubhc-use data file.] Rockvdle, MD: Agency 
for Healthcare Research and Quality. 
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Table 2 
State-Wise Values for the Geographic Region Variable (GEOGREG) 

Sub-Region States -"' New England Maine, New Hampshire, Vermont, "' v 
'€ Massachusetts, Rhode Island, Connecticut 
0 z 

Middle Atlantic New York, New Jersey, Pennsylvania 

- Sub-Region States 
"' v Midwest Indiana, Illinois, Michigan, Wisconsin, Minnesota, Iowa, ~ 

"0 
Missouri, North Dakota, South Dakota, Nebraska, Kansas ~ 

Sub-Region States 
South Atlantic Delaware, Maryland, District of Columbia, Virginia, 

..s West Virginia, North Carolina, South Carolina, Georgia, Florida 
;::s 
0 

r/J West South-Central Arkansas, Louisiana, Oklahoma, Texas 

East South-Central Kentucky, Tennessee, Alabama, Mississippi 

Sub-Region States 

- Pacific West California, Oregon, Washington 
"' v 
~ 

Mountain West Arizona, Colorado, Idaho, Montana, New Mexico, 

Nevada, Wyoming, Utah 

Note. HCSUS data file mcludes data on only the 48 conttguous states and the Dtstnct of Columbta. 
Source: HIV Cost and Services Utilization Study (HCSUS). [Public-use data file.] Rockville, MD: Agency 
for Healthcare Research and Quality. 
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Table 3 
D · S . . B 1' bl escnptzve tattstzcs: ase me varia es 

Dependent Variables 

Received Anti-Retroviral (ARV) Drugs in the Last 6 Months (ARV6MO) 
Category Frequency . Percent 

No 522 18.2 
Yes 2,342 81.8 

Has AIDS, per CDC Definition (CD4 < 200) or AIDS Dx (CDCAIDS) 
Category Frequency Percent 

No 1,178 41.1 
Yes 1,686 58.9 

Overall Composite-Health Status (t-score) (OVERCOMP) 
Minimum Maximum SD Mean Median Mode 

19.14 66.46 10.02648 49.4803 50.6092 66.46 

Independent Variables 

Race/Ethnicity (RACETHNC) 
Category Frequency Percent 

Non-Hispanic White 1,399 48.8 
Non-Hispanic Black 959 33:5 

Hispanic 426 14.9 
Other 80 2.8 

Gender (GENDER) 
Category Frequency Percent 

Male 2,017 70.4 
Female 847 29.6 

Age(AGE) 
Category Frequency Percent 
17 ~4 1,061 37.0 
35 ~9 1,537 53 .7 
~0 266 9.3 

Covered byADAP in the Last 6 Months (ADAP6MO) 
Category Frequency Percent" 

No 2,596 90.6 
Yes 258 9.0 

Missing 10 0.3 

Note. n = 2,864. 
"Due to rounding, percentages may not total 100%. 
Source: HIV Cost and Services Utilization Study (HCSUS). [Public-use data file.] Rockville, MD: Agency 
for Healthcare Research and Quality. 
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Table 3 
D . S . escnptive tatistics: B b ase ine varia les 

(Continued from page 56) 

Independent Variables 

Education Level (EDUCAT) .. 

Category Frequency Percent" 
Less than High 723 25.2 
School Diploma 

High School Diploma 805 28.1 
Some College 810 28.3 
BA/BS Degree 370 12.9 

Graduate/Professional 156 5.4 
Degree 

1995 Income (INCOME95) 
Category Frequency Percent" 

$0 136 4.7 
$1 ::;5,000 473 16.5 

$5,001 ~10,000 740 25.8 
$10,001 ~17,000 425 14.8 
$17,001 ~5,000 311 10.9 
$25,001 ~o.ooo 344 12.0 
$40,001 ::;55,000 161 5.() 
$55,001 ~5,000 127 4.4 

~75,001 147 5.1 

Current Employment Status ( CURREMPL) 
Category FreQuency Percent• 

Full/Part-time/Sick- 1,015 35.4 
Leave/Other (w/Job) 

Unemployed/Laid-Off 216 7.5 
Disabled (Not Working) 1,375 48.0 

Not-working (Other)/ 258 9.0 
Retired/Not-looking 

Geographic Region (GEOGREG) 
Category FreQuency Percent 
Northeast 707 24.7 
Midwest 332 11.6 

South 916 32.0 
West 909 31.7 

Note. n = 2,864. 
"Due to rounding, percentages may not total I 00%. 
Source: H/V Cost and Services Utilization Study (HCSUS). [Public-use data file.] Rockville, MD: Agency 
for Healthcare Research and Quality. 

57 



Table 3 
D . S . escnptzve tatzstics: Baseline variables 

(Continued from page 57} 

Independent Variables 

Sexual Orientation (SEXORIEN) ._ 

Category Frequency Percent 
Gay/Lesbian 1,241 43.3 
Heterosexual 1,222 42.7 

Bisexual 150 5.2 
Celibate/ Asexual 205 7.2 

Other 46 1.6 

Insurance Category in the Last 6 Months (INS6MO) 
Category Frequency Percent 

No Insurance 542 18.9 
MCD 879 30.7 
MCR 101 3.5 
PRV 821 28.7 

MCD+PRV 78 2.7 
MCR+PRV 57 2.0 
MCD+MCR 341 11.9 

MCR+MCD+PRV 45 1.6 

Relationship of Co-Inhabitant to Respondent (LIVEWITH) 
Category Frequency Percent" 
Spouse 303 10.6 

Male Partner 619 21.6 
Female Partner 86 3.0 

Other/Unspecified 965 33.7 
Living Alone 858 30.0 

Homeless 33 1.2 

Children ~17 Living in Household (ANY CHILD) 
Category Frequency Percent 

No 2,364 82.5 
Yes 500 17.5 

!Percentage of Respondent's Zip Code in Urban Area (Urban ~0,000) (URBRURAL) 
Category Frequency Percent 
0 ~.9% 203 7.1 

10 ~9.9% 135 4.7 
90 ~9.9% 218 7.6 

100% 2,194 76.6 
Data Missing 114 4.0 

Note. n = 2,864. 
"Due to rounding, percentages may not total 100%. 
Source: H/V Cost and Services Utilization Study (HCSUS). [Public-use data file.] Rockville, MD: Agency 
for Healthcare Research and Quality. 
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Table 4 
Cross-Tabulations and X: Test: Has AIDS, per CDC Definition (CD4 < 200) or AIDS Dx 

Has AIDS, per CDC Definition (CD4 < 200) or AIDS Dx Chi-Square Test 
Category Yes No Total t df p 

~ -~ 
Non-Hispanic White 522 877 1,399 -- -- ----

(.) ·- Non-Hispanic Black 448 511 959 -- -- --
P!..§ Hispanic 179 247 426 -- -- --
~ Other 29 51 80 -- -- --

Total 1,178 1,686 2,864 21.702 3 0.000 .. 

Has AIDS, per CDC Definition (CD4 < 200) or AIDS Dx Chi-Square Test 

... Category Yes No Total i df p 
0 Male 740 1,277 2,017 "'0 -- -- --= 0 Female 438 409 847 -- -- --0 

Total 1,178 1,686 2,864 55.605 1 o.ooo·· 

Has AIDS, per CDC Definition (CD4 < 200) or AIDS Dx Chi-Square Test 
Category Yes No Total i df p 
17 !:34 497 564 1,061 -- -- --

0 
bO 35 :::;.49 573 964 1,537 -- -- --< 

~0 108 158 266 -- -- --
Total 1,178 1,686 2,864 23.737 2 o.ooo·· 

Has AIDS, per CDC Definition (CD4 < 200) or AIDS Dx Chi-Square Test 
Category Yes No Total t df p 

.... 0 Spouse 139 164 303 -- -- --0-

-~~ 5 Male Partner 267 352 619 -- -- --
...c: ·- "'0 Female Partner 31 55 86 -- -- --jg .D c 
0 ..s 0 Other/Unspecified 414 551 965 -- -- --·<= "i3 ~ ..s ...... 0 Living Alone 315 543 858 -- -- --_. I ,:X: 

~8 Homeless 12 21 33 -- -- --
Total 1,178 1,686 2,864 13.234 5 0.021. 

Has AIDS, per CDC Definition (CD4 < 200) or AIDS Dx Chi-Square Test 

r- Category Yes No Total t df p 

- "'0 No (No Children Living 928 1,436 2,364 -- -- --VI .S 0 
I: bO...C: in Household) 
0 s Q) 43 . U) Yes (Children Living in 250 250 500 > =' -- -- --
]~£ Household) 
u Total 1,178 1,686 2,864 19.677 1 o.ooo·· 

.. 
Note. n = 2,864. Dependent vanable IS "Has AIDS, per CDC Defimt10n (CD4 < 200) or AIDS Dx.' 
·significant at the p ~.05-level. ··significant at the p ~.01-level. 

I 

Source: HIV Cost and Services Utilization Study (HCSUS). [Public-use data file.] Rockville, MD: Agency 
for Healthcare Research and Quality. 
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Table 4 
c ross-Tabulations and)( Test: Has AIDS, per CDC Definition (CD4 < 200) or AIDS Dx 

(Continued from page 59) 
Has AIDS, per CDC Definition (CD4 < 200) or AIDS Dx Chi-Square Test 

Category Yes No Total t df p 

G) Less than High School 327 396 723 -- -- --
~ Diploma 

d 
High School Diploma 349 456 805 -- -- --

0 Some College 314 496 810 -- -- --•<=J 

"' BA/BS Degree 131 239 370 () -- -- --.g Graduate/Professional 57 99 156 -- -- --~ 
Degree 
Total 1,178 1,686 2,864 14.896 4 o.oos·· 

Has AIDS, per CDC Definition (CD4 < 200) or AIDS Dx Chi-Square Test 
Category Yes No Total i df p 

$0 62 74 136 -- -- --
SI ~.ooo 231 242 473 -- -- --

~ $5,001 ~10,000 260 480 740 -- -- --
() 

$10,001 ~17,000 182 243 425 -- -- --
..s $17,001 ~5,000 123 188 311 -- -- --
..... $25,001 ~o.ooo 136 208 344 ~ -- -- --
~ 

$40,oot ~s.ooo 68 93 161 - -- -- --
$55,001 ~s.ooo 49 78 127 -- -- --

~75,001 67 80 147 -- -- --
Total 1,178 1,686 2,864 26.512 8 0.001 •• 

Has AIDS, per CDC Definition (CD4 < 200) or AIDS Dx Chi-Square Test 
Category Yes No Total t df p 

5 Full/Part-time/Sick- 556 459 1,015 -- -- --e Leave/Other (w/Job) >. 
0 Unemployed/ 138 78 216 ]'B -- -- --
~~ Laid-Off 

-(/) Disabled/Not-working 358 1,017 1,375 -- -- --
d 

~ Not-Working (Other)/ 126 132 258 -- -- --
u Retired/Not-Looking 

Total 1,178 1,686 2,864 259.990 3 o.ooo·· 

Has AIDS, per CDC Definition (CD4 < 200) or AIDS Dx Chi-Square Test 
Category Yes No Total t df p 

() 
Northeast 287 420 707 :.a d -- -- --

P..o Midwest 124 208 332 -- -- --"' ..... 6Qb.O South 393 523 916 -- -- --g~ 
~ West 374 535 909 -- -- --

Total 1,178 1,686 2,864 3.234 3 0.357 
.. 

Note. n = 2,864. Dependent vanable ts "Has AIDS, per CDC Deftrutton (CD4 < 200) or AIDS Dx." 
·significant at the p ~.05-level. ••significant at the p ~.01-level. 
Source: HIV Cost and Services Utilization Study (HCSUS). [Public-use data file.) Rockville, MD: Agency 
for Healthcare Research and Quality. 
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Table 4 
c ross-Tabulations and)( Test: Has AIDS, per CDC Definition (CD4 < 200) or AIDS Dx 

(Continued from page 60) 
Has AIDS, per CDC Definition (CD4 < 200) or AIDS Dx Chi-Square Test 

Category Yes No Total -)( df D 

I: Gay/Lesbian 483 -- 758 1,241 -- -- --
- ·.8 Heterosexual 554 668 1,222 -- -- --~ s 
~ I: Bisexual 54 96 150 -- -- --QJ QJ (/)(§ Celibate/ Asexual 65 140 205 -- -- --

Other 22 24 46 -- -- --
Total 1,178 1,686 2,864 21.428 4 o.ooo·· 

Has AIDS, per CDC Definition (CD4 < 200) or AIDS Dx Chi-Square Test 

.!3 £ Category Yes No Total t df p 

'1::1 "' I: No 344 178 522 -- -- --
QJ 00 0 
.~ e :::8 
8010 Yes 834 1,508 2,342 -- -- --
~>-
~j 

Total 1,178 1,686 2,864 161.741 1 o.ooo·· 

Has AIDS, per CDC Definition (CD4 < 200) or AIDS Dx Chi-Square Test 
Category Yes No Total i df D 

.!3 
"' 

No Insurance 312 230 542 -- -- --
~.:; 
0 I: 

MCD 348 531 879 -- -- --
000 MCR 30 71 101 -- -- --
~:::8 PRY 363 458 821 -- -- --UIO 
QJ ti MCD+PRV 17 61 78 -- -- --
0 "' l=l.....l MCR+PRV 13 44 57 -- -- --e! QJ MCD+MCR 80 261 341 lil.S -- -- --
I: MCR+MCD+PRV 15 30 45 -- -- ---

Total 1,178 1,686 2,864 135.037 7 o.ooo·· 

Has AIDS, per CDC Definition (CD4 < 200) or AIDS Dx Chi-Square Test 

» 10 Category Yes No Total t di p 

.D .!3 - "' No 1,093 1,503 2,596 -- -- --'1::1~"'.:; 
~<"'I: 
QJ .....l 0 
>0u;:8 Yes 79 179 258 -- -- --8<.:; 

Total 1,172 1,682 2,854. 12.786 1 o.ooo·· 

Has AIDS, per CDC Definition (CD4 < 200) or AIDS Dx Chi-Square Test 

...... "' Category Yes No Total t df p 
0. I: "' 0 ~.9% 88 115 203 
4) = ·;:; ~ -- -- --
~.g '1::1 < 10 ~9.9% 45 90 135 -- -- --
- I: 0 I: 
I: 0 u"' 90 ~9.9% 86 132 218 -- -- --8 p. p. .D 
t~N;5 100% 905 1,289 2,194 -- -- --
~~ Total 1,124 1,626 2,750D 4.002 3 0.261 

.. 
Note. n = 2,864. Dependent vanable IS "Has AIDS, per CDC Defimtton (CD4 < 200) or AIDS Dx." 
·significant at the p ~.05-level. ••significant at the p ~.01-level. 
"There were 10 missing values for this variable. ~ere were 114 missing values for this variable. Source: 
HIV Cost and Services Utilization Study (HCSUS). [Public-use data file .] Rockville, MD: Agency for 
Healthcare Research and Quality. 
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Table 5 
c T.bl ross- a u atwns an d 'To R )( est: dA R eceive nti- etrovira ID h L 6M h ruf!S in t e ast ont s 

Received Anti-Retroviral Drugs in the Last 6 Months Chi-Square Test 
Category Yes No Total ;( d[ 

-. .€ Non-Hispanic White 221 1,178 1,399 -- --
Q) 0 Non-Hispanic Black 216 743 959 -- --0 · -

~~ Hispanic 69 357 426 -- --
>.I:~ Other 16 64 80 -- --

Total 522 2,342 2,864 18.767 3 

Received Anti-Retroviral Drugs in the Last 6 Months Chi-Square Test 

... Category Yes No Total ;( d[ 
~ Male 329 1,688 2,017 -- --= Q) Female 193 654 847 -- --c.:J 

Total 522 2,342 2,864 16.779 1 

Received Anti-Retroviral Drugs in the Last 6 Months Chi-Square Test 
Category Yes No Total ;( df 

Q) 
17 :S34 235 826 1,061 -- --

l:lll 35 ~9 245 1,292 1,537 -- --< 
~0 42 224 266 -- --

Total 522 2,342 2,864 17.403 2 

Received Anti-Retroviral Drugs in the Last 6 Months Chi-Square Test 
Category Yes No Total ;( Jf 

..... 0 Spouse 42 261 303 -- --0::: ~ o.== Male Partner 100 519 619 -- --·- s Q) 

.;i ·- '"'d Female Partner 20 66 86 -- --= ..c = 0 «S 0 Other/Unspecified 173 792 965 -- --·~ ~ ~ 
«S ...... Q) Living Alone 178 680 858 -- --oa~ 
~u Homeless 9 24 33 -- --

Total 522 2,342 2,864 12.639 5 

Received Anti-Retroviral Drugs in the Last 6 Months Chi-Square Test 

r- Category Yes No Total ;( df 
- '"'d No (No Children Living 430 1,934 2,364 -- --VI .S 0 = l:lll..C: in Household) 
Q) = Q) 43 ·;; ;g Yes (Children Living in 92 408 500 -- --

- · - 0 :a.....:~::r:: Household) u Total 522 2,342 2,864 .012 1 

Note. n = 2,864. Dependent vanable 1s "Rece1ved Antl-Retrovrral Drugs m the Last 6 Months." 
"significant at the p ~.05-level. · ·significant at the p ~.01-level. 

/} 

--
--
--
--

o.ooo·· 

/} 

--
--

o.ooo·· 

p 

--
--
--

o.ooo·· 

/} 

--
--
--
--
--
--

0.027. 

/} 

--

--

0.912 

Source: HIV Cost and Services Utilization Study (HCSUS). [Public-use data file.] Rockville, MD: Agency 
for Healthcare Research and Quality. 
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Table 5 
c 'rib/ ross- a u at10ns an d ' Ti d h L )( est: Receive Anti-Retroviral Drugs in t e ast 6 Months 

(Continued from page 62) 
Received Anti-Retroviral Drugs in the Last 6 Months Chi-Square Test 

Category Yes No Total i df 
Q) Less than High School 149 574 723 -- --
~ Diploma 

.....l High School Diploma 161 644 805 --c:l --
0 Some College 149 661 810 -- --·+:: 

"' BAIBS Degree 47 323 370 (.) 

~ Graduate/Professional 16 140 156 -- --
Degree 
Total 522 2,342 2,864 18.690 4 

Received Anti-Retroviral Drugs in the Last 6 Months Chi-Square Test 
Category Yes No Total i df 

$0 23 113 136 -- --
$1 ~.ooo 110 363 473 -- --

e $5,001 S10,000 165 575 740 -- --
0 $10,001 S17,000 82 343 425 -- --(.) 

d $17,001 S25,000 55 256 311 - -- --
on $25,001 S40,000 50 294 344 0'1 -- --
0'1 $40,001 ~5,000 17 144 161 - -- --

$55,001 S75,000 10 117 127 -- --
~75,001 10 137 147 -- --

Total 522 2,342 2,864 48.299 8 

Received Anti-Retroviral Drugs in the Last 6 Months Chi-Square Test 
Category Yes No Total t df 

= FulVPart-time/Sick- 198 817 1,015 -- --
l Leave/Other (w/Job) 

}2 Unemployed! 50 166 216 -- --
l:.t.ls Laid-Off 

(/) Disabled/Not-working 223 1,152 1,375 -- --= 0 Not-Working (Other)/ 51 207 258 -- --
8 Retired/Not-Looking 

Total 522 2,342 2,864 8.760 3 

Received Anti-Retroviral Drugs in the Last 6 Months Chi-Square Test 
Category Yes No Total t df 

(.) 

Northeast 139 568 707 :.a -- --
Q.§ Midwest 53 279 332 -- --"' ·-lib Oil South 163 753 916 -- --0 0 
0~ West 167 742 909 C> -- --

Total 522 2,342 2,864 2.243 3 

Note. n = 2,864. Dependent vanable lS "Recetved AntJ.-Retrovrral Drugs m the Last 6 Months." 
·significant at the p S0.05-level. ··significant at the p SO.ot-level. 

p 

--

--
--

--

o.oo1·· 

p 

--
--
--
--
--
--
--
--
--

o.ooo·· 

p 

--

--

--
--

0.033. 

p 

--
--
--
--

0.523 

Source: HJV Cost and Services Utilization Study (HCSUS). [Public-use data file.] Rockville, MD: Agency 
for Healthcare Research and Quality. 
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Table 5 
c T.bl ross- a u ations and)( Test: Received Anti-Retrovira/ Drugs in the Last 6 Months 

(Continued from page 63) 
Received Anti-Retroviral Drugs in the Last 6 Months Chi-Square Test 

Category Yes No Total t df 

r:l Gay/Lesbian 203 1,038 1,241 -- --
c; .g Heterosexual 244 978 1,222 -- --::s s Bisexual 26 124 150 X r:l -- --t1 u 

Celibate/ Asexual Cl) · ;::: 43 162 205 -- --
0 Other 6 40 46 -- --

Total 522 2,342 2,864 7.341 4 

Received Anti-Retroviral Drugs in the Last 6 Months Chi-Square Test 
.... Category Yes No Total t df u -x o..._. 0 0 No 344 834 1,178 -- --. u 0 
CI)ONCI) 

Suva 
Yes 178 1,508 1,686 <oo< -- --

"'U U""' :I: ___ o 

Total 522 2,342 2,864 161.741 1 

Received Anti-Retroviral Drugs in the Last 6 Months Chi-Square Test 
Category Yes No Total t df 

.9 
"' 

No Insurance 145 397 542 -- --
i:'-B MCD 188 691 879 -- --
~§ MCR 20 81 101 -- --
~~ PRY 100 721 821 -- --U"' 
ut; MCD+PRV 7 71 78 -- --
~:3 MCR+PRV 6 51 57 -- --
~ t1 MCD+MCR 50 291 341 -- --a-s 

MCR+MCD+PRV 6 39 45 -- --.... 
Total 522 2,342 2,864 63.013 7 

Received Anti-Retroviral Drugs in the Last 6 Months Chi-Square Test 

;::._ "' Category Yes No Total t df 
..0 .5 .... "' No 492 2,104 2,596 -- --"Oll.rn£ 
~ <"' r:l u 0 .....:l 0 
> u~ · Yes 29 229 258 -- --0<£ u Total 521 2,333 2,854" 9.353 I 

Received Anti-Retroviral Drugs in the Last 6 Months Chi-Square Test 

<...., U) Category Yes No Total t df_ 
0. s:: "' 0 ::;;9.9% 29 174 203 cu c:: ·;:; ~ -- --
:;,o~ "0 < 10 ~9.9% 17 118 135 -- --i:l r:l 0 ~ uOU 90 ::;;99. 9% 38 180 218 -- --
~ ~ .e--e 100% 415 1,779 2,194 -- --~~N::> 

Total 499 2,251 2,750b 5.789 3 

Note. n = 2,864. Dependent vanable 1s "Rece1ved Ann-Retrovrral Drugs m the Last 6 Months." 
·significant at the p g).05-level. ··significant at the p g).01-level. 
"There were 10 missing values for this variable. "There were 114 missing values for this variable. 

p_ 

--
--
--
--
--

0.119 

p 

--

--

o.ooo·· 

p 

--
--
--
--
--
--
--
--

o.ooo·· 

p 

--

--
0.002 •• 

p 
--
--
--
--

0.122 

Source: HIV Cost and Services Utilization Study (HCSUS) . [Public-use data file.] Rockville, MD: Agency 
for Healthcare Research and Quality. 
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Table 6 
Logistic Regression: Received Anti-Retroviral (ARV) Dru!!s in the Last 6 Months 

Category fJ OR SE f) 
>. 

Non-Hispanic White Reference ~ ·n -- -- --
u ·- Non-Hispanic Black 0.~18 i.243 0.307 0.479 ~~ 
~ Hispanic 0.029 1.030 0.313 0.925 

Other 0.536 1.710 0.329 0.103 

Category fJ OR SE f) 

t 
'"0 

Male Reference -- -- --
= II) 

c Female 0.368 1.446 0.147 0.012 •• 

Category fJ OR SE f) 

II) 17 ~4 Reference -- -- --bO 

< 35 ~9 -0.320 0.726 0.205 0.120 
~0 0.015 1.015 0.197 0.941 

..... 0 Category fJ OR SE f) 

0 ::: ...... Spouse Reference -- -- --
Q.. = = :.a -~ ~ Male Partner 0.298 1.347 0.494 0.547 a ..c s Female Partner 0.196 1.217 0.478 0.681 
.g~ ~ Other/Unspecified -0.276 0.759 0.531 0.603 
"' II) 

- • r:x: Living Alone 0.412 1.510 0.465 0.376 ~8 
Homeless 0.063 1.065 0.466 0.893 

r-- Category {3 OR SE TJ 
- '"0 No (No Children Living Reference VI .!3 0 -- -- --
= bO..C: in Household) 
II) s II) -t3 . rn Yes (Children Living in -0.219 0.804 0.166 0.187 > ;:I 

~;:3~ Household) 

Category fJ OR SE TJ 
4) Less than High School Reference -- -- --> 
II) Diploma ...l 
§ High School Diploma -0.173 0.841 0.314 0.581 

·.;:: Some College -0.228 0.796 0.304 0.454 
"' 0 BAIBS Degree -0.188 0.829 0.299 0.530 .g 
~ Graduate/Professional 0.059 1.060 0.321 0.855 

Degree 

-2 Log Likelihood Ratio: 2425.179 
Percentage Correct: 81.9% 

Note. n = 2,741. 
·significant at the p ~.05-level. ••significant at the p ~.01-level. 
Source: HIV Cost and Services Utilization Study (HCSUS). [Public-use data file.] Rockville, MD: Agency 
for Healthcare Research and Quality. 
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Table 6 
L ogistic Regression: Received Anti-Retroviral (ARV) Drugs in the Last 6 Months 

(Continued from page 65) 
Category (3 OR SE p 

$0 Reference -- -- --
e $1 SS,OOO -0._924 0.397 0.478 0.053 

0 $5,001 ~10,000 -1.388 0.250 0.420 o.oo1·· 
g $10,001 ~17,000 -1.397 0.247 0.411 o.oo1·· - $17,001 ~5,000 -1.179 0.308 0.407 0.004"" II') 

0'\ 
$25,001 ~o.ooo -1.116 0.328 0.405 0.006"" 0'\ - $40,001 S55,000 -0.817 0.442 0.395 0.038" 
$55,001 ~5,000 -0.564 0.569 0.439 0.199 

~75,001 -0.312 0.732 0.483 0.518 

~ 
Category (3 OR SE p 

Full/Part-time/Sick- Reference -- -- --
-!'/) Leave/Other (w/Job) 
== Unemployed/ -0.511 0.600 0.208 0.014 •• 

~~ Laid-Off 

1 Disabled/Not-working -0.144 0.866 0.242 0.551 
Not-Working (Other)/ 0.117 1.124 0.190 0.539 

~ 
Retired/Not-Looking 

0 Category (3 OR SE p 
:E Northeast Reference p.§ -- -- --
~ -so Midwest 0.199 1.220 0.155 0.200 
g~ South 0.424 1.528 0.198 0.033 
0 West 0.492 1.636 0.149 o.oo1 · · 

Category (3 OR SE p 

= Gay/Lesbian Reference - .g -- -- --
~s Heterosexual -0.633 0.531 0.462 0.171 
>< = Bisexual -0.585 0.557 0.461 0.204 II) u 

IZl ..... .. 
Celibate/ Asexual -0.528 0.590 0.503 0.294 0 

Other -0.757 0.469 0.488 0.121 

;:.-.u£ 
Category (3 OR SE p 

..c.Ss:: No Reference -- -- --
"0 s 0 
II)' :::s .. p.. 

~<"' 
0 0 t; Yes -0.768 0.464 0.215 o.ooo·· U..ct::j 

-2 Log Likelihood Ratio: 2425.179 
Percentage Correct: 81 .9% 

Note. n = 2,741. 
·significant at the p g),05-level. ••significant at the p g).01-level. 
Source: HIV Cost and Services Utilization Study (HCSUS). [Public-use data file .] Rockville, MD: Agency 
for Healthcare Research and Quality. 
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Table 6 
Logistic Regression: Received Anti-Retroviral (ARV) Dru~s in the Last 6 Months 

(Continued from page 66) 

.... "' Category fJ OR SE p 
0 ';.... .s i1 0 ~.9% Reference -- -- --u = u ... 
01) .g '"0 ~ 

~ = 0 = u 0 u"' 10 ~9.9% 0.297 1.346 0.221 0.179 
B ~ .e-~ 90 ~9.9% 0.504 1.656 0.277 0.069 lfc:z::N 

100% -0.002 0.998 0.202 0.992 

.s Category fJ OR SE p 

~"' No Insurance Reference -- -- --
oil MCD -0.902 0.406 0.503 0.073 01)= 
u 0 

MCR -0.675 0.509 0.494 0.171 t;i::::E 
U\0 PRV -0.776 0.460 0.549 0.158 
u-
u "' MCD+PRV -0.235 0.791 0.512 0.647 

~~ MCR+PRV 0.068 1.070 0.632 0.915 
;gil MCD+MCR -0.424 0.654 0.662 0.522 - MCR+MCD+PRV -0.379 0.685 0.510 0.457 

-2 Log Likelihood Ratio: 2425.179 
Percentage Correct: 81.9% 

Note. n = 2,741. 
·significant at the p ~.05-level. ··significant at the p ~.01-level.. 
Source: HIV Cost and Services Utilization Study (HCSUS). [Public-use data file.] Rockville, MD: Agency 
for Healthcare Research and Quality. 
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Table 7 
Logistic Regression: Has AIDS, per CDC Definition (CD4 < 200) or AIDS Dx 

Category 13 OR SE p 
--.£ Non-Hispanic White Reference -- -- --v u 
u ·- Non-Hispanic Black 0.072 1.075 0.268 0.787 ~~ 

l:ll Hispanic -(f241 0.786 0.274 0.379 
Other 0.068 1.071 0.283 0.809 

Category 13 OR SE p 
.... Male Reference --v -- --'e 

= v o.ooo·· ~ Female 0.542 1.719 0.125 

Category 13 OR SE p 
v 17 ~4 Reference -- -- --00 
< 35 ~9 0.227 1.255 0.166 0.170 

~0 0.357 1.430 0.156 0.022" 

'- 0 
Category 13 OR SE D 

o::;..., Spouse Reference -- -- --
Q. = = .... «< ClJ Male Partner -0.255 0.775 0.448 0.569 -;l .t:: 'e 
s= · ..O = Female Partner -0.092 0.912 0.439 0.835 0 "' 0 

-~] g. Other/Unspecified 0.115 1.122 0.493 0.816 
"' v -·~ Living Alone 0.047 1.048 0.429 0.914 ~8 

Homeless O.ll2 1.119 0.432 0.795 

r- Category 13 OR SE p 
- 'e No (No Children Living Reference VI .S 0 -- -- --
= oo..s:: in Household) v s v 43 . "' Yes (Children Living in 0.167 1.181 0.137 0.224 > ::s 

........ · - 0 
a~:I: Household) 

Category 13 OR SE p 

'il Less than High School Reference -- -- --> v Diploma ~ 

= High School Diploma -0.423 0.655 0.229 0.065 
0 
·~ Some College -0.392 0.675 0.218 0.072 
"" u BAIBS Degree -0.134 0.875 0.211 0.526 .g 
l:ll Graduate/Professional 0.067 1.069 0.221 0.762 

Degree 

-2 Log Likelihood Ratio: 3257.648 
Percentage Correct: 67.4% 

Note. n = 2,741. 
"Significant at the p g).05-level. ""Significant at the p g).01-level. 
Source: HJV Cost and Services Utilization Study (HCSUS) . [Public-use data file .] Rockville, MD: Agency 
for Healthcare Research and Quality. 
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Table 7 
Lo_gi_stic Regression: Has AIDS, per CDC Definition (CD4 < 200) or AIDS Dx 

(Continued from page 68) 
Category fj OR SE p 

$0 Reference -- -- --
8 

$1 ~.000 -0.038 0.963 0.319 0.906 

0 
$5,001 ~10,000 -0.421 0.656 0.265 0.113 

.9 $10,001 ~17,000 -0.011 0.989 0.254 0.964 
V') $17,001 ~5,000 -0.089 0.915 0.248 0.719 
0\ 

$25,001 ~0,000 0.102 1.107 0.245 0.678 0\ - $40,001 ~5,000 0.341 1.407 0.228 0.135 
$55,001 ~5,000 0.166 1.181 0.252 0.510 

~75,001 0.220 1.246 0.266 0.410 

"' 
Category fj OR SE p 

~ Full/Part-time/Sick- Reference -- -- --- Leave/Other (w/Job) _cn 
s= -

~~ 
Unemployed/ -0.621 0.537 0.167 0.000 .. 

Laid-Off 
0 Disabled/Not-working -0.547 0.579 0.205 o.oo8· ]' Not-Working (Other)/ 0.829 2.291 0.152 o.ooo·· 
~ Retired/Not-Looking 

u Category fj OR SE p 
:.a s= Northeast Reference -- -- --C.o 
"' ·- Midwest 0.009 1.009 0.130 0.943 !;000 
0 II) 

South 0.243 1.275 0.158 0.123 Q)~ 
C1 West 0.258 1.294 0.124 0.037" 

Category {3 OR SE p 
s= Gay/Lesbian Reference - .g -- -- --

~ ~ Heterosexual 0.109 1.115 0.338 0.748 
;< s= 

Bisexual 0.288 1.334 0.337 0.392 II) Q) 

Cl) · -.... Celibate/ Asexual 0.309 1.362 0.376 0.411 0 
Other 0.526 1.692 0.368 0.154 

;:...u.fj Category {3 OR SE p 

..o-Bc No Reference -- -- --
"'1::1 = 0 e;;:::E 
~-(\0 

o.ooo·· 0 ~- Yes -0.619 0.539 0.163 u ~ 
o-l 

-2 Log Likelihood Ratio: 3257.648 
Percentage Correct: 67.4% 

Note. n = 2,741. 
"Significant at the p ~.05-level. ··significant at the p ~.01-level. 
Source: HIV Cost and Services Utilization Study (HCSUS). [Public-use data file.] Rockville, MD: Agency 
for Hea1thcare Research and Quality. 
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Table 7 
Logistic Regression: Has AIDS. per CDC Definition (CD4 < 100) or AIDS Dx 

(Continued from page 69) 

..... "' Category fJ OR SE p 
0 ~ .!3 ~ 0 S9.9% Reference -- -- --II) = II) .... ;o.g -g < 
==us::: 10 ~9.9% -0.193 0.824 0.171 0.259 II) 0 <0 
u c. c. ..0 

~~N~ 90 ~9.9% 0.282 1.326 0.212 0.183 
100% 0.078 1.082 0.166 0.637 

.!3 Category fJ OR SE p 

~:-"' No Insurance Reference -- -- --
0-5 MCD -0.283 0.754 0.365 0.438 o.o= 
II) 0 

MCR 0.182 1.199 0.356 0.610 t;i::E 
C)\0 PRV 0.137 1.147 0.419 0.744 
II) .... 

u "' MCD+PRV 0.096 1.101 0.367 0.793 !;.:3 
MCR+PRV 0.765 2.148 0.461 0.097 !3 II) 

~-5 MCD+MCR 0.226 1.253 0.485 0.642 - MCR+MCD+PRV 0.511 1.666 0.373 0.171 

-2 Log Likelihood Ratio: 3257.648 
Percentage Correct: 67.4% 

Note. n = 2,741. 
·significant at the p g),05-level. ""Significant at the p g>.Ol-level. 
Source: H/V Cost and Services Utilization Study (HCSUS) . [Public-use data file.] Rockville, MD: Agency 
for Healthcare Research and Quality. 
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Table 8 
Linear Regression: Overall Composite-Health Status (t-score) 

Category {J SE D 
-..£ Non-Hispanic White Reference -- --u u 
u ·- Non-Hispanic Black ,2.08725 0.4613892 o.ooo·· 
~..§ 
~ Hispanic -0.125839 0.54222 0.816 

Other -0.6268049 1.043007 0.548 

Category {J SE D ... Male Reference u -- ---o 
1: u 
0 Female -1.010151 0.499598 0.043. 

Category {J SE D 
u 17 ~4 Reference -- --01) 

< 35 ~9 -1.144234 0.3773268 o.oof· 
~0 1.276851 0.6588986 0.053. 

'- 0 
Category {J SE D 

o:::..- Spouse Reference -- --.e- ~ e Male Partner -1.685728 0.7090803 0.018. -tl .";! -g 
§ ~ 0 Female Partner -1.489257 1.127617 0.187 

-~~ ~ Other/Unspecified -0.5132941 0.6591585 0.436 
"'- u -uor:r::: Living Alone -0.7170894 0.6913273 0.300 r:r:::u 

Homeless -2.05883 1.80948 0.255 

... 1: 
Category {J SE D 

& ·g 0 X No Reference -- --
. · - 0 0 

ooJjN 00 
OuVQ -ov-

o.ooo·· < o< Yes -1.942845 0.378393 "'uu .... 
~g---o 

Category {J SE D 
u Less than High School Reference -- --> u Diploma ...:I 

5:1 High School Diploma 0.9491396 0.4856938 0.051. 
.Sl 
d Some College 1.798541 0.5181248 o.oot·· 
u BAIBS Degree 1.567396 0.6782909 0.02 ... .g 
~ Graduate/Professional 2.230459 0.8975247 o.o1f· 

Degree 

Adjusted If: 0.2210 

Note. n = 2,741. 
•significant at the p ~.05-level. ••significant at the p ~.01-level. 
Source: HIV Cost and Services Utilization Study (HCSUS). [Public-use data file.] Rockville, MD: Agency 
for Healthcare Research and Quality. 

71 



Table 8 
L inear Regression: Overall Composite-Health Status (t-score) 

(Continued from page 71) 
Category fJ SE p 

$0 Reference -- --
II) $1 ~.000 0.2132533 0.8994604 0.813 
§ $5,001 ~10,000 0.222184 0.8825351 0.980 
0 $10,001 ~17,000 -0.1882106 0.9337424 0.840 = - $17,001 ~5,000 0.9496548 0.9931354 0.339 V) 

0"1 
$25,001 ~0,000 0.8014788 1.033637 0.438 0"1 - $40,001 ~5,000 1.497187 1.191592 0.209 
$55,001 ~5.000 2.099607 1.272593 0.099 

~75,001 3.751595 1.282524 0.003 •• 

"' Category fJ SE p 

E Full/Part-time/Sick- Reference -- --
-(I) Leave/Other (w/Job) = ..... 
II) = Unemployed/ -2.952588 0.7327186 o.ooo·· 
~ II) 

u~ Laid-Off 

]- Disabled/Not-working -7.838077 0.4895328 o.ooo·· 
Not-Working (Other)/ -2.981455 0.6897256 o.ooo·· 

~ 
Retired/Not-Looking 

0 Category fJ SE p 

i§ Northeast Reference -- --
<11 · -

Midwest -1.131141 0.6514395 0.083 .... 00 oou 
g~ South 0.1684543 0.4897393 0.731 

C> West -0.1597798 0.5139018 0.756 

Category fJ SE p 

- .g Gay/Lesbian Reference -- --
~ s Heterosexual -0.1355211 0.5551413 0.807 
;.< = Bisexual -0.8127229 0.8040489 0.312 II) 0 

(/) ·-.... 
Celibate/ Asexual -0.1758667 0.755308 0.816 0 

Other 1.766053 1.367845 0.197 

>-o.fJ Category fJ SE p 
..c-fls:: No Reference -- --
"0 !3 0 
II) • :::s 
'-<Q.., 

~<"' 
0 0 <;;; Yes 0.6939537 0.6038427 0.251 u<"' .....l 

Adjusted R1
: 0.2210 

Note. n = 2,741. 
·significant at the p ~.05-level. ••significant at the p ~.01-level. 
Source: HJV Cost and Services Utilization Study (HCSUS). [Public-use data file .] Rockville, MD: Agency 
for Healthcare Research and Quality. 
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Table 8 
Linear Regression: Overall Composite-Health (!-score) 

(Continued from page 72) 
.... <ll Category {3 SE p 
0 ..... . s ~ 

0~.9% Reference -- --u I: u ... 
01) .g '"0 -< s I: 0 c 
fioU<tt 10 S89.9% 0.5057133 0.9847633 0.608 ~ ~ .e- -e 
~~N~ 90 ~9.9% 0.0497282 0.8725793 0.955 

100% 0.1749816 0.6727017 0.795 

.s Category {3 SE p 

~"' No Insurance Reference -- --
0-5 MCD -0.0675325 0.5617961 0.904 01)1:: 
u 0 

MCR 0.9348614 1.009551 0.355 't;i::E 
U\0 PRV 1.1941 0.6149666 0.052. 
u-0 fl) MCD+PRV 1.01642 1.123783 0.366 = lU <U....:l MCR+PRV 0.3583755 1.297315 0.782 l3 u 
~.;; MCD+MCR 0.6078205 0.695976 0.383 - MCR+MCD+PRV 1.367099 1.427946 0.338 

.s Category (J SE p 

'"0 ~"' <ll No Reference -- --
~2t:;-£i 
·- lU = 8 Q- 0 
u> u;:E 

0.020. ~~.;; Yes 1.068615 0.4578957 
-< 

r-- Category {3 SE p 
- '"0 No (No Children Living Reference --VI .S 0 --
I: 01) ..c: in Household) 
u = u 
M · - VJ Yes (Children Living in 0.8153382 0.550767 0.139 '"0 > ::s 

- · - 0 :E....:l::t: Household) u 

Adjusted RL: 0.2210 

Note. n = 2,741. 
·significant at the p g).05-level. ••significant at the p ~0.01-level. 
Source: HIV Cost and Services Utilization Study (HCSUS). [Public-use data file .] Rockville, MD: Agency 
for Healthcare Research and Quality. 
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