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Introduction
The Hennepin County Human Services and Public Health Department funded a voluntary survey of Minnesota HIV-infected residents to assess access to HIV clinical and psychosocial support services, evaluate the impact of recent changes in Minnesota State health insurance programs, measure unmet need, and help to plan the allocation of HIV services funds. Residents of Minnesota counties included in the Ryan White Comprehensive AIDS Resources Emergency (CARE) Act Title I Eligible Metropolitan Area (EMA) were surveyed. These counties include Anoka, Carver, Chisago, Dakota, Hennepin, Isanti, Ramsey, Scott, Sherburne, Washington, and Wright Counties. Residents of Greater Minnesota counties also were surveyed. The survey was designed and conducted by Positive Outcomes, Inc. (POI) and Community Consulting Group (CCG). 

How were HIV-infected individuals surveyed?
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Voluntary surveys were conducted in April and May 2006 by the staff of the Minnesota HIV service programs show in Table 1. Individuals seeking or receiving services at HIV programs throughout Greater Minnesota were asked to participate in the voluntary survey. Completion of the survey was not a criterion for provision of services. Individuals were given the option of completing the survey directly or by being interviewed by a HIV program staff person trained by CCG to administer the survey. 

The survey tool’s design draws upon items used in a federally funded national study of the use and financing of HIV services, the Health Care Services and Utilization Study (HCSUS). In that national study, survey items were scientifically pre-tested and fielded with about 2,000 survey respondents. This approach allowed the POI-CCG survey team to compare Minnesota results with those of a larger national survey sample. For the Minnesota survey, additional items were added to the survey form to reflect Minnesota’s unique publicly funded health insurance system and recent changes in those programs. The survey was evaluated to be at the 6th grade reading level.
Minnesota agencies receiving CARE Act funds requested that their clients participate in a four-page survey. Over one-half (58%) of surveys were gathered by community-based HIV service organizations, while 42% of interviews were gathered at HIV clinics. A total of 390 surveys were completed and 379 surveys were analyzed. Three interviews were conducted with minors and were excluded from the analysis. Eight respondents were interviewed more than once. Only one survey per respondent was analyzed.
What were the demographic and economic characteristics of persons surveyed?
Among survey respondents, 82% reside in the Minneapolis/St. Paul Eligible Metropolitan Area (EMA) and 18% reside in other Minnesota counties. Two-thirds (67%) of respondents are male, 33% female, and 1% are transgender or transsexual. The average age of respondents was 43 years, with ages ranging from 20 to 76 years. Among respondents, 40% are Black (including African or African-America), 40% are White, 7% Hispanic, 6% American Indian or Alaskan Native, 2% Asian/Pacific Islander, 2% mixed race, and 1% other race/ethnicity. Slightly less than one-fifth (17%) of respondents reported being born outside the US. Among the 72 respondents born in other countries, 59% were born in Africa, 18% in Central or South American, 2% in Asian, 1% in a Caribbean country, and the remainder in other countries. 
About one-half of respondents have a high school diploma, while about one-fifth went to middle or high school but did not receive a diploma. About one-fifth of respondents have an AA degree, less than 10% have a baccalaureate degree, and a small proportion have a graduate or professional degree. 
One-half (50%) of respondents reported being disabled at the time of the survey. Another 28% reported being unemployed, 12% worked full-time, 11% worked part-time, 3% were students, 1% were homemakers, and 1% were retired. Several respondents reported being disabled, as well as other employment status, so the responses do not total to 100%. Respondents had an average of 1.5 full or part-time jobs in the six months before the survey, indicating relatively stable employment. 
Publicly funded disability and income assistance were the principal source of income for survey respondents. Over one-third (35%) of respondents reported that Social Security Disability Program (SSDI) was their source of income at the time of survey, while Supplemental Security Income (SSI) was the source for 28%, General Assistance for 12%, and Minnesota Family Investment Program (MFIP) for 5%. Only 5% of respondents received income support from commercial disability insurance. Less than one-quarter (23%) of respondents received their income from full or part-time employment. Financial support or money from parents, friends, or family to pay bills was reported by 6% of respondents. 
Respondents reported an average monthly income of $911 (median = $684) in the twelve months before the survey. While EMA residents had a higher mean income than non-EMA residents ($946 versus $716), the difference was not statistically significant.
Respondents were asked in what types of places they lived during the last six months. About two-thirds (63%) lived in an apartment or house that the respondent or their spouse/partner rented or lived in without paying rent. Another 24% lived in an apartment or house that that the respondents or their spouse/partner own. Among other respondents, 12% “doubled up” with a friend or relative on a sofa or floor, 7% lived in a shelter, 4% were admitted to a hospital, 3% lived in specialized AIDS housing (such as Ford House, Clare House, Grace House, or other adult foster care), 2% lived on the street or in a public place, 2% were incarcerated, and 5% lived in another place.
What is the clinical status of survey respondents?
Respondents reported receiving their first positive HIV test an average of nine years before the survey. One-quarter (25%) of respondents received their first positive HIV test within five years of the survey, 50% within eight years of the survey, and 75% within 13 years of the survey. Their exposure or risk category associated with HIV infection was identified by survey respondents. Among men, 58% reported having sex with men, 9% had sex with an injecting drug user (IDU), 18% had injected drugs, 1% used clotting factor, and 7% received a transfusion. Among women, 88% reported having sex with men, 8% injecting drugs, 9% had sex with an IDU, 1% used clotting factor, and 6% received a transfusion. Over one-half (54%) of respondents reported being diagnosed with AIDS, with an average of seven years since AIDS diagnosis. 
How do survey respondents differ from HIV-infected Minnesotans?
The demographic characteristics of community survey respondents were compared to characteristics of HIV/AIDS surveillance data reported to the Minnesota Department of Health and utilization data from Title I-funded programs. Epidemiologic and service utilization data from 2005 was used for the analysis. Survey respondents had a lower proportion of Whites than the epidemiologic (16%) and service utilization groups (5%). In contrast, the survey respondent group had a greater proportion of Blacks (African-born or African American) than the epidemiologic (7%) or service utilization groups (10%). A greater proportion of women participated in the survey than the proportion of women in the epidemiologic (11%) or service utilization groups (6%). The proportion of Greater Minnesota residents participating in the survey was greater than the epidemiologic (5%) or service utilization groups (8%). The survey respondent group had a greater proportion of individuals infected with HIV due to heterosexual contact than the epidemiologic (38%) or service utilization groups (40%). Conversely, the proportion of men that have sex with men (MSM) is lower in the survey group than the epidemiologic (16%) or service utilization (3%) groups. The proportion of IDUs in the survey group was smaller than the epidemiologic (4%) or service utilization groups (19%).
	Table 2. Comparison Between 2005 Community Survey With 2005  HIV/AIDS Reporting (HARS) Surveillance Data and 2005 CARE Act Utilization Data

	Characteristics
	% Distribution
	% Difference From Community Survey

	
	2005 Community Survey
	2005
Epidemio-logic Data
	2005 Service Utilization
	Versus Epidemio- logic Data
	Versus Service Utilization Data

	Race/Ethnicity
	
	
	
	
	

	Black (African-born or African American)
	40%
	33%
	30%
	7%
	10%

	White
	40
	56
	45
	-16
	-5

	Hispanic Latino
	7
	7
	9
	0
	-2

	American Indian
	6
	2
	3
	4
	3

	Asian/Pacific Islander
	2
	1
	1
	1
	1

	More than one race
	2
	
	9
	2
	-7

	Other or unknown
	3
	1
	2
	0
	-1

	Gender
	
	
	
	
	

	Male 
	67%
	78%
	73%
	-11%
	-6%

	Female
	33
	22
	27
	11
	6

	Location of Residence
	
	
	
	
	

	EMA
	82%
	87%
	87%
	-5%
	-5%

	Non-EMA
	18
	13
	10
	5%
	8

	HIV Exposure Category
	
	
	
	
	

	Men That Have Sex With Men (MSM)
	36%
	52%
	39%
	-16%
	-3%

	Injecting Drug Use (IDU)
	8
	12
	27
	-4
	-19

	MSM + IDU
	3
	7
	6
	-4
	-3

	Heterosexual Contact
	43
	5
	3
	38
	40

	Transfusion/Blood Products
	1
	1
	1
	0
	0

	Perinatal
	NA
	1
	1
	NA
	NA

	Unknown
	9
	22
	24
	-13
	-15

	Country Of Origin
	
	
	
	
	

	United States
	80%
	43%
	55%
	37%
	25%

	Other
	19
	18
	13
	1
	6

	Unknown
	1
	39
	31
	-38
	-30


What are the sources of health insurance coverage among survey respondents?

Only 4% of survey respondents reported that they did not have public or private health insurance at the time of the survey. In contrast, the national HCSUS study found that in 1996, 20% of HIV-infected respondents were uninsured.
Less than one-quarter (21%) of respondents reported enrollment in private health insurance or a health maintenance organization (HMO). The proportion of respondents enrolled in private health insurance or HMO was statistically significantly lower than the 31% of HCSUS respondents enrolled in private health insurance or an HMO in 1996. 

Among the survey respondents enrolled in private health insurance or an HMO, 28% were enrolled in the Medica Minnesota Comprehensive Health Association (MCHA), an insurance safety net for Minnesotans who have been turned down for individual health insurance due to pre-existing conditions or other circumstances. CARE Act funds also are used to purchase insurance premiums from Medica for low-income individuals. An additional 19% of respondents were enrolled in Blue Cross and Blue Shield, 13% in HealthPartners, and the remainder enrolled in various commercial insurance plans. 
Among respondents enrolled in a private health insurance plan or HMO, 52% reported that the premiums they pay are about the same as twelve months ago, 46% reported that the premiums have increased, and 2% paid less. Among respondents enrolled in these plans, 53% reported that their co-payments or deductibles are about the same as twelve months ago, 40% reported that they have increased, and 7% paid less.  
Minnesota has a relatively wide array of public programs in which HIV-infected Minnesotans can enroll. Almost one-half (47%) of survey respondents reported that they were enrolled in the Minnesota Medical Assistance Program (Medicaid) at the time of the survey. About one-quarter of respondents (23%) reported enrollment in the Minnesota Department of Human Services (DHS) HIV/AIDS Insurance Program, while 15% were enrolled in the Minnesota AIDS Drug Assistance Program (ADAP), 13% in the General Assistance Medical Care Program, 8% in the Minnesota Supplemental Aid (MSA) Program, 6% in the MinnesotaCare Program, and 6% in the Medical Assistance for Employed Persons with Disabilities (MAEPD) Program. 

Changes in the share of cost and eligibility criteria occurred among several Minnesota publicly funded health insurance programs a year before the survey. Changes in enrollment in the twelve months were assessed by comparing enrollment in the Minnesota publicly funded programs at the time of the survey with a year before the survey. Figure 3 illustrates that there were no statistically significant changes in enrollment in the twelve months before the survey and at the survey. 
Among beneficiaries enrolled in one of the Minnesota publicly funded health insurance programs, 54% reported paying more for co-payments, deductibles, or cost shares, 38% reported paying more, and 6% paid less than they did twelve months ago. 
Several other federally funded programs enroll HIV-infected individuals. Only 2% of survey respondents were enrolled in Veterans Health Administration services at the time of the survey. 
Over one-third of survey respondents (34%) were enrolled in Medicare at the time of the survey. One of the objectives of the survey was to assess the impact of expansion of Medicare benefits to include medications through Part D. Two-thirds of survey respondents enrolled in Medicare reported that they participated in Part D pharmaceutical benefits. Among this group, 71% got  help from an organization, family member, or other source to get on Medicare Part D. Only 7% of Medicare beneficiaries enrolled in Part D reported that they needed help to get on Medicare Part D but did not get it. 
Medicare beneficiaries tended to be enrolled in other insurers at the time of the survey. Less than one-fifth (18%) of respondents enrolled in Medicare were dually enrolled in a private insurance plan or HMO. Almost two-thirds (62%) reported being dually enrolled in Medicare and Medicaid, 28% were dually enrolled in Medicare and the Minnesota DHS HIV/AIDS Insurance Program, 16% were dually enrolled in ADAP, 9% were dually enrolled in Minnesota Supplemental Aid, and 8% were dually enrolled in MinnesotaCare. 

Do survey respondents have access to HIV clinical services and HIV medications?
Almost all (98%) respondents have a usual source of HIV primary care. Only one individual reported that the emergency room was their usual source of HIV primary care. Respondents with no usual source of care did not report any factors impairing their access to HIV primary care. Less than 1% of respondents reported no visits to a doctor’s office, clinic, or ER for HIV care in the previous twelve months. Respondents with a usual source of care reported having an average of seven visits. Only 7% of respondents had one or two visits, fewer than recommended by Public Health Service guidelines for adolescents and adults. Most (92%) respondents had visited a doctor’s office, clinic, or ER for HIV care within the last six month, while 7% had their most recent visit in 2005, and less than 1% had their most recent visit in 2004. 
Less than one-tenth (7%) of respondents reported needing HIV medical care in the six months before the survey but not getting it. Among this small group, 32% reported they could not afford HIV medical care, 16% did not know where to find care, 4% could not take the time to get help, 4% could not get an appointment, 12% could not get transportation, 12% reported that there was no one available to help that the respondent liked or trusted, and 8% did not know where to find help from someone who speaks the same language as the respondent. There was no statistically significant difference in barriers to HIV medical care identified in obtaining care between respondents residing in the EMA or outside the EMA.

Respondents were asked about their need for specialty medical care, such as a dermatologist, neurologist, gynecologist, or obstetrician. Specialty medical care was reported to be needed but not received in the six months before the survey by 7% of respondents. Among this group, 54% reported that they could not afford help, 15% did not know where to find help, 8% could not get an appointment, and 8% could not get transportation.

While survey respondents were almost universally insured and had excellent access to HIV primary care, some respondents reported financial trade-offs between paying for health care and essentials of daily living. Slightly greater than one-tenth (13%) of respondents reported that at sometime in the six months before the survey,  they had to go without health care because the money was needed for food, clothing, housing, etc. Health care included co-payments, deductibles, cost shares, or medication payments. Conversely, 18% of respondents reported that at some time in the last six months they had to go without the money for food, clothing, housing, etc. because the money was needed for health care. The small number of responses related to foregoing health care or essentials of daily living precluded analysis of associated respondent characteristics.

Over three-quarters (78%) respondents were taking HIV medications at the time of their interview. Among respondents that did not use HIV medications at the time of the survey: 

· 34% reported that their doctor did not prescribe any HIV medications,
· 13% did not think that they needed the medication, 

· 9% reported that the medications have side effects, 

· 5% reported that they could not afford the medication,
· 4% reported that the medication is too complicated, and
· 3% reported that people told the respondent that the medications were no good.
Only 2% of the respondents reported that they stopped taking HIV medications during the six months before the survey. Respondents not taking HIV medications tended to be younger than their counterparts taking medications (40 versus 43 years of age), HIV-infected for a shorter time (seven versus ten years), disabled, IDUs, and/or uninsured. Small response rates; however, hampered the analysis examining demographic, insurance, or other factors associated not using HIV medications.

Do survey respondents have access to dental care?
At the time of the survey, 60% of respondents had a dentist’s office or clinic that they usually go to for care. This is similar to the HCSUS estimated rate of 65%. Having a usual source of dental care is statistically significantly associated with having visited a dentist’s office or clinic in the last six months. While 71% of respondents with a usual source of dental care had visited a dentist in the last six months, only 7% of respondents without a source of dental care had a visit. 
While lack of access was a factor among respondents without a usual source of dental care, other factors also were identified. Over one-fifth (29%) of respondents that had no usual source of dental care reported that they did not think going to the dentist was necessary and 11% thought it was necessary but did not try to visit a dentist. Among other respondents with no usual source of dental care, 16% could not afford a dentist, 11% could not get an appointment, 5% could not find a dentist, 6% did not have a dentist that treats HIV in their community, and 5% did not want anyone to know in their community that they had HIV. Having private insurance or HMO enrollment was positively and statistically significant associated with having a usual source of dental care. Residence in the EMA, race, gender, educational attainment, country of origin, full-time employment, being disabled, AIDS diagnosis, average monthly income, and having a usual source of HIV medical care were not associated with having a usual source of dental care. 
Do survey respondents have unmet need for services?
Drug or Alcohol Treatment 5% of respondents (n=20) reported needing but not getting drug or alcohol treatment during the six months before the interview. Among this group, 5% reported that they could not afford help, 10% were unable to where to find help, 5% did not want anybody to know that they have HIV, 25% could not the time to get help, 5% could not get an appointment, 25% were denied treatment, 20% were discharged from a drug or alcohol treatment, 5% could not get transportation, and 5% reported that there was no treatment program that the respondent liked or trusted.
Psychiatric, Psychologist, or Mental Health Counseling 10% of respondents (n=36) reported needing but not getting mental health services over the six months before the interview. Among this group, 28% reported being unable to afford help, 14% did not know where to find help, 8% did not want anybody to know that they have HIV, 11% could not take the time to get help, 8% were unable to get an appointment, 11% were denied services, 14% could not transportation, 19% reported that no one was available that the respondent liked or trusted, and 3% did not know where to get help from someone who speaks the same language as the respondent.

Case Management 11% of respondents (n=43) reported needing but not getting case management during six months before the interview. Among this group, 2% reported not knowing where to find help, 5% did not want anybody to know the respondent has HIV, 7% could not get an appointment, 7% were denied services, 5% reported that no one was available to help that the respondent liked or trusted, and 5% did not know where to find help from someone who speaks the same language as the respondent.

Other Services 19% of respondents (n=59) reported needing but not getting another service during the six months before the interview. Affordable housing and related housing services were identified as being needed in the six months before the interview. Specific services needed but not gotten are summarized in Table 2. 
	Table 3. Services Needed But Not Received By Survey Respondents in the Six Months Before the Survey

	Housing, rental assistance, or rental services
	25.4%
	Emergency assistance
	1.7%

	Financial assistance
	11.9%
	Heating assistance
	1.7%

	Transportation
	6.8%
	Injections to fill out sunken cheeks in face
	1.7%

	Employment assistance
	5.1%
	Job skills training
	1.7%

	Food or food vouchers
	5.1%
	Medical insurance
	1.7%

	Child care assistance
	3.4%
	More services for kids and women with kids
	1.7%

	Driving lessons
	3.4%
	Neuropsychiatric testing
	1.7%

	Home repair assistance
	3.4%
	Permanent legal status
	1.7%

	Nutrition or nutritional supplements
	3.4%
	Physical therapy
	1.7%

	SSDI
	3.4%
	Podiatry
	1.7%

	Computer to access internet
	1.7%
	Public health assessment for PCA
	1.7%

	Delivered meals
	1.7%
	Supportive services
	1.7%

	Assistance w/ activities of daily living due to back surgery
	1.7%
	Tax service
	1.7%

	
	
	Disability benefits
	1.7%


To what extent is need for services correlated with other characteristics of respondents?
Respondents that needed help getting HIV medical care also were likely to have needed but not gotten HIV specialty care in the six months prior to the interview, getting mental health services, getting case management, or getting other types of services. This finding indicates that most of the respondents needing but not getting HIV medical care also needed other services including specialty medical care, mental health services, case management, and other services. No respondents identifying unmet need were uninsured. Respondents identifying unmet need for case management and/or psychiatric or other mental health services were highly likely to identify other unmet needs Including HIV medical care and specialty medical services.
Among individuals with one or more identified unmet needs, an average of 1.5 types of services was identified. As shown in Figure 5, 38% of respondents identified two or more services that they needed but did not get in the six months before the survey.  

How do women participating in the survey respondents differ from men in their health insurance coverage and use and need for medical care, medications, dental care, and other services?

The role of gender in health insurance coverage and use of and need for services was explored. The responses of women and men were studied. The small number of transgender respondents (n=3) precluded inclusion of there responses in the analysis. 

Women respondents were statistically significantly less likely than men to be uninsured or be enrolled in private health insurance plans or an HMO, the Minnesota DHS HIV/AIDS Insurance Program, SSDI, or Medicare. In contrast, women respondents were statistically significantly more likely than men to be enrolled in Minnesota Medicaid. It is unclear if their Medicaid enrollment is related to greater rates of enrollment in the Temporary Assistance to Needy Families (TANF) or SSI Programs. 
There was no statistically significant difference in the proportion of women respondents versus men reporting that they were disabled or had been diagnosed with AIDS. Women did report being infected with HIV for a shorter average number of years than men, 7.4 years versus 10.0 years. Women with AIDS also reported a shorter period than men with AIDS between the year of initial AIDS diagnosis and the survey, 7.4 years compared to 10.0 years.  
Women respondents did not differ statistically significantly from men in the rates of respondents having a usual source of HIV primary care, needing HIV primary care but not getting it, or needing specialty care but not getting it. Women did have a statistically significantly greater number of HIV medical visits than men in the twelve months prior to the survey, 8.5 visits versus 6.6 visits (or 6 versus 5 median visits).

Women and men also did not differ statistically significantly in the rates of having a usual source of dental care or currently taking HIV medications. No gender differences were not found in the rates in which respondents went without the necessities of daily living to pay for health care or medications or went without health care or medications to pay for the necessities of daily living. No gender differences were found in the rates of women and men in needing but not getting drug or alcohol treatment, case management; or psychiatric, psychologist, or mental health counseling. 
Is race or ethnicity related to difference in health insurance coverage and use of and need for medical care, medications, dental care, and other services?

Three racial/ethnic groups were formed to analyze racial/ethnic differences in health insurance coverage and use of and need for HIV services. Due to the relatively small number of Hispanics/Latinos (n=35) participating in the survey, their responses were aggregated with American Indian or Alaskan Native, Asian/Pacific Islander, mixed race, and other single race respondents to form an “other race/ethnic group.”   

Blacks (Africans or African Americans) were less likely than Whites or the other race/ethnicity group to be enrolled in private health insurance or an HMO (13%, 24%, and 30%, respectively). While Blacks had a higher rate of Medicaid enrollment (53%) than Whites (47%) or the other race/ethnic group (36%), this difference was not statistically significant. Blacks had a statistically significantly higher rate of enrollment in the General Assistance Program (20% than Whites (8%) or the other race/ethnic group (11%). No statistically significant racial/ethnic differences were found in enrollment in the Minnesota DHS HIV/AIDS Insurance Program or ADAP enrollment. Whites reported a higher rate of Medicare enrollment (44%) than Blacks (28%) and the other race/ethnic group (23%). 

No statistically significant difference was found in the rate of AIDS diagnosed among Whites (60%) versus Blacks (50%) and the other race/ethnic group (50%). However, Whites were statistically significantly more likely to report being disabled (53%) than Blacks (43%) and the other race/ethnic group (36%). The average number of years in which White respondents had been HIV-infected (10.7 years) was statistically significantly longer than that of Blacks (8.0 years) and the other race/ethnic group (8.2 years). Similarly, the average number of years in which respondents reported that they had AIDS was greatest for Whites (8.4 years) compared to Blacks (5.6 years) and the other race/ethnic group (5.4 years). 
Race/ethnicity was not statistically significantly associated with having a usual source of HIV primary care, currently using HIV medications, stopping HIV medication in the last six weeks, going without health care or medication to pay for the necessities of daily living, or going without the necessities of daily living to pay for health care or medication. No race/ethnic differences were found in the rates of needing but not getting HIV medical care, specialty medical care, or psychiatric, psychologist, or mental health counseling. There was no statistically significant difference in the number of HIV primary care visits for the race/ethnic groups studied.

In contrast, race/ethnicity was associated with difference in having a usual source of dental care. Almost two-thirds (66%) of Whites reported a usual source of dental care, compared to 55% of Black Africans/African Americans and 52% of the other racial/ethnic group. Blacks and the other race/ethnic group were statistically significantly more likely than Whites to report needing but not getting case management in the six months before the survey (11% of Blacks, 23% of the other race/ethnic group, and 7% of Whites).
What is the relationship between HIV exposure categories among men and their health insurance coverage and use of and need for medical care, medications, dental care, and other services?

A separate analysis was conducted of the survey responses of males to determine if there are differences in health insurance coverage and use of and need for various services associated with HIV exposure groups. The one individual infected with HIV due to transfusion was not included in the analysis to ensure a sufficient number of respondents to conduct statistical analyses. 
No statistically significant difference was found for the HIV exposure groups for enrollment in private health insurance or an HMO. There was a statistically significant difference in Medicaid enrollment, with rates ranging from 61% for IDUs, to 54% for MSM/IDUs, 38% for MSM, and 31% for individuals infected with HIV through heterosexual contact. Rates of Medicare enrollment also were associated with HIV exposure category, with rates ranging from 47% for MSM, 46% for MSM/IDUs, 35% for IDUs, and 22% for individuals infected with HIV through heterosexual contact. Statistical analyses could not be performed to identify differences in rates of being uninsured or enrollment in other health insurance programs due to the small number of responses in some HIV exposure categories.

There was a statistically significant difference in the average number of HIV primary care visits made in the twelve months before the survey. Male MSM IDUs had an average of 4.9 visits compared to 6.3 visits for MSM, 7.9 visits for IDUs, and 8.1 visits for individuals infected with HIV through heterosexual contact.

Disability rates were statistically significantly different in the HIV exposure groups, ranging from 69% for IDUs and MSM/IDUs to 53% for MSM, and 31% for individuals infected with HIV due to heterosexual contact. Rates of AIDS diagnosis; however, were not associated with HIV exposure group.
Small numbers of responses in some HIV exposure groups precluded statistical analyses of differences in utilization and need for services. 

How do EMA residents differ from residents outside the EMA in their use of and need for medical care, medications, dental care, and other services?

No geographic differences for EMA residence versus residence in other Minnesota counties were identified in rates of being uninsured or enrollment in private health insurance or HMOs, Medicaid, Medicare, or the Minnesota DHS HIV/AIDS Insurance Program. ADAP enrollment rates did differ; however, with 13% of EMA respondents compared with 25% of non-EMA respondents reporting ADAP enrollment. Disability rates and AIDS diagnosis rates did not differ between EMA and non-EMA residents responding to the survey. 

No geographic differences were found in having a usual source of HIV primary care, having a usual source of dental care, stopping HIV medications in the six months before the survey, going without medical care or medication to pay for essentials of daily living, or going without essentials of daily living to pay for medical care or medication. No geographic differences were found in the rates of needing but not getting specialty medical care, drug or alcohol treatment, case management, or psychiatric, psychologist, or mental health counseling.
There was a statistically significant geographic difference in the rate of current HIV medication use. EMA residents were statistically significantly less likely to report currently using HIV medications than residents of other counties (77% versus 86%).
How do foreign-born survey respondents differ from U.S.-born respondents in their use of and need for medical care, medications, dental services, and other services?

Seventy-two respondents were born in other countries. Almost two-thirds (60%) were born in Africa, 18% were born in Central or South America, 11% were born in Asia, 8% were born in the Caribbean, and 1% were born in Canada, France, or New Zealand. Slightly over one-half (52%) of foreign-born respondents are males, 47% are female, and 1% are transgender or transsexual. Over one-third (36%) went to middle or high school but did not get a diploma. Another 44% of respondents have a high school diploma or GED, 10% have an AA degree from a community college, 5% have a baccalaureate degree, and 3% have a graduate or professional degree. About three-quarters (80%) of respondents reside in the EMA. In the twelve months before the survey, 67% rented their home alone or with a partner/spouse, 20% owned their own home alone or with a partner/spouse, 14% doubled up, 11% lived in a shelter, 3% lived in public housing, 3% were hospitalized, and 1% were incarcerated. 
At the time of the survey, 24% of respondents worked full-time, 15% worked part-time, 38% were unemployed, 3% were laid off, 8% were students, and 15% were disabled. At the time of the survey, 29% were enrolled in private insurance or an HMO, 26% were enrolled in Medicaid, 5% in MinnesotaCare, 21% in ADAP, 7% in Medicare, 3% in MSA, 18% in GAMC, and 1% reported not having insurance.
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Among foreign-born respondents, 17% were in the MSM HIV exposure group, 3% in the IDU group, 78% in the heterosexual group, and 2% in the transfusion group. U.S. born respondents reported more statistically significantly greater likelihood of being infected through male-to-male transmission of injecting drug use and statistically significantly less likelihood of heterosexual transmission. The distribution between U.S. respondents was 44% in the MSM HIV exposure group, 10% in the IDU group, 5% in the MSM-IDU group, 41% in the heterosexual group, and less than 1% in the transfusion group. About one-half (51%) of foreign-born respondents had been diagnosed with AIDS, compared to 55% of U.S. born respondents.
All foreign-born respondents reported having a usual source of HIV care. Over one-half (56%) of foreign-born respondents reported having a usual source of dental care compared to 60% of U.S. born respondents, not a statistically significant difference. Most foreign-born respondents (85%) reported taking HIV medications at the time of the survey compared to 77% of U.S. born respondents, not a statistically significant difference. Foreign-born respondents were less likely that U.S. born respondents to report that they had stopped taking their HIV medication in the six months before the survey (14% versus 21%, respectively).

There was no statistically significant relationship between country of origin and going without medical care or medication to pay for essentials of daily living or going without essentials of daily living to pay for medical care or medication. County of origin also was not associated with needing but not getting HIV medical care, specialty medical care, drug or alcohol treatment, case management, or psychiatric, psychologist, or mental health counseling.

A separate analysis of African-born respondents was not conducted due to the small number (n=39) of African-born survey respondents.
Conclusion

Survey results document high rates of engagement in HIV medical care and receipt of HIV medications. The results strongly suggest that the availability of commercial and publicly funded health insurance has ensured access to HIV medical care and medications. Expansion of cost share arrangements or discontinuation of publicly ensured programs are likely to impact negatively HIV seropositive Minnesota residents. Continued use of CARE Act funds to ensure that HIV-infected Minnesota residents receive health insurance coverage is important. Survey results may be helpful in developing Title I or Title II documents required in the future to waive requirements of the reauthorized CARE Act for 75% of funds to be allocated to core medical services.
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Table 1. Agencies Participating in Conducting the HIV Survey


African-American AIDS Task Force


Access Works


Aliveness Project


Clinic 42


Hennepin County Medical Center


HealthPartners


Indigenous Person’s Task Force


Mayo Clinic


Minneapolis Urban League


Minnesota AIDS Project


Rural AIDS Action Network


Turning Point


Westside Community Health Center
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Figure 3. Percentage of Current Enrollment in MN Publicly Funded Health Insurance Programs Compared to a Year Before the Survey 
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Figure 1. Highest Degree 


or Diploma
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Figure 6. Place of Birth of Foreign Born Survey Respondents 
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Figure 4. Source of Dental Care 
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Figure 5. Number of Needed Services Identified Source of Dental Care 
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