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CHAPTER 3 

ASSESSING NEED IN THE BALTIMORE EMA. 

3.1. Introduction.  
An overall assessment of a population’s 

needs (i.e., the identification of the 

problem), preferably from varied sources, 
must precede the development of an 

evidence-based strategic plan for service 

delivery (i.e., the identification of an 

effective solution). Chapter 3 of this 
comprehensive strategic plan presents the 

assessment of need for PLWH/As in the 

Baltimore EMA. 

The previous chapters provided the context 

of the HIV/AIDS epidemic in respect to 

both the national epidemic and also to the 
demographics of Baltimore City and its six 

surrounding counties. Informed by the 

demographics and epidemiological data 
presented in the preceding chapters, this 

chapter will describe the service needs of 

individuals testing HIV positive in the 

Baltimore EMA. It will present, from 
several sources, the range of medical and 

supportive service needs that PLWH/As in 

the Baltimore EMA commonly experience. 

In this chapter we discuss need as 

established by the HRSA unmet-need 

framework, as measured by the planning 
council’s 2007 consumer survey and as 

presented at various stakeholder meetings 

throughout the greater Baltimore region. The 
needs identified from these sources include: 

support transitioning from diagnosis to the 

initial primary medical care appointment, 

supportive services (e.g., housing, 
transportation and food assistance) to enable 

the prioritization of HIV/AIDS treatment, 

treatment-adherence support, financial 
assistance to ensure that consumers can 

afford to maintain treatment, and medical 

services for the management of co-morbid 
conditions. 

These assessments demonstrate that while 

the approach to combating the epidemic has 

improved over time in the Baltimore EMA, 

many HIV-positive individuals are still not 

getting into or staying in HIV care. This 
chapter will begin with an overview of the 

HRSA unmet-need framework for the 

Baltimore EMA. This is followed by a 

description of need as uncovered in the 
planning council’s 2007 consumer survey. 

The chapter will conclude with a discussion 

of the qualitative assessment of need in the 
Baltimore EMA by various stakeholders. 

3.2. HRSA Unmet-need Framework. 

 
3.2.1. HRSA-defined 

Need. 

The term “unmet 

need” is used by 
HRSA to define the 

population of HIV-

infected individuals 

who are aware of 
their HIV status, but 

are not receiving 

primary medical care 
for their HIV (HRSA 

2008). The unmet 

need estimate is 
derived from dividing 

the number of people 

estimated to be receiving HIV/AIDS 

primary medical care (i.e., the population in 
care) by the number of known HIV-positive 

cases in a year, subtracting the result from 1 

and multiplying by 100. Using the HRSA 
unmet-need framework, the Maryland AIDS 

Administration estimates that 51.5 percent 

of the state’s PLWH/As are not currently in 

care. 

HRSA’s definition of unmet need 

recognizes that all HIV-infected individuals 
need to be assessed by an HIV/AIDS 

primary medical care provider promptly 

following their diagnoses to ensure that their 

disease status is monitored so that they can 
initiate antiretroviral (ARV) treatment when 

According to the  

Maryland AIDS 

Administration, 

51.5 percent of 

the PLWH/As in the 

state could not be 

confirmed as being 

“in care” in 2008. 
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necessary. The unmet need estimate can be 

utilized by planners to assess approximately 
how many people have been lost between 

diagnosis and treatment (i.e., not keeping 

referrals), enabling them to build capacity or 

amend referral strategies to ensure that those 
who are tested HIV positive are linked to 

HIV/AIDS care providers. 

The estimate of the unmet need requires data 

on how many people are known to be living 

with HIV/AIDS and how many of those 

people are seeing a primary medical care 
provider for their HIV infection. Estimating 

the population of known HIV/AIDS cases is 

accomplished by aggregating surveillance 
data from HIV testing 

sites — a relatively easy 

task for the Maryland 

AIDS Administration; all 
laboratories in Maryland 

are required to report 

HIV-positive test results. 
Accurately estimating the 

number of people in care, 

on the other hand, has 
proven to be more 

difficult.  

Early estimates from the 
AIDS Administration 

attempted to quantify the 

number of people in care, 
using counts of persons receiving care under 

Title I (now Part A) of the Ryan White 

program in 2001 and counts of persons in 

care from a variety of public and private 
payment reporting sources in 2002 (Flynn 

2008). Estimates such as these, which lacked 

completeness and did not use unduplicated 
counts, led HRSA to define allowable 

proxies for estimating the population in care. 

The HRSA-acceptable proxies are the 

number of persons receiving CD4 tests, 
receiving viral-load tests or receiving 

prescribed ARV medications (Flynn 2008).  

To comply with HRSA’s definitions the 

Maryland AIDS Administration began using 

counts of individuals receiving ARV 

prescriptions to calculate unmet need (2005 

estimate). However, not all PLWH/As who 

are regularly visiting their HIV/AIDS 
primary medical care providers are 

prescribed ARV treatment — their care 

would not be reflected in the estimate. It was 

then decided that viral load testing was a 
better indicator of being in HIV/AIDS care 

because all PLWH/As visiting a primary 

medical care provider for their HIV/AIDS 
treatment should receive an annual viral load 

test regardless of whether or not they are on 

an ARV treatment regimen. 

Starting in 2004, all laboratories in 

Maryland were required to report viral load 

data, making the counts of persons receiving 
viral load tests available for the Maryland 

AIDS Administration to utilize for the next 

unmet-need estimate (Flynn 2008).  

3.2.2. Unmet Need Estimate.  

As mentioned above and presented in table 

3.1, an estimated 51.1 percent of the known 
persons living with HIV and AIDS in the 

Baltimore EMA — approximately 10,715 

PLWH/As –– were not in primary medical 

care for their HIV. 

The 2008 Baltimore EMA unmet-need 

estimate uses a combination of laboratory 
reports and antiretroviral medication 

prescription data to estimate the number of 

persons in care (i.e., the numerator in the 

unmet need equation). CD4 cell count and 
HIV viral-load test results were reported 

from all Maryland licensed laboratories by 

client’s name and date of birth between July 
1, 2007 and June 30, 2008. 

ARV prescription data from MADAP were 

used to identify persons receiving HIV 
medications, or persons in care, as of June 

2008 (BCHD 2008). Receipt of either of the 

two laboratory tests or a prescription for 
ARV medications from MADAP designated 

a PLWH/A as in care.23 The Maryland AIDS 

                                                
23 Data from viral-load tests, CD4 tests and MADAP 

prescription reporting were unduplicated by matching 
names from laboratory tests to prescriptions; however, 
some of the laboratory reports were missing names, 
making it impossible to determine whether or not the 

According to the 

Maryland AIDS 

Administration, 

10,715 of the 

Baltimore EMA’s 

PLWH/As could 

not be confirmed 

as being “in 

care” in 2008. 
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Administration estimated that there were 
16,599 people in care residing in Maryland. 

Data from the HIV and AIDS registries were 
used to estimate how many persons were 

known to have HIV and AIDS or the 

HIV/AIDS prevalence (i.e., the denominator 

in the unmet need equation). The known 
HIV/AIDS prevalence on December 31, 

2007 –– the midpoint of the estimate year –– 

was verified by the death registry and 
considered the estimate of known number of 

                                                                 
tests matched with persons with reported MADAP 
usage. 

persons living with HIV and AIDS from 
July 1, 2007 to June 30, 2008 (BCHD 2008). 

It is estimated that there are 33,974 people 

living with HIV/AIDS in Maryland. Using 
these figures, 48.9 percent of Maryland’s 

PLWH/As can be confirmed as being in care 

— so the state’s unmet need estimate is 51.1 
percent. 

The calculation of the estimated number of 

persons in care used names-based reported 
data from the entire state and did not include 

geographic location information. This 

required the calculation of a statewide 
estimate of persons in care that could then 

Table 3.1. 

Baltimore EMA 2008 Unmet Need Framework. 

Input Value Data Source 

Population Sizes 

A. Number of persons living in Maryland 
with HIV/AIDS (PLWH/As) during 
comparison period. 

33,974 

HIV/AIDS registry, prevalence on 
December 31, 2007, as reported through 
March 31, 2008. 

B. Number of persons living in the 

Baltimore EMA with HIV/AIDS during 
comparison period. 

20,951 

HIV/AIDS registry, prevalence on 

December 31, 2007, as reported through 
March 31, 2008. 

Care Patterns 

C. Number of persons in Maryland with 
CD4 or viral load tests, or receiving 
antiretroviral medications during 
comparison period. 

16,599 

1) Laboratory reporting database, test 
results during July 1, 2007 through June 
30, 2008, as reported through August 26, 
2008. 

 

2) ADAP database, program participants 
as June 30, 2008. 

Calculated Results 

D. Proportion of PLWH/As in Maryland 
receiving primary HIV medical care. 

48.9% (C/A) x 100 

E. Number of PLWH/As in the Baltimore 
EMA receiving primary HIV medical 
care. 

10,236 (D/100) x B 

F. Number of PLWH/As in the Baltimore 

EMA not receiving primary HIV 
medical care. 

10,715 B - E 

G. Percent of PLWH/As in the Baltimore 
EMA not receiving primary HIV 
medical care (quantified estimate of 
unmet need). 

51.1%  (F/B) x 100 

Source: BCHD 2008. 
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be applied to the Baltimore EMA, which has 

nearly two thirds of the state’s prevalent 
cases.24 Extrapolating from the unmet need 

estimate for the entire state, there are 10,715 

PLWH/As that are not in care residing in the 

Baltimore EMA. 

There are several caveats to consider when 

evaluating this estimate. The HRSA unmet-
need framework runs the risk of 

underestimating the proportion of PLWH/As 

not in care because it only considers known 

HIV-positive cases. The unmet-need 
estimate does not include PLWH/As who 

have never been tested 

for HIV (i.e., the 
estimated 20 percent of 

those living with HIV 

and AIDS, as described 

in chapter 2 of this 
document) and are 

therefore unaware of 

their status. The 
denominator of the 

unmet need — estimated 

HIV/AIDS prevalence — only included 
persons who were Maryland residents when 

diagnosed with HIV/AIDS. Additionally, the 

denominator may have included persons 

whose death had not been reported, thereby 
potentially overestimating the number of 

known cases. 

However, this must be considered in 

conjunction with the possibility that the 

unmet-need estimate overestimates the 

population not in care because of the 
difficulty getting a comprehensive count of 

the people in care. The numerator in the 

equation (the proportion of PLWH/As in 
care) may be underestimated because the 

requirement that HIV viral load and all CD4 

tests, including those with T-cell counts in 

excess of 200, be reported is new in 
Maryland — the reported counts are likely 

to be incomplete. Furthermore, PLWH/As 

                                                
24 Once the transition is complete from code-based to 

names-based reported data, most of the data 
limitations should be minimized and a more accurate 
estimate of the proportion of PLWH/As in care in the 
Baltimore EMA will be possible (BCHD 2008). 

residing in Maryland, but receiving care in 

other states, are not included in this data as 
PLWH/As receiving HIV care. Also, 

medication usage information was only 

provided by MADAP — PLWH/As 

receiving ARV prescriptions from other 
programs would not be captured in this 

estimate.  

Over the years, the unmet need estimate has 

dramatically varied, from as low as 16 

percent in 2002 (using data from various 

reporting sources) to as high as 61 percent in 
2005 (using counts of ARV prescriptions). 

These unstable estimates were all estimated 

using different proxy measurements for 
HIV/AIDS primary medical care. Until there 

is a consistent methodology and source of 

data for deriving the estimate, it will not be 

possible to analyze trends in unmet need 
from one year to another. 

3.3. Planning Council-defined Need. 
Keeping PLWH/As dedicated to their 
HIV/AIDS treatment involves addressing 

the array of other medical needs (e.g., 

mental-health treatment) and competing 

survival needs (e.g., housing services) that 
often are associated with HIV infection. 

Understanding which services are in the 

highest demand is essential for establishing 
a continuum of care that meets the needs of 

the majority of consumers. 

Since 1998, the planning council has 
conducted a triennial needs-assessment 

survey of Ryan White consumers in the 

Baltimore EMA to ascertain the service 
needs of PLWH/As who are in care (i.e., 

receiving primary medical care for their 

HIV).25 The last consumer survey, 

completed in 2007, was, we believe, the 
nation’s largest face-to-face survey of Ryan 

White clients; the 2004 survey was the 

second largest such survey. 

                                                
25 The term “consumer” is referred to in the survey 
report and throughout this chapter as a PLWH/A 
utilizing HIV/AIDS medical and/or support services 
funded by Ryan White. 

Twenty percent 

of PLWH/As in the 

U.S. are unaware 

of their HIV status. 
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The interviewer-administered survey 
collected consumer-reported need for 

services (referred to as service demands) and 

identified unmet service needs (referred to 
as unmet demands) over a 12-month period 

for services eligible for funding under the 

Ryan White program. The survey also 

identified the services that PLWH/As 
wanted but could not access. If clients 

cannot access the services that they need to 

enable them to stay in treatment (i.e. 
experience unmet demands), they will be 

less likely to remain engaged in care. Failure 

to meet these ancillary needs (i.e., what 

HRSA refers to as service gaps) is 
designated in the planning council’s 

consumer survey as “unmet demand” 

(HRSA 2008, IGS 2007b).  

The consumer survey results are utilized to 

guide planning for a continuum of care that 

meets the needs of the local HIV-infected 
community to keep them in care (IGS 

2007b). The 2007 consumer survey found 

that the highest demanded services in the 
Baltimore EMA were case management, 

low-cost drug reimbursement, oral health, 

transportation, and emergency financial 

assistance (EFA). 

The highest unmet service demands were for 
legal, hospice, home health care, day/respite 

services and child care for children more 

than six-years old. Legal, EFA, oral health 
and nutritional counseling had both high 

demand and high unmet demand. Service 

demand and unmet demands for services 

were measured in the consumer survey by 
asking the questions in figure 3.1. 

The survey responses were aggregated, by 

service category, to calculate the proportion 
of respondents indicating a need for each 

service (demand) and the proportion of those 

in need who did not receive the service 
(unmet demand). The survey provided three 

main outcomes with planning implications 

— the most demanded services, services 
with the highest unmet demands and 

services with both a high demand and high 

unmet demand.26  

                                                
26 The unmet demand calculation needs to be 
considered in conjunction with the number of people 
that reported a demand for the service. A high unmet 
demand estimate does not necessarily mean that a 

great number of respondents, or consumers in the 
Baltimore EMA, needed and did not receive the 
service. If only a few respondents reported a need for 
a service, but a majority of these few did not receive 

Figure 3.1. 

Basic Structure of Triennial Consumer Survey Interviews 

 

Source: IGS 2007b 

“Did you know about 

this service?” 

 

“Did you need this 

service?” 

 

“Did you receive the 

service?” 
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receive this service?” 
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The consumer survey provides 

responses from over 700 HIV-
infected individuals in the 

Baltimore EMA, but there are 

some caveats to consider when 

evaluating the results. The 
survey utilizes a convenience 

sampling method. Though the 

survey participant population is 
similar to the Baltimore EMA’s 

population of HIV-infected (i.e., 

in respect to demographics and 
mode of HIV transmission), the 

results cannot be said to be 

representative of all PLWH/As in 

the Baltimore EMA.27  

Another important factor to 

consider when interpreting 

results from the consumer survey 
is that the data represent 

consumers’ self-assessment of service 

needs. In other words, the information 
collected is what consumers say that their 

needs are and the responses are not verified 

by any case records or provider input. 
Consumers’ self-assessment of their needs 

may differ from their providers’ assessment. 

Consequently, some consumers may have 

identified a need for services that they are 
not eligible to receive or do not require (i.e., 

that are not medically necessary). 

Additionally, clients may have received a 

referral for a service that a provider 

                                                                 
the service, then there would be a high unmet demand. 
Nonetheless, if subsequent surveys continue to see a 
static unmet demand –– however low the demand may 
be in comparison to demands for other services –– it 
may signify that those who do need the service 
consistently do not have the ability to access it. 

 
27 Survey respondents were recruited for participation 
in the survey by service providers, by fliers posted at 
provider sites, by advertisements in local newspapers 
and by word of mouth; as such, they were not chosen 
randomly. It is encouraging that the demographics of 
the convenience sample reflected the demographics of 
the epidemic. However, it cannot be said that this 

survey is representative because people whose choose 
to take surveys are known to differ from those who do 
not — not to mention the negative response bias that 
plagues all self-selected samples. 

determined a need for, but the consumers 

felt unnecessary. Furthermore, even though 
trained interviewers were conducting the 

surveys, the respondents may have been 

confused about the activities that were 
associated with each service category, 

thereby leading to misinterpretation of need.  

Finally, the consumer survey is a cross-
sectional analysis, which can only assess the 

service needs and unmet demands that 

respondents experienced on the day of the 
survey and retrospectively over the previous 

12 months. The needs of PLWH/As are 

evolving and apt to change throughout the 

course of a year. Survey respondents may 
have been offered a service during the 12-

month period, did not feel that they were in 

need of the service at the time it was 
presented, but did feel that they needed the 

service at the time of the survey. There may 

not have been time in this interim between 
declining a service, experiencing the need 

and taking the survey, to be linked to the 

service. Along the same lines, respondents 

may have experienced a relatively new 
service need at the time of the survey that 

they had not had the opportunity to discuss 

their providers, and, therefore had not been 
able to begin receiving the service. 

Figure 3.2. 

Most-demanded Services in the 

Baltimore EMA in 2004 and 2007. 
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Results from the consumer survey can be 

evaluated in terms of the degree of service 
demands and unmet demands, both 

separately and in respect to one another. 

Because the survey instrument used in the 

2007 survey was similar to the one used in 
the 2004 survey, the results can be compared 

to gain insight as to how these needs may 

have changed over time.  

3.3.1. Service Demand.  

Respondents to the 2007 consumer survey 
indicated that the five services surveyed 

with the greatest demand were (from high to 

low): case management (91.2 percent), low-

cost drug reimbursement (84.1 percent), oral 
health (83.4 percent), transportation (70.7 

percent) and emergency financial assistance 

(61.2 percent) (IGS 2007b).28 Figure 3.2 
compares the 2007 results for the most-

demanded services in the Baltimore EMA to 

the most-demanded services reported in the 
2004 consumer survey. According to the 

survey responses, the same categories had 

the highest demand in 2007 as did in 2004. 

                                                
28 Demand for primary medical care was not assessed 

in the 2007 consumer survey. Demand was considered 
to be 100 percent because all PLWH/As necessitate 
primary medical care for the management of their 
HIV/AIDS.  

Compared to 2004, the magnitude 

of respondent demand reported in 
the 2007 survey increased for 

three of the top five surveyed 

categories (case management, 

low-cost drug reimbursement and 
transportation). Demand for 

emergency financial assistance 

(decreasing from 62.9 percent 
demand in 2004 to 61.2 percent 

in 2007) and oral health 

(increasing from 82.6 percent in 
2004 to 83.4 percent in 2007) 

remained similar across both 

surveys. Survey-wide, service 

demand increased in about 80 
percent of the 21 comparable 

service categories between 2004 

to 2007, which may be indicating 
that the service needs for 

PLWH/As are increasing as they live longer 

with the disease (IGS 2007b).  

3.3.2. Unmet Service Demand. 

While demands have increased across a 

majority of service categories between 2004 
and 2007, unmet demands have actually 

decreased in 10 of the comparable 

categories. Only 3 of the top 12 service 
categories with reported unmet demands 

(emergency financial assistance, temporary 

housing assistance and child care for 
children under 6) had a greater percentage of 

people with unmet demands in 2007 than 

had been reported in 2004. These findings 

attest to the capacity of the Baltimore 
EMA’s HIV/AIDS system of care to meet 

the needs of a majority of its consumers. 

Figure 3.3 compares the top five service 
categories with the greatest proportion of 

respondents reporting unmet service demand 

in the 2007 survey and the 2004 results for 

these same categories. 

Among the five highest-ranked services 

(according to unmet demand) are some of 
the lowest-ranked services according to 

service demand, as reported in both the 2004 

and 2007 surveys. While hospice, home 

health care, child care (for children greater 
than six years old) and day/respite continue 

Figure 3.3. 

Unmet Service Demand in the 

Baltimore EMA in 2004 and 2007. 
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to be services needed by few, figure 3.3 

demonstrates that a large proportion of those 
few are not accessing these services.  

Of the respondents from the 2007 survey 

reporting one of these service needs, 69.2 
percent of 39 respondents reporting a 

demand for hospice care, 64.2 percent of 67 

respondents reporting a demand for home 
health care, 60.0 percent of 10 respondents 

with a demand for day/respite services and 

59.5 percent of the 42 respondents with a 

demand for child care for children greater 
than 6 years old, did not receive the 

respective services within the previous 12 

months.  

The figure shows that the proportion of 

respondents reporting an unmet demand for 

these services decreased from the proportion 
reporting unmet demands in the 2004 survey 

in all of the five service categories with the 

highest rate of respondents reporting an 
unmet demand except for day/respite care, 

which remained stagnant at 60 percent of 

respondents reporting that they needed, but 

did not receive this service.  

As described earlier in the 

chapter, the unmet demand 
estimate is the percentage 

of respondents reporting 

that they did not receive a 

service that they thought 
necessary. Therefore, from 

the magnitude of unmet 

demands, it is not possible 
to infer anything about the 

magnitude of the service 

demand for that category, 
or vice versa. Figure 3.4 

displays the plot of unmet 

demand for services by the 

service demand, as reported 
in the 2007 survey. In a 

perfect world there would 

be negligible unmet service 
demand. However, the next 

best option would be that 

the services with the 
highest demand had the lowest unmet 

demand. In this way, the number of 

individuals with unmet service demands 

would be minimized. 

To capture this relationship between demand 

level, unmet-demand level and their effect 

on need, a dashed line has been placed on 
the graph to show which services have high-

unmet demand as compared to their total 

demand.29 These services were legal (49.6 
percent demand, 69.3 percent unmet 

demand), emergency financial assistance 

(61.2 percent, 57.9 percent), oral health 
(83.4 percent, 44.2 percent), nutritional 

counseling (59.7 percent, 41.1 percent) and 

case management (91.2 percent, 11.7 

                                                
29 A dashed line through the point of 0 percent 
demand, 100 percent unmet demand (i.e., 0,100); 
50,50; and 100,0 was arbitrarily selected for ease of 
interpretation. A more precise measure, albeit 
ultimately arbitrary as well, would be to use an 
efficiency curve starting from the middle (50,50) and 
curving up to 25 percent demand, 100 percent unmet 
demand; and down to 100 percent demand, 25 percent 

unmet demand. Each point on this line would signify 
the same (absolute) number of people unable to attain 
a service deemed necessary. 
 

Figure 3.4. 

Demand versus Unmet Demand (2007 Consumer Survey). 
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percent).30 While case 

management is the category 
with the second-lowest level 

of unmet service demand, the 

fact that more than 10 percent 

of respondents were unable to 
get a service that more than 

90 percent of respondents said 

they wanted, suggests that 
there is a need in this area. 

Analysis was also conducted 

to determine the relationship 
between demand and unmet 

demand for services in the 

Baltimore EMA. The analysis 
uncovered a highly significant 

negative correlation (r2=-

.5817, p=.0036) between 

demand and unmet demand 
for a given service. In other words, the 

greater the demand for services, the lower 

the unmet demand –– demonstrating that a 
majority of PLWH/As are receiving the 

most-needed services in the Baltimore 

EMA. In short, the service delivery system 
in the EMA is working well. 

Figure 3.5 shows that respondents in the 

2004 consumer survey had relatively high 
demand and high unmet demand in the areas 

of legal services, emergency financial 

assistance, oral health, nutritional 
counseling, housing (temporary and 

permanent) and food bank services. 

Comparing figure 3.5 to 3.4, there were 

more highly demanded services with 
relatively high unmet demands in 2004 than 

in 2007,31 suggesting that access to 

demanded services has improved during the 
three-year period between surveys in the 

                                                
30 Nutritional counseling is now tracked under the 
medical nutritional therapy service category. 
31 The correlation (r

2
=.5577, p=.0046) was lower in 

2004 than 2007, but the change was too slight to draw 
inferences about the entire continuum based on these 
findings. 
 

categories of food bank and temporary 
housing services.32 

3.4. PLWH/A Committee-defined 

Need. 
The consumer survey provides robust 

triennial data on the 
service needs of 

consumers; however, it is 

the PLWH/A Committee 
— the planning council’s 

committee comprised 

entirely of HIV/AIDS -

infected volunteers –– 
that provides the planning 

council information about 

consumer needs on an 
ongoing basis. These 

committee members 

participate in all levels of 

the planning council’s 
decision-making process 

to ensure that the needs of 

PLWH/As are always 
considered. 

                                                
32 The 2007 survey did not inquire about need for 

permanent housing services (only temporary housing), 
so no conclusions can be made about the change in 
unmet demands for permanent housing services 
between 2004 and 2007.  

The greater the 

demand for 

services, the 

lower the 

unmet 

demand… 

In short, the 

service delivery 

system in the 

EMA is  

working well.  

Figure 3.5. 

Demand versus Unmet Demand (2004 Consumer Survey). 
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As outlined in the planning council’s 

bylaws, the PLWH/A Committee is 
specifically tasked with prioritizing the 

service needs of the HIV/AIDS-affected 

community for the comprehensive plan (IGS 

2008b). It was in this capacity that the 
committee decided to identify the most 

essential services that are needed to ensure 

that PLWH/As are engaged and stay 
engaged in HIV/AIDS 

treatment. In June 

2007, the committee 
began researching data 

and assessing first-

hand experience on 

consumer need as it 
impacts treatment. The 

analysis eventually led 

to the identification of 
the five medical and 

five support services 

that were most 
essential to meeting 

the service needs of 

consumers, which was 

presented to the 
planning council in 

April 2008 (IGS 

2008a).  

The five essential core 

medical services identified by the PLWH/A 

Committee were early intervention services, 
outpatient/ambulatory health services, AIDS 

drug assistance, case management and 

mental health services. The committee 
identified short-term housing, food 

bank/home-delivered meals, medical 

transportation, psychosocial support and 

EFA as the essential support services. 

The PLWH/A Committee wanted to identify 

the needs that must be addressed to ensure 

that the HIV-infected population can access 
primary medical care and achieve an 

improved quality of life. Furthermore, the 

committee felt that there is a need for 
services that identify HIV-infected persons, 

link them to HIV/AIDS treatment and 

address their urgent mental health, 

nutritional, housing and transportation 

needs.  

The committee recognized the need to 

ensure that those who have contracted HIV 

are aware of their HIV-positive status. It is 
only with the availability of HIV testing and 

referrals to primary medical care that 

PLWH/As can begin receiving the treatment 
and medications necessary to manage their 

disease. However, many PLWH/As have 

inadequate incomes and lack health 

insurance to procure expensive treatment. 
These low- to moderate-income PLWH/As 

require financial assistance to purchase 

essential HIV medications and make co-
payments for critical primary medical care 

appointments.  

As noted by the committee, it is common for 
PLWH/As to experience depression, 

especially when first diagnosed. An HIV-

positive diagnosis can also lead to feelings 
of fear and hopelessness that call for support 

to address their ongoing psychosocial needs 

and their ability to cope with the stigma 

associated with being HIV infected. Without 
adequate support for these mental health 

problems –– provided by peers or mental 

health professionals –– PLWH/As may not 
seek, or are unlikely to maintain, HIV/AIDS 

treatment.  

Other auxiliary needs identified by the 
committee as severely impacting PLWH/As’ 

likelihood of accessing or prioritizing HIV 

treatment include food, housing and 
transportation. In the absence of stable and 

safe living conditions, very few PLWH/As 

can concentrate on managing their 

HIV/AIDS. Likewise, PLWH/As who are 
medically unable to prepare their own meals 

or shop for groceries need access to food 

assistance to maintain a treatment regimen 
— especially when a prescription requires 

medication to be taken with meals. 

Many PLWH/As do not have access to 
affordable means of transportation to get to 

and from medical and support-service 

appointments. Transportation and/or cost 

The PLWH/A 

Committee identified 

early intervention 

services, outpatient/ 

ambulatory health 

services, AIDS drug 

assistance, case 

management and 

mental health 

services as the most 

essential core 

medical services. 
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reimbursement for transportation is 

necessary to ensure that these PLWH/As 
who experience difficulty getting to their 

appointments will continue to maintain 

regular visits with HIV/AIDS medical and 

support service providers.  

Medical and support services provide no 

benefit if PLWH/As do not know about 
them or know how to access them. 

Consumers need information on the variety 

of services available that meet their 

individual needs and often require assistance 
in obtaining the necessary referrals for these 

services. Furthermore, understanding how to 

obtain the resources (e.g., Ryan White 
funding or entitlement programs) that would 

enable PLWH/As to access these services 

requires the assistance of professionals (i.e., 

case managers) who are knowledgeable 
about the health-care system. 

3.5. Stakeholder-defined Need. 
Another assessment of need in the Baltimore 
EMA comes straight from community 

experts — the providers and consumers of 

HIV/AIDS services, social service 

providers, HIV/AIDS researchers and 
community health planners –– referred to as 

“stakeholders” in the local HIV/AIDS 

epidemic. For the purposes of this chapter, 
stakeholder-identified needs are defined as 

those needs extracted from community 

forums, interviews with stakeholders and the 

needs outlined by participants in the 
statewide coordinated statement of need 

(SCSN).33 

Community forums are commonly used to 

generate interactive discussion and solicit 

input from these stakeholders. These 

meetings are relatively informal and usually 
include self-selected participants, but have 

the power to extract candid insight and 

novel strategies for improvement (IGS 

                                                
33

 The SCSN is a mechanism for addressing key 

HIV/AIDS care issues and enhancing coordination 

across all Ryan White parts. The document is intended 
to serve as a framework for programmatic action that 
will strengthen Maryland’s response to PLWH/As 
over a three-year planning cycle. 

2008c). A community forum to launch the 

development of this strategic comprehensive 
plan was convened in January 2008 for 

stakeholders in the Baltimore EMA’s 

struggle against the growing HIV epidemic. 

The main goals of this stakeholder meeting 
were to solicit input on the current 

challenges to HIV prevention and treatment 

efforts in the Baltimore EMA and develop 
strategies to address these challenges.  

The community forum included both 

breakout sessions and group discussion 
inclusive of all participants. The small 

breakout sessions allowed more voices to be 

heard for the purpose of generating an 
extensive list of challenges and overall 

prevention and treatment needs. The closing 

discussion offered the opportunity to present 

findings from all of the breakout sessions 
and to begin brainstorming strategies that, if 

implemented, could work to overcome 

challenges to HIV service delivery in the 
EMA. Follow-up interviews were scheduled 

with community-forum participants to 

extract more detailed information regarding 
topics and strategies discussed at the 

meeting. Information gathered from the 

January 2008 community forum and 

subsequent interviews was the primary 
source of current stakeholder-identified 

needs for the development of this plan. 

This chapter also utilizes findings from the 

2006 (most recent) SCSN report as a 

secondary source of stakeholder-identified 

needs. The SCSN promotes coordination 
among all Ryan White program agencies 

throughout the state, and outlines the major 

trends and challenges in HIV prevention and 
treatment, including an assessment of need 

from a statewide perspective (DHMH 2006). 

The Maryland AIDS Administration, as the 

Ryan White Part B grantee, is tasked with 
overseeing the development and update of 

the SCSN report.34 

                                                
34 The SCSN has been a Part B (formerly Title II) 
grantee requirement of the Ryan White legislation 
since the CARE Act reauthorization in 1996. Part B of 
the Ryan White HIV/AIDS Treatment Modernization 
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In the fall of 2005, community forums were 

conducted in all five of Maryland’s regions 
(central, eastern, southern, western and 

suburban [Washington, D.C.])35 Following 

these regional forums, a statewide meeting 

was convened with consumers, HIV service 
providers, and representatives from all Ryan 

White grantees, planning groups and local 

health departments across Maryland to 
synthesize ideas generated in the forums and 

further examine the critical issues. 

Discussion at the statewide meeting focused 
on identification of service 

gaps, trends, emerging 

issues, special populations 
and potential strategies to 

improve HIV/AIDS service 

delivery and coordination 

among agencies. A survey 
was developed and 

implemented at the 

statewide meeting to 
determine the greatest 

needs and barriers to care. 

The results of the SCSN 
survey and the discussion 

at the statewide meeting 

                                                                 
Act provides grants to all 50 States, the District of 
Columbia, Puerto Rico, Guam, the U.S. Virgin 
Islands, and 5 U.S. Pacific Territories or Associated 
Jurisdictions. Part B grants include a base grant, the 
AIDS Drug Assistance Program (ADAP) award, 
ADAP supplemental grants and grants to States for 
Emerging Communities — those reporting between 

500 and 999 cumulative reported AIDS cases over the 
most recent 5 years. Grantees are entities that receive 
grants. The Part B grantee for Maryland is the state’s 
AIDS Administration. The Part A grantee for the 
Baltimore EMA is the Baltimore City Health 
Department. 

 
35 The central region includes Baltimore City and the 

surrounding counties of Anne Arundel, Baltimore, 
Carroll, Harford, and Howard. The suburban region is 
composed of the two counties adjacent to Washington, 
D.C., Montgomery and Prince George’s. The rural 
eastern region includes the counties of Caroline, Cecil, 
Dorchester, Kent, Queen Anne’s, Somerset, Talbot, 
Wicomico, and Worcester. The western region is 

composed of Allegany, Frederick, Garrett, and 
Washington counties, and the southern region includes 
Calvert, Charles, and Saint Mary’s counties (DHMH 
2006). 

were used in the development of the 2006 

update of the SCSN (DHMH 2006).  

The planning council and PLWH/A 

Committee will be actively contributing to 

the development of the next iteration of the 
SCSN. The next update is set to be released 

to HRSA in early 2009; therefore findings 

were not available to be considered in this 
strategic comprehensive plan. However, the 

findings of the 2006 SCSN are available to 

be compared to the needs identified in the 

January 2008 stakeholder meeting and 
subsequent interviews.  

Those with direct experience receiving, 

providing or planning for HIV services 
provide valuable insight into problems 

encountered in the field that may not be 

uncovered in needs assessments that follow 
a specific methodology. Reports from 

stakeholders enable planners to gauge what 

is currently occurring and also to take into 
account predictions of what is to come. For 

example, the recent rise in energy prices is 

already impacting clients’ need for 

transportation and financial assistance to pay 
higher utility cost.  

Input from stakeholders and community 

forums must be put in their proper 
perspective. Like members of the PLWH/A 

Committee, participants in these community 

forums and interviews chose to participate 
(i.e., were not randomly selected). 

Therefore, regardless of whether or not there 

is an overall agreement throughout 
assessments, the findings are not necessarily 

representative of the sentiments of all 

providers or consumers in the Baltimore 

EMA. Instead, these informal assessments 
can be used as a basis for designing research 

questions, launching pilot studies or for the 

purposes of this document –– augmenting 
strategic planning efforts.  

Findings from the January 2008 stakeholder 

meeting and follow-up interviews and the 
2006 SCSN were evaluated and aggregated 

into four main areas of consumer need: a 

better linkage between prevention and 

Consumers are 

falling through 

the cracks 

between 

prevention, 

tes ting and 

care services. 
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treatment services; treatment-adherence 

support; assistance in managing emerging 
medical needs and co-morbidities; and 

supportive service needs.  

3.5.1. A Better Linkage Between 

Prevention and Treatment Services.  

The need to strengthen the linkage between 
prevention and treatment services was a key 

finding of the SCSN. HIV/AIDS medical 

providers report (and local research findings 

show) that clients are entering care with 
more advanced stages of HIV infection 

(Moore 2007).36 These findings signify that 

consumers are falling though the cracks 
between prevention, testing and care 

services. This suggests that there is a need 

for more HIV testing, and timely referrals to 
HIV/AIDS medical providers or case 

managers. Improved provider/client 

relationships are also necessary to engage 

clients in the referral process and to 
facilitate a smoother transition into care for 

newly diagnosed PLWH/As.  

The SCSN also noted the need for enhanced 
secondary prevention efforts once 

PLWH/As enter care — thus further linking 

prevention and treatment. As discussed in 
chapter 2, HIV/AIDS prevalence in the 

Baltimore EMA is increasing, primarily 

because people are living longer through 
management of the disease. The CDC has 

prioritized prevention for PLWH/As and 

their partners (i.e., secondary prevention) to 

reduce the transmission of HIV to the non-
infected and to reduce the transmission of 

strains of HIV that are resistant to ARV 

medications (CDC 2008). To benefit from 
secondary prevention, consumers need to 

receive culturally appropriate prevention 

messages from providers who are trained in 
delivering secondary prevention.  

                                                
36 Longitudinal data from a cohort of 3,348 patients 
receiving in primary HIV/AIDS care at the Johns 
Hopkins HIV clinic from 1990 to 2006 were analyzed 
to compare CD4-test results and time from HIV 
diagnosis at presentation by demographic 

characteristics at enrollment. Results showed that 
there has been an increase in the number of PLWH/As 
that are severely immuno-compromised upon entry 
into care between 1990 and 2006.  

3.5.2. Treatment-adherence Support.  

The SCSN also discusses the need for 
greater treatment-adherence support in 

Maryland. Treatment adherence is primarily 

the practice of taking medications regularly, 
which is required for the treatment of 

numerous diseases, not only HIV/AIDS. As 

John Bartlett notes, adherence 
to HIV/AIDS medication 

regimens is critical because 

the effectiveness of 

medications can be reduced 
as a result of poor adherence 

(Bartlett 2008). 

In addition to remembering to 
take the medications at the 

prescribed time, being fully 

engaged in HIV treatment 
involves effort to maintain 

regular appointments with 

HIV/AIDS providers, to 
balance other medications and to manage 

side effects of ARV medications. Therefore, 

PLWH/As need a variety of supportive 

activities that enhance treatment adherence. 
Stakeholders specifically identified 

medication and appointment reminders, 

counseling sessions and support groups as 
treatment adherence activities needed by 

PLWH/As.  

3.5.3. Assistance in Managing Emerging 

Medical Needs and Co-morbidities.  

As indicated by the HIV/AIDS prevalence 
among IDUs described in chapter 2, 

substance abuse continues to affect a 

significant proportion of PLWH/As in the 
Baltimore EMA — it impacts their ability to 

enter into treatment for their HIV/AIDS. 

Stakeholders participating in the 2006 SCSN 

reported a consumer need for more 
treatment on demand for substance abuse in 

both urban and rural areas (DHMH 2006). 

They stressed the need for more intensive 
outpatient buprenorphine treatment for 

opiate addicts, a promising model of care 

because the treatment can be administered 

by trained primary medical care providers, 
has no withdrawal symptoms and has 

Substance 

abuse 

continues to 

afflict many 

PLWH/As in 

the Baltimore 

EMA. 
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minimal adverse side effects compared to 

other treatment regimens (Campbell 2007).37 

Homelessness and mental health, in addition 

to substance abuse, remain highly prevalent 

co-morbidities in the Baltimore EMA. The 
2006 SCSN reported that there was a need to 

integrate services for treatment of 

HIV/AIDS, mental health and substance 
abuse. Stakeholders at the January 2008 

stakeholder meeting and follow-up 

interviews echoed this sentiment, noting that 

“one-stop shops” (centers that permit the 
treatment of co-existing conditions in one 

location) are effective. PLWH/As suffering 

from any combination of co-morbidities in 
the Baltimore EMA would benefit from 

treatment centers that provide a combination 

of services to meet their complex treatment 

needs.  

Between 1999 and 2002, a Baltimore-based 

study followed 222 randomly selected HIV-
infected clients over the age of 40 at the 

Johns Hopkins University Moore Clinic to 

assess the adequacy of HIV-specific and 

general health management 
practices. The study found 

that clients were more likely 

to receive HIV-specific 
primary medical care 

interventions than to seek 

routine general health 
interventions that required 

referrals outside of the HIV 

clinic (Sheth 2006). This 

study supports stakeholders’ 
assessment that, as with the 

treatment of substance abuse and mental 

health, PLWH/As need a one-stop shop to 

                                                
37 Despite the benefits of the treatment, Wendy 
Merrick the director for the substance-abuse program 
at Total Health Care, warns that buprenorphine should 
not be considered as a replacement for methadone 
(i.e., the standard treatment for opiate addiction) 
(Merrick 2008). She explains that consumers, 
suffering both IDU and non-IDU substance abuse, 
need access to a variety of substance-abuse treatment 

options –– ranging from outpatient care to residential 
treatment –– to ensure that they can access the 
modality that will prove most successful for them 
individually. 

address their medical co-morbidities and 

preventative visits in one location.   

Hepatitis C is another co-morbidity that 

must be addressed in the Baltimore EMA. 

According to reports from several of the 
HIV medical providers in the Baltimore 

EMA, co-infection with the hepatitis C virus 

(HCV) is a major problem in their clinic 
populations (Blattner 2008, Fantry 2008, 

Bartlett 2008, Shippee 2008). The HIV 

infection in those with HIV and HCV 

worsens the treatment outcomes of HCV; 
furthermore, treatment for HCV is both 

expensive and can have limited success 

(Bartlett 2008, CDC 2005). There is a need 
for improved treatment options and 

supportive adherence services for those 

persons dually diagnosed with HIV and 

HCV. 

Several of the HIV medical providers 

interviewed following the stakeholder 
meeting reported that, as clients are living 

longer on ARV treatment, there is an 

increasing number of HIV-infected clients 

experiencing prominent health problems 
common to the general population of 

Baltimore residents, such as hypertension, 

diabetes and obesity (Blattner 2008, Fantry 
2008). Consumers need access to specialty 

care providers with the ability to manage 

these emerging medical conditions along 
with HIV/AIDS treatment. 

3.5.4. Supportive Service Needs. 

Maintaining funding for supportive services 
continues to be essential for enabling clients 

to remain in care. William Blattner has 

highlighted the need for supportive services, 
explaining that wraparound services can 

facilitate treatment adherence by promoting 

a social environment that is more conducive 
to taking medications (Blattner 2008). 

According to both the most recent 

stakeholder assessments and the 2006 

SCSN, the most needed support services 
were housing and transportation. 

D’Andra Pollard reports that the Housing 

Opportunities for Persons with AIDS 

It takes up to 

two years  

to access 

HOPWA in the 

Baltimore EMA. 
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(HOPWA) program has 600 people on the 

waiting list, and the average time an 
individual waits before receiving housing 

services is 1 to 2 years, thus suggesting a 

service demand for temporary housing 

(Pollard 2008). Especially with the rising 
cost of gasoline, consumers need a wider 

variety of transportation options (e.g. gas 

cards, bus passes, Metro tokens, etc.) to 
ensure that they are able to attend 

appointments. Housing and transportation, 

as well as emergency funds for rent and 
utilities, are much needed services for 

consumers trying to maintain their 

HIV/AIDS-treatment regimen in the 

Baltimore EMA. 

3.6. Conclusion. 
This chapter of the strategic comprehensive 

plan has sought to uncover the needs of 

PLWH/As in the Baltimore EMA by 
evaluating data derived from four different 

sources with different methodologies for 

assessing need. The unmet need estimate 
presents an epidemiological statistic, the 

consumer survey results offer data that were 

ascertained from interviews utilizing a 
qualitative survey tool, and the stakeholders 

and PLWH/A Committee both present 

information from first-hand expertise in the 

HIV/AIDS service delivery system. Though 
the information collected from these sources 

has its caveats, common findings were 

revealed across the various assessments.  

The most recent unmet need estimate shows 

that more than half of the people testing 

positive for HIV are not getting into or 
remaining engaged in care. Respondents to 

the 2007 consumer survey reported the 

greatest need for the following services: case 
management, low-cost drug reimbursement, 

oral health care, transportation services and 

emergency financial assistance. Among the 

most-demanded services, respondents 
indicated an unmet need for legal services, 

emergency financial assistance and oral 

health. 

In addition to the services highlighted in the 

consumer survey, the PLWH/A Committee 

identified the essential needs that must be 

met for consumers to get into and remain in 
care as: HIV testing and referral to care, 

primary medical care, low-cost medications, 

case management, mental-health treatment, 

psychosocial support, and assistance with 
food, housing and transportation. 

The stakeholder evaluation of need 
supported many of the same findings as the 

other assessments (e.g., need for housing, 

transportation, emergency financial 

assistance). It also revealed need for 
increased support in transitioning from 

diagnosis to treatment and for supporting 

treatment adherence, culturally relevant 
secondary prevention messages, a variety of 

substance-abuse treatment options, and one-

stop shops to address mental health, 

substance abuse and emerging medical 
conditions.  

Planners of HIV/AIDS services in the 
Baltimore EMA should be utilizing the 

assessment of service demands and unmet 

service demands to devise strategies to 

ensure that clients receiving an HIV-positive 
diagnosis are seamlessly linked to treatment 

and provided the supportive services they 

require to remain in care. Especially when 
preparing to implement new policies and 

guidelines (e.g., opt-out testing), it is 

imperative that the current capacity of the 
service-delivery system be investigated. 

Treatment for HIV/AIDS is constantly 

advancing, necessitating regular assessment 

of service needs to make certain that 
evolving needs are met.  

This chapter specified the documented needs 

for PLWH/As in the Baltimore EMA, from 
HIV testing to retention in care. Needs 

assessments identify the locally demanded 

services to guide the building of a care 
continuum comprised of services aimed at 

fulfilling the identified needs. The following 

chapters will describe how the Baltimore 
EMA has built, and plans to modify, this 

continuum of care based on the EMA’s 

background and HIV epidemiology, as 
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described in chapters one and two and the 

documented need as found in this chapter. 
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