
The Associations of Gender, Sexual Identity
and Competing Needs with Healthcare
Utilization among People with HIV/AIDS
Typhanye V. Penniman, MPH; Stephanie L. Taylor, PhD, MPH; Chloe E. Bird, PhD; Robin Beckman, MPH;
Rebecca L. Collins, PhD; and William Cunningham, MD, MPH

Financial support: The National Institute of Child Health and
Human Development provided funding (grant ROI HD41878). The
Risk and Prevention Study was funded under NICHHD
R01 HD35040. The HIV Cost and Services Utilization Study (HCSUS)
was conducted under cooperative agreement U-O1 HS08578
(Martin F. Shapiro, PI; Samuel A. Bozzette, co-PI) between RAND
and the Agency for Health Research and Quality. Substantial
additional funding for this cooperative agreement was provided
by the Health Resources and Services Administration, the National
Institute of Mental Health, the National Institute on Drug Abuse,
and the National Institutes of Health Office of Research on Minor-
ty Health through the National Institute of Dental Research. Addi-
tional support was provided by Merck and Co. Inc., Glaxo-Well-
come Inc., the National Institute on Aging, and the Office of the
Assistant Secretary for Planning and Evaluation in the U.S. Depart-
ment of Health and Human Services. Dr. Cunningham also
received partial support from the UCLA-Drew Project Export,
National Institutes of Health, National Center on Minority Health &
Health Disparities (P20-MD00148-01), and the UCLA Center for
Health Improvement in Minority Elders/Resource Centers for
Minority Aging Research, National Institutes of Health, National
Institute of Aging (AG-02-004).

Studies report gender differences in medical service utilization
among persons with HIV, although most compare women to
heterogeneous groups of men. Competing needs for medical
care of women may contribute to those differences. We exam-
ined prospectively the role that competing social, economic
and health needs, such as caring for others, play in gender dif-
ferences in hospital, ambulatory and emergency room (ER) vis-
its. We considered sexual identity to study women, gay/bisexu-
al men and heterosexual men in the most recent wave
(n=1,385) of the HCSUS, a nationally representative sample of
persons with HIV/AIDS in care in the United States. We consid-
ered gay/bisexual men and heterosexual men separately
because their different resources and social networks may
lead to disparate service utilization. Multivariate regression
showed that women were more likely than gay/bisexual men
to be hospitalized, while women and gay/bisexual men were

more likely than heterosexual men to use the ER without subse-
quent hospitalization. Controlling for competing needs elimi-
nated neither difference but predicted hospitalization and ER
use. Findings suggest that addressing competing needs could
reduce unnecessary hospitalization and ER use for both gen-
ders. Furthermore, examinations of gender differences in serv-
ice use should include sexual identity.
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S tudies show that gender differences exist for a
variety ofneeded HIV services'- and correlates of
service use such as insurance status5 6 and health

status.24 For example, women with HIV are less likely to
gain early access to7'8 or use highly active antiretroviral
therapy (HAART)9"0 or pneumocystis carinii pneumo-
nia (PCP) prophylaxis.""'2 Among intravenous drug
users, women also are less likely than men to receive
protease inhibitors.'3

Little is known about why these gender differences in
medical service utilization exist among persons with
HIV/AIDS. One possible explanation could be that
women's time or financial resources required to obtain
needed medical care are used instead to address their
basic subsistence needs such as food, clothing and hous-
ing. Based on previous research, we define competing
needs as such: a basic subsistence need that may interfere
with a person's seeking medical care.'4 Among individu-
als with HIV, women report competition between these
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needs and medical care more often than do men.'5"6
Women with HIV/AIDS also tend to have more caregiv-
ing responsibilities than men.'7"8 Despite the potential
importance of competing needs in explaining gender dif-
ferences in medical service utilization among persons
with HIV/AIDS, few studies have examined the issue.'"

Additionally, few researchers have distinguished
between men with varied sexual identities when study-
ing medical service utilization among persons with
HIV.7 9-28 For example, few studies consider that hetero-
sexual men may be more similar to women than to
gay/bisexual men in ways that may affect health service
use by exploring these two heterogeneous groups of
men separately.8'3 Among people infected with HIV,
gay/bisexual men are more likely than heterosexual men
to have a tightly networked community, as well as to be
privately insured, which may lead to differential service
utilization.29 Insured persons with HIV have a higher
utilization of outpatient visits, antiretroviral therapy and
PCP prophylaxis than uninsured persons. 362630"31 Anoth-
er study reported differences in knowledge regarding
HIV and that this difference can be attributed to social
networks of the gay community. This same study also

found differences in HIV-related beliefs regarding
responsibility of transmission.32

Reports also show that gay/bisexual men differ in
their modes of HIV transmission compared to hetero-
sexual men and women, with heterosexual men and
women reporting more injection drug use.33 Thus, het-
erosexual men and women may be more similar in back-
ground and resources compared to gay/bisexual men.
For instance, intravenous drug users may be less likely
to receive HAART due to provider concern about intra-
venous drug user's adherence. Additionally, the stigma
related to intravenous drug use has also been associated
with reduced medical care.34

The goal of this paper was to investigate gender/sexu-
al identity differences in healthcare utilization and, if
those differences existed, the role that competing needs
for medical care had in explaining those differences.
Comparing women to gay/bisexual men and to heterosex-
ual men enabled us to examine the diversity within the
heterogeneous group ofmen and to examine the extent to
which utilization differences are related to gender or sex-
ual identity as opposed to another factor. We examined
gender/sexual identity differences in the use of three

Table 1. Patient characteristics by gender/sexual identity group (n=1,385)

Characteristics Overall (% a/Bisexual Men (%) Female (% Heterosexual Men_(7o
All Respondents 100 43.4 36.1 20.5
Having Any Competing Needs*** 36.0 33.2 44.2 34.3
Age***
20-34 20.2 19.2 32.4 9.6
35-44 47.7 51.4 45.0 41.0
.45 32.1 29.4 22.6 49.4

Race***
White/other 55.0 74.8 28.3 32.3
Black 32.2 15.0 55.3 52.1
Hispanic 12.8 10.2 16.4 15.6

Education***
Less than high school 23.5 10.1 43.3 37.2
High school 27.8 25.1 30.2 32.1
Some college 27.1 30.4 22.5 23.4
College graduate 21.6 34.4 4.0 7.3

Income 1995***
<$5,000 17.9 11.7 28.6 22.5
$5,001-10,000 26.1 20.4 33.7 32.5
$10,001-25,000 25.2 24.2 26.9 26.2
>$25,000 30.8 43.7 10.8 18.8

Insurance***
Private 35.2 49.2 14.0 21.7
Medicare 17.4 16.3 10.8 27.1
Medicaid 29.1 16.6 54.0 35.0
None 18.3 17.9 21.2 16.2

Lowest Reported CD4 Count
<50 24.4 25.0 21.2 26.2
50-199 33.0 33.6 30.1 34.3
200-499 37.6 37.0 43.3 33.1
>500 5.0 4.4 5.4 6.4

Values in the table represent weighted percentages that reflect the total number of persons in care for HIV; * p<O.05; ** p<O.O1;
** pSO.OOl1
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medical services: hospitalization, emergency room (ER)
use without hospitalization and ambulatory visits. We uti-
lized data from the Risk and Prevention survey (R&P),
the third and most recent wave of data from the HIV
Costs and Services Utilization Study (HCSUS) sample.
HCSUS is a longitudinal study of a national probability
sample of adults receiving care for HIV

METHODS

Sample
The R&P sample was derived as follows. Full details

ofthe HCSUS multistage sampling design are presented
elsewhere.2035 In brief, the reference population was per-
sons .18 years old with known HIV infection who made
.1 visit, in the context of regular or ongoing care, to a
nonmilitary, nonprison medical provider (other than an
emergency department) in the contiguous United States,
during the period January 5 to February 29, 1996. The
HCSUS used a three-stage sampling design, in which
geographical areas, medical providers and patients were
sampled. In the first stage, we randomly sampled 28
metropolitan statistical areas (MSAs) and 24 clusters of
rural counties to be representative of the contiguous 48
states and the District of Columbia. In the second sam-

pling stage, we sampled 58 urban and 28 rural "known
providers" from lists of providers known by local
informants to provide HIV care. In the third stage, we
sampled 4,042 patients from deidentified lists of all eli-
gible patients who visited participating providers during
January and February 1996. Sampling rates in this third
stage were set to produce an overall probability of selec-
tion that was as uniform as possible.

HCSUS baseline interviews were conducted between
January 1996 and April 1997 with 2,864 respondents.
First follow-up interviews were conducted from Decem-
ber 1996 to July 1997 among 2,466 (86%) persons, and
second follow-up interviews were completed between
August 1997 and January 1998 among 2,267 persons
(91% of those completing the previous survey).
R&P sampled a subset of persons who completed

this second follow-up interview. The analyses presented
here used the R&P sample (n=1,42 1). Analytic weights
were used to correct for differential selection probabili-
ties, nonresponse, multiplicity (opportunities to enter
into the HCSUS sample through >1 provider) and attri-
tion for reasons other than known mortality. After
applying these weights, the 1,421 participants in R&P
represented 199,613 HIV-positive adults receiving care
in the 48 contiguous United States. We randomly imput-

Table 2. Bivariate associations between competing needs and healthcare utilization in previous six
months (n=1,385)

Any Any ERa <2
Unweighted Hospitalizations Visits w/o Ambulatory

Characteristics (n) (%) Hospitalization (%) Visits (%2
Having Any Competing Needs
Yes 545 29.2 30.4 6.7
No 840 17.8 19.7 7.2

Components of Having Any Competing Needs Measure

Postponed Care Because Could Not Get Off Work
Yes 101 22.3 22.5 9.7
No 1,284 21.9 23.6 6.8

Postponed Care Because Too Sick
Yes 211 35.8 38.4 6.1
No 1,174 19.9 21.4 7.2

Postponed Care Because Did Not Have Transportation
Yes 216 37.9 33.2 6.3
No 1,169 19.6 22.2 7.2

Postponed Care Because of Caring for Someone Else*
Yes 133 33.4 32.0 6.7
No 1,252 20.9 22.8 7.1

Postponed Care Because Needed Money for Food/Clothing/Housing
Yes 155 27.3 31.9 4.5
No 1,230 21.3 22.6 7.4

Went Without Food or Clothing Because Needed Money for Medical Care**
Yes 86 32.3 29.4 4.4
No 1,299 21.2 23.2 7.2

Values in the table represent weighted percentages that reflect the proportions of the U.S. population in care for HIV in each
category; a: ER: emergency room; * p<O.05; ** p<O.O1; *** p<O.OO1
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ed missing values (using "hot deck" imputation) to fill
in the <5% of essential missing values to preserve the
representativeness of the results.36 All computer-assisted
interviews were conducted in person.

Variables
Three outcome variables were of interest: in the prior

six months, having: 1) <2 ambulatory visits, 2) >1 ER
visit that did not lead to a hospitalization, and 3) >1 hos-
pitalization. We were interested in knowing who
received <2 ambulatory visits because one visit every
three months (or two visits in a six-month period) is a
reasonable interval for monitoring disease events and
response to treatment in most patients with HIV20 ER
visits without hospitalization are often considered an
indication of use of the ER for nonurgent care, which
may be a result of underutilization of or poor quality of
care from outpatient facilities.20 Hospitalization may
also indicate problems with outpatient care.20 These out-
comes were measured at R&P.

We examined two main independent variables: 1)
gender, measured at baseline, and sexual identity, meas-
ured at R&P, were combined to create one measure of
gender/sexual identity; and 2) having competing needs
for medical care measured at baseline. We categorized
gender/sexual identity in three groups: 1) women, 2)
men who have sex with men (gay/bisexual men), and 3)
men who do not have sex with men (heterosexual men).
We split men into two categories: gay/bisexual men and
heterosexual men because the former are more likely to
be privately insured and may experience fewer barriers
to HIV-related service utilization partially because their
more tightly networked community37 may provide infor-
mation on service availability. This gender/sexual iden-
tity variable was constructed using an item from the
baseline HCSUS survey asking participants whether
they were male or female as well as confirmation of
gender through interviewer observation at HCSUS
baseline, and an item in the R&P survey asking respon-
dents to describe their current sexual orientation as: 1)
straight or heterosexual, 2) gay or lesbian, 3) bisexual,
or 4) other. A small number of individuals (n=30) chose
"other." Five of these cases could be logically imputed
with data from the HCSUS baseline, in which they had
indicated the gender with whom they most often
engaged in sex. Twenty-five cases remained missing.
Due to the low prevalence of HIV among women who
both self-report as lesbian and do not have sex with
men, we did not examine differences among women
according to sexual identity. In this study sample, the
number of women who identified as lesbian and not
having sex with men was very small (n=1 7), reflecting
the low prevalence in the population. As such, we were
unable to examine this group separately.

Participants were asked in the baseline HCSUS sur-
vey if they had each of six competing needs for medical

care that included health, social and economic needs.
Specifically, they were asked if they put off going to the
doctor for HIV because: 1) they could not get off work,
2) they were too sick, 3) they did not have a way to get
there, or 4) they were taking care of someone else who
was important to them. They also were asked: 5) if they
had ever gone without care because they needed the
money for food, clothing, housing, etc.; and 6) if they
had ever gone without food, clothing, housing, etc.
because they needed the money for healthcare. In addi-
tion to dichotomous variables reflecting each need, par-
ticipants reporting any of the six needs were defined as
having "any competing needs" in a composite variable.'4

Bivariate analysis between each competing needs
variable and gender/sexual identity showed that very
few people had >1 competing need; therefore, we used
the composite measure of competing needs in the multi-
variate models described below.

Covariates included age, race, education and
income, which were measured at baseline. Insurance
and lowest reported CD4 count (as a measure of illness
severity), were measured at the second follow-up
because they may have changed since baseline. No other
markers of disease severity were included.38-40

Analysis
Bivariate analyses first were conducted to examine

the relationship between the three utilization variables
and competing needs. They also were conducted to
compare the three gender/sexual identity groups on
each utilization variable and demographic. Subsequent-
ly, multivariate logistic regression analyses predicting
utilization were conducted in several stages to show
whether observed differences were explained by specif-
ic variables or groups of variables. Model 1 contained
only the gender/sexual identity variable to determine if
differences existed. Subsequently, model 2 added demo-
graphics (without competing needs) to determine if fac-
tors other than competing needs reduced or removed
any gender/sexual identity differences. These covariates
also were important because some are potential con-
founders.394' Model 3 added the composite competing
needs variable to isolate its effect on any gender/sexual
identity differences as a potential mediator.42 These ini-
tial modefs used gay/bisexual men as the reference
group. We also analyzed model 3 using heterosexual
men as the reference group to explore whether women
and heterosexual men's patterns of hospitalization
indeed differed. In these analyses, which are not shown
in the tables, we compared women to two very different
groups ofmen, therefore accounting for diversity within
the male group as well as exploring the extent to which
utilization differences are located within gender versus
some other factor.

In preliminary analyses, a correlation matrix was
computed to assess multicollinearity between the com-
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posite competing needs variable and the other covari-
ates; none was detected.

RESULTS
Table 1 shows the patients' sociodemographic char-

acteristics stratified by gender/sexual identity and
weighted to represent the total number of persons in
care for HIV in the United States in 1996 and surviving
until 1998, whose sexual identity was known. The sam-
ple was 43.4% gay/bisexual men, 20.5% heterosexual
men and 36.1% women. Women were more likely than
heterosexual men or gay/bisexual men to report having
any competing needs for medical care. These groups
also differed in their racial/ethnic composition, educa-
tion level, income and insurance status. In descriptive
analysis, women were more likely than others to be hos-
pitalized (women 28.2%, gay/bisexual men 17.8%, het-
erosexual men 26.0%; p<0.001) and to use the ER with-
out subsequent hospitalization (women 31.0%,

gay/bisexual men 23.0%, heterosexual men 17.3%;
p<0.0 1). However, there were no differences across gen-
der/sexual identity groups in their likelihood of having
<2 ambulatory visits during a six-month period (latter
data not shown).

Bivariate relationships between medical service uti-
lization and having competing medical needs are dis-
played in Table 2. Respondents having any competing
needs were more likely to be hospitalized and to utilize
the ER without subsequent hospitalization. Four types
of competing needs were associated with hospitaliza-
tion, and two were related to use of the ER without sub-
sequent hospitalization. None of the needs were related
to making <2 ambulatory visits.

Results of the staged models predicting hospitaliza-
tion in the prior six months are shown in Table 3. Model
1 provides the odds ratios (ORs) associated with the sig-
nificant bivariate relationship between gender/sexual
identity and hospitalization. Both women and hetero-

Table 3. Associations of gender/sexual identity with being hospitalized in a six-month period (n=1,385)

Model 1 Model 2 Model 3
Characteristics OR (95% Cl) OR (95% Cl) OR (95% Cl)
Gender/Sexual Identity ** ** *
Gay/bisexual men' 1.00 1.00 1.00
Female 1.82 (1.27-2.62)** 1.51 (1.06-2.14)* 1.51 (1.07-2.13)*
Heterosexual men++ 1.62 (1.19-2.21)** 1.18 (0.73-1.90) 1.19 (0.73-1.94)

Having Any Competing Needs 1.82 (1.31-2.53)***
Age
20-34 1.00 1.00
35-44 0.96 (0.57-1.62) 1.00 (0.60-1.66)
245 1.31(0.83-2.08) 1.45 (0.92-2.28)

Race
White/other 1.00 1.00
Black 1.22 (0.78-1.90) 1.22 (0.79-1.86)
Hispanic 1.11 (0.77-1 .59) 1.02 (0.76-1.52)

Education
Less than high school 1.00 1.00
High school 1.32 (0.93-1.87) 1.30 (0.91-1.86)
Some college 1.36 (0.85-2.16) 1.32 (0.82-2.15)
College graduate 0.86 (0.47-1.60) 0.86 (0.47-1.58)

Insurance
Private 1.00 1.00
Medicare 2.41 (1.21-4.78)** 2.41 (1.23-4.71)*
Medicaid 2.00 (1.32-3.01)*** 1.92 (1.29-2.88)**
None 1.83 (0.96-3.56) 1.76 (0.94-3.29)

Income
<$5,000 1.00 1.00
$5,001-10,000 1.02 (0.62-1.67) 1.05 (0.64-1.73)
$10,001-25,000 0.69 (0.38-1.25) 0.74 (0.41-1.31)
>$25,000 1.14 (0.55-2.35) 1.25 (0.61-2.57)

CD4 Count * *
<50 1.00 1.00
50-199 0.69 (0.46-1.02) 0.66 (0.43-1.01)
200-500 0.46 (0.26-0.82)** 0.45(0.25-0.81)**
>500 0.34 (0.17-0.68)** 0.37 (0.19-0.75)**

Values are adjusted ORs and 95% Cls in logistic regression models including the variables shown for each model. Changes in the OR
on gender/sexual identity were observed across the three models; *ps0.05; ** pO.O1; * pO.01
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sexual men were more likely to be hospitalized com-
pared to gay/bisexual men. In model 2, which controls
sociodemographic variables, the ORs for both women
and heterosexual men were reduced. Heterosexual men
no longer had significantly higher odds of hospitaliza-
tion than gay/bisexual men, but women continued to
have higher odds. Additionally, those with public as
opposed to private insurance and those with lower CD4
counts were more likely to be hospitalized. Model 3
demonstrates that the addition of competing needs did
not alter the ORs for gender/sexual identity, indicating it
did not further account for the differences in hospital-
ization between women and gay/bisexual men. Howev-
er, having any competing needs strongly predicted hos-
pitalization. When we analyzed model 3 using
heterosexual men as the reference group, women were
no more likely than heterosexual men to be hospitalized
(OR=1.27, 95% CI: 0.93-1.72, p=O. 13).

Results of the multivariate analysis ofER utilization
without subsequent hospitalization during a six-month
period are reported in Table 4. Model 1 shows the ORs
associated with the bivariate gender/identity differences
shown in Table 1. Compared to gay/bisexual men, the
odds of using the ER without being hospitalized was
higher for women, while the odds for heterosexual men
were lower. Model 2 shows that controlling for the com-
bined effect of the sociodemographic variables reduced
the odds for women such that they no longer differed
from gay/bisexual men. The odds of using the ER
became even lower for heterosexual men compared to
gay/bisexual men.

Model 3 shows that having any competing needs was
strongly and positively associated with ER use. However,
having competing needs did not affect the odds ofER use
for women or heterosexual men above and beyond the
influence of sociodemographic variables. When we ana-
lyzed model 3 using heterosexual men as the reference
group, women (OR=1.87, 95% CI: 1.31-2.68, p=0.001)
and gay/bisexual men (OR=1.77, 95% CI: 1.16-2.69,
p=0.009) were more likely than heterosexual men to use
the ER without subsequent hospitalization.

We did not analyze multivariate models predicting
the receipt of <2 ambulatory visits because there were
no bivariate associations between ambulatory visits and
gender/sexual identity groups or competing needs.

DISCUSSION
Among persons in treatment for HIV, we found that

gender/sexual identity differences existed for individuals'
likelihood of being hospitalized and using the ER (with-
out subsequently being hospitalized) during a six-month
period but not for the receipt ofambulatory visits. Specif-
ically, women were more likely than gay/bisexual men to
be hospitalized and were more likely than heterosexual
men to use the ER without subsequent hospitalization.
There also were important differences in utilization relat-

ed to sexual identity among men. Heterosexual men were
less likely than gay/bisexual men to utilize the ER with-
out subsequent hospitalization.

Having any health, social or economic needs that
competed with the need for medical care at baseline did
not account for these gender/sexual identify differences
in utilization at follow-up, when considered in the con-
text of other demographic, economic and health charac-
teristics. However, persons with any competing needs
were more likely to be hospitalized and to use ERs
(without subsequently being hospitalized). Thus, their
care is being provided in more costly venues and possi-
bly only after their symptoms have become difficult to
address. Additionally, this association was independent
of gender, sexual identity, insurance, income and other
studied characteristics. This association also highlights
the fact that having competing needs may have a long-
term effect on health service utilization for this popula-
tion. As such, addressing competing needs with better
resources, such as those provided by some case manage-
ment approaches,43 may be a cost-effective way of man-
aging HIV disease and may manage it more effectively.

Several demographic, socioeconomic and health fac-
tors other than competing needs also were important
predictors of these utilization outcomes and appeared to
account for some gender/sexual identity differences in
utilization. In particular, heterosexual men did not differ
from gay/bisexual men in their likelihood of being hos-
pitalized once their sociodemographic and health char-
acteristics were taken into account. Also, women's
greater likelihood of using the ER without subsequent
hospitalization was apparently accounted for by their
lower incomes, relative to men. However, even when
these and other factors were taken into account, women
remained more likely than gay/bisexual men to be hos-
pitalized, and both women and gay/bisexual men
remained more likely than heterosexual men to use the
ER without subsequent hospitalization. These findings
contribute important data to the literature on
gender/sexual identity and HIV health services and yet
call for additional research to better illuminate reasons
for gender/sexual identity differences.

Our finding that women were more likely to be hos-
pitalized compared to gay/bisexual men is consistent
with previous findings among groups with
HIV/AIDS,I"446 with few exceptions.17 Additionally, our
results showed that women were more likely to use the
ER for care that does not require subsequent hospital-
ization and are consistent with at least one previous
study.3 Finally, our finding that women received similar
ambulatory care as men mirrors another in the
HIV/AIDS literature'7 yet is contrary to one report3 in
the HIV literature and what is well known among the
general population47'48-that women are more likely to
utilize ambulatory care than men. As a chronic disease,
HIV/AIDS might result in a pattern of utilization by
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gender that differs from that of the general populations.
In the general population, it is thought that men are
more likely than women to ignore or self-treat most
symptoms and avoid medical care.48 However, men and
women with HIV appear equally likely to seek outpa-
tient care in our study, perhaps because symptoms may
reflect more serious disease than they do in the general
population.

One explanation for the lack of gender/sexual identi-
ty differences in ambulatory visits may be the lack of
variability in this measure; nearly everyone in the sam-
ple was receiving ambulatory care at least twice every
six months. The HCSUS sample was selected specifi-
cally amongst a group of HIV-positive individuals in
care, with selection based on physician visits, and thus
reflective of those who do visit providers-not the gen-
eral population ofpeople with HIV, for which there may
be more variability in ambulatory visits.

Neither competing needs nor financial or other
resources explained women's greater likelihood of hos-
pitalization relative to gay/bisexual men. Nor did these
needs explain heterosexual men's being less likely to
use the ER relative to both women and gay/bisexual
men. Thus, additional research is needed to better illu-
minate reasons for gender/sexual identity differences.

This paper elucidates the importance of considering
persons' competing needs for medical care in examina-
tions of health service utilization. It also stresses the
importance of not grouping together all men when exam-
ining gender differences in HIV-related health service uti-
lization but instead recognizing that gay/bisexual men
and heterosexual men may differ in many important ways
that result in health service utilization differences. For
instance, the findings about women and gay/bisexual
men were similar, and both groups differed from hetero-
sexual men with regard to ER use without subsequent

Table 4. Associations of gender/sexual identity with utilization of emergency rooms without subsequent
hospitalization, in a six-month period (n=1 ,385)

Model 1 Model 2 Model 3
Characteristics OR (95% Cl) OR (95% CI) OR (95% Cl)
Gender/Sexual Identity * * *
Gay/bisexual men' 1.00 1.00 1.00
Female 1.51 (1.05-2.19)* 1.07 (0.73-1.57) 1.06 (0.71-1.58)
Heterosexual men++ 0.70 (0.52-0.95)* 0.57 (0.38-0.85)'* 0.57 (0.37-0.86)**

Having Any Competing Needs 1.50 (1.17-1.91)**
Age
20-34 1.00 1.00
35-44 0.96 (0.57-1.62) 0.98 (0.59-1.64)
'45 0.74 (0.42-1.29) 0.78 (0.46-1.35)

Race
White/other 1.00 1.00
Black 1.06 (0.66-1.70) 1.05 (0.65-1.69)
Hispanic 1.10 (0.78-1.56) 1.07 (0.76-1.52)

Education
Less than high school 1.00 1.00
High school 1.18 (0.75-1.85) 1.16 (0.75-1.79)
Some college 0.84 (0.58-1.22) 0.82 (0.57-1.19)
College graduate 0.82 (0.48-1.41) 0.82 (0.48-1.41)

Insurance
Private 1.00 1.00
Medicare 0.89 (0.53-1.51 0.88 (0.52-1.51)
Medicaid 1.15 (0.76-1.75) 1.12 (0.74-1.70)
None 1.10 (0.72-1.67) 1.05 (0.69-1.61)

Income
<$5,000 1.00 1.00
$5,001-10,000 1.01 (0.68-1.50) 1.04 (0.70-1.55)
$10,001-25,000 0.82 (0.53-1.30) 0.87 (0.56-1.35)
>$25,000 0.53 (0.28-0.98) 0.56 (0.30-1.04)

CD4 Count
<50 1.00 1.00
50-199 1.04 (0.73-1.50) 1.02 (0.71-1.47)
200-500 0.77 (0.52-1.14) 0.77 (0.52-1.14)
>500 0.49 (0.21-1.16) 0.52 (0.22-1.22)

Values are adjusted ORs and 95% Cls in logistic regression models including the variables shown for each model. Changes in the OR
on gender/sexual identity were observed across the three models; * ps0.05; ** p0.01; *** pS0.001
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hospitalization. Therefore, ER use cannot be explained
merely by gender, given this finding, but instead is locat-
ed in some other unknown characteristic that differs
among these groups for which further research should be
devoted. Additionally, our finding that women were more
likely than gay/bisexual men to be hospitalized, but not
more likely than heterosexual men, indicates gender was
not the only issue. and some other factor besides gender
is behind the differences.

This paper also has limitations. Our analysis relied
exclusively on self-reports of service utilization. Also,
as noted in prior HCSUS papers, this study is limited to
those who received medical care for HIV and is likely to
underrepresent persons with extremely poor access, the
least compliant and the healthiest. Our use of a sample
for which we had two years of follow-up data means we
examined only survivors; if there were a greater death
rate among the most disadvantaged respondents, it
could result in a conservative bias to the findings, lead-
ing to an underestimation of differences between these
groups. We also did not include additional measures of
socioeconomic status beyond education and income.
Similarly, we only included CD4 count as a measure of
disease severity, because viral load measures were not
available at baseline. The HCSUS data used for this
study were collected between 1996 and 1998, so it is
possible that competing needs for persons with HIV
may have changed. However, this data set represents a
nationally representative sample of people with HIV in
the United States, and to date no other data of this type
has been collected.

CONCLUSION
Gender/sexual identity differences exist in some

types of medical service utilization among persons with
HIV If not addressed, they may lead to increased mor-
bidity and mortality among women and heterosexual
men relative to gay/bisexual men. Future research
should move beyond the examination of traditional bar-
riers to medical care and also examine adults' compet-
ing needs for medical care. Policymakers could examine
solutions to reduce competing needs such as transporta-
tion or childcare.
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The "I'll Just Have One More" Martini

3 oz. gin or vodka
1/2 oz. dry vermouth
3 olives
1 automobile
1 long day
1 diminishing attention span
1 too many

Combine ingredients. Drink. Repeat.
Mix with sharp turn, telephone pole.

Never underestimate 'just a few.'
Buzzed driving is drunk driving. Mdog Uw, 1Tmnsdponn w
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