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1. Executive Summary 
 
This report presents findings and analysis pertaining to the Greater Baltimore HIV Health Services 
Planning Council’s 2013 consumer needs assessment. This survey was conducted in and around the 
Baltimore, Maryland metropolitan area, and it targeted clients of the Ryan White Part A program. The 
federal Ryan White program provides medical and support services to people living with HIV/AIDS 
(PLWH/As) that have no other way to pay for the care they need. This survey was conducted on behalf of 
the HIV planning council (planning council) by InterGroup Services, Inc. and InterGroup Synergy & 

Planning Collaborative, Inc. (IGS&PC), the latter a Baltimore-based 
consulting and project management firm that serves as the planning 
council support office (PCSO).  
 
The planning council is a 40-member volunteer body appointed by the 
mayor of Baltimore City to prioritize and allocate funds received under 
Part A of the Ryan White HIV/AIDS Treatment Extension Act of 2009 
(P.L. 111-87), which is the fourth and most recent reauthorization of 

the Ryan White Comprehensive AIDS Resources Emergency (CARE) Act of 1990 (P.L. 101-381). The 
planning council has purview over funding in the Baltimore eligible metropolitan area (EMA), which 
consists of Baltimore City and Anne Arundel, Baltimore, Carroll, Harford, Howard and Queen Anne’s 
counties. The planning council works in conjunction with Baltimore City Health Department (BCHD), 
which is the recipient and administrator (also known as the “grantee”) of the EMA’s Ryan White Part A 
funds.  
 
The full needs assessment survey process is described herein. The survey was administered in February 
and March 2013. The Ryan White legislation has not been reauthorized since the last time this survey was 
administered in 2010, so few changes to service definitions and categories have occurred since that time. 
Changes that were made reflect HRSA policy notices or policy clarifications issued since the 2010 
assessment. These changes are noted in this report where they apply.  
 
1.1 Assessing the Needs of PLWH/As in the Baltimore EMA 
 
As mandated by the U.S. Health Resources and Services Administration (HRSA), the federal agency that 
administers the Ryan White program nationwide, planning councils are required to base funding-
allocations on hard data, such as the specific medical and support service needs of the PLWH/A 
population they serve. The consumer survey and this report provide one method for the planning council 
to obtain local needs data.  
 
In this report, the terms “service demand” and “unmet demand” are used in reference to the reported 
needs for various services and the deficits in meeting those needs. HRSA uses two different terms to 
describe reported needs and shortfalls in meeting them. As used by HRSA, “unmet need” refers to a 
PLWH/A, aware of his or her status, who is not in care. “Service gaps” refer to PLWH/As who are 
receiving primary medical care but are not receiving any other type of needed HIV-related service. For 
this report, “service demand” describes a need for any HIV-related service as reported by a respondent, 
and “unmet demand” describes a service reported as needed but not received. Here, “unmet demand” 
takes on the meaning of HRSA’s “service gap” and “unmet need.”  
 
The 2013 consumer survey is the sixth report of its type administered by the Baltimore planning council. 
Since 1998, the survey has been conducted every three years. These surveys are one of several tools used 
by the planning council to ensure funds are allocated in a manner that meets the needs of PLWH/As in the 
Baltimore EMA. This survey continues to be the most important tool for estimating consumers’ needs.  
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1.2 The 2013 Consumer Survey 
 
The 2013 survey followed the same basic methods of the previous three surveys (2004, 2007 and 2010). 
In 2004, the consumer survey instrument was redesigned based on a panel review of wording and 
methodology, so as to minimize the future need for change. Like other recent surveys, the 2013 survey 
was conducted by trained interviewers who walked respondents through a long questionnaire in a face-to-
face setting. Interviewers were used to ensure survey completion and understanding. For the 2013 survey, 
IGS&PC and/or its sister company, InterGroup Services, Inc., hired and trained 17 interviewers. During 
their training, interviewers were provided with background information on the planning council and the 
HIV/AIDS epidemic in the Baltimore EMA. They were also shown how to administer the survey 
instrument in a fair and neutral manner, which included instruction on the importance of client 
confidentiality and informed consent. Those who participated in and completed an interview with an 
interviewer were offered gift cards to a local grocery store or pharmacy for their time and participation. 
The gift cards were used as an incentive, and they were only given to those who fully completed a survey.  
 
The consumer survey was comprised of three types of questions: (1) questions pertaining to core medical 
services, which collected demand and unmet-demand data for categories such as primary medical care 
and medical case management; (2) questions pertaining to support services, which collected demand and 
unmet-demand data for categories such as medical transportation and housing, which allow PLWH/As to 
remain in care; and (3) questions on demographics, which collected information about the consumers 
themselves. While the 2013 consumer survey kept many of the same properties of previous surveys, it 
also captured additional information on service delivery, prescription drug therapies and testing, among 
other things.  
 
As with the previous needs assessments, this report analyzes the demand and unmet demand for each 
service category and the demographics of respondents. This report was also enhanced in several ways 
compared to previous versions of the needs assessment. For each category, respondent-reported barriers 
to care have been reviewed. In addition, analysis has focused on the future of services given the 
implementation of the Patient Protection and Affordable Care Act (ACA), which expands health-care 
insurance access in the United States. 
 
1.3 Results and Planning Implications of the 2013 Consumer Survey 
 
In total, there were 374 respondents to the 2013 survey. Of these, 321 respondents resided in Baltimore 
City, 50 respondents resided in the surrounding counties and 3 respondents had an unknown jurisdiction 
of residence. The 50 respondents who lived in one of the EMA’s 
counties break down as follows: 20 respondents from Baltimore 
County, 11 respondents from Anne Arundel County, 10 respondents 
from Harford County, 5 respondents from Carroll County and 4 
respondents from Howard County. There were no respondents from 
Queen Anne’s County. Unlike in the previous needs assessments, the 
three surveys with an unknown jurisdiction were not thrown out 
because their ZIP codes showed them to live in the EMA, even though 
the exact city or county of residence could not be established due to 
ZIP code boundary lines that straddle multiple jurisdictions. 
 
Among 2013 survey respondents, primary medical care, AIDS pharmaceutical assistance and medical 
case management were the categories with the highest reported service demand (95.7 percent, 91.4 
percent and 83.4 percent, respectively). These results were similar to those of the 2010 survey, which 
found primary medical care, AIDS pharmaceutical assistance and oral health care to be the most 
demanded services (IGS 2011:6). The categories with the highest unmet demand in 2013 were hospice 
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care, permanency planning and legal services. Permanency planning, child care and legal services had the 
highest unmet demand in 2010 (IGS 2011:33). The most common barrier to care was a lack of knowledge 

about how to obtain a service. This barrier was also cited most 
frequently in previous surveys. 
 
Compared to previous surveys, the HIV population in the Baltimore 
EMA is aging. In 2013, 73.5 percent of respondents were ages 45-64. 
The respondents were 61.8 percent male and 85.0 percent non-
Hispanic black. These percentages were higher than in either the 2007 

or 2010 survey (IGS 2011:6). Respondents predominantly identified as Baltimore City residents and as 
living below 100 percent of the federal poverty level. Sex was the most common mode of exposure, with 
48.1 percent reporting being exposed to HIV through heterosexual sex. This was an increase over the 42.0 
percent of respondents who reported transmission through heterosexual sex in 2010 (IGS 2011:6).   
 

Hospice care, 
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2. Background 
 
This report is the culmination of six weeks of data collection from Ryan White Part A service consumers 
in and around Baltimore, Maryland in February and March of 2013 by the PCSO. The planning council is 
a 40-member volunteer panel appointed by the mayor of Baltimore City to allocate HIV-service funds 
received under Part A of the Ryan White program, which accounts for approximately $19 million 
annually in the greater Baltimore area. Ryan White Part A funds pay for HIV-related medical and support 
services for PLWH/As who have no other payment source (i.e., Ryan White is the “payer of last resort”). 
The Health Resources and Services Administration is the federal agency that manages the Ryan White 
Program. HRSA is a division of the U.S. Department of Health and Human Services (HHS). In the 
Baltimore EMA, the Baltimore City Health Department is the recipient or “grantee” of the Ryan White 
Part A funds.  
 
As mandated by Ryan White program legislation, planning councils are required to conduct various 
research activities to inform the funding-allocation process. This includes performing needs assessment 
research from a sample of clients in the service area. In keeping with this requirement, the Baltimore 
planning council has conducted a consumer needs assessment survey every three years since 1998. The 
survey is used to determine service gaps and unmet needs of PLWH/As in the Baltimore EMA. The 
consumer survey has been a critical planning tool and a key source of information for the planning 
council as it sets goals and allocates funds. 
 
2.1 The Baltimore EMA 
 
Ryan White Part A funds are distributed to geographic areas known as 
eligible metropolitan areas (the larger areas) or transitional grant areas 
(the smaller areas), each of which typically consists of a city and its 
surrounding suburban areas. In order to qualify as a Part A-eligible 
EMA, the area must have a population of 50,000 or more and a 
cumulative total of more than 2,000 AIDS cases during the most recent 
five-year period (HRSA 2011). The Baltimore EMA far surpasses these requirements, with a population 
estimated at over 2.7 million and more than 9,000 living HIV cases with AIDS (Stockdale 2014). The 
following section outlines the characteristics of the Baltimore EMA that impact HIV-related service 
delivery and influence the planning council’s decisions and resource allocations.  
 
The Baltimore EMA consists of Baltimore City and six surrounding counties: Anne Arundel, Baltimore, 
Carroll, Harford, Howard and Queen Anne’s. Baltimore City is separate from Baltimore County. With the 
exception of Queen Anne’s County, the jurisdictions of the EMA border each other. There are sharp 
contrasts in the demographics of the seven jurisdictions of the EMA, with the largest distinction being 
between Baltimore City and the counties. Baltimore City has a population of approximately 620,961, 
which accounts for nearly 23 percent of the full EMA population (MDP 2010). 
 
In 2011, the EMA had over 16,000 total living HIV cases, with over 9,000 of those living with AIDS. 
According to the Maryland Prevention and Health Promotion Administration (PHPA), Baltimore City had 
74.3 percent of the EMA’s living HIV cases, and it accounted for 62.4 percent of the EMA’s new 
diagnoses in 2011. This new-diagnosis rate was nearly three times higher than that of Baltimore County 
(21.9 percent), which had the next highest rate. The percentage of living HIV cases that reside in 
Baltimore City is more than five times the percentage of the next highest jurisdiction, also Baltimore 
County (Stockdale 2014). Baltimore County surrounds Baltimore City to the west, north and east sides.  
 
 
 

The most notable change 
over time in the Baltimore 
EMA has been the aging 
of the PLWH/A 
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2.2 EMA Changes Over Time 
 
The most notable change over time in the EMA has been the aging of the PLWH/A population. In 2004, 
the majority of survey respondents were between the ages of 25-44. By 2010, the majority of respondents 
fell in the age range of 45-64 years old. While respondents were still predominantly 45-64 years old, the 

2013 survey saw the largest percentage of survey respondents ever 
who were age 65 and over. Due to advances in the treatment of HIV, 
those who are infected are able to live longer, healthier lives, and the 
results of these advances translate into an aging PLWH/A population. 
Put simply, what we are seeing is the same cohort growing older. 
 
Historically, injection drug use was the largest transmission mode for 
HIV in the EMA. In recent years, injection drug use as a risk factor has 
been on the decline. It was third among modes of exposure in 2013, 
with 16.8 percent of respondents reporting this as their risk factor. 

Transmission through sex, particularly among the men-who-have-sex-with-men (MSM) population, has 
been on the incline in recent years. Heterosexual sex and MSM risk factors combined accounted for the 
mode of exposure of 69.5 percent of respondents in 2013.  
 
With rent prices that continue to increase, housing was more of an issue for PLWH/As in 2013 than ever 
before. The percentage of respondents living in temporary housing declined from 2007 and 2010 levels, 
but 5.1 percent of respondents self-reported as homeless in 2013. The change in the percentage of 
homeless respondents over time is particularly alarming because of the care difficulties that arise when 
PLWH/As are not living in a stable environment. 
 
2.3 HIV/AIDS in Maryland and the Baltimore EMA versus the U.S. 
 
Compared to other states and EMAs around the country, Maryland ranks fourth nationally, and the 
Baltimore EMA third nationally, for rate of living HIV cases per 100,000 population in 2010 (Flynn 
2013). The consistency of these rankings shows the severity of the HIV/AIDS epidemic in this area and 
how seriously the provision of care must be taken.  
 
In 2010, Maryland had a rate of 632.9 cases of HIV per 100,000 population. This was just under double 
the national rate, which was 342.2 HIV cases per 100,000 population. Only Washington D.C., New York 
and the U.S. Virgin Islands had higher rates (Flynn 2013). The comparison of states like Maryland to 
territories like Washington D.C. can, however, be misleading because the Maryland rate must take the 
population of rural areas with low HIV-infection rates into account. In other words, the rates in the built-
up areas of Maryland are higher still.  
 
The Baltimore EMA had a living HIV rate of 674.8 cases per 100,000 people. This was more than double 
the U.S. rate of 284.7 cases per 100,000 people in 2010. Miami and New York were the only metropolitan 
areas with higher living HIV rates. The Washington, D.C. metropolitan area, which includes part of 
Maryland, ranked eighth nationally for living HIV cases, well behind metro Baltimore (Flynn 2013). 
 
2.4 Needs Assessment Through Consumer Surveys 
 
As previously mentioned, HRSA requires planning councils to include needs research as a tool to inform 
funding decisions. More specifically, planning councils must look at the medical and other service needs 
of PLWH/As that are not being met. HRSA also mandates that PLWH/As have a voice in shaping the 
continuum of care that serves them. In order to accomplish these goals, the Baltimore EMA has 
conducted a consumer needs assessment every three years since 1998. The results of these surveys are 

Two risk factors, 
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presented to planning council members prior to the following priority setting and resource allocation 
(PSRA) conference, which determines allocation percentages for the next fiscal year. The needs shown in 
these surveys heavily influence the prioritization of service categories for funding, and at times, they have 
led to the funding of new categories in the Baltimore EMA.  
 
There are several caveats regarding the design of this survey. The sample used was a convenience sample 
of Ryan White consumers, and it was used to ensure that an adequate number of survey responses were 
obtained. While a random sampling of HIV-positive people who reside in the EMA would have been 
preferable, this type of sampling would have been prohibitively expensive to attain. It would have 
required thousands of phone calls to reach a few HIV-positive individuals. Therefore, the results of the 
current survey may not be entirely representative of all Ryan White consumers in the EMA. The survey 
respondents were recruited primarily through Ryan White service providers, so some individuals not fully 
engaged in care may have been excluded. Having said this, the demographic profile of respondents was 
similar to that of the larger HIV population in the EMA, so there is no reason to believe that those who 
responded to the survey would have opinions that differed significantly from those of other HIV-positive 
individuals in the EMA. As with any survey, it must be noted that the respondents may have had opinions 
concerning their needs or care with which providers or planners might disagree. This could result from a 
misunderstanding about the nature of particular service offerings or the lack of a necessary medical 
diagnosis or referral for some services. Additionally, survey respondents tend to be self-contradictory at 
times, and those who responded to this survey were no different in that regard. All of the data used within 
this report were from HIV-positive individuals who resided in this EMA. 
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3. Methodology 
 
Since it was first conducted in 1998, the purpose of the Baltimore planning council’s consumer survey 
has been to gain a better understanding of the service needs of PLWH/As and to help the planning council 
make funding decisions and perform other planning tasks. This chapter describes the development and 
administration of the 2013 survey. 
 
3.1 Survey Development 
 
The 2013 consumer survey is the sixth of its kind to be conducted by the Baltimore planning council. 
Surveys are conducted every three years, and previous versions were conducted in 1998, 2001, 2004, 
2007 and 2010. Over the years, the survey has developed considerably in methodology and scope to better 
meet the needs of the planning council and improve the accuracy and completion rate of the survey.  
 
For the first survey conducted in 1998, respondents read and completed a 75-question survey 
independently. The self-administered surveys were returned via mail or hand-delivery to the office of 
Associated Black Charities, Inc. (ABC), which was then the planning council’s support office (IGS 
2007:10).  
 
While the 1998 survey focused on gathering data to assist with priority setting, the 2001 survey aimed to 
identify unmet needs and barriers to care faced by the HIV-positive community. Like the 1998 survey, the 
2001 survey also consisted of 75 questions. Half of the 2001 surveys were self-administered. Unpaid 
volunteers from the community and provider staff members administered surveys to the other half of the 
respondents (IGS 2007:10).  
 
By 2004, ABC no longer served as the planning council support office. Instead, InterGroup Services, Inc. 
(IGS) assumed support office duties in 2002. The 2004 consumer survey was the first undertaken by IGS. 
Through the assistance of what was then the Needs Assessment Committee of the planning council (now 
the Comprehensive Planning Committee), extensive changes were made to the survey. These changes 
included making questions more detailed and focused, and improving the survey format and process. An 
expert panel was used to review the survey and make suggestions for language and cultural-sensitivity 
changes (IGS 2005:8). The 2004 survey also marked the first time that interviewers were hired, trained 
and paid to administer the survey to all respondents. This helped eliminate completion errors (IGS 
2005:10).   
 
The 2007 survey followed the same basic administration process as the 2004 survey. The survey 
instrument was also the same, aside from minor language and organizational modifications (IGS 
2007:15).  
 
For the 2010 survey, both the survey instrument and supporting documents were translated into Spanish 
(IGS 2011:10). This better enabled Hispanic consumers to respond to the survey. The 2010 survey also 
included updates to the allowable Ryan White Part A service categories, as defined by HRSA. Six new 
service categories were added to the survey for the first time in 2010, and other categories saw important 
service definition changes (IGS 2011:4).  
 
In 2013, the survey instrument was similar to those used in other previous survey cycles. Updates were 
made to the survey to include questions regarding newer treatment options for PLWH/As and to allow for 
a better understanding of barriers to care in each service category. Due to funding restrictions, the survey 
ran for six weeks as opposed to the three-month interview period of previous surveys. The 2013 consumer 
survey was only offered in English, also the result of funding limitations. In an effort to capture responses 
from more HIV-positive individuals who were not engaged in care, the 2013 survey was administered at 
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several community events and at the IGS&PC offices, in addition to the usual provider locations. 
 
3.2 Survey Administration 
 
The 2013 consumer survey was administered to participants by interviewers in February and March 2013. 
During this time, 374 surveys were completed through interviews. Surveys administered by interviewers 
aided in avoiding misunderstandings, increasing the accuracy of responses and decreasing the number of 
incomplete surveys. The 2013 survey formatting allowed for dialogue 
between interviewers and interviewees. Questions were addressed and 
unfamiliar terms were defined. For respondents with an unmet need, 
interviewers were also able to answer questions about the types of 
services that were offered and how and where the services could be 
accessed.  
 
3.3 Survey Instrument 
 
The survey instrument was organized into three sections: (1) core medical services, (2) support services 
and (3) demographics. The majority of the questions pertained to core medical and support services. For 
each service category, respondents were at minimum asked the following:  
 

• Are you in need of this service? 
• Have you received this service in the past 12 months? 
• Have you ever received this service? 
• In what jurisdiction do you receive this service, if you receive it? 
• If you do not receive this service, why not? 

 
For some service categories, additional questions were added to provide a better understanding of more 
specific service needs. Other questions asked how a service was paid for, what specific type of assistance 
was needed, etc. In a departure from previous years, at the suggestion of the grantee, questions were 
expanded and added to capture those once in care but now dropped out, in addition to the usual in-care 
and not-in-care groups. This lengthened the questionnaire considerably, but yielded much additional 
information.  
 
3.4 Interviewers 
 
Recruitment for interviewers began in January 2013. Prospective interviewers were found through several 
different methods. Interviewers from previous surveys were contacted to see if they would be interested in 
participating again. Fliers were posted at local businesses and at local universities with social work or 
health programs. Job listings were also placed on Craigslist. Those with a background or interest in the 
HIV/AIDS epidemic or other health care related topics were sought specifically. Applicants were put 
through an interview with PCSO staff to gauge fitness for the job.  
 
In late January/early February 2013, 17 interviewers were hired to administer the survey. The full list of 
interviewers can be found on the title page of this report. Each interviewer was required to attend a 
training session prior to beginning work. The training sessions covered the survey process, instrument and 
informed-consent script to ensure consistency among interviewers, and ethical issues, including consent 
and confidentiality. Interviewers were also provided background knowledge on HIV/AIDS, the Baltimore 
EMA and the planning council.  
 
During the 2013 survey, interviewers held the same responsibilities as in the two previous surveys. 
Interviewers were responsible for: 

Questions were expanded 
and added to capture 
those once in care but 
now dropped out. 
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• Signing out incentive cards and maintaining a stock of supplies (i.e., surveys, consent forms, 

HIV-services information, record-keeping materials, etc.) from the planning council support 
office. 

• Confirming interview appointments with site contact persons one day prior to scheduled visits. 
• Gaining informed consent from each respondent before administering the survey. 
• Administering the survey by reading it to all respondents and marking all answers on the form. 
• Recording and distributing the number of incentive cards to respondents upon completion of the 

survey at each provider location. 
• Recording the number of surveys completed or abandoned at each provider location. 
• Completing timesheets for each location. 
• Maintaining secure custody of completed consent forms and surveys. 
• Ensuring that completed consent forms, surveys, unused incentive cards and other forms were 

returned to the PCSO office within 48 hours of survey administration (IGS 2007:11-12). 
 
3.5 Interview Sites 
 
Because of the sensitive nature of the survey subject matter, it was of the utmost importance to protect 
respondent privacy at all times throughout the survey process. This can be challenging because private 
space must be secured in order to conduct face-to-face interviews. For convenience of survey 
administration, it was easiest to conduct interviews at places where PLWH/As were already going to be 
located. More often than not, this meant interviews were conducted at the facilities of a medical or 
support service provider. 
 
The PCSO arranged for the reservation of dates, times and private spaces at many EMA provider 
locations and community spaces in order for interviews to be conducted with PLWH/As. Throughout the 
interview period, 27 provider and community locations were used to conduct interviews. The PCSO also 
hosted interviews in its offices. The full list of survey locations can be found in the appendix. PCSO staff 
maintained frequent communication with staff at survey locations in order to address concerns and to 
prevent disruption of operations at those facilities. 
 
3.6 Participant Recruitment 
 
Survey respondents were recruited through providers, planning council members and PCSO efforts. 
Participating providers reached out to eligible clients, posted fliers in their facilities and scheduled 
interviews for those who were interested. Planning council members and the PCSO also distributed fliers, 
made phone calls and used word-of-mouth to further encourage participation. Interview periods were held 
when they met provider schedules. Some respondents scheduled interview times, but many engaged in the 
survey through their presence at a provider location when interviews were taking place.  
 
This survey method did pose limitations. The use of provider locations to facilitate the majority of 
interviews may have led to decreased access to the survey for those who were not already in care. PCSO 
staff worked with certain locations, such as those who have contact with homeless individuals or other 
vulnerable populations, to ensure that some respondents who were not in care had access to the survey. 
Still, PLWH/As not in care are underrepresented in this survey. In order to incentivize respondents, those 
who completed a survey were provided a $20 gift card for their time. The gift cards provided were to a 
local grocery store or pharmacy chain, and this incentive was advertised on survey fliers that were 
circulated throughout the EMA. 
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3.7 Data Storage and Collection 
 
By providing training to interviewers, the PCSO ensured that each interview followed a set protocol. 
Participants were welcomed and thanked for their participation. Interviewers then read an introductory 
script and the text of the consent form to each respondent in order to give an overview of the survey and 
its purpose. Consent forms included a synopsis of the survey procedures, confidentiality protection and 
the participant’s right to withdraw from the survey at any point. Participants were informed that the 
survey was voluntary, contained questions of a sensitive nature, and that no negative actions would result 
from withdrawing their participation. Respondents were then asked to sign the consent form. 
 
Once signed consent was received, interviewers marked whether the respondent was completing the 
survey on his or her own behalf or for someone else for whose care he or she was responsible, such as a 
child or elderly parent. Interviewers then proceeded through the survey with the respondent, carefully 
reading aloud each question and its possible responses. When a response was given for a question, the 
interviewer marked the corresponding box on the survey instrument. Interviews generally took an hour 
and a half to complete. Once the interview concluded, the interviewer stored the completed survey in a 
separate envelope from the consent forms to protect confidentiality. Logbooks were used to track the 
distribution of incentive cards, and the interviewer and respondent were required to initial the logbook 
each time an incentive care was distributed. All completed surveys and consent forms were returned to 
the IGS&PC office within 48 hours of completion. The surveys and forms were then counted and stored 
in a locked office. 
 
3.8 Survey Data Entry and Analysis 
 
The PCSO temporarily rehired one interviewer to help with the data-entry process. This interviewer and 
IGS&PC staff members used a database created in FileMaker Pro 9 to perform data entry from the 
consumer survey. The database assigned a unique identifier number to the digital record for each survey. 
The person completing the data entry for that survey recorded that unique number on the hard copy of the 
survey instrument. This ensured the ability to address any discrepancies that arose during the data-entry 
and analysis process. In addition, information that included the name of the person entering the data, the 
date, the name of the interviewer, the survey location and for whom the survey was being completed was 
entered into the digital file.  
 
The database showed a digital version of the survey instrument. Question responses were entered into the 
database just as they were marked on the survey instrument. Any additional documentation provided in 
the surveys outside of responses was added in the notes section of the database. After data entry, there 
were 374 completed and usable surveys for the 2013 consumer survey. The data-extraction function of the 
database was used to perform the analyses contained in this report. Data gathered in 2004, 2007 and 2010 
surveys were used to make comparisons and trend analyses. 
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4. Demographic Profile of Participants 
 
The 2013 needs assessment collected 374 completed surveys from respondents. This chapter reviews 
demographic data collected from respondents. These data create a picture of who is a typical PLWH/A in 
the Baltimore EMA. Some demographic data such as sex, age and income can also be used to help inform 
the planning council of service needs. Data regarding specific service category needs are presented in 
chapter 5.  
 
4.1 Age 
 
Nationwide, it is a known fact that PLWH/As are these days living longer, fuller lives after diagnosis, due 
in large part to medical advances and improved drug therapies. Prevention programs are also targeting 

high-risk and young populations in order to prevent new HIV 
infections. The combination of these factors has resulted in an HIV 
population that is continually aging. 
 
Figure 4.1 shows the age of survey respondents for 2004, 2007, 2010 
and 2013. In the Baltimore EMA in 2013, those ages 45-65 comprised 
about three quarters (73.5 percent) of the survey respondents. Those 

ages 25-44 comprised the next largest group of respondents, accounting for 20.6 percent of all surveys. 
All other age groups combined accounted for less than 6 percent of respondents. In 2013, there were no 
respondents under age 12. Those ages 13-24 completed 2.1 percent of the surveys, and those ages 65 and 
older completed a comparable 2.9 percent of the surveys. The remaining 0.8 percent of respondents chose 
not to disclose their ages.  
 
When compared to the three previous surveys, data collected in 2013 clearly show that the Baltimore 
EMA’s HIV/AIDS population is following the national aging trend. The percentage of respondents ages 
45-64 has steadily increased from 40.2 percent in 2004 to 73.5 percent in 2013. Those 65 and older have 

also seen a spike from just 1.6 percent in 
2004 to nearly 3 percent in 2013. The 
combined percentage of respondents over 
45 years of age rose from 41.8 percent in 
2004 to 54.6 percent in 2007 to 66.5 
percent in 2010 to the current 76.4 percent 
in 2013. During the same period, the 
percentage of respondents in all other age 
ranges has been on the decline. Those 
ages 25-44 made up the largest percentage 
of respondents in 2004, but this age group 
has been the second largest since the 2007 
survey. While those ages 25-44 still 
comprise the second largest percentage of 
respondents, the percentage of those 
surveyed in this age range has decreased 
by more than half since the 2004 survey. 
The percentage of respondents ages 25-44 
was 55.2 percent in 2004, 43.3 percent in 
2007, 29.1 percent in 2010 and 20.6 
percent in 2013. In 2004, 2.0 percent of 
respondents were ages 13-24. The 
percentage of those surveyed in the 13-24  

The percentage of 
respondents ages 45-64 
has steadily increased 
from 40.2 percent in 2004 
to 73.5 percent in 2013. 
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age range increased from 1.2 percent in 2007 to 2.7 percent in 2010, but the percentage declined to 2.1 
percent in 2013. Though there has never been even 1.0 percent of those surveyed falling in the age ranges 
of 2-12 years old or under 2 years old, there were no respondents at all 
in these age ranges in the 2013 survey (IGS 2005:12, IGS 2007:16, 
IGS 2011:17). 
 
In order to best plan for care needs, it is important to know and 
understand the population of the HIV/AIDS epidemic in an area. As 
PLWH/As in the Baltimore EMA continue to age, they are more likely 
to have a need for services like hospice care and home-delivered 
meals. Older people also usually require more frequent medical care in 
general than those who are younger. The age of the PLWH/A 
population also has an impact on health-care coverage. Insurance 
coverage will be discussed more in section 4.8 and in chapter 6, but the age of the PLHW/A population in 
the Baltimore EMA suggests that there will be a dramatic increase over the next 20 years in the number of 
Ryan White clients who are eligible for Medicare as their primary form of health insurance. 
 
4.2 Gender 
 
As of 2012, Maryland Department of Health and Mental Hygiene (DHMH) epidemiological data showed 
63.5 percent of the HIV cases in the Baltimore EMA were male and 36.5 percent were female. This 
represents a disproportionate share of male HIV cases in comparison with the percentage of males in the 
full area population (48 percent) (Flynn 
2013). By gender (shown in figure 4.2), 
the responses to the 2013 assessment were 
comparable to the data gathered by the 
state. Of the 374 surveys collected in 
2013, 231 (61.8 percent) were male and 
137 (36.6 percent) were female. The 
assessment also allowed for transgender 
responses, with 4 people (1.1 percent) 
identifying as transgender male-to-female 
and 1 person (0.3 percent) identifying as 
transgender female-to-male. The 
remaining one person declined to respond 
to this question. 
 
Although the majority of HIV infections 
in the Baltimore EMA have always been 
in men, the ratio of male versus female 
infections has not always been as high as 
it was in 2013. In 2004, 54.1 percent of 
respondents were male. The percentage of 
male respondents increased to 57.9 
percent in 2007 and then decreased 
slightly to 55.6 percent in 2010, before 
increasing in 2013 to 61.8 percent. Of the 2004 survey respondents, 44.3 percent were female. Naturally, 
there was a slight increase in female respondents from 40.1 percent in 2007 to 43.2 percent in 2010. From 
2010 to 2013, the percentage of female respondents declined by 6.6 percentage points to 36.6 percent. 
The percentage of transgender responses in 2013 was nearly identical to the percentage that this 
population comprised in the 2007 assessment, but there was a noticeable absence of this population in the 

 

Although the majority of 
HIV infections in the 
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female infections has not 
always been as high as it 
was in 2013. 
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2010 assessment. The transgender male-to-female population represented 0.8 percent of respondents in 
2004, 1.2 percent of respondents in 2007, 0.1 percent in 2010 and 1.1 percent in 2013. During the same 
time frame, transgender female-to-male respondents made up 0.1 percent of those surveyed in 2007 and 
0.3 percent of those surveyed in 2013, but there were no respondents who identified as transgender 
female-to-male in either the 2004 or 2010 surveys (IGS 2005:13, IGS 2007:16, IGS 2011:17). While the 
transgender population is small and can be quite difficult to document due to the stigma these people 
often face, this is an important group to reach in order to fully understand the needs of those living with 
HIV/AIDS in the Baltimore EMA. 
 
4.3 Race 
 
In the United States, those of black lineage are disproportionately impacted by HIV/AIDS. The black 
population accounted for 44 percent of new infections in this country in 2010, while only comprising 12-
14 percent of the overall population in the United States (CDC 2014a). While the proportion of HIV-
positive Hispanics in the U.S. is much lower than that of the black community, the disease also 
disproportionately impacts this population, accounting for 20 percent 
of the known new infections in 2009 but only 16 percent of the 
country’s total population (CDC 2014b). 
 
Of the 374 survey respondents in 2013, 318 or 85.0 percent described 
themselves as non-Hispanic black. The term “non-Hispanic black” as it 
is used here is inclusive of all those identifying as non-Hispanic 
African-American, non-Hispanic black African and non-Hispanic black Caribbean. Thirty respondents, 
8.2 percent, self-identified as non-Hispanic white. Hispanics accounted for 6 of 374 respondents (1.6 
percent). The remaining 20 respondents (5.3 percent) identified as some other race. Races included in the 
“other” grouping include Asian, non-Hispanic American Indian or Alaskan natives, those of more than 
one race and those whose race is unknown or was undisclosed. With only 20 respondents, this “other” 
group was too small to break down into its constituent parts.  

 
Figure 4.3 displays the racial breakdown 
of respondents living with HIV/AIDS in 
the Baltimore EMA over the last three 
survey cycles. Since 2004, non-Hispanic 
blacks have accounted for over 80 percent 
of survey respondents. The percentage of 
non-Hispanic black respondents was 84.6 
percent in 2004. This percentage fell to 
82.7 percent in 2007 and to 81.0 percent 
in 2010, but it increased to 85.0 percent in 
2013. During this time period, the change 
in response from non-Hispanic whites was 
opposite to that of non-Hispanic blacks. 
Non-Hispanic white respondents 
accounted for 11.0 percent of those 
surveyed in 2004. The non-Hispanic 
white response rose from 6.6 percent in 
2007 to 9.4 percent in 2010. From 2010-
13, the non-Hispanic white response fell 
by 1.2 percentage points to 8.2 percent in 
2013. The population classified as “other” 
followed a similar pattern to that of non- 

 

Eighty-five percent of 
survey respondents 
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Hispanic whites, with the percentage of respondents going from 7.2 percent in 2004 down to 5.1 percent 
in 2007. Those in the “other” category increased to 6.7 percent of respondents in 2010 before decreasing 
to 5.3 percent in 2013. The Hispanic population accounted for 1.8 percent of respondents in 2004, but this 
population saw a spike to 3.6 percent of respondents in 2007. From 2007 to 2013, the percentage of 
respondents identifying as Hispanic consistently declined (3.6 percent in 2007, 2.9 percent in 2010 and 
1.6 percent in 2013) (IGS 2005:13, IGS 2007:17, IGS 2011:18).  
 
The decrease in percentage of Hispanic respondents is particularly interesting considering that the 2010 
census showed Baltimore City’s Hispanic population grew by 134.7 percent from 2000-10 (BC 2010). It 
is well known that the Hispanic population in the United States is difficult to track, largely due to fears of 
imprisonment and deportation from undocumented immigrants and language barriers of the population as 
a whole. Recall that the survey was offered in both English and Spanish in 2010. Due to budget 
constraints, it was only offered in English in 2013. It seems likely that the Hispanic HIV-positive 
population comprised a smaller percentage of survey responses for these reasons. However, this 
population should be a priority for Ryan White providers as the Affordable Care Act is implemented 
because the undocumented are eligible for Ryan White services, which is not the case with Medicaid. 
 
4.4 Mode of Transmission 
 
In order to plan for outreach and testing for high-risk populations, it is important to understand how 
people are being exposed to HIV/AIDS in the Baltimore area. Figure 4.4 shows survey respondents by 
mode of transmission. It is important to remember that this is the mode of transmission as stated by the 
person living with HIV/AIDS, which may 
or may not be entirely accurate. In 
previous surveys, respondents were 
allowed to select more than one response 
for how they were exposed to HIV. For 
the 2013 assessment, respondents were 
only allowed to provide one response. 
This means that data from previous 
surveys are not comparable with data 
gathered for this survey. The truth is that 
people sometimes do not know how they 
got HIV. As worded in previous years, the 
question allowed respondents to list all 
possible modes of transmission. In 2013, 
respondents had to list the single most 
likely mode of transmission. 
 
For 2013, the largest number of 
respondents listed sexual relations 
between a man and a woman, or 
“heterosex,” as their mode of 
transmission. Of the 374 survey 
respondents, 180 (48.1 percent) listed 
heterosex as the way they became infected 
with HIV. Men who have sex with men 
(MSM) was the mode of transmission for 80 of 374 (21.4 percent) respondents.  
 
HIV infections through non-sexual modes of transmission have declined in recent years, both nationally 
and in the Baltimore EMA. Public education, medical advancements and better care for those already 
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living with HIV/AIDS, among other things, have contributed to this decline. According to 2012 client 
level data, 18 percent of those living with HIV/AIDS in the Baltimore EMA had intravenous drug use 
(IDU) as a risk factor (Abaineh 2012). The findings of the 2013 consumer needs assessment further 
support these data, with 63 respondents (16.8 percent) reporting IDU as their mode of transmission. 
However, IDU as a method of exposure has declined in the Baltimore EMA in recent years (Flynn 2013). 
This is due in part to the Baltimore City Health Department Needle Exchange Program, which has 
operated in the city since 1994 to provide clean needles to injection drug users (BCHD 2014). An 
additional 32 respondents (8.6 percent) listed their mode of exposure as unknown, meaning they do not 
know or are unsure of how they became infected with HIV/AIDS. The remaining 19 of 374 respondents 
gave various other answers for their mode of transmission. For this survey, the label of “other” 
encompasses those who were infected by the following methods: perinatal, sex trade, blood products and 
hemophilia, as well as those who skipped the question or refused to answer. As discussed in section 4.1, 
the age of the average PLWH/A is rising, and the decline of perinatal, blood product and hemophilia-
related infections likely contributed to the decline in infections of those under age 24.  
 

Table 4.1 

Mode of Transmission by Sex and Race 

Heterosex MSM IDU Other Unknown  

n % n % n % n % n % 

Black Men (n=194) 74 38.1% 55 28.4% 42 21.6% 8 4.1% 15 7.7% 

White Men (n=23) 2 8.7% 17 73.9% 2 8.7% 0 0.0% 2 8.7% 

Other Men (n=14) 4 28.6% 7 50.0% 0 0.0% 1 7.1% 2 14.3% 

Black Women 
(n=120)  

89 74.2% 0 0.0% 15 12.5% 8 6.7% 8 6.7% 

White Women 
(n=7) 

5 71.4% 0 0.0% 2 28.6% 0 0.0% 0 0.0% 

Other Women 
(n=10) 

5 50.0% 0 0.0% 0 0.0% 1 10.0% 4 40.0% 

Black Transgender 
M2F (n=3) 

0 0.0% 1* 33.3% 1 33.3% 1 33.3% 0 0.0% 

Other Transgender 
M2F (n=1) 

0 0.0% 0 0.0% 0 0.0% 0 0.0% 1 100.0% 

Black Transgender 
F2M (n=1) 

1* 100.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0% 

Unknown (n=1) 0 0.0% 0 0.0% 1 100.0% 0 0.0% 0 0.0% 

*Birth biology was used to make this determination. 

 
The race (black, white or other) and gender (male, female, transgendered male to female and 
transgendered female to male) of each survey respondent were cross-tabbed with his or her mode of 
transmission to create table 4.1, which provides a clearer picture of HIV transmission in the Baltimore 
EMA. Among white men and other men, MSM was the most common mode of transmission, representing 
73.9 and 50.0 percent of those respondents, respectively. MSM was only the second most common mode 
of transmission listed among black men, with just 55 of 194 of these respondents (28.4 percent) stating 
this as their most likely mode of transmission. Heterosex was the most common mode of transmission 
reported among black men respondents, at 38.1 percent of respondents. Forty-two black men (21.6 
percent) reported IDU as their mode of transmission, 8 (4.1 percent) reported other as their mode of 
transmission, and 15 (7.7 percent) reported an unknown mode of transmission. Four of 14 other men 
(28.6 percent) reported heterosex as their most likely mode of transmission, making it the second most 
common mode of transmission among this group. Of the 23 white male survey respondents, 2 respondents 
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(8.7 percent) reported for each of the following modes of transmission: heterosex, IDU and unknown.  
 
Overall among male respondents, the reported rate of heterosexual exposure versus MSM exposure was 
nearly identical. Of the 231 male respondents, 80 (34.6 percent) 
reported heterosex as their mode of transmission, and 79 (34.2 percent) 
reported MSM as their mode of transmission. Comparatively, state data 
show that twice as many men in the EMA were infected through MSM 
exposure as opposed to heterosexual exposure (Flynn 2013). This 
suggests that many male survey respondents may not have been 
truthful about their mode of transmission. Fear, shame and lack of 
knowledge could all be contributing factors to the response percentage 
differential.  
 
For all races of female survey respondents, heterosex was the most 
commonly identified mode of transmission. Heterosex was the 
identified mode of transmission for 74.2 percent of black women, 71.4 percent of white women and 50.0 
percent of other women. For black women and white women respondents, IDU was the second most 
common mode of transmission, representing 12.5 percent and 28.6 percent of respondents, respectively. 
There were no other modes of transmission identified by white women respondents. Among black women 
respondents, 8 of 89 respondents (6.7 percent) identified each other and unknown as their mode of 
transmission. No other women respondent reported IDU as her mode of transmission. The modes of 
transmission recognized for other women in addition to heterosex were “other” (10.0 percent) and 
“unknown” (40.0 percent). 
 
An examination of all 137 female survey respondents shows that heterosex was by far the most common 
mode of transmission in this group, followed by IDU. Ninety-nine women (72.3 percent) listed heterosex 
as their mode of transmission. IDU was the mode of transmission listed for 12.4 percent of women 
respondents. State epidemiological data also show heterosex and IDU as the most common exposure 
methods for women in the EMA, though these data suggest a slightly higher percentage were infected 
through IDU than reported in the survey (Flynn 2013). 
 
Rather than listing “heterosex” or “MSM” as modes of transmission, the survey listed “sex with a man” 
and “sex with a woman.” For the transgender population, this makes identifying heterosex or MSM as the 
mode of transmission difficult. For the purposes of this study, birth biology was used to determine 
whether the mode of transmission was classified as heterosex or MSM because we do not know the 
biology of the person at the time of transmission. Among the three black transgendered male to female 
respondents, one respondent (33.3 percent) each identified MSM, IDU and “other” as the most likely 
mode of transmission. The one other transgendered male to female respondent had an unknown mode of 
transmission. One respondent was black transgendered female to male, and heterosex was the mode of 
transmission for this respondent. The single respondent with an unknown race and gender identified IDU 
as his or her mode of transmission.  
 
4.5 Jurisdiction 
 
The Baltimore EMA stretches over 2,609 square miles and is home to over 2.7 million people (CB 2010). 
Within this area there are seven jurisdictions: Anne Arundel County, Baltimore City, Baltimore County, 
Carroll County, Harford County, Howard County and Queen Anne’s County.  
 
The proportion of respondents from each jurisdiction has changed with each survey year. Figure 4.5 
shows the percentage of respondents in each jurisdiction for 2004, 2007, 2010 and 2013. Between 2004 
and 2013, there was an increase in the percentage of Baltimore City residents interviewed for the needs 

Among male 
respondents, the reported 
rate of heterosexual 
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identical. For females, 
heterosex was the most 
common mode of 
transmission. 
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assessment; the percentage of respondents increased from 73.9 percent in 2004 to 82.6 percent in 2007 to 
85.1 percent in 2010 to 85.8 percent in 2013. This naturally corresponded with an overall decrease in the 
number of respondents in the surrounding counties. Counties representation was largest in 2004, with 23 

percent of all respondents residing outside 
Baltimore City. In 2007, 17.5 percent of 
respondents were from jurisdictions 
outside Baltimore City. This number 
decreased to 14.9 percent in 2010 and 
14.2 percent in 2013. There was little 
change overall in the percentage of 
respondents from Anne Arundel County 
from 3.0 percent in 2004 to 2.9 percent in 
2013, although the largest representation 
was seen in 2010 at 3.3 percent. Anne 
Arundel County residents made up only 
2.1 percent of respondents in 2007. There 
was a consistent increase in representation 
from Carroll County from 0.5 percent in 
2004 to 1.1 percent in 2007 and 2.1 
percent in 2010. The percentage of 
respondents then decreased to 1.3 percent 
in 2013. In 2004, 3.3 percent of 
respondents were from Howard County. 
Howard County represented 4.0 percent of 
survey respondents in 2007, before 
decreasing to 0.5 percent in 2010 and then 
increasing to 1.1 percent in 2013. Harford 

County has had relatively level representation in the last four surveys, with 2.6 percent of respondents in 
2004, 2.7 percent in 2007, 2.3 percent in 2010 and 2.7 percent again in 2013. Two jurisdictions, 
Baltimore County and Queen Anne’s County, saw a decreasing trend in representation. Respondents from 
Baltimore County comprised 13.3 percent of all respondents in 2004. The 2007 survey showed 7.3 
percent of respondents from Baltimore County, which decreased to 6.4 percent in 2010 and to 5.3 percent 
in 2013. Queen Anne’s County had the least representation in prior surveys, with 0.3 percent of survey 
respondents in 2004, 2007 and 2010, but it had no representation among respondents in 2013 (IGS 
2005:15, IGS 2007:18, IGS 2011:20). 
 
4.6 Housing Type 
 
The type and quality of housing a person has can greatly affect his or her ability to engage and stabilize in 
HIV care. Research shows that HIV-positive persons who do not have stable housing face unfavorable 
health outcomes, including high viral load counts and early death (NAHC 2013). Therefore, tracking the 
type of housing HIV-positive consumers are living in is essential to understanding the needs of PLWH/As 
in the Baltimore EMA. 
 
The needs assessment survey collected data on the type of housing respondents had predominantly lived 
in over the 12 months prior to survey administration. Consumers were asked whether they had lived in 
permanent housing, temporary housing, or were homeless. For the purposes of the survey, respondents 
who had a legal right to live at a residence (i.e., had their name on a lease or mortgage) and had utility 
bills in their name were considered to live in permanent housing. Temporary housing was defined as (1) 
living in a place for six months or less, (2) moving twice in the past 12 months, or (3) not having a legal 
right to live at a residence. In the 2010 and 2013 surveys, respondents also had the option of responding 
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that they were homeless.  
 
Figure 4.6 shows the percentage of survey respondents in each housing type. In 2013, the majority of 
respondents (69.0 percent) lived in 
permanent housing. An additional 25.4 
percent listed their housing type as 
temporary, and 5.1 percent of respondents 
were homeless. When looking at changes 
in housing type over time, there has been 
an overall increase in the number of 
consumers interviewed that live in 
permanent housing. In 2004, 62.1 percent 
of respondents were in permanent 
housing. This increased to 66.2 percent in 
2007 and 69.3 percent in 2010 before 
decreasing slightly to 69.0 percent in the 
2013 survey. The proportion of 
respondents living in temporary housing 
has decreased steadily. The 2004 survey 
yielded the highest percentage of 
respondents (36.6 percent) living in 
temporary housing. In the 2007 survey, 
31.8 percent of clients interviewed did not 
have stable housing. This decreased to 
28.1 percent in 2010 and 25.4 percent in 
2013.  
 
The number of homeless clients increased in the last survey period. The 2004 and 2007 surveys did not 
offer “homeless” as a response option, but this option was provided in the 2010 and 2013 surveys. In 
2010, 1.5 percent of respondents were considered homeless. This number increased to 5.1 percent in 
2013. Overall, the number of clients who did not respond to this question decreased over the survey 
periods. Of the 2004 survey respondents, 1.3 percent did not respond to this question. In 2007, there was a 
spike in those who did not respond to 2.1 percent. This decreased to 1.1 percent in 2010 and 0.5 percent in 
2013 (IGS 2005:15, IGS 2007:19, IGS 2011:21). The high percentage of respondents who gave “no 
response” to this question in the 2007 survey may be related to the exclusion of homelessness as a 
response option. 

 
When examining housing status further by jurisdiction, the 2013 data show that slightly fewer PLWH/As 
by percentage have stable housing in the counties surrounding Baltimore than in Baltimore City. As 
shown in table 4.2, the number of survey respondents that are in permanent housing is 33 of 50 

Table 4.2 
Housing Type by Jurisdiction 

Baltimore City (n=321) Surrounding Counties (n=50) EMA (n=374)*  
n % n % n % 

Permanent 223 69.5 33 66.0 258 69.0 
Temporary 82 25.5 13 26.0 95 25.4 
Homeless 16 5.0 3 6.0 19 5.1 
No Response 0 0.0 1 2.0 2 0.5 
*Three respondents have a jurisdiction that is unknown. 
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respondents in the surrounding counties and 223 of 321 respondents in Baltimore City. Furthermore, 
fewer respondents live in temporary housing in the surrounding counties (13 out of 50 respondents) 
compared to Baltimore City (82 out of 321). The percentage of homeless respondents was also higher in 
the surrounding counties than in Baltimore City, with 3 of 50 respondents (6.0 percent) stating they were 
homeless in the counties and 16 of 321 respondents (5.0 percent) stating they were homeless in Baltimore 
City. 
 
While these data may be surprising, raw numbers should be kept in mind when looking at the percentages 
for each housing type. This difference in overall responses by jurisdiction can inflate comparative 
percentages; for example, the percentage of homeless respondents in the surrounding counties seems to be 
nearly double that of homeless respondents in Baltimore City. However, raw numbers show that, despite 
a high percentage, only 3 counties respondents were homeless compared to 16 Baltimore City 
respondents.  
 
4.7 Income 
 
Traditionally, income has provided a great deal of information about a person’s health and ability to 
obtain health insurance in the United States. In 2012, 24.9 percent of those with an annual household 
income of less than $25,000 had no health insurance coverage. By contrast, only 7.9 percent of those with 
annual household incomes of $75,000 or more were uninsured (DeNavas-Walt, Proctor and Smith 
2013:28). This statistic should begin to change in 2014, however, due to Patient Protection and 
Affordable Care Act (ACA) implementation, which will provide increased access to Medicaid and 

subsidized health insurance plans.   
 
The 2013 consumer needs assessment 
collected income data on respondents 
through the use of income ranges, as a 
percentage of the federal poverty level 
(FPL). FPL for a single person was 
$11,170 in 2012 (HHS 2012). FPL for 
2012 was used because respondents would 
have only been able to guess their income 
for 2013. Responses fell into 1 of 5 
categories: up to 100 percent FPL (those 
making $11,170 or less annually), 100-
200 percent FPL (those making between 
$11,171 and $22,340 annually), 200-300 
percent FPL (those making between 
$22,341 and $33,510 annually), more than 
300 percent FPL (those making over 
$33,510 annually), and no response or 
unknown income. While the actual dollar 
amounts for FPL vary by year, responses 
in terms of percentage of FPL can still be 
compared. 
 
As shown in figure 4.7, those with an 

annual income up to 100 percent FPL have always been in the majority of PLWH/As surveyed in the 
Baltimore EMA. In 2013, 222 of 374 PLWH/As surveyed (59.4 percent) stated that they had an annual 
income that was less than $11,170. This percentage is down from those making up to 100 percent FPL in 
the previous two surveys, with 68.1 percent falling into this classification in 2007 and 61.7 percent at the 
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same level in 2010. Only the 2004 survey had a lower percentage of respondents who made up to 100 
percent FPL, at 56.8 percent of respondents to that survey. The recent decline of this income category 
means that PLWH/As in the Baltimore EMA have made more money over time.  
 
Of 374 respondents in 2013, 78 had an income between 100-200 percent FPL. Among 2004 respondents, 
21.5 percent had annual incomes between 100-200 percent FPL. In 2007, 17.5 percent of respondents had 
annual incomes that fell between 100-200 percent FPL; this increased 
to 20.9 percent of respondents in both 2010 and 2013. Those with an 
annual income of 200-300 percent FPL made up 6.7 percent of survey 
respondents in 2004. Following the 2004 survey period, the percentage 
of respondents reporting an annual income of 200-300 percent FPL 
steadily increased from 4.8 percent in 2007 to 6.6 percent in 2010 to 
7.5 percent in 2013. Those making 200-300 percent FPL accounted for 
28 respondents in 2013. The smallest response in 2013, from those 
making more than 300 percent FPL, accounted for just 15 of the 374 
respondents. The 4.0 percent of respondents in 2013 with incomes 
greater than 300 percent FPL was up from 3.3 percent of respondents 
in this category in 2010, but it was down from the 5.1 percent and 4.9 percent of respondents in this 
category in 2004 and 2007, respectively. The largest percentage (9.9 percent) of unknown or no responses 
was given to this question in 2004. Since 2007, there has been an increase in the percentage of 
respondents who chose to give no response to their annual income or who were unaware of their annual 
income: 4.7 percent in 2007, 7.4 percent in 2010 and 8.3 percent in 2013 (IGS 2005:15, IGS 2007:19, 
IGS 2011:22). Since 2007, respondent PLWH/As in the Baltimore EMA have experienced an overall 
increase in annual income. This is a positive trend that the EMA should hope to see continue for years to 
come. 

 
Table 4.3 shows that a disparity exists among the jurisdictions of the Baltimore EMA when it comes to 
the annual income of PLWH/As. Of those surveyed from Baltimore City, 60.8 percent reported an annual 
income below 100 percent FPL. Among residents of surrounding counties surveyed, just 50 percent 
reported that same income level. For counties residents, there was almost an even split between those 
making up to 100 percent FPL and those making 100 percent FPL or greater annually, with 46 percent 
reporting incomes of greater than 100 percent FPL. In Baltimore City, less than half as many PLWH/As 
had an annual income of greater than 100 percent FPL (30.2 percent) as those who had an income up to 
100 percent FPL (60.8 percent). As a result of the income difference, we would expect that a greater 
percentage of PLWH/As from Baltimore City would be on Medicaid or receive other governmental 
assistance than among those in the counties.  
 
Under the ACA, income will be used as a determinant for Medicaid and insurance subsidy eligibility. 

Table 4.3 
Income by Jurisdiction 

Baltimore City (n=321) Surrounding Counties  (n=50) EMA (n=374)*  

n % n % n % 

Up to 100% 
FPL 

195 60.8 25 50.0 222 59.4 

100-200% 
FPL 

64 19.9 14 28.0 78 20.9 

200-300% 
FPL 

23 7.2 5 10.0 28 7.5 

More than 
300% FPL 

10 3.1 4 8.0 15 4.0 

Unknown 29 9.0 2 4.0 31 8.3 
* Three respondents have a jurisdiction that is unknown. 

Annual income was 
below 100 percent FPL 
for 60.8 percent of 
Baltimore City residents 
surveyed, but just 50 
percent of counties 
residents surveyed had 
the same income level. 
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This variable, used in conjunction with age, can tell us a great deal about the number of current Ryan 
White clients who will have or be eligible for either government-sponsored or subsidized insurance 
beginning in 2014. This will be examined in a later section.  
 
4.8 Health Insurance 
 
Though the basic idea of having insurance to cover medical expenses is not complex, it is exceedingly 
difficult for people in the United States to understand plan and coverage options, premiums, co-payments, 
and provider networks, among other things. The consumer survey asked respondents questions regarding 

whether they had health insurance and, if so, what type of insurance 
coverage. The responses to the latter question illustrate quite well the 
difficulty people have with understanding their health insurance 
coverage, as a number of respondents stated having coverage under 
multiple insurance plans whose benefits cannot coexist for a single 
person. For example, one respondent stated that he or she had the 
following types of health insurance: Medicare, Medicaid, Maryland 

Health Insurance Plan (MHIP) and Primary Adult Care (PAC). This is not possible, as those who are 
eligible for Medicare are not eligible for MHIP or PAC, and those who are on Medicaid are not eligible 
for MHIP.  
 
Beginning January 1, 2014, the health insurance landscape will become vastly different. More people will 
be eligible for Medicaid, the PAC program will cease to exist, some in the private market will be eligible 
for federal tax credits to help purchase insurance, and many will have health insurance benefits for the 
first time in their lives. The responses to health insurance questions in the consumer survey illustrate the 
importance of consumer education to the success of health care reform.  
 
Table 4.4 shows health insurance coverage by type for those living with HIV/AIDS in the EMA, as stated 
by the consumers themselves. In 2013, 38.2 percent of respondents stated that they had Medicaid; this 
represents the largest coverage percentage for any single insurance type. Medicaid represented the most 
common response from those who live in Baltimore City (39.3 percent), but only the second most 
common response among counties respondents (36.0 percent). We anticipate a large increase in the 
percentage of Medicaid recipients in 2014, and in preparation, we will make projections in a later section 
regarding the future coverage of those with HIV/AIDS in the EMA.  
 

Table 4.4 
 

Health Insurance Coverage by Type 
City (n=321) Counties (n=50) EMA (n=374)* Response 

n % n % n % 
Medicaid 126 39.3 17 34.0 143 38.2 
Medicare 117 36.4 18 36.0 136 36.4 
MHIP 23 7.2 6 12.0 30 8.0 
PAC 58 18.1 8 16.0 66 17.6 
VA 2 0.6 2 4.0 4 1.1 
Private 34 10.6 7 14.0 42 11.2 
None 19 5.9 1 2.0 20 5.3 
Donʼt Know 4 1.2 0 0 4 1.1 
Other 42 13.1 6 12.0 49 13.1 
*Three respondents have a jurisdiction that is unknown. 

 
Medicare, or insurance for the elderly and those with certain disabilities, was the second most commonly 
held insurance in the EMA. Of both EMA and Baltimore City respondents, 36.4 percent of people said 
they had Medicare. Surrounding counties residents had a slightly higher Medicare rate, with 36.0 percent 
of respondents stating that they had this type of insurance. Medicare was the most frequent insurance type 

In 2014, there is expected 
to be a large increase in 
the percentage of Ryan 
White clients who are 
Medicaid recipients. 
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among counties residents. Behind Medicaid and Medicare, there was a significant drop in the percentage 
of respondents in the EMA receiving the various other types of insurance coverage.   
 
PAC was the third most commonly held insurance type in all jurisdictions in 2013: 18.1 percent in 
Baltimore City, 16.0 percent in the counties and 17.6 percent in the EMA. PAC enrollment closed in 
December 2013, and in 2014 the PAC program will disappear entirely, as its recipients automatically 
transition into expanded Medicaid starting on January 1, 2014 (MMA 2013). MHIP, a health insurance 
plan that was established under ACA as a temporary method to provide comprehensive coverage to 
Marylanders with pre-existing conditions, was held by 7.2 percent of Baltimore City respondents, 12.0 
percent of counties respondents and 8.0 percent of respondents in the full EMA (MHIP 2013). While 
MHIP enrollment was suspended in March 2013, those who currently receive MHIP benefits will 
continue to be able to do so until the program is phased out, the timeframe for which is currently 
undetermined.  
 
Though a significant portion of the overall health insurance market is comprised of private plans, the 
proportion of PLWH/As in the Baltimore EMA covered by these types of plans is lower than the general 
population due in large part to the low income and job stability issues faced by many with HIV/AIDS. In 
2012, it was estimated that 73.4 percent of all Marylanders had private health insurance (Pearce 2013). 
Among consumer survey respondents, the private insurance rate was significantly lower: 10.6 percent in 
Baltimore City, 14.0 percent in the counties and 11.2 percent in the EMA.  
 
Only four respondents in the entire EMA noted receiving Veteran’s Affairs (VA) health benefits, 
accounting for just 0.6 percent of Baltimore City respondents, 4.0 percent of county respondents and 1.1 
percent of respondents EMA-wide. Twenty respondents in the EMA stated that they do not have health 
insurance, and all but one of those respondents lives in Baltimore City, accounting for 5.9 percent of 
respondents in the city, 2.0 percent of respondents in the county and 5.3 percent of all respondents. The 
remaining responses to health insurance coverage fell under the “don’t know” or “other” categories and 
further confirmed the confusion of many when it comes to their health insurance benefits. 
 
4.9 Medication Coverage 
 
For those living with HIV/AIDS, health maintenance requires an extensive and expensive pharmaceutical 
regimen. The average annual cost for HIV medical care is $28,832, a large portion of which is due to 
medication expenses (Holtgrave, Hall, Wehrmeyer and Maulsby 2012:4). Although these medications are 
financially draining, when taken properly, they allow many HIV-positive individuals to live long and 
relatively normal lives.  
 
Today, medication costs can be a significant burden for all people without some form of assistance; this is 
especially true for those living with HIV/AIDS. The consumer survey asked respondents how they paid 
for their medication, and these data are detailed in table 4.5. The totals for each jurisdiction do not equal 
100 percent because respondents were allowed to select more than one type of payment. This information 
provides a better understanding of the need for different types of pharmaceutical assistance under Ryan 
White.  
 
The Maryland AIDS Drug Assistance Program (MADAP), which is administered through Ryan White 
Part B, was the most frequently utilized type of medication payment in all jurisdictions in 2013, as 32.7 
percent of Baltimore City respondents, 48.0 percent of counties respondents and 34.8 percent of 
respondents EMA-wide used it. Medicaid was the second-most widely used type of medication payment, 
with usage percentages as follow: 32.1 percent in Baltimore City, 24.0 percent in the counties and 30.7 
percent EMA-wide. Because Medicare insurance coverage was higher in the counties than the city, we 
would expect to see a higher Medicare medication payment rate in the counties as well. Like Medicaid,  
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Medicare was used by 24.0 percent of counties respondents for medication payments, higher than 
Baltimore City (21.5 percent) or the full EMA (21.7 percent). Sixty respondents in the EMA (16.0 
percent) stated “other” as a method of payment for medication. Of those 60 respondents, 25 specifically 
listed Ryan White as the other form of payment. Various other medication payment methods, which 
included clinical trials, free samples, MHIP and self-payment, each accounted for less than 10 percent of 
the respondents’ pharmaceutical payment methods. One respondent did not know how his or her 
medication costs were covered. Perhaps most interesting of the data gathered under types of medication 
payment were those related to those who stated they had never had pharmaceutical care for their 
HIV/AIDS. In total, 33 respondents in the EMA stated they had never received pharmaceutical care for 
their HIV/AIDS and, of those 33 respondents, 29 resided in Baltimore City. This suggests an unmet need 
for pharmaceutical assistance in the EMA. 
 

 
4.10 Time in HIV Medical Care 
 
The provision of specialized primary medical care for HIV-positive persons is critical to positive care 
outcomes. The longer a person is in care, the more likely he or she is to stabilize in his or her disease 
progression and care, according to HRSA’s continuum-of-care model, which is used in the EMA’s 
comprehensive plan for patient care (IGS 2012). For this reason, consumer survey participants were asked 
how long they had been engaged in HIV care. Respondents were asked to choose time in care by intervals 
of six months ranging from less than six months to over one year. Clients also had the option of 
answering that they had never been in care in the 2007 and 2013 surveys; this option was not available to 
respondents in 2004 or 2010. 
 
As seen in figure 4.8, the majority of respondents (86.6 percent) had been in care for more than 1 year in 
2013. Respondents in care for less than 6 months represented the next largest group, at 7.0 percent of 
clients surveyed. Clients in care for between 6 months and 1 year represented 5.4 percent of respondents, 
and those that have never received HIV medical care represented 0.5 percent of respondents. An 
additional 0.5 percent of clients did not answer this question. 
 

Table 4.5 
 

Medication Payment by Jurisdiction 
Baltimore City (n=321) Counties (n=50) EMA (n=374)* Response 

n % n % n % 
Clinical trials 3 0.9 0 0 3 0.8 
Never had care 29 9.0 4 8.0 33 8.8 
Do not know 1 0.3 0 0 1 0.3 
Free samples 1 0.3 0 0 1 0.3 
MADAP 105 32.7 24 48.0 130 34.8 
Medicaid 103 32.1 12 24.0 115 30.7 
Medicare 69 21.5 12 24.0 81 21.7 
MHIP 13 4.0 5 10.0 19 5.1 
Self 8 2.5 3 6.0 11 2.9 
Skip 3 0.9 0 0 3 0.8 
Other 54 16.8 6 12.0 60 16.0 
PAC 36 11.2 7 14.0 43 11.5 
Private insurance 35 10.9 10 20.0 46 12.3 
Provider 5 1.6 0 0 5 1.3 
VA 5 1.6 2 4.0 7 1.9 
Vouchers 14 4.4 3 6.0 18 4.8 
*Three respondents have a jurisdiction that is unknown. 
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Over time, the number of respondents captured in each interval of time has remained somewhat constant. 
In 2004, 3.3 percent of respondents had been in care for less than 6 months. Those in care for less than 6 
months decreased from 6.6 percent to 4.2 
percent between 2007 and 2010, but 
climbed to 7.0 percent of all respondents 
in the 2013 survey. The percentage of 
clients in care between 6 months and 1 
year was highest in 2007, representing 6.0 
percent of responses. This decreased to 5.2 
percent in 2010 and increased slightly to 
5.4 percent in 2013, which was the same 
as the 2004 percentage. Throughout the 4 
survey years, clients in care for 1 year or 
more were the most represented, with 86.2 
percent of respondents having been in care 
at least this long in 2004. The percentage 
of respondents in care more than a year 
declined to 84.1 percent in 2007. This 
increased to 87.0 percent in 2010 but 
decreased slightly to 86.6 percent in 2013. 
Between 2007 and 2013, the percentage of 
respondents who said they had never been 
in care decreased. In 2007, 2.5 percent of 
clients were never engaged in care; this 
decreased to 0.5 percent in 2013. “Never 
in care” was not an option in the 2004 or 
2010 surveys. Finally, those who gave no response fluctuated throughout the survey periods, with 0.8 
percent skipping the question in 2007. This percentage increased to 3.7 percent in 2010 and decreased to a 
low of 0.5 percent in 2013 (IGS 2005:17, IGS 2007:22, IGS 2011:25).  
 
4.11 Time Between HIV Diagnosis and Medical Care 
 
Early engagement in HIV care can improve long-term health outcomes and prevent further disease 
transmission when anti-retroviral medications (ART) are used as part of the course of care (ONAP 2011). 
Even so, the diagnosis of HIV or AIDS can be a difficult, life-changing event. Fear and anger caused by 
the news, as well as the stigma that still surrounds HIV/AIDS, can keep newly diagnosed PLWH/As from 
engaging in medical care. Recent estimates suggest that over 27 percent of HIV-positive individuals 
(approximately 4,450 people) in the Baltimore EMA are not linked to medical care. Linkage to care is 
defined as having CD4 and viral load tests within 3 months of diagnosis. Furthermore, approximately 
4,074 PLWH/As (about 35 percent) who are linked to care are not 
retained in care, defined by having a CD4 test within the past year 
(Flynn 2013). 
 
Because of the effect on health outcomes caused by waiting for care, 
the consumer survey asked PLWH/As interviewed about the time that 
passed between their HIV diagnosis and their engagement in HIV care. 
Respondents were asked to choose a time interval of less than 1 month, 1 to 6 months, 6 to 12 months, or 
over 1 year. Figure 4.9 shows the percentage of respondents for each time interval. Over half of those 
interviewed in 2013 (52.4 percent) accessed care less than 1 month after diagnosis. An additional 15.8 
percent of clients accessed care within 1 to 6 months of their diagnosis. Those who received care between 
6 months and 1 year from diagnosis represented the smallest group, at 9.4 percent of respondents, but 

 

In 2013, 86.6 percent of 
survey respondents had 
been in primary medical 
care for more than 1 year. 
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those who received care over 1 year from their date of diagnosis were the second largest group, at 19.3 
percent of respondents. 
 
Over time, the percentage of respondents who accessed care in less than 1 month from time of diagnosis 
dropped. In 2007, 57.9 percent of PLWH/As interviewed accessed care in this time period, which was a 
small increase over the 57.1 percent of respondents who accessed care in this time frame in 2004. Those 

who accessed care in less than 1 month 
decreased to 52.5 percent in 2010 and 
52.4 percent in the 2013 survey. In 2004, 
the percentage of clients receiving care 
within 6 months of diagnosis was 14.4 
percent. This declined slightly to 13.6 
percent of respondents in 2007. Since that 
time, the number of clients receiving care 
within 6 months of diagnosis has steadily 
increased, from 13.6 percent in 2007 to 
13.9 percent in 2010 to 15.8 percent in 
2013. Clients waiting longer for care have 
also changed over time. Clients who 
accessed care between 6 months and 1 
year out from diagnosis have steadily 
increased over the survey periods, from 
0.2 percent in 2004 to 7.0 percent in 2007 
to 8.3 percent in 2010 and 9.4 percent in 
2013. In 2004, 17.7 percent of survey 
respondents first sought care more than 1 
year after diagnosis. The proportion of 
clients waiting more than 1 year from 
diagnosis to care continued to increase 
from 19.7 percent to 21.7 percent between 

2007 and 2010, before there was a decline to 19.3 percent of respondents in 2013 (IGS 2005:18, IGS 
2007:23, IGS 2011:25). 
 
The number of respondents waiting for care for over six months from diagnosis is concerning. In the past 
few years, there has been an increased focus on immediate linkage to care. Public health documents, such 
as the National HIV/AIDS Strategy, encourage stronger mechanisms to link clients to care as close to time 
of diagnosis as possible (ONAP 2010). Locally, the EMA’s 2012 to 2015 Comprehensive Plan for 
Service Delivery stresses the importance of prevention and engagement strategies to get and keep 
PLWH/As in care (IGS 2012). Within the Ryan White care system, there has been an increase in the 
number of clients contacted through outreach efforts that have engaged in care. According to the FY 2012 
12-month expenditure and service delivery (ESD) report for Part A funding in the EMA, nearly all (99 
percent) of HIV-positive clients encountered during outreach efforts were referred to HIV primary care. 
Approximately 80 percent of HIV-positive clients encountered knew their status and had not received 
primary care or were not engaged in care for longer than 6 months (BCHD 2013a). 
 
While public health policies outline the need for early engagement in care and efforts are being made in 
the EMA to do so, other factors keep clients out of needed HIV care. Barriers such as lack of insurance 
and the cost of care, cultural misunderstanding and social stigma all influence an individual’s decision to 
engage in or avoid care (IGS 2012). Chapter 5 also discusses barriers to primary medical care faced by 
survey respondents. These barriers may shed light on the gap between policy, performance and results 
with regard to the time taken by patients to engage in HIV care. 
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4.12 T-cell and Viral Load Count 
 
Since HIV is a retrovirus that compromises a person’s ability to fight off sickness, it is essential that 
medical professionals monitor the amount of virus in a patient’s system and its effect on his or her 
immune system. This is done through monitoring the T-cell count and viral load present in a patient’s 
blood. A T-cell test (also called a CD4 count test) monitors the number of CD4 T-cells (a type of white 
blood cell) in a cubic millimeter of a patient’s blood. These cells are essential to fighting off disease. In 
general, the higher the T-cell count, the less the HIV infection is effecting a patient’s immune system. A 
viral load (VL) test measures the number of copies of the HIV virus present in a cubic millimeter of 
blood. Fewer copies of the virus present during a VL test indicate that the patient’s body is suppressing 
the proliferation of the virus. Patients with a high viral load are also more likely to spread the disease to 
others. 
 
The T-cell and VL tests monitor disease progression and indicate when a patient should consider using or 
changing HIV medications. The normal CD4 count in a healthy person ranges from 500 to 1,000 cells per 
cubic millimeter of blood. According to national guidelines, once a person’s T-cell count drops below 350 
cells per cubic millimeter of blood, HIV medication should be considered. A T-cell count of below 200 
cells per cubic millimeter of blood is one of the qualifications for a diagnosis of AIDS (HHS 2010). 
Generally, if a person’s CD4 cell count is high, his or her viral load will be low. The viral load in a virally 
suppressed patient can be so low that it is not picked up by the VL test; this result is called being 
“undetectable” and happens when the viral load is under 40 to 75 copies per cubic millimeter of blood, 
depending on the type of test used (HHS 2009). 
 
Knowing one’s CD4 count and viral load is an important part of patient education and self-care. For the 
purposes of this survey, the T-cell and viral load counts serve as an indicator of both patient knowledge 
and of overall patient health. 
 
4.12.1 T-cell Count 
 
During the survey, the respondents were asked to describe their last T-cell test results by indicating an 
interval values. These responses not only collect information on the actual T-cell count, but also on a 
patient’s health literacy. The non-numeric responses suggest levels of knowledge ranging from a client 
not knowing basic information about HIV health to knowing about their health but not recalling their 
health information. 
 
Figure 4.10 shows the survey responses for T-cell count. The largest percentage of respondents (36.9 
percent) had T-cell counts over 500. In terms of numeric responses, the percentage of respondents 
decreases as the T-cell count decreases. The second largest percentage was 25.4 percent, from 
respondents who had T-cell counts between 201 and 500. Another 5.4 percent of respondents had counts 
between 51 and 200, and 2.7 percent had counts between 0 and 50. As far as non-numeric responses, the 
highest percentage of respondents (18.7 percent) indicated they did not remember their T-cell count, 
followed by clients that did not know their T-cell count at 10.2 percent. Although these two responses are 
similar, there are important nuances — the former indicates that respondents are more aware of their test 
outcomes than the latter, which may indicate a lack of knowledge about the test and their results. Of those 
that responded, a mere 0.3 percent indicated that they did not know what was meant by T-cell count. An 
additional 0.5 percent of survey takers did not respond to this question. No one taking the survey 
indicated that they had never had a T-cell test performed. 
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Inquiries about T-cell count were introduced to the consumer survey in 2010, so no data are known about 
this item from the 2007 survey period. Figure 4.10 shows the results for both the 2010 and 2013 survey 
periods. In terms of numeric responses, the percentage of clients with T-cell counts over 500 increased 

between 2010 and 2013, while other 
values decreased or stayed the same. 
Respondents indicating a T-cell count 
over 500 increased from 33.8 percent to 
36.9 percent, while the percent of T-cell 
counts between 201 and 500 decreased 
from 26.0 percent to 25.4 percent. 
Respondents who had counts between 51 
and 200 decreased from 6.4 percent in 
2010 to 5.4 percent in 2013, and those 
with counts between 0 and 50 stayed level 
at 2.7 percent from 2010 to 2013. When 
looking at non-numeric responses, there 
was a large increase in the percent of 
respondents who did not remember their 
T-cell count — this group increased from 
13.8 percent of respondents in 2010 to 
18.7 percent of respondents in 2013. All 
other non-numeric responses decreased 
between the two periods. Those 
respondents who did not know their T-cell 
count decreased from 15.8 percent in 2010 
to 10.2 percent in 2013, and those who did 
not know what the question was asking 

dropped from 0.4 percent to 0.3 percent in the same time period. In 2010, 0.3 percent of respondents 
indicated that they had never had a T-cell test performed, while all 2013 respondents who answered had 
had a T-cell test done. The percent of clients who did not respond to the question also decreased, from 0.9 
percent in 2010 to 0.5 percent in 2013 (IGS 2011:27).  
 
Based on these data, a higher percentage of respondents had “healthy” T-cell counts in 2013 than in 2010, 
based on the federal guidelines discussed previously. More people responded that their T-cell levels were 
over 500 in the 2013 survey, indicating the possibility of better health outlooks. The sharp drop in 
numbers between those responses under 200 also supports this, as those who have a CD4 count of under 
200 are within the range that, in part, defines AIDS infection. In 2010, 9.1 percent of respondents had 
counts under 200, while 59.8 percent had counts over 200. For these answer options, respondent 
percentages changed to 8.1 percent and 62.3 percent, respectively, in 2013. This does not necessarily 
mean that fewer clients are AIDS defined, as more than T-cell count determines a diagnosis of AIDS. 
 
In terms of the non-numeric responses, while fewer respondents claim not to remember their T-cell count 
versus not knowing their count, there is little difference between the aggregate of these responses between 
survey periods. In 2010, a total of 29.6 percent of respondents answered either “I do not remember” or “I 
do not know” to this question; in 2013, 28.9 percent did. While there was a slight decrease in these 
responses comparatively, a significant percentage of respondents were not able to answer with a 
numerical response.  
 
4.12.2 Viral Load 
 
The survey also asked respondents to recall their last viral load count. As discussed previously, low VL 
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numbers indicate better health outcomes. The majority of respondents (64.2 percent) indicated they had 
undetectable viral load counts, as shown in figure 4.11. As the VL levels increased, the percentage of 
responses decreased: 6.4 percent of 
respondents indicated a VL level of less 
than 5,000; 3.5 percent had a viral load 
between 5,000 and 20,000; 1.9 percent 
had a VL between 20,001 and 100,000; 
and 0.5 percent had a VL over 100,000. 
The non-numeric responses showed that 
14.7 percent of respondents did not 
remember the results of their last viral 
load test and 7.8 percent did not know 
their results. An additional 0.8 percent of 
respondents did not know what the 
question meant, and 0.3 percent did not 
respond. No clients indicated that they had 
never been given a viral load test. 
 
Like T-cell count, inquiries on client viral 
load were only asked during the 2010 and 
2013 survey periods. More respondents 
indicated an undetectable viral load in 
2013 (64.2 percent) than in 2010 (53.1 
percent). This trend was also seen with 
viral loads between 5,001 and 20,000, 
which increased from 3.3 percent to 3.5 
percent between the 2010 and 2013. All other numerical responses decreased between 2010 and 2013: VL 
less than 5,000 decreased from 8.2 percent to 6.4 percent; viral loads between 20,001 and 100,000 
decreased from 3.4 percent to 1.9 percent; and viral loads of more than 100,000 decreased from 1.5 
percent to 0.5 percent. Looking at non-numeric responses, the percentage of respondents that indicated 
that they did not remember their viral load was the only response to increase over time. In 2010, 10.9 
percent of respondents chose this answer, while 14.7 percent responded with this in 2013. Respondents 
who did not know their viral load decreased from 17.1 percent in 2010 to 7.8 percent in 2013, and those 
who did not understand what the question was asking fell from 1.0 percent to 0.8 percent in the same time 
period. Those who were never tested fell from 0.3 percent in 2010 to no respondents in 2013. The number 
of respondents who did not answer this question also fell from 1.5 percent to 0.3 percent between 2010 
and 2013 (IGS 2011:28).  
 
Much like T-cell count, clients interviewed in 2013 showed more positive health outcomes than those in 
the previous survey. More than half of respondents indicated an undetectable viral load in 2013. More 
respondents were able to give a VL range than those who could give their last T-cell count, indicating that 
viral load count may be an easier concept to understand than T-cell count. The use of the indicator 
“undetectable” rather than a numerical result may also have increased the respondents who were able to 
give a viral load count, as a client may be more likely to remember the phrase rather than the actual 
number of viruses present during a blood test. 
 
4.13 Rapid Plasma Reagin Testing 

The consumer needs assessment asked participants to report the types of tests that primary care physicians 
may have performed during their routine care. One of the tests asked about was the rapid plasma reagin 
(RPR) test, which is a screening test for syphilis. Testing for syphilis in the HIV-positive community is 
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essential because chancre sores present 
during the primary stage of syphilis can 
increase the likelihood of transmission of 
HIV by two- to five-fold. Syphilis 
infection also increases an HIV-infected 
person’s viral load, making the virus more 
dangerous to the person infected and 
increasing the risk of transmission to 
someone else (CDC 2012).   

Figure 4.12 shows EMA-wide responses 
to whether a PLWH/A had received an 
RPR test within the last 12 months. Of 
these respondents, 44.4 percent did not 
have RPR testing performed in the last 
year, while 41.2 percent of respondents 
did have this test. An additional 14.2 
percent of respondents did not know if 
they had this test done, and 0.3 percent 
did not respond to the question. From a 
prevention perspective, the number of 
participants that did not have the test is 
concerning because syphilis co-infection 

can make it easier to transmit the HIV virus. The results indicate that more education about regular 
syphilis testing should be provided to the HIV-positive community in particular. Primary care service 
providers should also be aware of the importance of RPR testing and offer this test when appropriate.  

4.14 Immigration Status 

In the 2013 consumer survey, a question was added that asked respondents about their immigration status. 
While this subject can be touchy for those not in the country legally, interviewers assured respondents 

that information they 
provided would be kept 
confidential. Immigration 
status is not used as a 
determinant of eligibility for 
Ryan White services, though 
it is a determinant for 
Medicaid and other state and 
federally funded health 
plans. By determining the 
immigration status of survey 
respondents, we were able to 
identify individuals who are 
eligible for Ryan White but 
may not be eligible for other 
services. Individuals who are 

not U.S. citizens may also have needs that are different from those of other respondents. 

Table 4.6 shows the immigration status of survey respondents, as reported by the respondents themselves. 
Keep in mind that these responses were not verified in any way, so these data, like all provided in the 
survey, were reliant on the truthfulness of respondents. Of the 374 survey respondents, 364 (97.3 percent) 

Table 4.6 

Respondents in the EMA by Immigration Status 

Immigration Status n (EMA= 374) % 

U.S. Citizen 364 97.3% 

Temporary Visa 2 0.5% 

Wholly Undocumented 1 0.3% 

Permanent Resident 1 0.3% 

No Answer 4 1.1% 

Do Not Know 2 0.5% 
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identified as U.S. citizens. Four respondents (1.1 percent) gave no response to this question. One 
respondent stated that he or she was a permanent resident of the U.S., and two respondents stated that 
they were here on temporary visas. Only one respondent stated that he or she was a wholly undocumented 
person in the United States. The remaining two survey respondents stated that they did not know their 
immigration status. Based on how few respondents self-identified as non-U.S. citizens, it would be 
difficult to go into detail about the service needs of the undocumented population in the Baltimore EMA. 
Therefore, this report contains no further analysis of the needs of non-citizens. 
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5. Service Demand and Unmet Need 
 
The main purpose of this survey is to understand the demand, unmet demand and barriers to care for Ryan 
White services in the Baltimore EMA, so PLWH/As get the best treatment possible. HRSA mandates that 
all planning councils conduct a needs assessment of this type (HRSA 2013a). The 2013 consumer survey 
examined every service category eligible for funding in the EMA, regardless of whether or not it is 
currently funded. This chapter shows where any shortfalls and gaps exist in the current care system in the 
EMA. 
 
5.1 Overall Service Demand and Unmet Need in the EMA 
 
At minimum, each service-category section in the 2013 consumer survey sought answers to questions 
regarding whether a service was needed by the consumer, whether the consumer had used a service in the 
past year and, in cases of unmet need, why the consumer was not receiving the service. For the purposes 
of this report, “service demand” refers to a response of “yes” to the question of need for a particular 
service category, indicating that the person believes he or she needs the service. “Unmet demand” is 
determined by a response of “yes” to the question of need for a service and a response of “no” to whether 
or not the service has been received in the past year. “Barriers to care” are the reasons given for why a 
respondent was unable to obtain a needed service.  
 
Survey responses were the answers reported by consumers themselves, “warts and all.” As this is the 
case, it is important to note that one’s personal opinion regarding service need may diverge from the 
opinion of a medical professional. In addition, consumers may have reported a need for a service for 
which they were not eligible based on Ryan White standards of care. Having noted these caveats, we feel 
the information contained herein provides a reasonable assessment of the service requirements of 
PLWH/As in the Baltimore EMA. 
 
5.1.1 Service Demand in the EMA 
 
In 2013, the 374 respondents to the consumer survey were asked about their need for all of the allowable 
service categories. Figure 5.1 illustrates both the percentage and number of respondents who reported a 
demand for each service category in 2013.  

 
As anticipated, the most demanded service in the EMA was primary 
medical care, with 358 of 374 respondents (95.7 percent) reporting a 
need for this service. Though medical professionals would argue that 
everyone needs primary medical care, it is important to distinguish 
provider opinion from consumer opinion for planning purposes. The 
second most demanded service was AIDS pharmaceutical assistance, 

for which 91.4 percent of respondents (342 people) reported a need. The category of AIDS 
pharmaceutical assistance is not funded as a stand-alone category in the Baltimore EMA, but 
pharmaceutical assistance is addressed in other ways. This will be discussed more in section 5.2.10, 
which offers a more in-depth look into this service. Medical case management and oral health were the 
third and fourth most demanded services in the EMA in 2013, garnering 83.4 and 82.6 percent demand, 
respectively. Following the 4 aforementioned categories, there was a large drop in demand per category 
from the 82.6 percent need for oral health to the 68.4 percent demand for both emergency financial 
assistance (EFA) and health insurance premiums, which had the next highest demand.  
 
On the opposite end of the demand spectrum, 5 categories were demanded by fewer than 10 percent of 
respondents. Permanency planning, a category that is not funded in the EMA, was listed by 19 

Between 2010 and 2013, 
there was only one change 
in the categories that 
comprised the top 10 most 
demanded services. 
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respondents (5.1 percent) as a service they need. HRSA now addresses permanency planning through the  
legal services category, which is currently funded in the Baltimore EMA. Ten respondents in the EMA 
(2.7 percent) listed a need for child-care services. Linguistic services, hospice care and respite care were 
each needed by fewer than 10 respondents, with service demands of 1.9 percent, 1.3 percent and 0.3 
percent, respectively. Of those three services, only hospice care is currently funded as a category in the 
Baltimore EMA.  

Table 5.1 shows a comparison of the 10 most demanded services in the EMA in 2010 and 2013. Between 
2010 and 2013, there was only one change in the categories that comprised the top 10 most demanded 
services. In 2010, medical nutrition therapy was the tenth most demanded service, but referral services 
claimed the tenth spot in 2013. In both 2010 and 2013, primary medical care and AIDS pharmaceutical 
assistance were the two most demanded services. Oral health and medical case management were the 
third and fourth most demanded services in 2010. The demand percentage for both of these services was 
higher in 2013 than in 2010, but their ranking was reversed. The categories that comprised the fifth 
through ninth most demanded category slots in 2010 and 2013 (emergency financial assistance, health 
insurance premiums, mental health, non-medical case management and medical transportation) were the 
same, with changes only to their ordering amongst themselves. Overall, the demand percentage for the top 
10 most demanded service categories increased from 2010 to 2013 (IGS 2011:30).  
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5.1.2 Unmet Service Demand in the EMA 
 
Those who felt they had a need for a service but did not receive that service comprise the number of 
people with an unmet demand for each service category. There are two ways to look at unmet demand: 
the raw number of people with an unmet need or the percentage of people with an unmet need. Both are 
important due to the variation in number of people who need each service. The unmet service demand 

percentage was calculated by dividing the number of respondents who 
said they needed but did not receive a service by the total number of 
respondents who listed a need for the service. The unmet service 
demand for each category in 2013 is shown in figure 5.2. 
 

In 2013, unmet demand was less than 30 percent for 25 of the 30 service categories. One service category, 
respite care, had no unmet demand. Primary medical care, AIDS pharmaceutical assistance and medical 
case management, the three categories with the highest service demand, had very low unmet demands of 
1.1 percent, 3.2 percent and 3.5 percent, respectively. This ratio of high demand to low unmet need is 
what we would hope to see for core service categories. Two categories, treatment adherence for 
medications and treatment adherence for appointments, each had 5.1 percent unmet demand. Unmet 
demand was also 10 percent or less for the substance abuse treatment and mental health categories.  
 
Five service categories had an unmet demand that was greater than 40 percent of those who needed the 
service. The housing category had an unmet demand of 41.9 percent. Unmet demands of at least 60 
percent were present in 3 categories: child care (60.0 percent), legal (61.5 percent) and permanency 
planning (63.2 percent). By percentage, the highest unmet demand was for the hospice category, which 
had an unmet demand of 80.0 percent.  
 
When considered in terms of raw numbers (also shown in figure 5.2), there are some changes to the 
categories with the highest and lowest unmet demand. For 9 service categories, fewer than 10 people had 
a service need that was unmet. Those categories were respite care, primary medical care, treatment 
adherence for medication, treatment adherence for appointments, substance abuse treatment—outpatient, 
substance abuse treatment—residential, linguistic services, child care and hospice care. More than 60 
people had an unmet need in 5 service categories: medical transportation (64 people), legal (67 people), 
emergency financial assistance (70 people), oral health (77 people) and housing (80 people). Of these 
categories, only oral health is a core medical service, but all five are funded service categories in the 
Baltimore EMA. With that in mind, the barriers to care will be discussed in the sections of this report 
dedicated to each of these services.  
 
 

Table 5.1 
Most Demanded Services 

 2010 2013 
Ranking Service Category Demand 

Percentage 
Service Category Demand 

Percentage 
1 Primary Medical Care 100%* Primary Medical Care 95.7% 
2 AIDS Pharmaceutical Assistance 84.3% AIDS Pharmaceutical Assistance 91.4% 
3 Oral Health 79.5% Medical Case Management 83.4% 
4 Medical Case Management 77.7% Oral Health 82.6% 
5 Non-Medical Case Management 68.8% Emergency Financial Assistance 68.4% 
6 Emergency Financial Assistance 64.2% Health Insurance Premiums 68.4% 
7 Mental Health 58.3% Mental Health 63.9% 
8 Medical Transportation 55.6% Non-Medical Case Management 63.4% 
9 Health Insurance Premiums 53.9% Medical Transportation 62.6% 
10 Medical Nutrition Therapy 51.7% Referral Services 53.7% 
*The 2010 consumer survey assumed all PLWH/As needed primary medical care. 

One service category, 
respite care, had no unmet 
demand. 
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Table 5.2 
Highest Unmet Demand by Percentage 

 2010 2013 
Ranking Service Category Unmet 

Demand 
Service Category Unmet 

Demand 
1 Permanency Planning 91.4% Hospice 80.0% 
2 Child Care 6+ 90.0% Permanency Planning 63.2% 
3 Child Care <6 86.1% Legal Services 61.5% 
4 Legal Services 80.8% Child Care 60.0% 
5 Respite Care 77.8% Housing 41.9% 
6 Linguistic Services 58.8% Home Health 29.8% 
7 Rehabilitation Services 58.6% Linguistic Services 28.6% 
8 Housing 53.4% Food Bank 28.2% 
9 Home Health 52.5% Medical Transportation 27.4% 
10 Home and Community Health 47.1% Emergency Financial Assistance 27.3% 
*Note that the raw number of people needing these services may be very small.  

 
Compared to the 2010 consumer survey, the 2013 consumer survey showed an overall decline in unmet 
demand percentage. Table 5.2 shows the 10 categories with highest unmet demand percentages in 2010 
and 2013. The category with the fourth highest unmet demand percentage in 2010, legal services at 80.8 
percent, still had a higher unmet demand percentage than the category with the highest percentage in 
2013, hospice at 80.0 percent. Also, in 2010, none of the top categories had an unmet demand percentage 
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lower than 40 percent, but this was true of the categories with the sixth through tenth highest unmet 
demand percentages in 2013. This suggests that the Baltimore EMA has made significant strides to meet 
service demand in the past three years. Four categories with highest unmet demand in 2013 (hospice, food 
bank, medical transportation and EFA) were not on the list in 2010 (IGS 2011:33). As all four of these 
categories are funded in the EMA, it is important to understand the barriers to receiving these services. 
This will be addressed in the sections discussing these service categories. Among the highest unmet 
demand categories in 2013, only hospice and home health are core medical services. Home health is not 
funded as a category in the Baltimore EMA. 
 

As previously mentioned, a high unmet demand percentage does not necessarily mean that a large number 
of respondents did not receive the service. Instead, the percentage is based on the number of people who 
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actually need a service, which in fact may be very small. For this reason, it is important to look at the 
unmet demand for each category in context. Figure 5.3 provides a comparison of service demand and 
unmet service demand for each category in 2013.  
 
For the service categories with the highest demand, there is an 
expectation of low unmet service demand. This indicates an efficient 
planning process. Aside from respite care, which was needed by one 
respondent and had no unmet demand, primary medical care and AIDS 
pharmaceutical assistance had the lowest unmet demand of any service 
category. These are also the two categories with the highest demand, so 
the low unmet demand percentages are as anticipated. However, the 
same was not true for all categories with high demand. Three hundred 
nine respondents demanded the oral health service category, yet 77 of 
those (24.9 percent) had an unmet need in the category. Similarly, 256 respondents listed a need for 
emergency financial assistance, and 70 of those (27.3 percent) had an unmet demand. For services needed 
by so many PLWH/As, oral health and EFA should have lower unmet demand. This suggests that there 
are barriers to care in these service categories, and the Baltimore EMA should consider allocating more 
financial resources to these categories in the future in order to meet demand.  
 
Compared to the demand for the service, there are three other service categories that have unmet need 
percentages that stick out. Medical transportation is a service that is needed by many PLWH/As in order 
to keep appointments with primary care physicians, specialists and other Ryan White service providers. 
Of those surveyed, 234 respondents felt they had a need for medical transportation, but 64 respondents 
(27.4 percent) did not feel that need was met. While unmet demand is high, medical transportation is a 
service that is expected to see some changes under the ACA implementation due to coverage from other 
funding streams. This will be discussed more in chapter 6. Although the service demand for these 
categories is not quite as high as some others, the housing and legal service categories have unmet 
demands that are disproportionate to service need. For housing, 191 respondents had a service demand, 
while 80 respondents (41.9 percent) had an unmet demand. In the legal services category, 109 
respondents stated a need for the service, but that need was unmet for 67 of them (61.5 percent). There are 
some known barriers for receipt of these services in the Baltimore EMA; the sections dedicated to these 
service categories will further explore these issues.  
 
Aside from the aforementioned categories, service demand versus unmet demand (shown in figure 5.3) 
was much as expected in the Baltimore EMA in 2013. Still, each service category presents a unique set of 
challenges to service delivery. The next section will address the observations for each service category. 
 
5.2 Service Demand and Unmet Demand by Category 
 
In order to provide more in-depth analysis of the service demand and unmet demand in the Baltimore 
EMA, this section looks at demand and unmet demand by service category.  
 
5.2.1 Outpatient Ambulatory Health Services 
 
Outpatient ambulatory health services (OAHS), referred to in the survey as primary medical care (PMC), 
include the basic medical care that all HIV-positive individuals need. OAHS includes primary medical 
care for the treatment of HIV/AIDS given by a doctor, physician’s assistant or nurse practitioner to 
PLWH/As in a clinic, doctor’s office or mobile van. This care includes medical exams, blood tests, 
prescriptions for medications, referral services and continued care and management of HIV. Overnight 
stays and emergency room visits are not included in this service (IGS 2013b:20). As with past surveys, 
respondents were asked to discuss not only their primary medical care experiences but also their need for 

Compared to the number 
of respondents who 
needed each service, 
unmet demand was high 
for oral health care (24.9 
percent) and EFA (27.3 
percent). 
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specialized care and obstetrics and gynecological services.  
 
5.2.1.1 Primary Medical Care 
 
Overall, 358 of the 374 respondents throughout the EMA indicated that they needed primary medical 
care; this represents 95.7 percent of respondents. Seventeen consumers felt that they did not need primary 
medical care (table 5.3). Of the 358 respondents with a need, only 4 clients did not receive it, which 
means only 1.1 percent of respondents had an unmet demand. All clients with an unmet demand lived in 
Baltimore City. Of the four respondents with an unmet need for primary medical care, one respondent 
each indicated that he or she did not know how to get the service, he or she did not need the service, and 
he or she did not want anyone else to know his or her HIV-positive status; one respondent with an unmet 
need skipped the question regarding the barriers to care that he or she faced.  
 

Table 5.3 
Primary Medical Care Service Demand and Unmet Demand 

Service Demand Unmet Demand 
Jurisdiction Respondents 

n % n % 
EMA 374 358 95.7% 4 1.1% 
Baltimore City 321 309 96.3% 4 1.3% 
Counties 50 47 94.0% 0 0.0% 
No Response 3 2 66.7% 0 0.0% 

 
In addition to asking respondents about their need for a service and their use of a service within the 12 
months prior to the survey, the 2013 consumer survey also asked respondents if they had ever received a 
service. Aside from the 354 respondents who had received primary medical care in the past year, 10 of 
374 respondents (2.7 percent) indicated that they had received primary medical care at some point in the 

past. Seven respondents (1.9 percent) stated that they had never 
received primary medical care. Regardless of when they had received 
the services, all respondents who had received services in each 
category were asked about the ease with which they were able to 
obtain the services. Among those who had received primary medical 
care, 13 respondents felt that it was either somewhat or very difficult to 
get this service. Twelve of these had received PMC in the past year, 
and one had received PMC at some point in the past. These 13 
respondents who experienced difficulty in getting PMC were asked 
about the barriers they faced to get this service. For the 12 respondents 
who had received PMC in the past year, the most common barriers 

were that they did not like the way they were treated (4 respondents), they felt it was too hard to apply (4 
respondents), they were never seen on time (3 respondents), and “other” (3 respondents). The one 
respondent who indicated that he or she had had difficulty accessing PMC at some point in the past stated 
that his or her barriers were that he or she only used this service when sick and did not want anyone to 
know about his or her HIV-positive status.  
 
Previous iterations of the consumer needs survey assumed that all clients interviewed needed primary 
medical care. While this is true in practice, the 2013 survey did not assume that the need for primary 
medical services is 100 percent. Rather, we examined unmet need based on the number of respondents 
who indicated they needed this service in their interview. This is because, while all PLWH/As may 
demonstrably need PMC, not all may believe this to be the case. The only way to document this is to ask 
them. Despite the assumption made about the need for primary care in previous years, the 2004, 2007 and 
2010 surveys did collect raw data from respondents on demand and unmet demand, allowing for 

For 12 respondents who 
had difficulty accessing 
PMC in the past year, the 
most common barriers 
were that they did not like 
the way they were treated, 
felt it was too hard to apply 
and were never seen on 
time.  
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comparative analysis. 
 
Over time, the service demand for primary medical care rose while the unmet demand for the service 
dropped (figure 5.4). In both 2004 and 2007, the demand for primary medical care was 91.8 percent (IGS 
2005:22, IGS 2007:31). Service demand rose from 91.8 percent of all respondents in 2007 to 92.7 percent 
of all respondents in 2010 (IGS 2007:31, IGS 2011:36). This trend continued in the most current survey, 
in which 95.7 percent of all respondents felt that they needed primary medical care. This increase is a 
positive development, as it indicates that 
more HIV-positive clients feel that they 
need medical care for their condition than 
in the past.  
 
The unmet demand for primary medical 
care has decreased over time. In 2004, 
2007 and 2010, 2.5 percent of respondents 
had an unmet demand for primary medical 
care (IGS 2005:22, IGS 2007:31, IGS 
2011:36). This decreased to a mere 1.1 
percent of respondents in 2013. This 
indicates that not only do more consumers 
feel they should seek care for their HIV, 
but those who are seeking care are better 
able to access it.  
 
5.2.1.2. Obstetrics and Gynecology 
 
In addition to primary medical care 
services, the outpatient ambulatory health 
services category included questions about 
obstetrics and gynecological (OB/GYN) 
services. OB/GYN services are defined as 
services provided strictly to females by 
medical professionals. All survey respondents were asked if they needed OB/GYN services; interviewers 
were trained to make no assumptions about a respondent’s sex based on appearance.  
 

Table 5.4 
OB/GYN Service Demand and Unmet Demand 

Service Demand Unmet Demand 
Jurisdiction Female 

Respondents n % n % 
EMA 137 69 50.4 4 5.8 
Baltimore City 117 59 50.4 4 7.9 
Counties 20 10 50.0 0 0.0 

 
Results were calculated based on the number of respondents who indicated that they were female, since 
only female clients need OB/GYN services. There was one transgendered client (female to male) who 
needed OB/GYN services, and these services had been received within the last year. EMA-wide, there 
were 137 female respondents, 69 (50.4 percent) of whom stated they needed OB/GYN services. Unmet 
demand for these services was 5.8 percent throughout the EMA, with 4 women needing the service but 
not receiving it. Table 5.4 shows these services by jurisdiction. There were 117 female respondents in 
Baltimore City, of whom 59 (50.4 percent) needed OB/GYN care. The unmet need for Baltimore City 
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was 7.9 percent, with 4 women not receiving these needed services. In the surrounding counties, 20 
women responded to the survey. Half of the respondents (50.0 percent) needed these services, and all who 
needed OB/GYN care received it, meaning unmet need for the counties was 0.0 percent.  

 
For the four respondents who had an unmet need for OB/GYN 
services, barriers to care were identified. One respondent indicated that 
she did not know the service was available. Two respondents selected 
“other” as their barrier to OB/GYN services.  
 
In addition to those who had received OB/GYN services in the year 
prior to the survey, nine respondents stated that they had received these 
services at some point in the past. Among those who had gotten 
OB/GYN services, four respondents, all of whom had received these 

services in the past year, felt it was either somewhat or very difficult to get these services. None of these 
four women reported the same barriers. One respondent each indicated that she found it difficult to get 
OB/GYN services due to the following: did not trust doctor or staff, office hours did not fit schedule, no 
way to get there, only go when sick, too hard to apply, too hard to get an appointment, and waiting list too 
long. 
 
In previous surveys, analysis assumed that all female clients needed OB/GYN services and calculated 
demand and unmet demand on this assumption. Because of this, comparisons cannot be made between the 
2013 survey and previous iterations. The results of this survey clearly show that the assumption of 
necessary care does not reflect the perception of women in the EMA with regard to actually needing 
OB/GYN care. Since regular gynecological care is recommended for all women and is essential for the 
discovery and care of certain medical conditions, there should be greater emphasis put on the importance 
of OB/GYN care by primary care service providers when treating clients. If education about the necessity 
of OB/GYN care is increased, the number of women seeking these services may increase as well. 
 
5.2.1.3. Specialty Care 
 
Like other consumers of health-care services, HIV-positive clients access medical professionals that deal 
with specific areas of wellness. Survey respondents were asked if their primary health care provider 
referred them to specialty care. Respondents were also asked what type of specialty care they received.  
 

Table 5.5 
Specialty Care Service Demand and Unmet Demand 

Service Demand Unmet Demand 
Jurisdiction Respondents 

n % n % 
EMA 374 170 45.5% 9 5.3% 
Baltimore City 321 148 46.1% 8 5.4% 
Counties 50 20 40.0% 1 5.0% 
No Response 3 2 66.7% 0 0.0% 

 
As seen in table 5.5, the demand for specialty services in the EMA was 45.5 percent, with 170 
respondents answering that they were referred to specialty care by their primary care provider. Of those 
170 respondents, 148 lived in Baltimore City, the latter having a demand of 46.1 percent. Additionally, 20 
of the 50 counties residents responded that they needed specialty care, creating a need of 40.0 percent. 
Out of these respondents only 9 individuals admitted they needed specialty care but did not receive it, 
creating an unmet need of 5.3 percent EMA-wide. As with primary medical care, the unmet need for 
specialty care was greater in Baltimore City, with 8 of 148 respondents (5.4 percent) who needed care not 
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having received it. In the surrounding counties, only 1 client of 20 who needed specialty care did not 
receive it, representing a 5.0 percent unmet need. The most common barriers for those who had an unmet 
need for specialty care were that they did not know how to get the service and that they did not know the 
service was available. 
 
Respondents who had not received specialty care in the year prior to the survey were asked if they had 
ever received the service. Five respondents indicated that they had received this service at some point in 
the past. Nine respondents indicated that they had never gotten specialty care. Out of all respondents who 
had received specialty care, six respondents who got specialty care in the past year felt it was either 
somewhat or very difficult to get these services. No respondents who had received specialty care more 
than a year prior to the survey indicated difficulty in getting it. For those who had difficulty getting 
specialty care, the most common barriers were that they could not afford the co-payments (4 
respondents), “other” barriers (3 respondents) and that they only went to these services when sick (2 
respondents).  
 
Over time, the overall need for specialty care has increased, while the unmet demand has decreased. 
Demand for specialty care was 41.7 percent in 2004. In 2007, the service demand was 39.6 percent of all 
survey respondents. This number decreased in 2010 to 36.7 percent and then increased to 45.5 percent of 
all respondents in 2013. Despite the overall increase in service need, the unmet need for specialty care has 
decreased significantly over time. Of the 254 respondents with a need for specialty care in 2004, 53 (20.9 
percent) did not have that need met (IGS 2005:24). In 2007, 16.6 percent of clients could not get the 
specialty care they needed (IGS 2007:32). The unmet demand decreased to 15.2 percent in 2010 and 
again to 5.3 percent in 2013 (IGS 2011:37).  
 
The 2013 survey also asked respondents to identify the types of specialty care they received in the last 12 
months (see table 5.6). The most 
used type of specialty care 
documented was psychiatry, with 
47.6 percent of respondents 
using this service. The second 
most used specialty care type 
was gastroenterology, with 34.7 
percent of clients reporting 
having been referred. Along with 
those already mentioned, 
substance-abuse services (25.9 
percent), other specialty services 
(25.3 percent) and cardiology 
services (22.9 percent) represent 
the top 5 specialty services used 
by EMA respondents. “Other 
specialty services” included 
responses such as hepatitis C care, pain management, kidney-related care, and bone-density monitoring, 
amongst other types of care. Dermatology (21.2 percent), neurology (20.0 percent), pulmonary services 
(14.1 percent) and oncology (8.2 percent) were also used by clients, but less frequently. 
 
5.2.2. Oral Health Care 
 
Oral health care is defined as care provided by dentists, dental specialists, hygienists or dental assistants 
(IGS 2013b:18). Historically, oral health care has had some of the highest unmet needs for Part A services 
in the EMA.  

Table 5.6 
Types of Specialty Care Used 

Type of Care Number of 
Respondents 

Percentage of 
Respondents 

Cardiology 39 22.9% 
Dermatology 36 21.2% 
Gastroenterology 59 34.7% 
Neurology 34 20.0% 
Oncology 14 8.2% 
Psychiatry 81 47.6% 
Pulmonary 24 14.1% 
Substance Abuse 44 25.9% 
Other 43 25.3% 
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Table 5.7 

Oral Health Care Service Demand and Unmet Demand 
Service Demand Unmet Demand 

Jurisdiction Respondents 
n % n % 

EMA 374 309 82.6% 77 24.9% 
Baltimore City 321 261 81.3% 67 25.7% 
Counties 50 45 90.0% 10 22.2% 
No Response 3 3 100.0% 0 0.00% 

 
As table 5.7 shows, the demand for oral health care is very high. Throughout the entire EMA, 82.6 
percent of respondents stated that they needed oral health care. Demand was slightly lower in Baltimore 
City, where 81.3 percent of clients needed oral health care. The surrounding counties had a service 

demand rate of 90.0 percent. Of the 309 
respondents who needed oral health care 
in the EMA, 77 stated that they did not 
receive this care, creating an unmet need 
of 24.9 percent. Baltimore City residents 
had an unmet demand of 25.7 percent, 
while those in the surrounding counties 
had an unmet demand of 22.2 percent.  
 
Oral health care is a service category with 
a very high service demand and a high 
unmet need. In 2013, oral health services 
were the fourth most demanded services 
of all Ryan White Part A fundable 
services. Historically, demand for oral 
health has been high. In 2007, the service 
demand for oral health was 83.4 percent, 
but demand decreased slightly to 79.5 
percent in 2010. In both the 2004 and 
2013 surveys, 82.6 percent of respondents 
expressed a need for oral health services 
(figure 5.5). While service demand has 
remained very high, the unmet need for 
oral health has fluctuated over time, 
generally declining. The highest unmet 

demand was 52.2 percent in 2004 (IGS 2005:24). In 2007, 44.2 percent of those who needed oral health 
care could not get it; this increased to 45.2 percent in 2010 (IGS 2007:33, IGS 2011:39). In 2013, 
however, the unmet need for oral health dropped significantly, with 24.9 percent of respondents who 
needed the service not being able to access it. While this shows a marked improvement, the unmet need is 
still higher than desired.  
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Many times, clients do not seek care due 
to barriers that prevent access to needed 
services. During the interview process, 
the needs assessment asked all 
consumers that expressed an unmet need 
to identify reasons why they could not 
access care. Figure 5.6 shows the top six 
barriers to receiving oral health care, 
based on the responses of those with an 
unmet demand for these services. These 
responses show that 7.8 percent of those 
with an unmet need did not know how to 
get oral health care. Of those with an 
unmet need, 3.9 percent indicated that 
they did not know oral health care was 
available. Three barriers to oral health 
were listed by 2.6 percent of 
respondents: the respondent could not 
afford the co-payment or fee, it was too 
hard to get an appointment and it was 
too hard to apply for the service. 
 
“Other” barriers were listed by 19.5 
percent of respondents with an unmet demand for oral health care. These responses touched on a variety 
of reasons clients were not in care — 10 respondents indicated that they were either waiting for an 
appointment or were in the process of making an appointment. One client indicated that he or she did not 
access care because of being imprisoned, and two indicated that they were delaying treatment due to other 
health issues. One respondent indicated that he or she was afraid of receiving oral health care. 

 
Ninety respondents (24.1 percent) stated that they had received oral health care in the past, though not in 
the year prior to the survey. Forty-three respondents (11.5 percent) had never received oral health care 
services. All 322 respondents who had received oral health care were asked about the ease with which 

Table 5.8 
Oral Health Care Payment Methods in the EMA 

Respondents with Need 
(n=309) 

Respondents with Unmet Need  
(n=77) Type of Payment 

Number of 
Respondents 

Percentage of 
Respondents 

Number of 
Respondents 

Percentage of 
Respondents 

Self-paid 19 6.1% 5 6.5% 
Private Insurance 49 15.9% 3 3.9% 
Clinical Trials 1 0.3% 0 0.0% 
Vouchers 19 6.1% 6 7.8% 
Medicaid 96 31.1% 21 27.3% 
Veterans Affairs  4 1.3% 0 0.0% 
HIV Care Funding 141 45.6% 18 23.4% 
Do Not Know 11 3.6% 4 5.2% 
Other 83 26.9% 14 18.2% 
Does Not Apply, Never 
Had Care 35 11.3% 22 28.6% 
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they were able to obtain this service. In total, 30 respondents (21 who had received care in the past year 
and 9 who had received care at some point) felt it was either somewhat or very difficult to get oral health 
care. For both those recently in care and those previously in care, the length of the oral health care waiting 
list and the length of time to get an appointment were the two most commonly noted barriers.  
 
Sometimes paying for a service is the largest barrier to receiving it. Table 5.8 shows the type and 
frequency of payment methods used to pay for oral health care. Respondents were allowed to respond 
with multiple answers if they used multiple payment methods. Of those that expressed a need for oral 
health care, the most common method of payment was HIV-care funding (Ryan White), with 45.6 percent 
of respondents using this method, followed by Medicaid, with a 31.1 percent usage rate. Respondents that 
used a different “other” method of payment represented 26.9 percent of all responses. These “other” 
responses included 38 clients who stated that they used Ryan White oral health care services, 9 clients 
who stated that they used Medicare services and 8 clients who used PAC to pay for oral health services. 
Four clients responded that their oral health care was paid for through city, state or federal programs, and 
seven responded with a specific health insurance carrier. Two clients said that their oral health care was 
paid for by friends or family, and one said he or she paid out of pocket, but on an income scale. The 
fourth most common payment method for this service category was through private insurance (15.9 
percent). Of those with a need for oral health care, 11.3 percent had never had oral health services to pay 
for. Those using vouchers and those that self-paid each represented 6.1 percent of total responses. An 
additional 3.6 percent of respondents did not know how they paid for care, and 1.3 percent used VA 
benefits. One respondent (0.3 percent) stated that he or she paid for oral health care through clinical trials.  
 
Those that had an unmet need for oral health services showed different payment methods than those that 
had a need that was met. Of the 77 respondents with an unmet need, 28.6 percent had never had care, 
which represented the highest percentage of responses. An additional 27.3 percent paid for oral health 
services through Medicaid, and 23.4 percent paid through HIV-care funding. Those who chose “other” 
represented 18.2 percent of responses; these explanations included 7 individuals who had oral health care 
through Ryan White, 3 clients who used Medicare, 2 clients who used state or federal health plans, 1 who 
used PAC services and 1 whose care was paid for through a friend. A larger percentage of unmet need 
clients paid for oral health care through vouchers or self-payment, which accounted for 7.8 percent and 
6.5 percent of those with an unmet need, respectively. Another 5.2 percent did not know how their oral 
health care was paid for. A smaller percentage of clients (3.9 percent) used private insurance, and no 
clients with unmet need used clinical trials or VA benefits to pay for oral health services.  
 
The types of payment used for oral health care are significant because this care is increasingly hard to get. 
Ryan White funding for oral health has been increasing, but so has the number of patients using these 
services. In 2012, 1,615 clients used oral health care services across Part A and MAI contracts. This 
utilization went beyond projections, with only 1,322 clients expected to use these services (IGS 2013a). 
Payment options outside HIV-specific care are also limited, as oral health care for adults is not covered 
under the essential health benefits in Maryland (CMS 2013). This limits the coverage of those who will 
gain insurance coverage through the exchange marketplace. Although PAC did have limited dental 
services available (HCAMD 2011), PAC was terminated on December 31, 2013, and clients moved to 
Medicaid Expansion coverage (MMMD 2013).  
 
5.2.3 Mental Health 
 
Under Ryan White, mental health services are counseling, psychological and psychiatric treatment 
services provided in both individual and group settings to people with a diagnosed mental illness (Hopson 
2009). Mental health services are offered as an individual category in the Baltimore EMA, as well as 
within the co-morbidity category. The co-morbidity category adheres to the mental health standards of 
care, in addition to providing co-located primary care services. Mental health services are essential for the 
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infected population, as research has shown that having either a psychiatric illness or HIV leads to a 
greater risk for the other, and those with a diagnosed mental illness are less likely to remain on 
medications for HIV treatment (Triesman 2012). 
 

Table 5.9 
Mental Health Service Demand and Unmet Demand 

Service Demand Unmet Demand 
Jurisdiction Respondents 

n % n % 
EMA 374 239 63.9% 24 10.0% 
Baltimore City 321 207 64.5% 20 9.7% 
Counties 50 31 62.0% 4 12.9% 
No Response 3 1 33.3% 0 0.00% 

 
As table 5.9 shows, 63.9 percent of all respondents reported a need for mental health services in 2013. 
Remember, this does not necessarily mean that all of these respondents had a diagnosed mental illness. 
Though 239 respondents felt they needed mental health services, only 24, or 10.0 percent, of those who 
noted a need did not have that need met. Baltimore City had a slightly higher mental health service 
demand than the need noted by counties respondents (64.5 percent demand in the city versus 62.0 percent 
in the counties). While the true need for this service is unverified, the higher demand noted in the city 
follows recent research that suggests mental health issues are more common among those who live in 
inner cities (Triesman 2012). However, the counties respondents showed a slightly higher unmet demand 
(12.9 percent unmet demand) than the Baltimore City respondents (9.7 percent unmet demand).  
 
Respondents with an unmet need for mental health services were asked about the barriers that prevented 
them from getting these services. Of the 24 respondents with an unmet need for mental health services, 11 
skipped the question about barriers. Three respondents did not know how to get the service, two felt the 
waiting list for the service was too long and two listed “other” as their barrier. However, providers have 
not noted a waiting list for this category recently (BCHD 2013a:3). No other barrier was listed by more 
than one respondent.  
 
In addition to the 215 respondents who received mental health services in the past year, 24 of 374 
respondents (6.4 percent) indicated that they had received these services at some point in the past. Fifteen 
respondents said they had never received these services. Those respondents who had received mental 
health services were asked about the ease with which they were able to get these services, and 15 
respondents felt that it was either somewhat or very difficult to get 
mental health services. Two respondents, who had received mental 
health services at some point prior to the past year, found it very 
difficult to get mental health services. For these respondents, the 
barriers indicated included office hours that did not fit their schedules, 
not knowing how to get the service, not having a way to get to the 
service, difficulty getting an appointment and the length of the 
category waiting list. Thirteen respondents who had accessed mental 
health services in the past year also felt it was either somewhat or very difficult to get the service. The 
most commonly noted barriers to care among these respondents were that they could not afford the co-
payments and that it was too hard to get an appointment. Four respondents noted each of these barriers. 
Three of these respondents each noted the length of the waiting list, no way to get to the service and 
“other” as barriers to mental health services.  
 
Compared to recent history, as shown in figure 5.7, 2013 respondents in the Baltimore EMA had a higher 
demand for mental health services. Among 2004 survey respondents, demand for mental health services 

Continual improvement in 
unmet demand shows that 
the Baltimore EMA has 
been successful in working 
to address the mental 
health need. 



Prepared by InterGroup Synergy & Planning Collaborative, Inc. for the 
Greater Baltimore HIV Health Services Planning Council 

2013 Consumer Survey  48 

was 47.5 percent (289 respondents) (IGS 2005:30). Demand was much higher in 2007, with 59.0 percent 
of respondents reporting a need for the services. The demand for mental health services slightly declined 
from 59.0 percent (431 respondents) in 2007 to 58.3 percent (461 respondents) in 2010 (IGS 2007:34, 
IGS 2011:41). At 63.9 percent (239 respondents), the mental health service demand in 2013 was 

markedly higher than in previous surveys. 
This may signal an increase in mental 
health diagnoses among the PLWH/A 
population in the EMA, a decrease in the 
stigma associated with mental illness or 
both.  
 
Unmet demand for mental health services 
was experienced by 54 of 289 respondents 
(18.7 percent) in 2004 (IGS 2005:30). 
Unmet demand peaked in 2007, when 100 
of the 431 respondents (23.2 percent) who 
stated a need for mental health services 
did not have that need met (IGS 2007:34). 
Since that time, the unmet need has been 
cut by more than half, declining to 15.4 
percent (71 of 461 respondents with a 
service need) in 2010 (IGS 2011:41) and 
to 10.0 percent (24 of 239 respondents 
with a service need) in 2013. The 
continual improvement of the unmet 
demand percentage shows that the 
Baltimore EMA has been successful in 
addressing the mental health need. 
 

5.2.4 Substance Abuse Treatment—Outpatient 
 
HRSA allows two types of substance abuse treatment, outpatient and residential, as fundable categories 
under Ryan White. Outpatient substance abuse treatment is classified as a core medical service, while 
residential treatment is classified as a support service (Hopson 2009). Both are funded in the Baltimore 
EMA.  Outpatient substance abuse treatment consists of treatment and/or counseling to address substance 
abuse problems, either alcohol or drug related, by a physician or other qualified person in an outpatient 
setting (Hopson 2009). Much like mental health services, outpatient substance abuse treatment is also 
offered under the co-morbidity service category in the Baltimore EMA. This allows patients to have co-
located substance abuse and primary care services. Residential substance abuse treatment is discussed in a 
later section. 

 

Table 5.10 
Substance Abuse Treatment—Outpatient Service Demand and Unmet Demand 

Service Demand Unmet Demand 
Jurisdiction Respondents 

n % n % 
EMA 374 113 30.2% 8 7.1% 
Baltimore City 321 105 32.7% 7 6.7% 
Counties 50 7 14.0% 0 0.00% 
No Response 3 1 33.3% 1 100.0% 
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The 2013 demand and unmet demand for outpatient substance abuse services are shown in table 5.10. In 
the Baltimore EMA, 30.2 percent of all respondents felt they had a need for outpatient substance abuse 
treatment and of those 113 respondents with a demand, only 8 (7.1 percent) had an unmet demand. 
Among the survey respondents who resided in Baltimore City, 105 (32.7 percent) expressed a need for 
outpatient substance abuse services. Seven of those 105 respondents (6.7 percent) with a need in 
Baltimore City did not have that need met. Both service demand and unmet service demand for this 
category were significantly higher in the city than in the surrounding counties. Of the counties 
respondents, 7 (14.0 percent) had a demand for outpatient substance abuse treatment services, but there 
was no unmet demand among these respondents. Unlike some other service categories, it appears that 
counties residents do not have a problem obtaining outpatient substance abuse treatment. Additionally, 
the EMA seems to be doing well with meeting needs in this category as a whole.  
 
Of those who had an unmet demand, no two respondents listed the same barrier to care for substance 
abuse treatment—outpatient. One respondent each listed the following barriers to care: could not afford 
co-pay, did not know how to get the service, did not know the service was available and was not eligible. 
Additionally, one respondent stated that he or she did not need the service, which contradicted his or her 
responses to the previous questions on service demand and utilization.  
 
Aside from those who had received the service in the past 12 months, respondents were asked if they had 
ever received substance abuse treatment—outpatient. Eighty-three respondents (22.2 percent) had used 
the service, but 173 respondents (46.3 percent) indicated that they had never used the service. Out of all 
respondents who had received substance abuse treatment—outpatient, four respondents, who had used the 
service in the past year, and three 
respondents, who had used the service 
previously, felt that it was either 
somewhat or very difficult to get the 
service. Like those who had an unmet 
need in this category, no two respondents 
who had received the service indicated the 
same barrier to care. The following 
barriers were noted for those who had 
difficulty getting substance abuse 
treatment—outpatient: not eligible, not 
getting good care, cannot afford the co-
pay, did not like the way he or she was 
treated, only go when sick, too hard to 
apply, too hard to get an appointment, use 
drugs/alcohol, waiting list too long and 
“other.”  
 
In 2006, HRSA split the service category 
previously known as “substance abuse 
treatment” into the two new categories 
described above (outpatient and 
residential). Due to this change, consumer 
surveys conducted prior to 2010 did not 
distinguish between needs for outpatient and residential substance abuse treatment (IGS 2011:41). As 
such, service demand and unmet demand comparisons can only be made with the 2010 consumer survey. 
This comparison is shown in figure 5.8.  
 

0

20

40

60

80

100

2010 2013

Outpatient Substance Abuse Treatment in the EMA: 2010 and 2013

Demand
Unmet Demand

P
er

ce
nt

ag
e 

of
 R

es
po

nd
en

ts

Year

Figure 5.8

Source: IGS 2011; 2013 Consumer Survey.

30.0

15.2

30.2

7.1

 



Prepared by InterGroup Synergy & Planning Collaborative, Inc. for the 
Greater Baltimore HIV Health Services Planning Council 

2013 Consumer Survey  50 

There was little change in the demand for outpatient substance abuse treatment between 2010 and 2013, 
as demand was 30.0 percent in 2010 (IGS 2011:41) and 30.2 percent in 2013. The unchanged demand 
percentage for the service highlights the significant improvement in unmet demand percentage during the 
same time period. In 2010, 36 of 237 respondents who reported a service need (15.2 percent) had an 
unmet need (IGS 2011:41). Unmet demand was much lower for outpatient substance abuse treatment in 
2013, with just 8 of 113 respondents who reported a service need (7.1 percent) having that need go unmet.  

 
In addition to understanding the demand 
and unmet demand for outpatient 
substance abuse treatment in the EMA, it 
is also beneficial to understand the types 
of treatment that are being utilized. Figure 
5.9 shows the outpatient treatment 
programs that respondents participated in. 
This indicates any treatment that has ever 
been sought in this category by 
respondents, rather than solely current 
treatment. As such, these types of 
treatment are not mutually exclusive. Of 
the 374 respondents in the EMA, 141 
(37.7 percent) are using or have used a 12-
step program for substance abuse 
treatment. This percentage was more than 
double that of any other treatment type. 
Outpatient detoxification was the second 
most commonly reported type of 
treatment, with 51 (13.6 percent) 
respondents stating they have used this 
service. Multiple respondents in the EMA 
also used 3 other types of outpatient 

therapy: methadone (11.5 percent), suboxone therapy (6.7 percent) and acupuncture (3.2 percent). 
Additionally, 17 respondents (4.5 percent) reported using some other type of outpatient substance abuse 
treatment. It is known that substance abusers have a higher risk of contracting HIV, and the rate of 
substance abuse treatment among respondents to this survey suggests that the substance abuse risk factor 
remains high (Smith 2012).  
 
5.2.5 Medical Case Management 
 
People living with HIV/AIDS have a number of medical needs, which are best understood by 
professionals trained to handle their special cases. For those who are eligible for Ryan White, medical 
case managers are tasked with assessing and meeting PLWH/As needs. Medical case management is a 
funded core medical service in the Baltimore EMA and, according to HRSA, this service is responsible 
for linking clients with health care, psychosocial support, support services and other services as needed. 
Under the Affordable Care Act, medical case management services are also responsible for getting clients 
enrolled in public or private insurance programs when possible in order to ensure that Ryan White is the 
payer of last resort (HRSA 2013b).   
 
Like primary care, medical case management is a personal need recognized by most PLWH/As in the 
Baltimore EMA. In 2013, 312 of the 374 respondents in the EMA (83.4 percent) noted a demand for 
medical case management and, of these, 11 respondents (3.5 percent) had an unmet demand (shown in 
table 5.11). The very low unmet demand in this category is encouraging because medical case 
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management services are the gateway to many other services. Counties residents had a higher demand and 
unmet demand for medical case management services than Baltimore City residents. Of the 50 counties 
respondents, 46 (92.0 percent) had a need for medical case management, and 2 (4.3 percent) did not have 
that need met. The demand for this service in Baltimore City was listed by 265 of the 321 respondents 
(82.6 percent), while just 9 respondents (3.4 percent) had an unmet demand.  

 
Barriers to care were identified for the respondents with an unmet need for medical case management. Six 
respondents indicated that they did not know how to get the service. Two respondents went against their 
previous statements of unmet need and stated that they were receiving medical case management services. 
With only 11 respondents in the EMA stating that they needed but did not receive medical case 
management, this should indicate a consumer base that is knowledgeable about service offerings. 
However, the number of respondents in many categories who indicated that they either did not know how 
to get a service or did not know that a service was available suggests that improvement is needed to 
consumer education in the EMA.  
 
Seventeen respondents indicated that they had received medical case management previously, though not 
in the past year. Combined with those who stated that they had received the service in the past year, 318 
of 374 respondents (85.0 percent) were or had been in contact with a medical case manager. Forty-four 
respondents (11.8 percent) had never 
received medical case management. All 
respondents who had received medical 
case management were asked about the 
ease with which they were able to obtain 
the service. Five respondents, who had 
received medical case management in the 
past year, felt it was either somewhat or 
very difficult to get the service. For these 
respondents, three barriers were noted. 
Three respondents said it was too hard to 
get an appointment, two said the waiting 
list was too long and 2 listed “other” as 
their barrier. One respondent, who stated 
that he or she had received the service at 
some point, stated that it was very difficult 
to get medical case management. 
However, the barrier noted by this 
respondent revealed that he or she had 
never been in care.   
 
Over time, the demand for medical case 
management in the Baltimore EMA has 

Table 5.11 
Medical Case Management Service Demand and Unmet Demand 

Service Demand Unmet Demand 
Jurisdiction Respondents 

n % n % 
EMA 374 312 83.4% 11 3.5% 
Baltimore City 321 265 82.6% 9 3.4% 
Counties 50 46 92.0% 2 4.3% 
No Response 3 1 33.3% 0 0.00% 
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fluctuated, as shown in figure 5.10. While case management services were provided as far back as the 
2004 survey period, HRSA categorical clarifications about the provision of services since that time make 

it difficult to compare data from that survey with those of more recent 
surveys. Service demand was at its highest in 2007, at 91.2 percent, 
before there was a notable decline to 77.1 percent demand in 2010 
(IGS 2007:35, IGS 2011:42). In 2013, demand spiked to 83.4 percent, 
but this was still shy of 2007 demand levels. While demand for 
medical case management has not shown a steady trend over time, the 
same cannot be said of unmet demand. There was an unmet demand 
for 78 of the 666 respondents with a medical case management need 
(11.7 percent) in 2007 (IGS 2007:35). Since that time, unmet demand 
in this category has seen continual decline, from 57 of 615 respondents 
(9.3 percent) in 2010 (IGS 2011:42) to 11 of 312 respondents (3.5 

percent) in 2013. The decline in unmet demand for the medical case management category suggests that 
the Baltimore EMA is doing a respectable job with linkage to care for the PLWH/A population. This will 
become even more important under the stricter HRSA guidelines for Ryan White payment of services 
moving forward. 
 
5.2.6 Home Health Care 
 
As described to survey respondents, home health care is provided in the home by a licensed health care 
worker and may include medication assistance, testing and other medical therapies. Home health care is 
an allowable core medical service under Ryan White Part A (Hopson 2009). However, it is not now nor 
has it ever been funded in the Baltimore EMA. Still, the Greater Baltimore HIV Health Services Planning 
Council gives consideration to the funding of this service every year during its priority setting and 
resource allocation (PSRA) exercises.  
 

Table 5.12 
Home Health Care Service Demand and Unmet Demand 

Service Demand Unmet Demand 
Jurisdiction Respondents 

n % n % 
EMA 374 47 12.6% 14 29.8% 
Baltimore City 321 42 13.1% 13 31.0% 
Counties 50 4 8.0% 0 0.00% 
No Response 3 1 33.3% 1 100.0% 

 
Table 5.12 shows that overall in the EMA, 47 of 374 respondents (12.6 percent) stated a need for home 
health care services, and 14 of the 47 respondents with a need (29.8 percent) did not have that need met. 
Respondents residing in Baltimore City had a 13.1 percent (42 of 321 respondents) demand for home 
health care. Nearly 1 in 3 (31.0 percent or 13 of 42) of these had an unmet demand. The unmet demand 
was nearly isolated to Baltimore City residents, as there was no unmet demand among counties 
respondents. Of the 50 counties respondents, 4 (8.0 percent) noted a need for home health care.  
 
Nine respondents with an unmet need for home health care noted a barrier of not knowing how to get the 
service. This was the most common barrier to service for home health care, and case managers and 
medical professionals connecting those with a documented need to the service should address it. 
 
In addition to those who had received home health care in the past year, 18 respondents stated that they 
had received home health care at some point in the past, while 307 respondents stated that they had never 
received the service. Fifty-one respondents to the 2013 survey, who had received home health care either 
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in the past year or at some point, rated the ease with which they had received the service. Of these, only 
three respondents — two who had received the service at some point in the past and one who had 
received the service in the past year — 
stated that it was somewhat difficult for 
them to get the service. The barriers for 
the two respondents who had accessed 
home health care at some point in the past 
were that they did not know the service 
was available or they did not know how to 
get the service. These barriers, which are 
related to education about the service 
category, are the same as the barrier noted 
by those who had an unmet need for home 
health care. The respondent who had 
difficult accessing home health care in the 
past year indicated that the office hours of 
the provider were his or her barrier to 
care.  
 
Historically, there has been low demand 
for home health care in the Baltimore 
EMA. Figure 5.11 shows the demand and 
unmet demand for home health care for 
2007, 2010 and 2013. Data from 2004 
were not comparable due to changes made 
to the service category since that survey. In 2007, 9.2 percent of respondents felt they needed home health 
care (IGS 2007:37). There was a slight decline in demand in 2010 to 7.5 percent (IGS 2011:43). Demand 
for home health care rose to its highest level in 2013, but this was still just 12.6 percent. Though there has 
been some fluctuation in demand for home health care, unmet demand continually declined over the 
observed period: 43 of 67 respondents with a need (64.2 percent) in 2007, 31 of 59 respondents with a 
need (52.5 percent) in 2010 and 14 of 47 respondents with a need (29.8 percent) in 2013 (IGS 2007:37, 
IGS 2011:43).  
 
While unmet demand for home health care in Baltimore City and the EMA is higher than for some other 
core medical services, this does not necessarily signal a need for Ryan White Part A to cover this service. 
All respondents who reported an unmet need for this service may not be eligible to receive these services. 
It is also important to remember that Ryan White is meant to be the payer of last resort, and home health 
care is covered, at least to some extent, under Medicaid, Medicare and private insurance plans (IGS 
2013c). Under the ACA, the majority of Ryan White clients will be covered by these types of insurance, 
and with already low overall demand for home health care among PLWH/As in the EMA, there is likely 
little to no need for Ryan White to separately fund this service category. That said, the planning council 
will continue to monitor the needs in the Baltimore EMA for all allowable service categories. 
 
5.2.7 Home and Community-based Health Care 
 
Home and community-based health care has been a HRSA-allowable core medical service since 2006 
(Hopson 2009). The HRSA category definition states that home and community-based health care 
services are provided in the patient’s home under the direction of a care team with skilled knowledge, and 
the services allowed include durable medical equipment, home health and personal care services, day 
treatment, home intravenous and aerosolized drug therapy, routine diagnostic testing and appropriate 
rehabilitation services (Hopson 2009). This service is not funded in the Baltimore EMA.  
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Table 5.13 shows the 2013 service demand and unmet demand in the Baltimore EMA for home and 
community-based health care. EMA-wide, 58 of 374 respondents (15.5 percent) stated they had a need for 
the service, and 12 of those (20.7 percent) did not have that need met. The demand for home and 
community-based health care was slightly higher in Baltimore City than in the counties, with 51 of 321 
city respondents (15.9 percent) stating a service need and 6 of 50 counties respondents (12.0 percent) 
stating that same need. The reverse was true for unmet demand, with just 1 of 6 counties respondents 
(16.7 percent) having an unmet need but 10 of 51 city respondents (19.6 percent) having that same need 
unmet.  
 

Table 5.13 
Home and Community-based Health Care Service Demand and Unmet Demand 

Service Demand Unmet Demand 
Jurisdiction Respondents 

n % n % 
EMA 374 58 15.5% 12 20.7% 
Baltimore City 321 51 15.9% 10 19.6% 
Counties 50 6 12.0% 1 16.7% 
No Response 3 1 33.3% 1 100.0% 

 
For those who had an unmet need in this category, the most common barrier, as stated by 10 respondents, 
was that they did not know how to get this service. This is a barrier that case managers and medical 

providers should be able to address for 
those who have a demonstrated need for 
the service. 
 
Twenty-two of 374 respondents (5.9 
percent) indicated that they had received 
home and community-based health care in 
the past, though not in the past year. More 
than three fourths (78.6 percent) of all 
respondents in the EMA had never 
received this service. Those who had used 
home and community-based health care, 
regardless of when they used it, were 
asked about the ease with which they were 
able to obtain the service. Of those who 
received home and community-based 
health care within 12 months prior to the 
2013 survey, only a single respondent 
stated that it was somewhat difficult to get 
this service. This respondent indicated that 
he or she had no way to get to the service 
and did not like the way he or she was 
treated. Five respondents who had 
received home and community-based 
health care at some point in the past found 

it either somewhat or very difficult to get the service. The most common barrier noted by three of these 
respondents was that they did not know how to get the service. Those with an unmet need in this category 
noted the same barrier.  
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Although the category was created in 2006, service demand and unmet demand data for home and 
community-based health care were not measured until the 2010 consumer survey. This is because the 
2007 consumer survey asked respondents about their previous use of services, and there would have been 
no previous use of the home and community-based health care category at that time. Figure 5.12 
compares demand and unmet demand for this service between 2010 and 2013 survey respondents. The 
demand percentage for home and community-based health care rose from 11.0 percent in 2010 (IGS 
2011:44) to 15.5 percent in 2013. This slight increase in demand may be attributed to the aging of the 
HIV/AIDS population in the Baltimore EMA. Unlike the service demand, the unmet demand for home 
and community-based health care showed drastic decline from 41 of 87 respondents with a need (47.1 
percent) in 2010 (IGS 2011:44) to 12 of 58 respondents with a need (20.7 percent) in 2013.  
 
As with other allowable services that are not funded in the Baltimore EMA, the planning council will 
continue to consider the need for home and community-based health care funding on an annual basis. 
Coverage of most home and community-based health care services is offered under Medicaid, Medicare 
and private insurance plans, at least on a limited basis (IGS 2013c). Additionally, some home and 
community-based health care services are offered under other funded Ryan White Part A categories. Most 
PLWH/As with a doctor-prescribed need for home and community-based health care services should be 
able to access this care outside of Ryan White. 
 
5.2.8 Medical Nutrition Therapy 
 
Proper nutrition is particularly important for PLWH/As because of the role it plays in HIV/AIDS 
management through increasing the effects of medicine, boosting the immune system and delaying the 
progression from HIV to AIDS (WHO 2013). Medical nutrition therapy is an allowable core medical 
service under Ryan White Part A that seeks to address the need for proper nutrition among PLWH/As, 
and it is a funded category in the Baltimore EMA. According to the HRSA service definition, services 
under medical nutrition therapy include food, nutritional services and supplements that are provided by a 
registered dietitian or by a physician’s recommendation and with a nutritional plan developed by a 
dietitian (IGS 2013b:15). While nutritional supplements are approved under this category, they are funded 
under the separate food bank category. It is also important to note that home delivered meals are not a 
function of this service category.  

 
Of the 374 consumer survey respondents in 2013, more than half (52.1 percent) believed they needed 
medical nutrition therapy services (shown in table 5.14). Forty-two of the 195 respondents with a demand 
in the EMA (21.5 percent) did not have their need met. Among Baltimore City residents, demand (51.1 
percent) and unmet demand (22.0 percent) percentages were very close to those of the overall EMA. At 
60.0 percent (30 of 50 respondents), those who resided in the counties demonstrated a higher demand for 
medical nutrition therapy than their peers in Baltimore City. However, the unmet demand among counties 
residents, 5 of 30 respondents with a need or 16.7 percent, was more than 5 percentage points lower than 
among city residents. In fiscal year (FY) 2013, the Baltimore EMA provided separate funding for medical 
nutrition therapy in the surrounding counties, which may have contributed to the lower unmet demand 

Table 5.14 
Medical Nutrition Therapy Service Demand and Unmet Demand 

Service Demand Unmet Demand 
Jurisdiction Respondents 

n % n % 
EMA 374 195 52.1% 42 21.5% 
Baltimore City 321 164 51.1% 36 22.0% 
Counties 50 30 60.0% 5 16.7% 
No Response 3 1 33.3% 1 100.0% 
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among those residents.  
 
The most common barrier to PLWH/As receiving medical nutrition therapy was that they did not know 
the service was available. Twelve respondents reported this barrier. This does not mean that all of these 
12 respondents were eligible for the service or considered to have a need for it by a primary physician or 
dietitian.  
 
In addition to those who had received the service in the past year, 45 respondents noted that they had 
received medical nutrition therapy at some point in the past, but 158 respondents indicated that they had 
never received the service. Most of the 198 respondents who received medical nutrition therapy had no 
difficulty in doing so, but 10 respondents indicated that it was either somewhat difficult or very difficult 
to get this service. Two respondents — one who had received the service in the past year and one who 
had received the service at some point in the past — felt it was very difficult to get medical nutrition 
therapy. Six respondents who had received medical nutrition therapy in the past year felt it was somewhat 
difficult to get the service, and two respondents who had received the service at some point in the past felt 
the same. With three respondents who had gotten the service in the past year indicating it as their barrier 
to care, the most common barrier to getting medical nutrition therapy was that the waiting list was too 
long. Recent reports on the category from the grantee have all indicated that there is no waiting list for 
this category, so it seems likely that respondents were confused about the services offered in this category 
(BCHD 2013a:3).  For those who had difficulty getting medical nutrition therapy at some point in the 
past, there were no shared barriers among respondents. Instead, one respondent each noted the following 
barriers: not eligible, office hours did not fit schedule, too hard to apply, too hard to get an appointment 
and waiting list too long. 
 
Medical nutrition therapy did not become a core service category until 2007, but prior to that time this 
service was funded as a support service category known as nutritional counseling (IGS 2013b:15). As 
such, historical data are available for comparison, and these data are shown in figure 5.13. For 2004 
survey respondents, demand for medical nutrition therapy was 53.7 percent, and unmet demand was only 

slightly lower, at 52.6 percent (IGS 
2005:29). In 2007, 59.7 percent of 
respondents in the EMA had a demand for 
medical nutrition therapy, and 179 of 436 
respondents with a demand (41.1 percent) 
did not have that demand met (IGS 
2007:38). Both demand and unmet 
demand decreased in 2010, with 51.7 
percent of respondents demanding the 
service and 167 of 409 respondents with a 
need (40.8 percent) having an unmet need 
in the category (IGS 2011:45). From 2010 
to 2013, demand for medical nutrition 
therapy increased by 0.4 percentage points 
to 52.1 percent. The 2013 unmet demand 
for the category was 21.5 percent (42 of 
195 respondents with a service demand) 
and nearly half the 2010 rate.  
 
Moving forward under the ACA, there is 
likely to be less of a need for coverage of 
medical nutrition therapy services through 
Ryan White. This service is covered by 
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Medicaid and exchange insurance plans (IGS 2013c). As access and funding streams for this service 
increase, the unmet demand in this category should continue to decline.  
 
5.2.9 Hospice Care 
 
For those with a terminal illness, hospice provides end-of-life care. By the HRSA category definition, 
hospice care includes a room, board, nursing care, counseling, physician services and palliative 
therapeutics provided in a home or other residential setting (IGS 2013b:11). A doctor must certify the 
necessity of these services. Hospice care is provided as a core medical service in the Baltimore EMA. 
 

Table 5.15 
Hospice Care Service Demand and Unmet Demand 

Service Demand Unmet Demand 
Jurisdiction Respondents 

n % n % 
EMA 374 5 1.3% 4 80.0% 
Baltimore City 321 5 1.6% 4 80.0% 
Counties 50 0 0.00% 0 0.00% 
No Response 3 0 0.00% 0 0.00% 

 
Table 5.15 shows the demand and unmet demand for hospice care in the EMA in 2013 by jurisdiction. 
Out of all respondents in the EMA, 5 people (1.3 percent) stated a need for hospice services. Respondents 
were also asked if a doctor had suggested they consider hospice care in the past 12 months. Three of the 
five respondents who stated a need for this 
category said a doctor had suggested they 
consider hospice care. The unmet demand 
percentage for hospice in the EMA was 
80.0 percent (4 of 5 respondents with a 
need). All of the demand and unmet 
demand for hospice services came from 
Baltimore City residents. The Baltimore 
City demand for hospice was 1.6 percent, 
and unmet demand was the same as in the 
EMA, 80.0 percent. There was no demand 
noted among counties residents.  
 
The four respondents in the EMA in 2013 
with an unmet demand for hospice care 
were asked why they were not receiving 
this service. One of the four respondents 
with an unmet need did not provide a 
reason as to why he or she was not 
receiving the service. Another respondent 
contradicted his or her earlier statement 
and said that the service was not needed. 
Of the two respondents who listed actual 
barriers to receiving the service, one said 
he or she was not eligible for the service 
and the other said he or she did not know how to get the service. Based on these responses (or lack 
thereof) for barriers to care, it seems that actual unmet demand may be much lower than 80.0 percent for 
hospice care. 
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Aside from the single respondent who had utilized hospice care in the year prior to the survey, no 
additional respondents noted ever having received the service. However, this is not surprising given the 
eligibility guidelines that individuals must meet in order to receive this service. 
 
Over time (shown in figure 5.14), demand for hospice services has been consistently low. This is 
consistent with the overall population demand for hospice services, but it does not negate the importance 
of this service for those in need of terminal care and their families. In 2004, 2.1 percent of respondents 
had a demand for hospice care (IGS 2005:36). Demand for this category peaked at 5.3 percent in 2007. 
The demand for hospice declined from 5.3 percent in 2007 (IGS 2007:38) to 2.3 percent in 2010 (IGS 
2011:46). Demand dropped an additional percentage point to 1.3 percent in 2013. The unmet demand for 
this category consistently declined from 2004-2010. Of the 13 respondents with a need for hospice care in 
2004, 11 (84.6 percent) did not have it met (IGS 2005:36). This represented the highest unmet demand 
seen in the hospice care category to date. In 2007, 27 of 39 respondents with a need for hospice care (69.2 
percent) had an unmet demand (IGS 2007:38). At 22.2 percent (4 of 18 respondents with a need), the 
2010 unmet demand was less than one-third of the 2007 level (IGS 2011:46). By 2013, the unmet demand 
for hospice care in the Baltimore EMA had increased to 80.0 percent (4 of 5 respondents stating a need).  
 
5.2.10 AIDS Pharmaceutical Assistance 
 
Like primary medical care, the argument could be made that all PLWH/As need medication treatment for 
their HIV/AIDS, but it is important to have an understanding of how PLWH/As view their need for this 
type of care. AIDS pharmaceutical assistance, which is different from the AIDS Drug Assistance Program 
(ADAP), is meant to provide HIV/AIDS medication for those with no other payment source through a 
client enrollment process, uniform benefits system, medication distribution records system and drug 
distribution system (IGS 2013b:4). HRSA allows AIDS pharmaceutical assistance as a core medical 
service, but this category is not funded in the Baltimore EMA.  
 
As opposed to asking respondents specifically about their need for AIDS pharmaceutical assistance, 
demand for this category was established through respondents who said they needed medication for their 
HIV/AIDS. Those who said they had a need for HIV/AIDS medication but had not been taking 
medication in the past 12 months determined unmet demand. This is based on the assumption that all 
those who need medication but have not been taking it are in need of assistance to pay for their 
medications. 
 

Table 5.16 
AIDS Pharmaceutical Assistance Service Demand and Unmet Demand 

Service Demand Unmet Demand 
Jurisdiction Respondents 

n % n % 
EMA 374 342 91.4% 11 3.2% 
Baltimore City 321 293 91.3% 10 3.4% 
Counties 50 46 92.0% 1 2.2% 
No Response 3 3 100.0% 0 0.00% 

 
Table 5.16 shows the service demand and unmet demand for AIDS pharmaceutical assistance in the EMA 
in 2013. EMA-wide, 342 of 374 respondents (91.4 percent) said they needed medication for their 
HIV/AIDS. Based on this response, AIDS pharmaceutical assistance is the second-most needed service in 
the Baltimore EMA. This demand was nearly completely met, though, as unmet demand for this category 
was only 11 of 342 respondents with a need (3.2 percent). The demand and unmet demand for AIDS 
pharmaceutical assistance among Baltimore City residents was nearly identical to that of the entire EMA, 



Prepared by InterGroup Synergy & Planning Collaborative, Inc. for the 
Greater Baltimore HIV Health Services Planning Council 

2013 Consumer Survey  59 

with a 91.3 percent demand and 3.4 percent unmet demand. Among counties residents, need for this 
category was slightly higher, at 46 of 50 respondents (92.0 percent). The unmet demand for AIDS 
pharmaceutical assistance was lower among counties residents, with just 1 of 46 respondents with a need 
(2.2 percent) not having that need met. 
  
In addition to those who had received AIDS pharmaceutical assistance in the past year, 20 respondents 
(5.3 percent) had received the service in the more distant past. Of the 374 respondents EMA-wide, 36 (9.6 
percent) stated that they had never received AIDS pharmaceutical assistance. Those who had received 
AIDS pharmaceutical assistance were asked about the ease with which they were able to get the service. 
One respondent who had accessed AIDS pharmaceutical assistance at some point in the past found it 
somewhat difficult to get the service. He or she found it too hard to apply for the service and that the 
waiting list was too long. Among those who had received AIDS pharmaceutical assistance in the past 
year, 13 respondents found it somewhat difficult to get the service, and 1 respondent found it very 
difficult to get the service. For these respondents, only two common barriers were identified. Four 
respondents said they could not afford the co-payment for the service, and four respondents said it was 
too hard to apply for the service. The stated barriers indicate that eligibility may have been a contributing 
barrier for those who had difficulty getting AIDS pharmaceutical assistance, though it was not listed.  
 
There has been an increasingly high demand for AIDS pharmaceutical assistance over time, as illustrated 
in figure 5.15. In 2007, 614 respondents (84.1 percent) stated a need for this service (IGS 2007:39). That 
percentage rose only slightly in 2010 to 84.3 percent (IGS 2011:47). By 2013, demand had increased 7.1 
percentage points to 91.4 percent, but the increase in demand did not slow the decline of unmet demand 
for the category. Unmet demand for AIDS pharmaceutical assistance was seen among 83 of 614 
respondents with a need (13.5 percent) 
in 2007 (IGS 2007:39). That percentage 
dropped to 6.4 percent in 2010, when 
only 43 of 667 respondents with a need 
did not have that need met (IGS 
2011:47). In 2013, the need for AIDS 
pharmaceutical assistance was not met 
for 11 of 342 respondents with a need, 
creating an unmet demand of 3.2 
percent. This was the third lowest 
demand among all categories in 2013.  
 
Section 4.9 of this report discussed 
medication payment for PLWH/As in 
the EMA. In that section, it was noted 
that MADAP paid for prescriptions for 
32.7 percent of respondents in the EMA, 
and Medicaid covered those costs for 
32.1 percent of respondents. Many other 
pharmaceutical coverage types were also 
discussed. The wide array of prescription 
coverage options for PLWH/As in this 
EMA has been the reason AIDS 
pharmaceutical assistance has not been 
funded as a category in the Baltimore EMA. MADAP, which is funded through Ryan White Part B, has 
been particularly successful in providing prescription cost coverage for PLWH/As in the Baltimore area. 
The low unmet demand for this category reflects well on the decision not to fund AIDS pharmaceutical 
assistance in the EMA. However, the planning council is aware that the payment landscape is changing 
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under the ACA, which likely means lower funding for ADAP programs and an increase in the number of 
PLWH/As receiving prescription coverage through Medicaid and other insurance plans. The planning 
council will continue to monitor the need for AIDS pharmaceutical assistance to ensure that this 
important need continues to be met for PLWH/As. 
 
5.2.11 Early Intervention Services 
 
Early intervention services (EIS) include HIV/AIDS counseling, testing, referrals, other clinical and 
diagnostic services, periodic medical evaluations and therapeutic measures (IGS 2013b:5). Until 2008, 
EIS was funded under the primary medical care, housing, client advocacy and legal services categories in 
the Baltimore EMA. In April 2008, HRSA required that these EIS-funded services be shifted to the 
appropriate core and support service categories, and it required EMAs to be in compliance with the 75/25 
core medical provision (which requires at least 75 percent of direct service funding be allocated to core 
medical services) (IGS 2013b:5). Since FY 2008, the planning council has prioritized but not funded EIS.  
 
Of the 374 respondents in the EMA, 102 (27.3 percent) felt they had a need for EIS (shown in table 5.17). 
The unmet demand for this category was 16.7 percent (17 of 102 respondents with a need). Baltimore 
City residents had comparable demand and unmet demand rates, with 85 of 321 respondents (26.5 
percent) stating a need for the service and 14 of those (16.5 percent) not having that need met. Demand 
and unmet demand for EIS were slightly higher among counties residents. Seventeen of 50 counties 
respondents (34.0 percent) felt they needed EIS, and 3 of 17 respondents with a need (17.6 percent) felt 
their need was unmet.  
 

Table 5.17 
Early Intervention Services Service Demand and Unmet Demand 

Service Demand Unmet Demand 
Jurisdiction Respondents 

n % n % 
EMA 374 102 27.3% 17 16.7% 
Baltimore City 321 85 26.5% 14 16.5% 
Counties 50 17 34.0% 3 17.6% 
No Response 3 0 0.00% 0 0.00% 

 
Those with an unmet need were asked why they were not receiving the service. Six of the 17 respondents 
with an unmet need (35.3 percent) said they did not know how to get the service. Although EIS is not 
funded as a category in the Baltimore EMA, the services that comprise this category are provided in other 
ways, and the respondents with an unmet need should have an opportunity to be served. In Baltimore, 
testing and linkage to care activities are funded through Ryan White Part B (PHPA 2012:19). Other 
allowable activities under EIS are funded in the Ryan White Part A OAHS: primary medical care, 
outreach and non-medical case management categories.  
 
Aside from those who had received the service in the past year, 121 of 374 respondents (32.4 percent) 
indicated that they had received EIS in the past. EMA-wide, 142 respondents (38.0 percent) stated that 
they had never received EIS. Of the 2013 survey respondents, 206 respondents in total had received EIS, 
and only 8 respondents found it either somewhat or very difficult to get these services. Five respondents 
who had received EIS at some point in the past found it somewhat difficult to get the service, and one 
respondent found it very difficult to get the service. Only two respondents who had received EIS in the 
past year found it difficult to get the service, with one respondent each finding it “somewhat difficult” and 
“very difficult.” Of those who had difficulty accessing EIS in the past year, one said he or she could not 
afford the co-payment and the other said that he or she did not trust the doctor or staff providing the 
service. For the six respondents who had difficulty getting EIS at some point in the past, two respondents 
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indicated that they did not know how to get the service, two did not want anyone to know their HIV 
positive status and two could not afford the co-payment. Based on the barriers to care identified by those 
who had difficulty getting EIS, it seems that there was a lack of understanding among respondents 
regarding how the category operates. 
Education on these services would be 
helpful.  
 
Due to the change in delivery of EIS 
services, comparison data are only 
available from the 2010 consumer survey. 
These trend data are shown in figure 5.16. 
From 2010 to 2013, the demand for EIS 
increased 2.9 percentage points (from 24.4 
percent in 2010 to 27.3 percent in 2013) 
(IGS 2011:48). During this same period, 
unmet demand decreased. The unmet 
demand for EIS was 84 of 193 
respondents with a need (43.5 percent) in 
2010 (IGS 2011:48). In 2013, 17 of 102 
respondents with a need (16.7 percent) 
had an unmet demand, a decrease of 26.8 
percentage points in 3 years. The 
significant decline in unmet demand for 
EIS may mean that PLWH/As better 
understand how to get these services now 
than they did three years ago.  
 
5.2.12 Health Insurance Premium and Cost-sharing Assistance 
 
Health insurance is increasingly important to medical care in this country, but the costs of premiums, co-
payments and deductibles that come with that insurance can be burdensome. Health insurance premium 
and cost-sharing assistance is a core medical service allowed by HRSA for the provision of financial 
assistance in the form of premium payments, risk pools, co-payments and deductibles to ensure eligible 
PLWH/As are able to maintain health insurance or receive benefits under a health plan. This category is 
funded in the Baltimore EMA, though the standards of care have limited this category to the provision of 
co-payments for medications included in the MADAP formulary (IGS 2013b:7). 
 
Under the ACA, the need for health insurance premium and cost-sharing assistance is likely to increase 
due to the number of PLWH/As who will obtain health insurance for the first time. For those who have 
never had health insurance, learning about and affording premiums, co-payments and deductibles can 
prove challenging. In anticipation of increased need for health insurance premium and cost-sharing 
assistance under the ACA, HRSA recently released Policy Clarification Notice (PCN) #13-05. This PCN 
provides new guidelines for the use of health insurance premium and cost-sharing assistance funds and 
ensures that eligible PLWH/As will have payment assistance for health insurance premiums, deductibles 
and co-payments (HRSA 2013c). This will include coverage for those with private insurance plans and 
those with Medicaid. The Baltimore EMA will adhere to these HRSA guidelines in FY 2014 in order to 
ensure emerging needs from the ACA for health insurance premium and cost-sharing assistance are met. 
 
In 2013, 256 of 374 respondents in the EMA (68.4 percent) needed health insurance premium and cost-
sharing assistance, as shown in table 5.18. Of those 256 respondents, 37 (14.5 percent) had an unmet 
demand. There was less than one percentage point difference between demand and unmet demand for this 
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category among Baltimore City residents from those of the entire EMA. Baltimore City respondents had a 
67.9 percent demand for this service category, and 30 of the 218 respondents with a need (13.8 percent) 
had an unmet demand. Counties respondents had a higher demand for health insurance premium and cost-
sharing assistance, with 37 of 50 respondents (74.0 percent) reporting a need for the service. At 18.9 
percent, unmet demand was also higher among counties residents.  
 

Table 5.18 
Health Insurance Premium and Cost-Sharing Assistance 

 Service Demand and Unmet Demand 
Service Demand Unmet Demand 

Jurisdiction Respondents 
n % n % 

EMA 374 256 68.4% 37 14.5% 
Baltimore City 321 218 67.9% 30 13.8% 
Counties 50 37 74.0% 7 18.9% 
No Response 3 1 33.3% 0 0.00% 

 
For respondents who had an unmet demand for health insurance premium and cost-sharing assistance 
services, not knowing how to get the service was the most commonly expressed barrier. Fifteen of 37 
respondents with an unmet demand (40.5 percent) stated this as a barrier. In addition, 3 of 37 respondents 
with an unmet demand (8.1 percent) said they were not eligible for the service. It is possible that this issue 
was more common than expressed for those with an unmet demand because of the strict eligibility criteria 
that have been put in place for the category. It is also possible that some of those with an unmet demand 
may be able to access the service for the first time through HRSA’s clarification of the service category. 

 
Of the 374 respondents EMA-wide in 
2013, 19 (5.1 percent) stated that they had 
received health insurance premium and 
cost-sharing assistance in the past, though 
not in the past year. One hundred thirty-
three respondents (35.6 percent) said they 
had never received this service. For 21 
respondents, it was either somewhat or 
very difficult to get health insurance 
premium and cost-sharing assistance. Four 
of these 21 respondents had received the 
service at some point in the past — 2 said 
it was somewhat difficult to get the 
service and 2 said it was very difficult to 
get the service. Seventeen respondents 
who accessed health insurance premium 
and cost-sharing assistance in the year 
prior to the survey had difficulty getting 
the service (12 somewhat difficult and 5 
very difficult). Barriers to care were 
identified for those who had difficulty 
getting health insurance premium and 
cost-sharing assistance. Two respondents 
who had accessed the service at some 

point in the past said that it was too hard to apply for the service, and one respondent listed “other” as his 
or her barrier. The most common barrier for those who had difficulty getting the service in the past year, 
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as listed by five respondents, was that they were not eligible for the service. Four respondents each listed 
“too hard to apply” and “other” as their barriers. Given the strict eligibility criteria used in the Baltimore 
EMA for health insurance premium and cost-sharing assistance, the issue with eligibility was likely more 
common than noted among those who had barriers to care, and it may have also contributed to the 
difficulty of applying to the service. 
 
Health insurance premium and cost-sharing assistance was not funded in the Baltimore EMA until 2007. 
Therefore, historical trend data are only available for comparison from the 2010 consumer survey, as 
reflected in figure 5.17. The demand for health insurance premium and cost-sharing assistance was 53.9 
percent in 2010 (IGS 2011:48). In 3 years, the demand rose 14.5 percentage points to 68.4 percent in 
2013. This supports the idea that demand for this category is on the rise. The EMA has shown sizable 
improvement in the unmet demand for health insurance premium and cost-sharing assistance since 2010, 
when 137 of 426 respondents with a need (32.2 percent) did not have that need met. Unmet demand in 
2013 was down to 37 of 256 respondents with a need (14.5 percent).  
 
5.2.13 Outreach  
 
The primary purpose of the Ryan White Part A outreach category is to identify people who either do not 
know their HIV-positive status or who do and are not in care, so they can be enrolled in care or treatment 
services (IGS 2013b:61). This is a funded support service category in the Baltimore EMA, and it is an 
important way to familiarize PLWH/As with the care that they need. However, Ryan White Part A 
outreach does not include prevention or testing services. Part A outreach programs typically utilize a 
separate funding stream for these activities or partner with another program that conducts these activities.  
 

Table 5.19 
Outreach Service Demand and Unmet Demand 

Service Demand Unmet Demand 
Jurisdiction Respondents 

n % n % 
EMA 374 186 49.7% 38 20.4% 
Baltimore City 321 160 49.8% 33 20.6% 
Counties 50 25 50.0% 5 20.0% 
No Response 3 1 33.3% 0 0.00% 

 
Table 5.19 shows the demand and unmet demand for outreach by jurisdiction. Out of 374 respondents 
EMA-wide, 186 (49.7 percent) felt they needed outreach. Thirty-eight of those who had a need (20.4 
percent) did not have that need met. There was little difference in demand and unmet demand for this 
category between Baltimore City and counties respondents. Demand for outreach was 49.8 percent among 
Baltimore City residents and 50.0 percent among counties residents. For those living in the city, unmet 
demand was 20.6 percent (33 of 160 respondents with a need). Counties respondents had a 20.0 percent 
unmet demand rate, as 5 of 25 respondents who stated they needed the service did not get it. With the 
majority of respondents to this survey in some type of HIV/AIDS care already, it seems that many 
respondents in the EMA may confuse the purpose of the outreach services category with that of the case 
management category in terms of linkage to care. That is, once PLWH/As are in some type of care, case 
management services are tasked with getting them the additional care services they need. 
 
There were two common barriers noted by those with an unmet demand for outreach. Of the 38 
respondents with an unmet need, 17 (44.7 percent) stated that they did not know how to get the service. 
Ten respondents (26.3 percent) said they did not know the service was available. As mentioned already in 
this section, however, the majority of respondents who indicated an unmet need for outreach are already 
in some type of care.  
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Though not in the past year, 55 of 374 respondents (14.7 percent) said they had received outreach services 
in the past. Just over 40 percent of respondents stated that they had never gotten outreach. In total, 203 
respondents stated that they had previously gotten outreach, and of these, 7 felt the service was somewhat 
difficult to get. Only one of the seven respondents who found it difficult to get outreach had not received 
the service in the past year, but this respondent did not indicate any barriers that he or she faced when 
trying to get the service. Of the six respondents who experienced difficulty getting outreach in the past 

year, three said they did not want anyone 
to know their HIV positive status, and two 
said that the office hours of the service did 
not fit their schedule. No other barriers 
were identified by more than one 
respondent.   
 
Comparatively over time, as shown in 
figure 5.18, the demand for outreach has 
hovered around 50 percent. Among 2004 
survey respondents, the demand for 
outreach services was 47.0 percent (IGS 
2005:31). In 2007, the demand for this 
service was 53.8 percent; this was the 
highest demand for the category to date 
(IGS 2007:40). The demand declined to 
47.7 percent in 2010 and then increased to 
49.7 percent in 2013 (IGS 2011:49). 
Before decreasing from 2010-2013, unmet 
demand increased over three surveys from 
2004-2010. Of the 286 respondents with a 
need in 2004, 109 (38.1 percent) did not 
have that need met (IGS 2004:31). The 
unmet demand was 166 of 393 
respondents with a need (42.2 percent) in 

2007 (IGS 2007:40). Although demand decreased from 2007 to 2010, unmet demand increased to 168 of 
377 respondents with a need (46.6 percent) in 2010 (IGS 2011:49). From 2010 to 2013, unmet demand 
decreased by 26.2 percentage points. This is due to an unmet demand of 38 of 186 respondents with a 
demand (20.4 percent) in 2013. 
 
5.2.14 Non-medical Case Management 
 
As previously mentioned, it is crucial to ensure that PLWH/As are able to access all of the services that 
they need for the treatment of their HIV/AIDS in order to help them maintain a healthy and normal way 
of life. In addition to the core service of medical case management, non-medical case management is 
funded as a support service category in the Baltimore EMA. Non-medical case management includes 
providing advice and assistance in obtaining needed services through client advocacy. This category is 
different from medical case management because non-medical case management providers cannot follow-
up on or coordinate medical treatment (IGS 2013b:29). 
 
Within the EMA, 237 respondents (63.4 percent) indicated a need for non-medical case management (see 
table 5.20). Of those 237 respondents with a need, 37 (15.6 percent) had an unmet need for this service. 
Baltimore City residents had a slightly higher demand, with 207 of 321 respondents (64.5 percent) having 
a need for non-medical case management. Twenty-nine of those with a need in Baltimore City (14.0 
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percent) had an unmet demand. Service demand among counties respondents was 58.0 percent, but unmet 
demand was higher, with 8 of 29 respondents who specified a need (27.6 percent) not having it met. Non-
medical case management was not given separate services to surrounding counties (STSC) funding, 
which may have contributed to the higher unmet demand for this service among counties residents. 
Through FY 2013, the Baltimore EMA provided a set-aside allocation during PSRA to specifically fund 
services in the surrounding counties. For counties residents, this improved accessibility to certain services 
located within their jurisdictions. While counties residents still had access to the service without separate 
STSC funding, it might not have been available through one of their normal care providers.  
 

Table 5.20 
Non-medical Case Management Service Demand and Unmet Demand 

Service Demand Unmet Demand 
Jurisdiction Respondents 

n % n % 
EMA 374 237 63.4% 37 15.6% 
Baltimore City 321 207 64.5% 29 14.0% 
Counties 50 29 58.0% 8 27.6% 
No Response 3 1 33.3% 0 0.00% 

 
Barriers to care were identified for the 37 respondents who indicated an unmet demand for non-medical 
case management. Thirteen respondents each noted that they did not know how to get the service and/or 
that they did not know the service was 
available. Another five respondents 
contradicted their previous answers, which 
indicated unmet need, by stating that 
barriers did not apply because they had 
received the service. Interviewers were 
able to provide information about non-
medical case management services to 
those who had an unmet need.  
 
In addition to those who had received it in 
the past year, 27 of 374 respondents (7.2 
percent) stated that they had received non-
medical case management at some point in 
the past. One hundred thirty respondents 
(34.8 percent) indicated that they had 
never received non-medical case 
management. Among all those who got 
non-medical case management, nine 
respondents felt it was either somewhat or 
very difficult to get the service. Seven 
respondents, six who had received non-
medical case management in the past year 
and one who had received it at some 
earlier point in the past, said it was 
somewhat difficult to get non-medical case management. Two respondents, one each who had received 
the service in the past year and who had received the service in the past, found it very difficult to get non-
medical case management. These nine respondents identified a number of barriers. For those who had not 
gotten the service in the past year, one respondent noted that he or she did not know how to get the 
service and the other said it was too hard to apply for the service. The most commonly noted barriers 
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among those who had difficulty accessing non-medical case management in the past year were that it was 
too hard to apply (3 respondents), they did not know the service was available (2 respondents) and the 
waiting list was too long (2 respondents).  
 
There has been some fluctuation in the demand for non-medical case management over time (shown in 
figure 5.19). This category was not created until 2007, so no prior data are available for comparison. In 
2007, 57.8 percent of respondents reported a need for the service (IGS 2007:37). Demand increased to 
68.8 percent in 2010 before decreasing to 63.4 percent in 2013 (IGS 2011:51). Since 158 of 422 
respondents with a need (37.4 percent) did not have it met in 2007, unmet demand for non-medical case 
management has declined. Unmet need was noted among 163 of 544 respondents with a need (30.0 
percent) in 2010 and 37 of 237 respondents with a need (15.6 percent) in 2013 (IGS 2011:51). From 2007 
to 2013, unmet demand for non-medical case management decreased by 21.8 percentage points.  
 
5.2.15 Rehabilitation Services 
 
Rehabilitation services are services provided by a professional in accordance with an individual plan of 
care and are meant to improve or maintain a client’s quality of life and capacity for self-care. The services 
covered under the rehabilitation category include physical and occupational therapy, speech pathology 
and low-vision training (Hopson 2009). These types of services can be especially beneficial to those who 
have had a stroke or other significant health event, been involved in an accident of some type or had a 
decline in functional abilities, among others. Rehabilitation services are allowed as a Ryan White Part A 
support service category but are not funded by the Baltimore planning council.  
 
Throughout the EMA, 143 of 374 respondents (38.2 percent) noted a demand for rehabilitation services, 
and 37 of these (25.9 percent) had an unmet demand (shown in table 5.21). Baltimore City residents had a 
38.9 percent demand for rehabilitation services. Of the 125 Baltimore City respondents with a need, 32 
(25.6 percent) had an unmet demand. At 34.0 percent, demand for rehabilitation services was lower 
among counties residents. The unmet demand was also lower in the counties, with 4 of 17 respondents 
with a need (23.5 percent) not having that need met. 
 

Table 5.21 
Rehabilitation Services Service Demand and Unmet Demand 

Service Demand Unmet Demand 
Jurisdiction Respondents 

n % n % 
EMA 374 143 38.2% 37 25.9% 
Baltimore City 321 125 38.9% 32 25.6% 
Counties 50 17 34.0% 4 23.5% 
No Response 3 1 33.3% 1 100.0% 

 
While unmet demand for rehabilitation services was 25.9 percent, this does not necessarily indicate that 
these services are not available for PLWH/As who have a professionally documented need. PLHW/As 
with an unmet demand for rehabilitation services were asked why they did not receive the service. Ten 
respondents with an unmet demand (27.0 percent) said they did not know the service was available, and 
12 respondents with an unmet demand (32.4 percent) did not know how to get the service. These barriers 
indicate that lack of knowledge is the most common reason those in need were not getting rehabilitation 
services. 
 
Throughout the EMA, 43 respondents (11.5 percent) indicated that they had received rehabilitation 
services at some point prior to the year preceding the survey. Of the 374 survey respondents, 208 (55.6 
percent) stated they had not previously received rehabilitation services. The remaining 123 respondents 
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skipped this question. Eight respondents who had gotten rehabilitation services in the past year and two 
respondents who had gotten rehabilitation services at some point found it somewhat difficult to get the 
service. For those who experienced difficulty with getting rehabilitation services in the past year, the 
following barriers were noted: too hard to get an appointment (3), do not know how to get the service (2), 
did not know service was available (2), 
too hard to apply (2), waiting list too long 
(2), other (2) and office hours did not fit 
schedule (1). Both respondents who 
indicated that they had difficulty accessing 
rehabilitation services at some point in the 
past indicated that they did not know how 
to get the service. Like those with an 
unmet need, it seems that most 
respondents who had difficulty accessing 
rehabilitation services had a lack of 
knowledge about the category.  
 
From 2004 to 2013, demand for 
rehabilitation services experienced an 
upward trend. The historical data for this 
category are shown in figure 5.20. In 
2004, demand for rehabilitation services 
was 23.0 percent (IGS 2005:34). By 2007, 
23.7 percent of respondents reported a 
need for rehabilitation services (IGS 
2007:40). This demand continued to 
increase to 24.1 percent in 2010 and then 
to 38.2 percent in 2013 (IGS 2011:51). 
The increase in demand could be related 
to the increase in age of the PLWH/A population. While demand for rehabilitation services has increased 
over time, unmet demand has mostly declined. Unmet demand was 57.1 percent in 2004 (IGS 2005:34). 
This increased to 59.0 percent in 2007, before beginning the decline seen in the most recent surveys (IGS 
2007:40). By 2010, unmet demand had decreased only 0.4 percentage points to 58.6 percent (IGS 
2011:51). The decline in unmet demand from 2010 to 2013 was significant, as 2013 unmet demand was 
only 25.9 percent. Overall, unmet demand declined 31.2 percentage points from 2004 to 2013.  
 
Rehabilitation services are offered through Medicaid and Maryland Health Benefit Exchange insurance 
plans, which will cover the majority of PLWH/As under the ACA (IGS 2013c). Physicians should make a 
recommendation for these services if they feel a patient needs them. The planning council will continue to 
monitor the need for rehabilitation services in the EMA. 
 
5.2.16 Housing 
 
Stability is a key factor in the care of PLWH/As. While medical care is a substantial part of the 
stabilization of PLWH/As, everyday needs like food and shelter are just as important to the continuum of 
care. Two types of housing services are provided in the Baltimore EMA, transitional and EFA. Under 
housing services, short-term assistance is provided to support emergency, temporary or transitional 
housing that will allow an individual or family to gain or maintain medical care. This includes both 
housing that provides direct medical or support services and housing that does not provide these services 
directly. Housing providers can also provide clients with assistance in finding and obtaining permanent 
housing through other funding sources. EFA housing services provide short-term payments and/or 
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vouchers for expenses related to utilities, housing, food and medication when other resources are not 
available (IGS 2013b:44). This section focuses on transitional housing services; EFA is discussed in 
section 5.2.17. 
 

Table 5.22 
Housing Service Demand and Unmet Demand 

Service Demand Unmet Demand 
Jurisdiction Respondents 

n % n % 
EMA 374 191 51.1% 80 41.9% 
Baltimore City 321 169 52.6% 67 39.6% 
Counties 50 21 42.0% 13 61.9% 
No Response 3 1 33.3% 0 0.00% 

 
Respondents in the EMA were asked if they needed short-term assistance finding temporary or 
transitional housing and, if so, whether or not that need was met. Demand and unmet demand for housing 
services were determined through the responses to these questions (shown in table 5.22). EMA-wide, 191 
of 374 respondents (51.1 percent) indicated a need for housing services, and 80 of those 191 (41.9 
percent) had an unmet demand. Housing demand was 52.6 percent among Baltimore City respondents, 
with 67 of the 169 residents reporting a need (39.6 percent) having an unmet need in the category. At 42.0 
percent, the demand for housing services among counties residents was 10.6 percentage points lower than 
the demand from Baltimore City residents. However, unmet demand was noted by 13 of 21 respondents 
with a need (61.9 percent) in the counties. These unmet demand rates are troubling, though not 
completely surprising because of rental prices in the Baltimore area. In the third quarter of 2013, the 
average rent for “A” grade properties in Baltimore City and its submarkets (the counties) increased more 

than 4 percent over 2012 rates to around 
$1,650 (PDR 2013:4). Considering that 
the majority of PLWH/As in the 
Baltimore EMA live below the FPL, 
affordable housing can be extremely 
difficult to find.  
 
Figure 5.21 illustrates the demand and 
unmet demand for housing in 2013 
compared to the two previous consumer 
surveys. Data from 2004 were not 
included because respondents to that 
survey were asked about their need for 
different types of housing services, 
resulting in the data gathered being 
incomparable (IGS 2005:28). The demand 
for housing was 41.5 percent in 2007, but 
the need declined to 33.9 percent in 2010 
(IGS 2007:41; IGS 2011:53). Both of 
these previous demand rates were 
drastically lower than the 51.1 percent 
demand among respondents in 2013. In 
2007, 161 of 303 respondents with a need 
(53.1 percent) had an unmet demand for 

housing (IGS 2007:41). Although demand was lower in 2010, 143 of 268 respondents with a need (53.4 
percent) did not have that need met (IGS 2011:53). The unmet demand percentage for housing (41.9 
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percent) was lower than the demand percentage (51.1 percent) for the first time in 2013.  
 
For a category like housing with high demand and unmet demand, it is imperative to better understand the 
needs for and barriers to the service, so planners can ensure that resources are allocated in the best 
possible way to meet the need. Respondents were asked about the types of short-term temporary or 
transitional housing assistance they do or did receive. Out of all 374 
respondents in the EMA, 106 (28.3 percent) said they do or did receive 
transitional housing, and 59 respondents (15.8 percent) said they do or 
did receive rent money to prevent eviction. A number of respondents 
also stated they received “other” kinds of short-term temporary or 
transitional housing assistance, with many specifically mentioning that 
they are on a waiting list for some type of permanent housing.  
 
In addition to high rental rates in the EMA, housing issues are 
compounded for PLWH/As by the fact that permanent housing 
programs in the area have waitlists that are either many years long or 
that are closed to any new names being added. Aside from traditional permanent housing programs like 
Section 8, the Housing Opportunities for Persons With AIDS (HOPWA) government program was 
designed specifically to meet housing needs of PLWH/As, but the waitlist for this service is currently 
closed to new applicants in Baltimore City (Pollard 2012). While they are waiting for permanent housing 
through a government program, many PLWH/As have few options other than Ryan White for temporary 
and transitional housing assistance.  
 
For those with an unmet need in the housing category, a number of barriers to care were noted. These 
barriers are shown in figure 5.22, and respondents were allowed to select any and all barriers that applied 
to them. The most common barrier to housing services, as expressed by 26 of 80 respondents with an 
unmet need (32.5 percent) was that respondents did not know how to get the service. Fifteen respondents 
with an unmet need (18.8 percent) said they did not know that the service was available. The 
aforementioned barriers are problems with 
knowledge of the service, as opposed to 
issues with the service itself. However, the 
third through fifth most common barriers 
to housing in 2013 were access issues. 
Eleven respondents (13.8 percent) said the 
waiting list for the service was too long, 6 
respondents (7.5 percent) said it was too 
hard to apply for the service and 4 
respondents (5.0 percent) said it was too 
hard to get an appointment.  
 
In addition to those who expressed use of 
housing services in the past year, 53 of 
374 respondents (14.2 percent) stated that 
they had used these services at some point 
in the past. Another 191 respondents (51.1 
percent) indicated that they had never used 
housing services. Those who had received 
housing services, either in the past year or 
at another time, were asked about the ease 
with which they were able to get these 
services. Thirteen respondents who had 
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received housing services at some point in the past indicated that it was somewhat or very difficult for 
them to get these services. Of those who got housing services in the past year, 31 respondents stated that 
it was either somewhat or very difficult for them to get these services. These 44 respondents were asked 
what made it difficult for them to get housing services. Among the respondents who had received services 
in the past year, 17 said the waiting list for the service was too long, 14 said it was too hard to apply for 
the service and 11 said it was too hard to get an appointment.  The most commonly identified barriers for 
those who had received housing in the past year all revolved around the time it took to get the service. For 
those who had gotten housing services at some point in the past, the length of the waiting list for the 
service was the most commonly noted barrier to the service. Eight respondents indicated that this was 
their barrier. Three respondents each listed that it was too hard to apply for housing services and “other” 
as their barriers. These barriers correspond with some of the most commonly identified barriers for those 
who had an unmet need in this category. 
 
According to recent expenditure and service delivery (ESD) reports, the Baltimore EMA has been 
struggling to keep up with the need presented for housing services. This is evidenced by the presence of 
waitlists for the housing categories. Due to the waitlists, the planning council has repeatedly reallocated 
funds to the housing categories (BCHD 2013a). Based on unmet demand and barriers noted in this 
consumer survey, the planning council should continue to closely monitor the need for additional funds to 
meet housing needs. 
 
5.2.17 Emergency Financial Assistance 
 
Emergency financial assistance (EFA) provides short-term payments to agencies or a voucher program to 
assist with emergency expenses related to utilities, housing, food and medication. This payment source is 
available to PLWH/As when other resources are not available (IGS 2013b:35). In the Baltimore EMA, 
EFA is funded through several service categories: outpatient ambulatory health services, food bank and 
housing (IGS 2013b:35).  
 

Table 5.23 
Emergency Financial Assistance Service Demand and Unmet Demand 

Service Demand Unmet Demand 
Jurisdiction Respondents 

n % n % 
EMA 374 256 68.4% 70 27.3% 
Baltimore City 321 215 67.0% 55 25.6% 
Counties 50 39 78.0% 14 35.9% 
No Response 3 2 66.7% 1 50.0% 

 
Overall in the EMA, 256 of 374 respondents (68.4 percent) stated a need for EFA services (see table 
5.23). Unmet demand in the EMA was noted by 70 of 256 respondents with a need (27.3 percent). 
Demand and unmet demand for EFA were slightly lower in Baltimore City, with 67.0 percent of 
respondents reporting a demand and 55 of 215 respondents with a need (25.6 percent) reporting an unmet 
demand. Compared to the city, the demand for EFA among counties residents was 11 percentage points 
higher at 78.0 percent. Unmet demand for this category was also higher for counties respondents, with 14 
of 39 who had a need for EFA (35.9 percent) having an unmet need in the category.  
 
From the 70 respondents in the EMA with an unmet need for EFA, there were several barriers to care for 
this category. The most common barriers to care in this category are shown in figure 5.23. Respondents 
could select all barriers that they felt applied. With 29 of 70 respondents who had an unmet need (41.4 
percent) listing it, the most common barrier to EFA was respondents not knowing how to get the service. 
The second most frequently selected barrier to EFA was that the respondent did not know the service was 
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available. Eighteen of 70 respondents (25.7 percent) said this was a reason they did not receive EFA. The 
two most common barriers centered on a lack of knowledge about the EFA service category. However, 5 
respondents (7.1 percent) stated that EFA services were too hard to apply for. This suggests that the 
planning council should review the application process for EFA services to ensure that it is simplified as 
much as possible. Five other barriers to 
care were noted by one respondent each: 
the waiting list for the service was too 
long, the respondent was not eligible for 
the service, it was too hard to get an 
appointment, the respondent could not 
afford the co-pay and the respondent 
received bad care.  
 
When asked if they had ever received 
EFA services, 52 of 374 respondents (13.9 
percent) indicated that they had received 
these services at some point prior to the 
past 12 months. Nearly 1 out of 3 
respondents (31.6 percent) indicated that 
they had never received EFA. 
Respondents who had received EFA were 
asked about the ease with which they were 
able to get the service. Of those who had 
used EFA in the past year, 31 respondents 
stated that it was either somewhat or very 
difficult to get this service. Twelve of 
those who had accessed the service at 
some point prior to the year before the 
survey also felt it was either somewhat or very difficult to access EFA. These 43 respondents were asked 
about why it was difficult for them to get EFA. The most commonly identified barriers for those who had 
accessed the service in the past year were that it was too hard to apply for the service (16 respondents), it 
was too hard to get an appointment (9 respondents), the waiting list was too long (7 respondents) and they 
were not eligible for the service (5 respondents). For the 12 respondents who had gotten EFA in the past 
with some level of difficulty, the most commonly identified barriers were that the waiting list for the 
service was too long (5 respondents) and that it was too hard to apply for the service (4 respondents). As 
previously mentioned, the number of respondents indicating issues with applying for and getting an 
appointment for EFA suggests that consideration should be given to how the service is operating in the 
EMA. 
 
Among 2004 survey respondents, demand for EFA services was 62.9 percent (IGS 2005:26). As shown in 
figure 5.24, demand dropped slightly from 2004 to 2007, but there has been a steady increase in demand 
for EFA services since 2007. Demand was 61.2 percent in 2007, and it increased to 64.2 percent in 2010 
(IGS 2007:41; IGS 2011:54). By 2013, the demand for EFA services was 68.4 percent. As with demand 
for this category, the unmet demand percentage for EFA in 2004 did not follow the pattern of the three 
most recent surveys. In 2004, 187 of 383 respondents with a need for EFA services, or 48.8 percent, did 
not have that need met (IGS 2005:26). Of the 447 respondents with a demand for the service in 2007, 259 
(57.9 percent) had an unmet demand (IGS 2007:41). The unmet demand for the category was 226 of 508 
respondents with a need (44.5 percent) in 2010 (IGS 2011:54). The unmet demand of 27.3 percent in 
2013 was 30.6 percentage points lower than the 2007 rate.  
 
Even under the ACA, Medicaid and other insurance plans will not cover the majority of services provided 
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through EFA service categories (IGS 
2013c). This means that, aside from other 
possible emergency aid programs, there 
are no alternative funding streams for 
these services. As such, it is critical to 
service delivery that there be an 
understanding of the more specific needs 
that PLWH/As have for EFA services. 
 
Survey respondents were asked 
specifically what type(s) of EFA 
service(s) they needed. Question response 
options included utilities, food, medical 
co-pays or medicine and other. The need 
for food EFA was listed by 215 of 374 
respondents (57.5 percent) in the EMA. 
This was the most demanded EFA service. 
There was also a significant need for 
utilities assistance and medical assistance. 
Of the 374 respondents, 141 (37.7 
percent) said they needed utilities EFA, 
and 128 (34.2 percent) said they needed 
medical EFA. Thirty-five respondents said 

they needed “other” types of EFA, with housing or rental assistance listed by most. Housing/rental 
assistance was listed by 23 respondents (6.1 percent) as a need under the “other” EFA option. Based on 
the demand for the housing category, this percentage likely would have been higher had “housing or 
rental assistance” been a separate answer option for EFA needs.  Utilizing this information provided about 
specific EFA needs, the planning council can more efficiently allocate the funds for these services. 
 
5.2.18 Medical Transportation 
 
Due to the costs involved, many PLWH/As do not have cars. Public transportation can also be expensive 
and/or inaccessible depending upon where a person lives. Transportation issues can make it difficult for 
PLWH/As to keep appointments. To combat these issues, the Baltimore planning council funds medical 
transportation as a support service category in the EMA. Medical transportation services are defined as 
conveyance services provided to a client so that he or she may access medical core and support service 
appointments (IGS 2013b:58). In the Baltimore EMA, these services are provided in the form of bus 
tokens, cab rides and van rides. 
 

Table 5.24 
Medical Transportation Service Demand and Unmet Demand 

Service Demand Unmet Demand 
Jurisdiction Respondents 

N % n % 
EMA 374 234 62.6% 64 27.4% 
Baltimore City 321 197 52.7% 57 28.9% 
Counties 50 35 70.0% 5 14.3% 
No Response 3 2 66.7% 2 100.0% 

 
In total, 234 of 374 respondents in the EMA (62.6 percent) had a demand for medical transportation, and 
64 respondents with a need (27.4 percent) did not have that need met. Table 5.24 compares the demand 

0

20

40

60

80

100

2004 2007 2010 2013

Emergency Financial Assistance in the EMA: 
2004, 2007, 2010 and 2013

Service Demand
Unmet Demand

62.9 61.2
64.2

68.4

48.8

57.9

44.5

27.3

Pe
rc

en
ta

ge
 o

f R
es

po
nd

en
ts

Year

Figure 5.24

Source: IGS 2005, 2007, 2011; 2013 Consumer Survey.  



Prepared by InterGroup Synergy & Planning Collaborative, Inc. for the 
Greater Baltimore HIV Health Services Planning Council 

2013 Consumer Survey  73 

and unmet demand for medical transportation in the EMA by jurisdiction. Among Baltimore City 
residents, 197 of 321 respondents (52.7 percent) had a need for these services. Fifty-seven of the 197 city 
respondents with a need (28.9 percent) had an unmet demand for this 
service. Demand for medical transportation services was much higher 
among counties residents, with 35 of 50 respondents (70.0 percent) 
reporting a need. As unmet demand was noted by 5 of 35 respondents 
with a need (14.3 percent), few counties respondents were unable to 
have this need met. For residents in the counties, transportation can be 
particularly difficult because many do not have access to public transportation as most city residents do. 
The low unmet demand for medical transportation among counties residents may be attributed to separate 
funding that has been dedicated to ensuring residents of these areas have their transportation needs met. 
 
Those with an unmet demand for medical transportation were asked why they did not receive the service, 
and the most common barriers to care are shown in figure 5.25. Of the 64 respondents in the EMA with 
an unmet demand in this service category, 31 (48.4 percent) said they did not know how to get the 
service. The second most common barrier to care for medical transportation was that respondents did not 
know the service was available, and this was noted as a barrier by 20 of 64 respondents with an unmet 
demand (31.2 percent). Three respondents (4.7 percent) reported “other” as their barrier to this service, 
with two of those specifically mentioning that they were in the process of applying for the service. One 
respondent each reported these additional barriers: bad care was received, could not afford the co-
payment, no way to get there, only go when sick, and too hard to get an appointment.  
 
Although they had not received medical transportation in the past year, 40 of 374 respondents (10.7 
percent) indicated that they had received the service at some point in the past. One hundred fifty 
respondents (40.1 percent) stated that they 
had never received medical transportation. 
Nine respondents who had received 
medical transportation in the past year 
found it either somewhat or very difficult 
to get the service. The same was true of 
eight respondents who had received the 
service at some point in the past. These 17 
respondents identified a number of 
different barriers to care for medical 
transportation. Of those who had used 
medical transportation in the past year, 
four respondents each said the waiting list 
was too long and it was too hard to apply 
for the service. The additional barriers 
noted for those who had received the 
service in the past year were the 
following: not eligible (1), cannot afford 
co-pay (1), service hours did not fit 
schedule (1), do not know how to get the 
service (3), service is never on time (2), 
other (2) and too hard to get an 
appointment (2). For those who had 
received medical transportation at some point in the past, the most common barrier, as noted by two 
respondents, was that it was too hard to apply for the service. One respondent each noted the following 
additional barriers: waiting list too long, other, only go when sick, no way to get there, did not like the 
way he or she was treated, not getting good care and not eligible.  
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Historically, more than half of all consumer survey respondents have expressed a need for medical 
transportation services in the EMA (shown in figure 5.26). In 2004, 62.9 percent of respondents reported 
a demand for medical transportation (IGS 2005:27). With 70.7 percent of respondents reporting a need, 

demand for the service was highest in 
2007 (IGS 2007:42). Demand declined to 
55.6 percent of respondents in 2010 
before increasing to 62.6 percent of 
respondents in 2013 (IGS 2011:55). In a 
departure from the trend of lowest unmet 
demand in 2013 for most categories, the 
lowest unmet demand for medical 
transportation was seen in 2004, when 60 
of 383 respondents with a need (15.7 
percent) did not have their need met (IGS 
2005:27). Unmet demand was only 
slightly higher in 2007, at a rate of 17.6 
percent (91 of 516 respondents with a 
need) (IGS 2007:42). Of the 440 
respondents with a need in 2010, 148 
(33.6 percent) had an unmet need (IGS 
2011:55). The 2010 rate was the highest 
unmet need for this category to date. By 
2013, unmet demand had dropped slightly 
to 64 of 234 respondents with a need (27.4 
percent), but it was still not back to the 
levels seen in 2004 and 2007.  
 

Medical transportation is a service category that is likely to see significant change in demand under the 
ACA. Medicaid recipients will be eligible for transportation through Medicaid for medical appointments, 
which means that Ryan White will no longer be able to provide transportation for these PLWH/As to 
these types of appointments (IGS 2013c). While the 2013 consumer survey did not ask respondents the 
types of appointments for which they needed medical transportation services, recent data on utilization of 
this service in the EMA are available. In FY 2012, 61 percent of clients utilized medical transportation to 
access primary care appointments (BCHD 2013b:29). Based on these factors, overall demand for medical 
transportation through Ryan White Part A is likely to decline moving forward as eligibility for these 
services will be dependent upon the type of insurance a client has and the type of service for which the 
transportation is needed. A more in depth review of this issue is provided in chapter 6. 
 
5.2.19 Child Care 
 
For parents or guardians of young children, the availability of child care can be a determining factor for 
whether they schedule and keep appointments. HRSA allows child care as a Ryan White Part A support 
service category, and it is funded as such in the Baltimore EMA. As defined by HRSA, child-care 
services include care provided for children of HIV-positive clients while those clients are attending 
medical or other appointments or Ryan White HIV/AIDS Program-related meetings, groups or trainings. 
These child care services are not meant to be daily, and they are not to be provided for a parent or 
guardian to go to work (IGS 2013b:31). 
 
Throughout the EMA, 10 of 374 respondents (2.7 percent) had a demand for child care services, and 6 of 
these (60.0 percent) had an unmet demand (shown in table 5.25). Nine of the respondents with a demand 
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for child care resided in Baltimore City. This accounted for a 2.8 percent demand for these services in 
Baltimore City, with 5 of the 9 respondents who had a need (55.6 percent) not having that need met. Only 
1 of 50 respondents (2.0 percent) from the counties had a demand for child care, but that respondent’s 
need was unmet. This resulted in a 100 percent unmet demand for child care among counties respondents. 
The unmet demand in the counties may be due to the fact that providers of this service are located in 
Baltimore City. 
 

Table 5.25 
Child Care Service Demand and Unmet Demand 

Service Demand Unmet Demand 
Jurisdiction Respondents 

n % n % 
EMA 374 10 2.7% 6 60.0% 
Baltimore City 321 9 2.8% 5 55.6% 
Counties 50 1 2.0% 1 100.0% 
No Response 3 0 0.00% 0 0% 

 
For the six respondents with an unmet demand, two barriers to care were noted. Two of the six 
respondents with an unmet demand for child care said that they did not know the service was available. 
Two respondents also stated that they did not know how to get the service. These barriers can be 
addressed with increased knowledge about the category. 
 
When respondents were asked if they had ever used child care, one additional respondent stated that he or 
she had used child care at some point in the past. Out of all respondents in 2013, 341 (91.2 percent) 
indicated that they had never used child care. Those who had used child care were asked about their 
experience with the service. Two respondents who had used child care in the past year felt that it was 
somewhat difficult to get the service. Two 
additional respondents — one each who 
had accessed the service in the past year 
and who had accessed the service ever — 
indicated that it was very difficult for 
them to get child care. Barriers to care 
were identified for these four respondents. 
Two respondents felt it was difficult to get 
child care because they did not know how 
to get the service. This barrier was noted 
by a respondent who had been in care in 
the past year and a respondent who had 
been in care at some point in the past, and 
it is in line with the barriers identified for 
those who had an unmet need for child 
care. Additionally, two respondents, who 
had both been in care in the past year, 
stated that they could not afford the co-
pay for this service. One respondent also 
noted difficulty with the service due to the 
feeling that he or she was not getting good 
care.  
 
Historically, respondents have been asked 
about their need for child care for a child under six years of age and their need for child care for a child 
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over six years of age. As a service category, child care is not split, so it is important to understand the 
overall demand and unmet demand as shown above. However, the breakdown of need by age of the child 
is also important because Maryland has different regulations for preschool care centers and school-aged 
care centers in terms of enrollment and staffing requirements (MSDE 2013:21). 
 
Prior to 2006, this category was known as day and/or respite care for children, and the services offered 
were considerably different (IGS 2005:35). As such, data comparisons can only be made to the 2007 and 
2010 surveys. Over time, as shown in figure 5.27 and figure 5.28, the need for child-care services in the 
Baltimore EMA has been consistently low. Demand for child care for a child under 6 years old has been 
on the decline since 2007. In 2007, demand for this service was 5.2 percent, and this decreased to 4.6 
percent in 2010 (IGS 2007:43; IGS 2011:56). In the 2013 consumer survey, demand for child care for a 
child under 6 years old was down to 2.7 percent. Unmet demand for this service has always been high. 
Out of 38 respondents who needed child care for a child under 6 in 2007, 20 (52.6 percent) had an unmet 
demand (IGS 2007:43). The unmet demand increased to 31 of 36 respondents with a need (86.1 percent) 

in 2010 before declining to 6 of 10 
respondents with a need (60.0 percent) in 
2013 (IGS 2011:56).  
 
The demand for child care for a child over 
six years old has also declined in recent 
years. The 2007 demand for this service 
was 5.8 percent (IGS 2007:43). Demand 
dropped to 2.5 percent in 2010 (IGS 
2011:57). The 2013 demand for child care 
for a child over 6 was 1.3 percent, which 
was less than a quarter of the 2007 rate. 
Unmet demand for child care for a child 
over 6 years old was noted by 25 of 42 
respondents with a need (59.5 percent) in 
2007 (IGS 2007:43). In 2010, unmet 
demand was indicated by 18 of 20 
respondents with a need (90.0 percent) 
(IGS 2011:57). The 2010 unmet demand 
was the highest seen for this service, as 
only 1 of 5 respondents with a need for 
child care for a child over 6 (20.0 percent) 
had an unmet need in 2013.  
 

Although unmet demand has been high for child care, it is important to remember that these unmet 
demand percentages are based on very low service demand. As the PLWH/A population continues to age 
in the Baltimore EMA, demand for child-care services is likely to continue to decline. There are also a 
number of other funding streams noted for child-care services (IGS 2013b:32-4). Based on these and 
other factors, the planning council will continue to evaluate the need for child care. 
 
5.2.20 Psychosocial Support 
 
Medical diagnoses like HIV/AIDS can have a devastating impact on a person’s state of mind. In fact, the 
impact of HIV often stretches past the infected person and affects the lives of family members, loved ones 
and friends. Psychosocial support is a service category that provides support and counseling activities, 
child-abuse and neglect counseling, HIV support groups, pastoral care, caregiver support, bereavement 
counseling and nutrition counseling not provided by a dietitian (IGS 2013b:65). The Baltimore EMA has 
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funded psychosocial support as a support service category since FY 2009.  
 
Table 5.26 displays demand and unmet demand for psychosocial support services by jurisdiction. Among 
all 374 respondents in the EMA, 185 (49.5 percent) indicated a demand for psychosocial support services 
in 2013. Thirty of 185 respondents with a need (16.2 percent) did not have that need met. Baltimore City 
respondents had a 50.2 percent demand for psychosocial support. For 25 of 161 city respondents with a 
need for psychosocial support (15.5 percent), this need was not met. Demand was 48.0 percent for 
counties residents, but unmet demand was noted for 5 out of 24 (20.8 percent) of these respondents.  
 

Table 5.26 
Psychosocial Support Service Demand and Unmet Demand 

Service Demand Unmet Demand 
Jurisdiction Respondents 

n % n % 
EMA 374 185 49.5% 30 16.2% 
Baltimore City 321 161 50.2% 25 15.5% 
Counties 50 24 48.0% 5 20.8% 
No Response 3 0 0.00% 0 0.00% 

 
For the 30 respondents in the EMA with an unmet demand for psychosocial support activities, 5 barriers 
to care were noted. Eleven respondents with an unmet need (36.7 percent) did not know how to get the 
service, and 10 respondents with an unmet need (33.3 percent) did not know the service was available. 
With knowledge of psychosocial support services provided by interviewers, these respondents should be 
able to access the services they need in this category. For 2 respondents with an unmet need (6.7 percent), 
the application process for the service was their barrier to care. A single respondent (3.3 percent) said that 
the office hours for psychosocial support services did not fit his or her schedule, and 1 person also stated 
that it was too hard to get an appointment for these services. Though only noted by a few respondents, the 
planning council may wish to look into the office hours and appointment processes for PLWH/As to 
receive these services.  
 
Psychosocial support was indicated as a service used at some point in the past by 29 respondents, in 
addition to those who had used the service in the year prior to the survey. One hundred seventy-six 
respondents indicated that they had never used psychosocial support, while the remaining respondents 
skipped the question. All respondents who had received psychosocial support at any point in time were 
asked about the ease with which they were able to access the service. Five respondents — four who had 
received psychosocial support in the past year and one who had received it at some point in the past — 
indicated that it was somewhat difficult for them to get psychosocial support. One respondent, who had 
accessed psychosocial support in the past year, felt it was very difficult to get the service. There was also 
one respondent, who received psychosocial support at some point in the past, who said that he or she did 
not remember how easy or difficult it was to get the service. These seven respondents were asked about 
the barriers that they faced with psychosocial support. Of the two respondents who accessed psychosocial 
support at some point in the past, one indicated that he or she felt it was too hard to get an appointment 
and the other skipped the question. Two respondents who had accessed the service in the past year felt 
that it was difficult because they did not know how to get the service; two respondents also indicated 
“other” as their barrier. The remaining respondent indicated that he or she had no way to get to the 
service.  
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To better meet the psychosocial support 
needs of PLWH/As in the EMA, it is 
important to understand how they utilize 
the services offered in this category. 
Figure 5.29 illustrates the respondents in 
the EMA who do participate in or have 
participated in different types of 
psychosocial support activities. 
Respondents were asked to select all 
activities that applied to them. As 145 of 
374 respondents (38.8 percent) in the 
EMA utilized it, peer-to-peer counseling 
services were the most frequently used 
psychosocial activity. Educational groups 
were attended by 121 of 374 respondents 
(32.4 percent). Seventy-two respondents 
(19.3 percent) reported having used 
nutritional counseling. 
Pastoral/bereavement counseling was used 
by 8.0 percent of respondents, and drop-in 
centers were used by 7.0 percent of 
respondents. In addition, 6.1 percent of 
respondents reported utilizing other 

psychosocial support activities, with a number specifying “support groups” as the activity they used.  
 
Figure 5.30 shows the demand and unmet demand for psychosocial support services from 2004 to 2013. 
At 40.6 percent, demand for psychosocial support was lowest among 2004 survey respondents (IGS 
2005:33). In 2007, demand for this category was 57.5 percent (IGS 2007:44). Demand for psychosocial 

support declined to 45.4 percent in 2010 
and then increased slightly to 49.5 percent 
in 2013 (IGS 2011:58). Like demand, 
unmet demand for psychosocial support 
has not exhibited a stable trend over time. 
However, there was a period of increasing 
unmet demand from 2004-2010. The need 
for psychosocial support services was 
unmet for 66 of 247 respondents (26.7 
percent) in 2004 and 115 of 420 
respondents (27.4 percent) in 2007 (IGS 
2005:33, IGS 2007:44). Unmet demand 
was noted by 129 of 359 respondents with 
a need (35.9 percent) in 2010, but there 
was a decline in 2013 to 30 of 185 
respondents with a need (16.2 percent) 
(IGS 2011:58).  
 
Moving forward, the need and unmet need 
for psychosocial support services through 
Ryan White Part A are likely to continue 
as seen in the past. Even under the ACA, 
there is limited to no coverage of these 
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services by Medicaid and insurance plans (IGS 2013c). Nutritional counseling is the exception. As 
PLWH/As and those around them continue to deal with the impact of HIV/AIDS in their lives, 
psychosocial support will remain a constant need. 
 
5.2.21 Treatment Adherence Counseling 
 
Anyone can forget to take medications or miss an appointment, but for PLWH/As, it is vital to adhere to 
the treatment plan prescribed by their doctor. Treatment adherence counseling is a service provided by 
non-medical personnel that helps PLWH/As remember to take their medications, attend their 
appointments and follow the treatment plans set up by their HIV primary care specialist (IGS 2013b:73). 
This allowable support service is not funded by Ryan White Part A in the Baltimore EMA, but it is 
funded through Ryan White Part B.  
 
Consumer survey respondents were asked about their need for two different types of treatment adherence 
counseling: appointment reminders and medication reminders. The demand and unmet demand for each 
of these types of treatment adherence counseling are described below. 
 

Table 5.27 
Treatment Adherence Counseling—Appointment Reminders 

Service Demand and Unmet Demand 
Service Demand Unmet Demand 

Jurisdiction Respondents 
n % n % 

EMA 374 137 36.6% 7 5.1% 
Baltimore City 321 115 35.8% 5 4.3% 
Counties 50 21 42.0% 2 9.5% 
No Response 3 1 33.3% 0 0.00% 

 
The need and unmet need for treatment adherence counseling in the form of appointment reminders is 
shown in table 5.27. In 2013, 36.6 percent of respondents EMA-wide felt they had a need for appointment 
reminders. Of the 137 respondents with a need, 7 (5.1 percent) did not have their need met. Demand for 
appointment reminders was noted by 35.8 percent of respondents who resided in Baltimore City, and 5 of 
115 respondents with a demand (4.3 percent) had an unmet demand. At 42.0 percent, demand for 
appointment reminders was higher among counties residents. Unmet demand for this service was also 
higher in the counties, with 2 of 21 respondents with a need (9.5 percent) not having that need met.  
 
Two barriers to care were identified for the seven respondents with an unmet need for treatment 
adherence counseling—appointment reminders. Of the 7 respondents with an unmet need, 3 respondents 
each (42.9 percent) stated that they did not know how to get the service and/or they did not know the 
service was available. These barriers can be addressed through increased knowledge of how treatment 
adherence counseling is handled in the Baltimore EMA. 
 
Respondents to the 2013 survey were also asked if they had ever used treatment adherence counseling—
appointment reminders. In total, 19 of 374 respondents (5.1 percent) indicated that they had received 
appointment reminders at some point in the past, though not in the past year. Another 161 respondents 
(43.0 percent) had never received appointment reminders, and the remaining respondents skipped the 
question. Among those respondents who had used treatment adherence counseling—appointment 
reminders, one person, who had used the service in the past year, indicated that he or she found it 
somewhat difficult to get this service. As with those who had an unmet need in this category, the barrier 
identified for the person who had difficulty accessing the service was that he or she did not know how to 
get it.  
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While treatment adherence counseling 
was an allowable service category in 
2004, respondents were not asked 
specifically about their need for 
appointment and medication reminders 
until the 2007 survey. Thus, 2004 data are 
not comparable to those gathered in the 
previous three surveys (IGS 2005:34). 
From 2007-2013, demand for treatment 
adherence counseling in the form of 
appointment reminders remained between 
30 and 40 percent (shown in figure 5.31). 
The demand for appointment reminders 
was 31.6 percent in 2007, and it increased 
to 38.4 percent in 2010 (IGS 2007:35, IGS 
2011:58). In 2013, demand for this service 
was down 1.8 percentage points to 36.6 
percent. Since 2007, unmet demand for 
appointment reminders has experienced a 
downward trend. Thirty-one of 231 
respondents with a need (13.4 percent) in 
2007 did not have that need met (IGS 
2007:35). Unmet demand declined to 9.9 

percent (30 of 258 respondents with a need) in 2010 (IGS 2011:58). The unmet need for appointment 
reminders was down an additional 4.8 percentage points to 5.1 percent in 2013.  
 
 
As shown in table 5.28, demand for treatment adherence counseling in the form of medication reminders 
was needed by 21.1 percent of respondents in the EMA. The EMA-wide unmet demand was 5.1 percent 
(4 of 79 respondents with a need). Demand for medication reminders was 18.0 percent among counties 
residents and 21.5 percent among Baltimore City respondents. All nine counties respondents with a 
demand had their need for medication reminders met. Of the 69 respondents with a need for this service 
in Baltimore City, 4 (5.8 percent) had an unmet need.  
 

Table 5.28 
Treatment Adherence Counseling—Medication Reminders 

Service Demand and Unmet Demand 
Service Demand Unmet Demand 

Jurisdiction Respondents 
n % n % 

EMA 374 79 21.1% 4 5.1% 
Baltimore City 321 69 21.5% 4 5.8% 
Counties 50 9 18.0% 0 0.00% 
No Response 3 1 33.3% 0 0.00% 

 
For the four respondents with an unmet need for medication reminders, two barriers to care were 
identified. Of the 4 respondents with an unmet need, 3 (75.0 percent) said they did not know the service 
was available. The remaining 1 respondent (25.0 percent) stated that he or she did not know how to get 
the service. These knowledge-based barriers were common to both types of treatment adherence 
counseling services.  
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Aside from the 65 respondents who had utilized treatment adherence counseling—medication reminders 
in the past year, 23 additional respondents indicated that they had used the service at some point in the 
past. With 242 respondents stating “no” to the question, the majority of respondents in the EMA had 

never received treatment adherence 
counseling—medication reminders. Only 
one person who had received the service 
indicated any difficulty in accessing it. 
One respondent, who had received the 
service in the past year, stated that he or 
she found it very difficult to get treatment 
adherence counseling—medication 
reminders because he or she did not know 
how to get the service, had no way to get 
to the service, felt it was too hard to apply 
for the service and felt it was too hard to 
get an appointment for the service. It 
seems likely that the lack of knowledge 
about how to obtain this service 
contributed to the other barriers described 
by this respondent. 
 
Unlike appointment reminders, the 
demand for medication reminders has 
experienced a steady upward trend in 
recent years. The 2007-13 demand and 
unmet demand for this service are shown 
in figure 5.32. In 2007, demand for 

medication reminders was 15.6 percent (IGS 2007:36). Demand increased a mere 0.5 percentage points in 
2010 to 16.1 percent (IGS 2011:59). By 2013, however, the need for 
medication reminders was 21.1 percent. Over this same 6 year period, 
unmet demand for medication reminders declined 18.6 percentage 
points. Unmet demand was indicated by 27 of 114 respondents with a 
need (23.7 percent) in 2007, 29 of 127 respondents with a need (22.8 
percent) in 2010 and 4 of 79 respondents with a need (5.1 percent) in 
2013 (IGS 2007:36, IGS 2011:59).  
 
The low unmet demand rates for treatment adherence counseling (both 
appointment reminders and medication reminders) is at least partially 
due to technology advances in recent years. Many medical 
practitioners now utilize electronic reminders and automated calling 
systems to remind their patients of upcoming appointments. Almost all 
people now carry a cell phone with them wherever they go, and this 
has allowed PLWH/As to use cell phone alarms and applications to discretely remind them when it is 
time to take their medications. In the near future, treatment adherence counseling services are likely to 
become simpler and more accessible.  
 
5.2.22 Food Bank/Home-delivered Meals 
 
Food and nutrition are important aspects of the care for PLWH/As. For those with an illness, it sometimes 
becomes impossible to complete everyday tasks like shopping and cooking. Food bank/home-delivered 
meals is a category that includes the delivery of food, meals or nutritional supplements to a client’s home 
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Low unmet demand for 
treatment adherence 
counseling is at least 
partially due to technology 
advances in recent years. 
Almost all people now 
carry a cell phone, and this 
has allowed the use of cell 
phone alarms and 
applications as discrete 
reminders of when it is 
time to take medication.   
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with the referral of a medical professional (IGS 2013b:36). This category also receives funding for and 
distributes the nutritional supplements ordered by dietitians in the medical nutrition therapy category. 
Food bank/home-delivered meals is a funded support service category in the Baltimore EMA. As 
previously discussed, the EMA also funds food bank—EFA services. Food bank/home-delivered meals 
does not provide financial assistance for food or meals; these activities are restricted to the EFA category. 
 

Table 5.29 
Food Bank/Home-delivered Meals Service Demand and Unmet Demand 

Service Demand Unmet Demand 
Jurisdiction Respondents 

n % n % 
EMA 374 85 22.7% 24 28.2% 
Baltimore City 321 72 22.4% 20 27.8% 
Counties 50 12 24.0% 3 25.0% 
No Response 3 1 33.3% 1 100.0% 

 
Of the 374 respondents in the EMA, 85 (22.7 percent) indicated a need for food bank/home-delivered 
meals (shown in table 5.29). This demand went unmet for 24 of 85 respondents with a need (28.2 
percent). Demand was nearly identical in Baltimore City, at 22.4 percent. Of the 72 city residents who 
expressed a need for food bank/home-delivered meals, 20 (27.8 percent) did not have that need met in 
2013. Counties residents had a slightly higher demand for this category, with 12 of 50 respondents (24.0 
percent) reporting a need. One in four counties residents with a need for this service did not have it met. It 
should be noted again that demand and unmet demand in this survey are simply as stated by respondents 
themselves. This does not necessarily signify that all of these PLWH/As are eligible for the service or that 
a doctor or dietitian would agree that the patient needs this service. 
 
Those with an unmet need for food bank/home-delivered meals were asked why they were not receiving 
the service. Among those 24 respondents, 3 barriers to the service were noted. Fourteen of the 24 
respondents (58.3 percent) did not know how to get the service, and 8 of 24 respondents (33.3 percent) 
did not know the service was available. One respondent said that he or she was not eligible for the 
service.   
 
When asked about their previous use of food bank/home-delivered meals, 25 of 374 respondents (6.7 
percent) stated that they had used this service at some point in the past. Two hundred eighty respondents 
(74.9 percent) said they had never used this service. The remaining respondents skipped the question. 
Among all respondents who had used food bank/home-delivered meals, six respondents expressed 
difficulty in getting the service. Two respondents, one each who had used the service in the past year and 
at some point in the past, stated it was very difficult to get food bank/home-delivered meals. The four 
respondents who indicated that is was somewhat difficult to get food bank/home-delivered meals had all 
used the service within the year prior to the survey. No more than two of the six respondents with 
difficulty obtaining food bank/home-delivered meals shared a barrier. The same two respondents each 
stated bad care and “other” as their barriers to the service.  More specifically, the “other” barriers were 
that they did not feel enough food was provided for their family. While the clients may have perceived 
this as a barrier, food bank/home-delivered meals through Ryan White is meant to meet the needs of 
PLWH/As, not their entire families. One respondent each also identified not being eligible for the service, 
no way to get to the service, not knowing how to get the service and too hard to get an appointment as his 
or her barrier to care.  
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Recent trend data, as seen in figure 5.33, show that demand for food bank/home-delivered meals is 
increasing the Baltimore EMA. However, demand levels for food bank/home-delivered meals are still less 
than half of the 47.5 percent demand seen 
among 2004 survey respondents (IGS 
2005:31). In 2007, demand dropped 
drastically to 11.0 percent (IGS 2007:45). 
This increased to 14.3 percent in 2010 and 
to 22.7 percent in 2013 (IGS 2011:60). 
From 2007 to 2013, demand for food 
bank/home-delivered meals rose 11.7 
percentage points. Unlike demand, unmet 
demand steadily declined from 2004-
2013. Data show that 154 of 289 
respondents with a need (53.3 percent) in 
2004 did not have their need met (IGS 
2005:31). Of the 80 respondents with a 
need in 2007, 39 (48.8 percent) did not 
have that need met (IGS 2007:45). Three 
years later, in 2010, unmet demand was 
noted by 49 of 113 respondents with a 
need (43.4 percent) (IGS 2011:60). By 
2013, unmet demand for food bank/home-
delivered meals had declined to 28.2 
percent (24 of 85 respondents with a 
need).  
 
Under the ACA, little will change for clients who need food bank/home-delivered meals services. These 
services are not provided by Medicaid or other health insurance plans, as they are not considered medical 
services (IGS 2013c). There are a number of other funding streams for food and nutrition services in the 
Baltimore EMA, but few provide these services in the same way as Ryan White Part A.  
 
5.2.23 Legal Services 
 
Nearly everyone will have a point in his or her life when he or she needs the assistance of an attorney. 
Legal services is a support service category allowed by HRSA, and it is funded in the Baltimore EMA. 
However, this category is not for all legal needs. Services provided under this category in Ryan White 
Part A include wills, powers of attorney, do-not-resuscitate orders and interventions necessary to ensure 
access to eligible benefits. In addition, permanency planning services are included in this category (IGS 
2013b:55). Other legal matters, such as divorces and civil suits, are not covered. 
 

Table 5.30 
Legal Services Service Demand and Unmet Demand 

Service Demand Unmet Demand 
Jurisdiction Respondents 

n % n % 
EMA 374 109 29.1% 67 61.5% 
Baltimore City 321 92 28.7% 54 58.7% 
Counties 50 15 30.0% 11 73.3% 
No Response 3 2 66.7% 2 100.0% 

 
Table 5.30 shows demand and unmet demand for legal services in the EMA by jurisdiction. In 2013, 29.1 
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percent of respondents EMA-wide noted a demand for legal services. Of the 109 respondents with a need, 
67 (61.5 percent) did not have that need met. There was little difference in demand between Baltimore 
City and counties residents, as 28.7 percent of city residents listed a need and 30.0 percent of counties 
residents did the same. There was, however, a significant difference in unmet demand between the 
jurisdictions. In the city, 54 of 92 respondents who felt they had a need (58.7 percent) did not have that 

need met. Unmet demand was much 
higher in the counties, with 11 of 15 
respondents who reported a need for legal 
services (73.3 percent) not having their 
need met. The high unmet demand for 
legal services among counties residents 
has been recognized by the planning 
council for some time. This may be due in 
part to the lack of legal service providers 
in the counties, which requires counties 
residents to leave their jurisdiction to have 
their needs met.  
 
At 61.5 percent, unmet demand for legal 
services was high throughout the EMA. It 
should be noted that some respondents 
may have registered an unmet need due to 
the inability to receive a legal service they 
needed, but which was not offered under 
the HRSA category definition for legal 
services. In order to better understand the 
unmet demand, those who did not have 
their need met were asked why they did 
not receive legal services. The most 
frequent responses are shown in figure 

5.34. By far, the most frequently stated barrier to legal services was that respondents did not know how to 
get the service. Thirty-seven of 67 respondents with an unmet need (55.2 percent) stated this as a barrier. 
Thirteen of 67 respondents with an unmet need (19.4 percent) did not know that legal services were 
available. Other responses were provided by 7 of 67 respondents with an unmet need (10.4 percent), and 
4.5 percent of respondents said it was too hard to apply for legal services. No more than two respondents 
each mentioned seven other barriers to legal services. Based on the most common barriers, it seems that 
service knowledge may be more of an issue for this category than service delivery.  
 
Among 2013 survey respondents, 29 of 374 (7.8 percent) noted that they had received legal services at 
some point in the past, though not within the year prior to the survey. Fifty-one respondents (13.6 
percent) skipped this question, and the remaining 294 respondents (78.6 percent) indicated that they had 
not received legal services at some point prior to the past year. Of those who had ever received legal 
services, only three respondents felt it was somewhat difficult to get these services. Two of these 
respondents had used legal services in the past year, and the other had used legal services at some point in 
the past. The one person who had difficulty using legal services at some point in the past indicated that it 
was difficult to get this service because he or she did not know how to get it. This is in keeping with the 
overall barriers noted in this category. The two respondents who had difficulty getting legal services in 
the past year both selected “other” as their barrier.  
 
For 2004 survey respondents, the demand for legal services was 41.5 percent (IGS 2005:32). Since 2007, 
demand for legal services has declined. Demand for the category was 49.6 percent in 2007, 40.1 percent 
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in 2010 and 29.1 percent in 2013 (IGS 2007:45, IGS 2011:61). Figure 5.35 displays these demand 
percentages in comparison to unmet demand for the same years. Unmet demand for legal services has 
been high historically. Of the 253 respondents with a need for legal services in 2004, 190 (75.1 percent) 
had an unmet need (IGS 2005:32). This percentage declined slightly in 2007, when unmet demand for 
this category was seen by 251 of 362 
respondents with a need (69.3 percent) 
(IGS 2007:45). Unmet demand for legal 
services peaked in 2010, with 256 of 317 
respondents who had a demand (80.8 
percent) not having that need met (IGS 
2011:61). The rate of unmet demand in the 
EMA declined to 61.5 percent in 2013, the 
lowest among the past 3 consumer 
surveys.  
 
In 2010, HRSA issued a policy notice that 
expanded the definition of legal services 
to include permanency planning (HRSA 
2011). At one time, permanency planning 
was itself an allowable category. 
Permanency planning is planning for the 
future of a dependent of an adult who is 
expected to predecease the dependent due 
to HIV/AIDS. These services are now 
provided under legal services in the form 
of wills, powers of attorney and 
guardianship, custody or adoption 
proceedings (IGS 2013b:55). For the 2013 
consumer survey, questions about permanency planning needs were asked independent of questions 
regarding legal services. In future surveys, it would be beneficial to integrate permanency planning into 
legal services questions. 
 
Demand and unmet demand for permanency planning are shown by jurisdiction in table 5.31. Throughout 
the EMA, 19 of 374 respondents (5.1 percent) listed a need for permanency planning services. Of these, 
12 (63.2 percent) did not have that need met. Demand for permanency planning services was higher 
among Baltimore City residents, with 18 of 321 respondents (5.6 percent) stating a need. Only 1 of 50 
respondents who resided in the counties (2.0 percent) had a demand for permanency planning. All of the 
unmet demand for these services came from Baltimore City residents, with 12 of 18 respondents who 
expressed a need (66.7 percent) not having it met.  
 

Table 5.31 
Permanency Planning Service Demand and Unmet Demand 

Service Demand Unmet Demand 
Jurisdiction Respondents 

n % n % 
EMA 374 19 5.1% 12 63.2% 
Baltimore City 321 18 5.6% 12 66.7% 
Counties 50 1 2.0% 0 0.00% 
No Response 3 0 0.00% 0 0.00% 

 
Due to the newness of these services being offered through Ryan White Part A in the Baltimore EMA, the 
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largest barrier to PLWH/As receiving permanency planning was lack of knowledge. This is supported by 
the barriers to this service noted by those with an unmet demand. Half of those with an unmet demand for 
permanency planning said they did not know how to get these services. One third of respondents with an 
unmet demand said they did not know the service was available. Only one respondent said it was too hard 
to apply for the service. With these barriers noted, providers in the Baltimore EMA need to be better 
informed of the updated offerings under the legal services category. This should help improve access for 
clients with a need.  
 
In addition to those who had received permanency planning within the year prior to the 2013 survey, 4 
respondents (1.1 percent) had received permanency planning at some point in the past.  Of the remaining 
370 respondents, 360 said they had not received permanency planning and 10 did not respond to the 
question. All respondents who received permanency planning, either in the past year or at some point in 
the past, felt that it was very easy or somewhat easy to get the service. As such, there were no barriers to 
care identified by those who had received permanency planning.  

 
Permanency planning has only been asked 
about in the consumer survey since 2010. 
Comparisons of demand and unmet 
demand for 2010 and 2013 are shown in 
figure 5.36. Since 2010, both demand and 
unmet demand for permanency planning 
services have declined. Demand was 8.8 
percent in 2010 (IGS 2011:65). Sixty-four 
of 70 respondents with a need for these 
services (91.4 percent) did not have their 
need met in 2010 (IGS 2011:65). By 
2013, demand was down to 5.1 percent, 
and unmet demand was down to 63.2 
percent.  
 
For the legal services category as a whole, 
the ACA implementation may lead to an 
increase in service demand. The transition 
to health care coverage has not been 
simple for everyone, and this could trigger 
a need for legal intervention to ensure 
eligible benefits are received for some 
Ryan White clients.  
 

5.2.24 Respite Care 
 
Respite care is community or home-based, non-medical assistance that is intended to relieve a primary 
caregiver who is responsible for day-to-day care of a PLWH/A (Hopson 2009). This is an allowable Ryan 
White Part A support service category, but it is not funded in the Baltimore EMA. The planning council 
attempted to fund respite care in FY 2009, but no application proposals were submitted for the provision 
of this service (IGS 2013b:69). 
 
EMA-wide, only one respondent stated a need for respite care in 2013. As such, the service demand for 
respite care was 0.3 percent. There was no unmet demand noted for this category. No additional 
respondents reported that they had received respite care at some point in the past.  
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As shown in figure 5.37, demand for respite care has been consistently low in the Baltimore EMA. Just 
0.8 percent of respondents had a demand for respite care in 2004 (IGS 2005:38). Among 2007 survey 
respondents, there was a 1.4 percent demand for respite care (IGS 2007:46). Demand declined to 1.1 
percent in 2010, before falling to 0.3 
percent in 2013 (IGS 2011:62). With such 
low demand for respite care, it is not 
surprising that unmet demand has 
historically been high for the category. 
Unmet demand was 60.0 percent in 2004 
and 2007, with 3 out of 5 respondents and 
6 out of 10 respondents with a need in the 
category not having it met, respectively 
(IGS 2005:38, IGS 2007:46). In 2010, the 
unmet demand for respite care was even 
higher, with 7 of 9 respondents with a 
need (77.8 percent) not having it met (IGS 
2011:62). Again, there was no unmet 
demand for this category in 2013, but only 
one respondent had a need for the service 
at all. While demand is low for respite 
care at this time, Ryan White Part A 
provides one of the only possible funding 
sources for these services. As PLWH/As 
in this EMA continue to age, there is 
potential for respite care demand to 
increase. 
 
5.2.25 Linguistic Services 
 
For non-native English speakers and non-English speakers, daily tasks can sometimes prove difficult to 
accomplish due to language barriers. The HRSA category of linguistic services is meant to provide 
PLWH/As who face language barriers with written and oral interpretation and translation services (IGS 
2013b:57). HRSA allows linguistic services as a Ryan White Part A support service category, but it is not 
funded in the Baltimore EMA. 
 
Few respondents to the 2013 consumer survey expressed a need for linguistic services (see table 5.32). In 
total, 7 of 374 respondents in the EMA (1.9 percent) had a demand for this category. Of those, 2 (28.6 
percent) did not have their need met. Among Baltimore City residents, there was 0.9 percent demand for 
linguistic services, and 2 of 3 respondents with a need (66.7 percent) from the city did not have their need 
met. Demand was higher among counties residents, with 4 of 50 respondents (8.0 percent) indicating a 
need for the service. There was no unmet demand for linguistic services among counties residents.  
 

Table 5.32 
Linguistic Services Service Demand and Unmet Demand 

Service Demand Unmet Demand 
Jurisdiction Respondents 

n % n % 
EMA 374 7 1.9% 2 28.6% 
Baltimore City 321 3 0.9% 2 66.7% 
Counties 50 4 8.0% 0 0.00% 
No Response 3 0 0.00% 0 0.00% 
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No true barriers were recognized between the two respondents who indicated an unmet need in this 
category because their responses to the barriers question contradicted their indicated need for the service. 
Though he or she indicated an unmet need, one respondent stated that he or she did not need the service, 
and one respondent stated that barriers did not apply because he or she received care.  
 
Aside from those who had received linguistic services in the past year, one additional respondent 
indicated that he or she had received linguistic services at some point in the past. Only the one respondent 
who had received linguistic services at some point in the past indicated any difficulty in getting these 
services. This respondent noted that he or she did not know how to get linguistic services. 
 
Figure 5.38 shows the demand and unmet demand for linguistic services over time in the Baltimore EMA. 
Demand for linguistic services was lowest in 2004, with only 1.3 percent of respondents indicating a 

need. In 2007 and 2013, demand for 
linguistic services was 1.9 percent (IGS 
2007:46). Between these 2 survey years, 
demand spiked to 4.3 percent among 2010 
survey respondents (IGS 2011:63). With 5 
of 8 respondents with a need (62.5 
percent) indicating an unmet need, unmet 
demand was highest in 2004 (IGS 
2005:37). Among the 14 respondents with 
a need for linguistic services in 2007, 8 
(57.1 percent) did not have that need met 
(IGS 2007:46). Unmet demand was 
slightly higher in 2010, with 20 of 34 
respondents who expressed a need (58.8 
percent) not having that need met (IGS 
2011:63). At 28.6 percent (2 of 7 
respondents with a demand), unmet 
demand was significantly lower in 2013. 
 
The spike in demand for linguistic 
services in 2010 was undoubtedly related 
to the fact that this was the only year in 
which the consumer survey was offered in 
Spanish (IGS 2011:63). In fact, demand 

for this category may be higher than reported. In addition to the fact that the 2013 survey was not offered 
in Spanish or other languages besides English, immigrant populations can be extremely difficult to track. 
Ryan White services can be provided to those who are not in the country legally, but these people often 
live in fear of deportation and do not seek care. As the PLWH/A population of the Baltimore EMA 
becomes more diversified, the need for linguistic services may increase.  
 
5.2.26 Health Education/Risk Reduction 
 
Education is extremely important to improving the health of PLWH/As and preventing the spread of HIV. 
Health education/risk reduction is an allowable Ryan White Part A support services category with a dual 
purpose. This category includes services that educate PLWH/As about how HIV is transmitted and how 
transmission can be reduced. It also includes the provision of information to PLWH/As about medical, 
psychosocial support, and counseling services that will help improve their health status (IGS 2013b:42). 
Health education/risk reduction is not a funded category in the Baltimore EMA. 
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Table 5.33 

Health Education/Risk Reduction Service Demand and Unmet Demand 
Service Demand Unmet Demand 

Jurisdiction Respondents 
n % n % 

EMA 374 158 42.2% 25 15.8% 
Baltimore City 321 139 43.3% 22 15.8% 
Counties 50 19 38.0% 3 15.8% 
No Response 3 0 0.00% 0 0.00% 

 
Across the EMA in 2013, the demand for health education/risk reduction services was 42.2 percent. 
Demand was slightly higher for Baltimore City residents, with 43.3 percent of respondents indicating a 
need for these services. There was a 38.0 percent demand for these services among counties respondents. 
As shown in table 5.33, unmet demand for health education/risk reduction services was 15.8 percent in all 
three jurisdictions (25 of 158 respondents in the EMA, 22 of 139 respondents in Baltimore City and 3 of 
19 respondents in the counties). 
 
For those with an unmet need for health 
education/risk reduction services, the most 
common barriers were that they did not know 
how to get the service (9 respondents) and that 
they did not know the service was available (5 
respondents). As previously mentioned, health 
education/risk reduction is not a funded category 
in the EMA. However, there are other ways for 
PLWH/As to have the need for these services 
met. In 2013, the Prevention and Health 
Promotion Administration of Maryland’s 
Department of Health and Mental Hygiene 
received an estimated $1.8 million in HIV-
specific funding for health education and risk-
reduction activities, community-level prevention 
activities, and educational materials (DBM 
2013:145). Additionally, Ryan White primary 
care physicians and case managers are tasked 
with providing PLWH/As the services included 
in the health education/risk reduction definition. 
Medicaid and other health plans also provide 
some health education/risk reduction services 
(IGS 2013c). 
 
In addition to the 158 survey respondents who indicated that they had received health education/risk 
reduction services in the past year, 59 of the 374 respondents (15.8 percent) said they had received these 

services at some point in the past. EMA-wide, 137 respondents 
said they had not received health education/risk reduction at some 
point in the past, and 178 respondents skipped this question. 
Among those who had received health education/risk reduction 
services either in the past year or at some point in the past, only 
two respondents indicated difficulty with the category. One 
respondent who had received these services in the past year and 
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reduction is not a funded 
category in the EMA, but there 
are other ways for PLWH/As to 
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one respondent who had received these services at some point in the past indicated that it was very 
difficult for them to get these services. The barriers for this category, noted by one respondent each, were 
that he or she was not receiving good care and that he or she was never seen on time.  
 
Health education/risk reduction was first asked about in the 2010 consumer survey. Figure 5.39 displays a 
demand and unmet demand comparison for these services in 2010 and 2013. In 2010, 318 respondents 
(40.2 percent) had a demand for health education/risk reduction services (IGS 2011:64). By 2013, 
demand was 2 percentage points higher, at 42.2 percent. While demand increased from 2010 to 2013, 
unmet demand declined. Unmet demand for health education/risk reduction was indicated by 108 of 318 
respondents with a need (34.0 percent) in 2010 (IGS 2011:64). In 2013, 25 of 158 respondents with a 
need (15.8 percent) did not have that need met.  
 
5.2.27 Referral for Health Care/Supportive Services 
 
Many of the services needed by PLWH/As require referrals for access. Referral for health care/supportive 
services includes directing clients to services through in-person or other means of communication (IGS 
2013b:67). While referral services are allowed as a stand-alone support service category for Ryan White 
Part A, this category is not funded in the Baltimore EMA. Instead, referrals for health care and support 
services in this EMA are handled through the outpatient ambulatory health services and case management 
categories.  
 

Table 5.34 
Referral for Health Care/Supportive Services Service Demand and Unmet Demand 

Service Demand Unmet Demand 
Jurisdiction Respondents 

n % n % 
EMA 374 201 53.7% 30 14.9% 
Baltimore City 321 178 55.5% 25 14.0% 
Counties 50 22 44.0% 5 22.7% 
No Response 3 1 33.3% 0 0.00% 

 
Throughout the EMA, 201 respondents (53.7 percent) expressed a need for referral services. Of the 201 
respondents with a need, 30 (14.9 percent) did not have that need met. Table 5.34 shows a comparison of 
demand and unmet demand in the EMA in 2013. Demand for referrals was highest in Baltimore City, 
with 55.5 percent of respondents reporting a need for these services. Twenty-five of 178 city respondents 
with a need (14.0 percent) did not have it met. At 44.0 percent, demand was 11.5 percentage points lower 
among counties residents than among city residents. However, unmet demand was noted by 5 of 22 
respondents with a need (22.7 percent) in the counties.  
 
As with all categories in the consumer survey, demand and unmet demand for referral services are based 
solely on the responses of PLWH/As. These data should not be misconstrued to say that health care 
professionals and/or case managers in the EMA are not making the referrals necessary for HIV care. Still, 
PLWH/As who reported an unmet need for referral services were asked what they perceived to be the 
barriers to referral services. Of the 30 respondents with an unmet demand, 12 (40.0 percent) said they did 
not know how to get the service and 9 (30.0 percent) said they did not know the service was available.  
 
In addition to those who reported that they had received referral services in the year prior to the survey, 
47 of 374 respondents (12.6 percent) stated that they had received referral services at some point in the 
past. Among the remaining survey respondents, 137 (36.6 percent) said they had never received referral 
services and 191 (51.1 percent) skipped the question. Those respondents who received referral services 
were asked about their experience. In total, three respondents, all of whom had received the service in the 
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past year, said it was somewhat difficult to get referral services. Two respondents, one who had received 
the service in the past year and one who had received it as some point in the past, found it very difficult to 
get referral services. One respondent who received referral services at some point in the past reported that 
he or she did not know how difficult it was to get referral services. Barriers to referral services were 
identified for these six respondents. The most common barriers for those who had difficulty getting 
referral services were that it was too hard 
to get an appointment and the waiting list 
was too long. Each of these barriers was 
noted by three respondents who had 
difficulty with referral services, though 
only respondents who had received the 
service in the year prior to the survey 
noted the length of the waiting list as a 
barrier. One respondent who had received 
the service in the past year and one 
respondent who had received the service 
at some point in the past noted “other” 
barriers. Only those who had experienced 
difficulty with referral services in the past 
year identified the following additional 
barriers: not eligible (1), cannot afford co-
pay (2), did not like the care received (1), 
did not trust the doctor or staff (1), never 
seen on time (1) and too hard to apply (2).   
 
Referral for health care/supportive 
services first became a part of the 
consumer survey in 2010, so no prior 
trend data are available. Figure 5.40 
provides a comparison of demand and 
unmet demand for 2010 and 2013. In 2010, 48.9 percent of survey respondents indicated a need for 
referral services (IGS 2011:64). At 53.7 percent, demand was higher among respondents in 2013. Unlike 
demand, unmet demand for referral services declined from 2010 to 2013. Unmet demand was reported by 
155 of 387 respondents with a need (40.1 percent) in 2010 (IGS 2011:64). Only 30 of 201 respondents 
with a need (14.9 percent) in 2013 reported not having it met.  
 
5.2.28 Substance Abuse Treatment—Residential 
 
Much like medication regimens and diet plans, substance-abuse treatment has to be tailored to fit the 
needs of each individual. Substance abuse treatment—outpatient was previously discussed as a core 
medical service category. In addition to outpatient treatment, the Baltimore planning council allocates 
funds for substance abuse treatment—residential as a support service category. Residential substance-
abuse services include treatment to address substance-abuse problems in a short-term residential health 
service setting (IGS 2013b:70).  
 
In the EMA, 42 of 374 respondents (11.2 percent) reported a need for residential substance-abuse 
treatment (shown in table 5.35). Nine of the 42 respondents with a need (21.4 percent) had an unmet need 
in this category. Only 1 of 50 counties respondents (2.0 percent) stated a need for residential substance-
abuse treatment services, and there was no unmet demand among counties respondents. For Baltimore 
City respondents, demand was 12.8 percent (41 of 321 respondents). All 9 PLWH/As with an unmet 
demand resided in Baltimore City, which led to an unmet demand of 22.0 percent among city residents.  
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For the nine people in the EMA with an unmet need for residential substance-abuse treatment, there was 
only one barrier mentioned by more than one respondent. Two people stated that they did not know how 
to get the service. This could be due to the fact that a doctor did not see residential substance abuse 
treatment as an appropriate or needed treatment option for these respondents.  
 
Aside from services received in the year prior to the survey, respondents were asked if they had ever 
received residential substance-abuse treatment services. Of the 374 respondents EMA-wide, 76 (20.3 
percent) indicated that they had received these services at some point in the past. Two hundred forty-
seven respondents (66.0 percent) stated that they had never received residential substance-abuse treatment 
services, and 51 respondents (13.6 percent) skipped the question. Both those who said they had received 

residential substance-abuse treatment in 
the past year and those who said they had 
received the service at some point in the 
past were asked about the difficulty of 
obtaining the service. In total, 17 
respondents in the EMA felt that it was 
somewhat difficult to get residential 
substance-abuse treatment services. Those 
who had difficulty obtaining care in this 
category noted a variety of barriers. For 
these respondents, the length of the 
category’s waiting list was the most 
commonly identified barrier to care. This 
was noted by 8 of 17 respondents who 
said it was somewhat difficult to get 
residential substance-abuse treatment 
services; 5 had received this service in the 
past year and 3 had received it at some 
point in the past. Two respondents who 
had received the service in the past year 
and 2 respondents who had received the 
service at some point in the past indicated 
that it was too hard to get an appointment 
in this category. Four respondents who 
had received residential substance-abuse 

treatment services as some point in the past stated that they did not know how to get the service. One 
recipient of service within the past year and two recipients of service at some point in the past did not 
want anyone to know their HIV status. One respondent of each type indicated that it was too hard to apply 
for this service. Overall, there was little difference noted in the barriers to care for residential substance-
abuse treatment services between those who had difficulty getting the service in the past year and those 

Table 5.35 
Substance Abuse Treatment—Residential Service Demand and Unmet Demand 

Service Demand Unmet Demand 
Jurisdiction Respondents 

n % n % 
EMA 374 42 11.2% 9 21.4% 
Baltimore City 321 41 12.8% 9 22.0% 
Counties 50 1 2.0% 0 0.00% 
No Response 3 0 0.00% 0 0.00% 
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who had experienced difficulty at some point in the past. 
 
Substance abuse treatment—residential was not added as a support service category until 2007 (IGS 
2013b:70). The category made its first appearance in the 2010 consumer survey, so this report is the first 
time comparable data exist for this category (see figure 5.41). In 2010, 13.3 percent of respondents 
reported a need for residential substance-abuse treatment (IGS 2011:65). Demand decreased 2.1 
percentage points to 11.2 percent of respondents in 2013. Unmet demand also decreased from 2010 to 
2013. Forty of 105 respondents with a need (38.1 percent) had an unmet need in 2010 (IGS 2011:65). By 
2013, unmet demand was 21.4 percent, as indicated by the 9 of 42 respondents who did not have their 
need met.  
 
Historically, the Baltimore area has pursued many avenues to treat substance abuse. Aside from Ryan 
White Part A, there are a number of other general funding streams specifically for residential substance 
abuse treatment in the Baltimore EMA. Under the ACA, these services will be covered by Maryland 
Health Benefit Exchange plans, but they will not be covered by Medicaid (IGS 2013c). This suggests that 
there is likely to be a similar demand for substance abuse treatment—residential services through Ryan 
White Part A in the future. 
 
5.3 Service Demand and Utilization by Jurisdiction 
 
As noted throughout chapter 5, the needs of those who reside in Baltimore City do not always mirror the 
needs of those who reside in the surrounding counties. For this reason, it is essential to break down 
demand and use of services by jurisdictions to better understand the needs of PLWH/As in the EMA. Due 
to the close proximity of the EMA’s jurisdictions and the service offerings in each, PLWH/As frequently 
cross from one jurisdiction to another to get medical and support services. By noting the flow of 
PLWH/As between jurisdictions, the EMA may be able to address gaps in service and funding.  
 
Within each category, respondents who received services were asked about the location of the services 
they received. For all categories, respondents were asked to list all service jurisdictions that applied to 
them. Because some respondents received the same services in more than one jurisdiction, numbers may 
not completely match up in all categories. Some respondents also listed “other” or “I do not know” as 
their responses to the questions about where they received services. Still, the information provided gives a 
reasonable idea of whether or not clients are leaving their home jurisdictions to receive certain services. 
Four categories — AIDS pharmaceutical assistance, medical transportation, treatment adherence 
counseling (appointments) and treatment adherence counseling (medications) — did not include questions 
that asked respondents about the location in which they received services. For these categories, no 
information could be provided on the location of services received. 
 
In previous years, the consumer survey garnered more responses from PLWH/As who resided in the 
surrounding counties of the EMA. Of the 374 respondents to the 2013 consumer survey, only 50 
respondents total resided in all 6 surrounding counties combined, and there were no respondents from 
Queen Anne’s County. In order to preserve confidentiality and provide an adequate sample size of 
counties respondents, this report did not look at service demand and utilization of residents in the 
individual counties as in previous surveys. Instead, this section looks at the service demand and utilization 
of Baltimore City residents and of counties residents. 
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5.3.1 Baltimore City 
 
Of the 374 survey respondents in 2013, 321 (85.8 percent) resided in Baltimore City. Baltimore City is 
well served for most HIV-related services. Because Baltimore City is the metropolitan hub of the EMA, 
we would expect that fewer Baltimore City residents would leave their home jurisdiction to receive 
services, when compared to counties residents. Table 5.36 details service demand and utilization for the 
321 city respondents by location of services received.  
 

Of the 30 services discussed in the survey, only 2 services revealed 
cases where more than 5 percent of respondents left the city for care in 
the surrounding counties. These categories were home and community-
based health care and psychosocial support services with 6.4 and 5.5 
percent of clients leaving Baltimore City, respectively. As noted 
previously, home and community-based health care is not a funded 
category through Ryan White Part A in the Baltimore EMA, so it may 
have been more difficult for respondents to get these services in the 
city. Due to the sensitive nature of psychosocial support services, 
respondents may have felt more comfortable seeking these services in 
a location where they felt they could go unnoticed and/or avoid people 
they knew. For permanency planning and linguistic services, a large 

percentage of respondents listed “other” or “I do not know” as their responses for the location of services 
received. However, it is also important to note that few respondents total indicated that they had received 
these services (just six respondents received permanency planning and two respondents received 
linguistic services). 
 
For all but one category, the majority of respondents who had received services indicated that they had 
received those services in Baltimore City. This suggests that there are few gaps in service for Baltimore 
City residents. Linguistic services were the exception. For the two respondents who received linguistic 
services, these services were received in “other” locations. Although few respondents reported a need for 
linguistic services, it may be beneficial for the planning council to look at the current provider 
infrastructure within the EMA and determine the providers who have employees who are able to 
communicate with PLWH/As who have language barriers.  
 

For all but one category, 
the majority of 
respondents who had 
received services indicated 
that they had received 
those services in Baltimore 
City. This suggests that 
there are few gaps in 
service for Baltimore City 
residents. 
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Table 5.36 

Baltimore City Residentsʼ Service Demand and Utilization by Service Category 
321 Respondents in Baltimore City 

2. Service 
Demand 

3. Received 
Service 

4. Location 
Received: 

Baltimore City 

5. Location 
Received: 

Surrounding 
Counties 

6. Location 
Received: 

Other/ 
Unknown 

7. Left 
Home 

for 
Care 

1. Service Category 

n % n % n % n % n % % 
Primary Care 309 96.3% 314* 97.8% 307 97.8% 13 4.1% 1 0.3% 4.5% 
Oral Health 261 81.3% 212 66.0% 201 94.8% 9 4.2% 4 1.9% 4.7% 
Mental Health 207 64.5% 212* 66.0% 203 95.8% 5 2.6% 7 3.3% 5.7% 
SAT—Outpatient 105 32.7% 120* 37.4% 106 88.3% 5 4.2% 1 0.8% 5.0% 
Medical Case Management 265 82.6% 269* 83.8% 259 96.3% 11 4.1% 3 1.1% 5.2% 
Home Health Care 42 13.1% 36 11.2% 35 97.2% 0 0.0% 1 2.8% 2.8% 
Home and Community-based 51 15.9% 47 14.6% 43 91.5% 3 6.4% 2 4.3% 10.6% 
Medical Nutrition Therapy 164 51.1% 144 44.9% 138 95.8% 4 2.9% 3 2.2% 5.1% 
Hospice Care 5 1.6% 1 0.3% 1 20.0% 0 0.0% 0 0.0% 0.0% 
Pharmaceutical Assistance 293 91.3% 285 88.8% N/A** N/A** N/A** N/A** N/A** N/A** N/A** 
Early Intervention 85 26.5% 96* 29.9% 91 94.8% 3 3.1% 1 1.0% 4.2% 
HIP & Cost-sharing Assistance 218 67.9% 191 59.5% 184 96.3% 5 2.6% 4 2.1% 0.5% 
Outreach 160 49.8% 147 45.8% 140 95.2% 6 4.1% 4 2.7% 0.7% 
Non-medical Case Management 207 64.5% 197 61.4% 183 92.9% 7 3.6% 4 2.0% 5.6% 
Rehabilitation 125 38.9% 103 32.1% 99 96.1% 5 4.9% 2 1.9% 6.8% 
Housing 169 52.6% 115 35.8% 111 96.5% 3 2.6% 0 0.0% 2.6% 
Emergency Financial Assistance 215 67.0% 173 53.9% 163 94.2% 5 2.9% 7 4.0% 6.9% 
Medical Transportation 197 52.7% 152 47.4% N/A** N/A** N/A** N/A** N/A** N/A** N/A** 
Child Care 9 2.8% 3 0.9% 3 100% 0 0.0% 0 0.0% 0.0% 
Psychosocial Support 161 50.2% 145 45.2% 134 92.4% 8 5.5% 6 4.1% 9.7% 
Treat. Adherence—Appointments 115 35.8% 172* 53.6% N/A** N/A** N/A** N/A** N/A** N/A** N/A** 
Treat. Adherence—Medications 69 21.5% 95* 29.6% N/A** N/A** N/A** N/A** N/A** N/A** N/A** 
Food Bank/ Home Meals 72 22.4% 55 17.1% 53 96.4% 1 1.8% 0 0.0% 1.8% 
Legal Services 92 28.7% 45 14.0% 42 93.3% 2 4.4% 1 2.2% 6.7% 
Respite Care 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0.0% 
Linguistic Services 3 0.9% 2 0.6% 0 0.0% 0 0.0% 2 100% 100% 
Health Education 139 43.3% 159* 49.5% 153 96.2% 2 1.3% 2 1.3% 2.5% 
Referral for Health Care/Support 178 55.5% 173 53.9% 168 97.0% 5 2.9% 10 5.8% 6.9% 
SAT—Residential 41 12.8% 48* 15.0% 45 93.8% 1 2.1% 1 2.1% 4.2% 
Permanency Planning 18 5.6% 6 1.9% 4 66.7% 0 0.0% 2 33.3% 33.3% 
Note: Some participants may have received services in multiple jurisdictions. 
* More participants received the service than stated that they needed the service for these categories. 
** This category did not ask respondents about the jurisdiction in which they received services. 
Source: 2013 Consumer Survey 
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5.3.2 Surrounding Counties 
 
In 2013, 50 of 374 respondents (13.4 percent) lived in the surrounding counties. The 50 respondents who 
lived in one of the EMA’s counties break down as follows: 20 respondents from Baltimore County, 11 
respondents from Anne Arundel County, 10 respondents from Harford County, 5 respondents from 
Carroll County and 4 respondents from Howard County. There were no respondents from Queen Anne’s 
County. As previously mentioned, the service demand and utilization are not broken down by individual 
county, in order to provide an adequate sample of respondents. Table 5.37 shows the service demand and 
utilization by jurisdiction for all of the EMA’s suburban counties combined.  

 
There are four service categories for which counties residents received 
services in Baltimore City at rates of 50 percent or more: permanency 
planning (100 percent), oral health (63.9 percent), non-medical case 
management (50.0 percent) and legal services (50.0 percent). Even 
through these percentages seem high, fewer than 15 individuals 
received each of these services, aside from oral health care. Oral health 
care is more problematic. Although 36 of 45 counties residents 
received needed oral health services, it is concerning that 23 of these 
clients left their jurisdiction and got care in Baltimore City. There are 

oral health care providers in the surrounding counties, but in order to ensure access to these services for 
all PLWH/As with a need, the planning council may want to look at the capacity and locations of these 
providers. 
 
Table 5.37 also shows that 5 additional service categories have Baltimore City utilization rates between 
33 and 50 percent. These categories are referral services (47.4), psychosocial support services (45.0 
percent), primary medical care (44.9 percent), home and community-based health care (40.0 percent) and 
medical nutrition therapy (37.0 percent). While a small number of respondents accessed home and 
community-based health care services, more respondents used the other four categories. This was 
especially true of primary care, as 49 of the 50 counties residents surveyed received this service. The 
planning council may want to look into access to and capacity of these services in the surrounding 
counties in order to address service gaps.  

Although 36 of 45 counties 
residents received needed 
oral health care, it is 
concerning that 23 of these 
clients left their jurisdiction 
and got care in Baltimore 
City.  
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Table 5.37 

Counties Residentsʼ Service Demand and Utilization by Service Category 
50 Respondents in Surrounding Counties 

2. Service 
Demand 

3. Received 
Service 

4. Location 
Received: 

Surrounding 
Counties 

5. Location 
Received: 

Baltimore City 

6. Location 
Received: 

Other/ 
Unknown 

7. Left 
Home 

for 
Care 

1. Service Category 

n % n % n % n % n % % 
Primary Care 47 94.0% 49* 98.0% 32 65.3% 22 44.9% 0 0.0% 44.9% 
Oral Health 45 90.0% 36 72.0% 14 38.9% 23 63.9% 5 13.9% 77.8% 
Mental Health 31 62.0% 32* 64.0% 23 71.9% 10 31.3% 1 3.1% 34.4% 
SAT—Outpatient 7 14.0% 7 14.0% 5 71.4% 2 28.6% 0 0.0% 28.6% 
Medical Case Management 46 92.0% 45 90.0% 32 71.1% 14 31.1% 3 6.7% 37.8% 
Home Health Care 4 8.0% 4 8.0% 3 75.0% 1 25.0% 0 0.0% 25.0% 
Home and Community-based 6 12.0% 5 10.0% 3 60.0% 2 40.0% 0 0.0% 40.0% 
Medical Nutrition Therapy 30 60.0% 27 54.0% 18 66.7% 10 37.0% 0 0.0% 37.0% 
Hospice Care 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0.0% 
Pharmaceutical Assistance 46 92.0% 45 90.0% N/A** N/A** N/A** N/A** N/A** N/A** N/A** 
Early Intervention 17 34.0% 15 30.0% 10 66.7% 4 26.7% 0 0.0% 26.7% 
HIP & Cost-sharing Assistance 37 74.0% 31 62.0% 23 74.2% 7 22.6% 2 6.5% 29.0% 
Outreach 25 50.0% 23 46.0% 13 56.5% 7 30.4% 1 4.3% 34.8% 
Non-medical Case Management 29 58.0% 12 24.0% 12 100% 6 50.0% 0 0.0% 50.0% 
Rehabilitation 17 34.0% 15 30.0% 12 80.0% 3 20.0% 0 0.0% 20.0% 
Housing 21 42.0% 9 2.0% 8 88.9% 1 11.1% 0 0.0% 11.1% 
Emergency Financial Assistance 39 78.0% 26 52.0% 22 84.6% 5 19.2% 4 15.4% 34.6% 
Medical Transportation 35 70.0% 31 62.0% N/A** N/A** N/A** N/A** N/A** N/A** N/A** 
Child Care 1 2.0% 2* 4.0% 2 100% 0 0.0% 0 0.0% 0.0% 
Psychosocial 24 48.0% 20 40.0% 13 65.0% 9 45.0% 2 10.0% 55.0% 
Treat. Adherence—Appointments 21 42.0% 25* 50.0% N/A** N/A** N/A** N/A** N/A** N/A** N/A** 
Treat. Adherence—Medications 9 18.0% 13* 26.0%* N/A** N/A** N/A** N/A** N/A** N/A** N/A** 
Food Bank/ Home Meals 12 24.0% 9 18.0% 8 88.9% 1 11.1% 0 0.0% 11.1% 
Legal Services 15 30.0% 4 8.0% 2 50.0% 2 50.0% 0 0.0% 50.0% 
Respite Care 0.0% 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0.0% 
Linguistic Services 4 0.8% 4 0.8% 4 100% 0 0.0% 0 0.0% 0.0% 
Health Education 19 38.0% 20* 40.0% 14 35.0% 6 30.0% 0 0.0% 30.0% 
Referral for Health Care/Support 22 44.0% 19 38.0% 13 68.4% 9 47.4% 2 10.5% 57.9% 
SAT—Residential 1 2.0% 2* 4.0% 1 50.0% 0 0.0% 1 50.0% 50.0% 
Permanency Planning 1 2.0% 1 2.0% 0 0.0% 1 100% 0 0.0% 100% 
Note: Some participants may have received services in multiple jurisdictions. 
* More participants received the service than stated that they needed the service for these categories. 
** This category did not ask respondents about the category in which they received services. 
Source: 2013 Consumer Survey 
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6. Data Comparisons 
 
More than ever before, Ryan White planners must be informed about how policies, laws, trends and 
service needs coincide. While previous chapters of this report have explored the demographics, service 
needs, unmet demand and barriers to care and briefly touched on the implications of the ACA 
implementation, it is important to realize what happens when some of these data points intersect. This 
chapter looks at information, aside from just demand and unmet demand, that may be useful to the 
planning council as it plans for the future of Ryan White Part A funding and service delivery in the 
Baltimore EMA.  
 
6.1 Insurance Eligibility 
 
Under the ACA, eligibility guidelines for many insurance programs and plans have changed and, as much 
or more than anything else, these changes will impact future Ryan White service delivery in the Baltimore 
EMA. Through comparisons using income data gathered in the 2013 consumer survey, we see how 
eligibility for various insurance options will change for Ryan White clients.  
 
6.1.1 Health Insurance Eligibility 
 
Maryland chose to expand its Medicaid coverage under the ACA. This expansion allows those whose 
annual income falls below 138 percent of the FPL to receive Medicaid coverage (Milligan 2013). 

Marylanders who have an annual income above 138 percent FPL are 
eligible for insurance plans through the Maryland Health Connection 
insurance exchange marketplace. Tax subsidies and cost-sharing 
reductions are available for those who enroll in these plans with annual 
incomes up to 400 percent FPL (Pearce 2013). Because most 
PLWH/As in the Baltimore EMA have low income levels, it is 
important to understand how these changes in eligibility will impact 
the future of Ryan White as the payer of last resort. 
 
Through a comparison of information provided by 2013 consumer 
survey respondents, it was possible to loosely categorize individuals as 
eligible for different types of insurance. Keep in mind that this analysis 

did not include all data needed to make a final determination of a PLWH/A’s eligibility. Rather, it relied 
on two important eligibility determinants: age and income. For this classification, individuals were 
assumed to be eligible for Medicare if they were aged 65 or older. Using annual income, individuals were 
loosely classified as Medicaid-eligible, Medicaid or exchange-eligible, exchange-eligible or 
unknown/other. This is due to the fact that income divisions were not the same in the consumer survey as 
those used to determine insurance eligibility. PLWH/As who made up to 100 percent FPL annually were 
classified as Medicaid-eligible because the Medicaid cutoff is 138 percent 
FPL. Those who made 100-200 percent FPL annually were classified as 
Medicaid or exchange-eligible. Within this classification, those up to 138 
percent FPL would qualify for Medicaid, and those over this amount would 
qualify for the exchange plans. Respondents who made over 200 percent 
FPL annually were classified as exchange-eligible, if they were also under 
65 years old.  Respondents were classified as unknown/other if they did not 
provide either their age or their income or if they did not know their income. Respondents who were over 
65 and had an annual income up to 100 percent FPL were classified as eligible for both Medicaid and 
Medicare.  
 
Figure 6.1 shows the results of the age and income comparison to determine insurance eligibility. Of the 

Under the ACA, eligibility 
guidelines for many 
insurance programs and 
plans have changed and, 
as much or more than 
anything else, these 
changes will impact future 
Ryan White service 
delivery in the Baltimore 
EMA. 

Based on income, 59.1 
percent of respondents 
were classified as 
Medicaid-eligible. 
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374 survey respondents EMA-wide, 221 (59.1 percent) were classified as Medicaid-eligible because they 
had an annual income up to 100 percent FPL. An additional 73 of 374 respondents (19.5 percent) were 
classified as either Medicaid or exchange-eligible. Thirty-two of 374 respondents (8.6 percent) were 
classified as unknown/other because there 
was a lack of information provided to 
determine insurance eligibility. Based on 
those who are Medicaid-eligible, 
Medicaid or exchange-eligible and those 
in the unknown/other category, it seems 
likely that nearly 80 percent of survey 
respondents may be eligible for Medicaid 
under the expansion. Those ages 65 and 
older accounted for 11 of 374 survey 
respondents (2.9 percent) and were 
deemed eligible for Medicare. The 
remaining 41 respondents (11.0 percent) 
made more than 200 percent FPL annually 
and were under 65 years old, meaning 
they were eligible for an exchange 
insurance plan.  
 
While health insurance coverage is not an 
overnight process, the majority of current 
Ryan White clients in the Baltimore EMA 
will eventually be enrolled into some type 
of insurance plan. However, this does not 
mean that the need for Ryan White will go 
away altogether. Instead, the Baltimore planning council needs to adapt future funding allocations to 
ensure that Ryan White is prepared to cover the needs of PLWH/As that are not met elsewhere. For some 
categories like primary health care and medical case management that 
are covered under insurance plans, this means providing continuity of 
care services to fill gaps in coverage. Some Ryan White categories, 
like oral health care and housing, will see little to no change in demand 
due to the fact that they are not covered by insurance plans under the 
ACA. Finally, for other categories like health insurance premium and 
cost-sharing assistance, these changes will mean an increase in 
demand, and the planning council should be prepared to act swiftly to 
meet these new needs.  
 
6.1.2 MADAP Eligibility 
 
Although it is funded through Ryan White Part B rather than Part A, the provision of MADAP services in 
the Baltimore EMA has a direct impact on Part A clients. Like a number of other health-service programs, 
the ACA will cause changes to MADAP eligibility (DHMH 2014). Those who are eligible for Medicaid 
are not eligible to receive MADAP. Moving forward, those who are eligible for MADAP will most likely 
have annual incomes between 138-300 percent FPL.  
 
Using a comparison of those who stated they received MADAP and their income levels, figure 6.2 shows 
a projection of future MADAP enrollment. As with the previous discussion of health insurance, this is not 
meant to be considered a final determinant of MADAP enrollment. It is only a projection based on factors 
presented by respondents in the 2013 consumer survey. In the 2013 consumer survey, 130 respondents 
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The majority of current 
Ryan White clients in the 
EMA will eventually be 
enrolled into some type of 
insurance plan. However, 
this does not mean the 
need for Ryan White will go 
away altogether. 
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indicated that they were receiving MADAP to cover the cost of their pharmaceutical bills. Of those 130 
respondents, 51 (39.2 percent) had annual incomes up to 100 percent FPL, and they are eligible for 
Medicaid. Forty of 130 respondents receiving MADAP (30.8 percent) fell between 100-200 percent FPL, 
meaning they could be eligible for either Medicaid or MADAP. Another 18 respondents (13.8 percent) 
had an annual income between 200-300 percent FPL. Based on given information, they would all be 
eligible for MADAP. Nine of 130 people (6.9 percent) reported an annual income that was more than 300 
percent FPL, so these respondents would likely not be eligible for MADAP or Medicaid based on income. 
Due to lack of information, eligibility projections could not be made for the final 12 respondents (9.2 

percent) who reported receiving MADAP 
in the 2013 survey. Given the projections 
of those who indicated receiving MADAP 
in the 2013 survey, it seems likely that 
MADAP enrollment will shrink by at least 
50 percent in the near future. 
 
Decreased eligibility for MADAP could 
mean a greater need for related services 
using Ryan White Part A funding. The 
currently funded Part A categories most 
likely to see an increased demand from 
the change in MADAP eligibility are 
health insurance premium and cost-
sharing assistance and outpatient 
ambulatory health services—EFA, which 
cover co-pays. MADAP changes could 
also potentially spark a need for funding 
to be allocated to AIDS pharmaceutical 
assistance, which has not been funded in 
the Baltimore EMA. The need for all 
allowable types of pharmaceutical 
assistance should be closely monitored. 
 

6.2 Cross-categorical Comparisons 
 
In order to best understand the needs of PLWH/As in the Baltimore EMA, it is important to go beyond 
simple demand and unmet demand for each category. To best meet the needs of PLWH/As, we need to 
know how those needs are related to each other and how they will be impacted by external factors. Cross-
categorical comparisons involve comparing information provided by respondents regarding different 
service categories or demographic information.  
 
6.2.1 Housing and Emergency Financial Assistance 
 
For those who do not have stable shelter, other needs are typically considered secondary. This can lead to 

emergency situations for other 
necessities, such as food and 
medication.  With this in mind, the 
need for housing services in the 
EMA was compared with the need 
for EFA. Table 6.1 shows this 
comparison. 
 

Table 6.1 
Demand for Housing and EFA in the EMA 

Service Demand Service 
n % 

Housing 191 51.1% 
EFA 256 68.4% 
Both Housing and EFA 158 42.2% 
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Throughout the EMA, 191 of 374 respondents (51.1 percent) had a demand for housing services. Among 
those same 374 respondents, 256 (68.4 percent) had a demand for EFA. When those who had a need for 
housing services were compared with those who had a need for EFA, it 
was noted that there was a significant overlap in need for these two 
services. Of the 191 respondents with a need for housing services, 158 
(82.7 percent) also had a need for EFA. The percentage is not quite as 
high when comparing housing need among those with an EFA need. 
Of the 256 respondents with a need for EFA, 158 (61.7 percent) also 
had a need for housing. In total, 42.2 percent of 2013 consumer survey 
respondents had a need for both housing and EFA services.  
 
With knowledge that a housing need very frequently coincides with a need for EFA, the Baltimore EMA 
should make funding for housing a high priority for Ryan White Part A. In addition, it would be 
beneficial to provide co-located housing and EFA services when possible. Recent studies by the U.S. 
Department of Housing and Urban Development have shown that those in stable housing have long-term 
improvement in health and nutrition outcomes (HUD 2010:24). By improving the housing situation for 
PLWH/As in need, these individuals would be able to focus more energy and attention to other needs, and 
this could lead to an eventual decline in the need for EFA. 
 
6.2.2 Mental Health and Substance Abuse 
 
In the general population, it has been recognized that up to 50 percent of those with a mental health issue 
also have a substance-abuse problem (NAMI 2014). While previous sections of this report have shown 
that mental health and substance-abuse treatment needs are both high 
among the Baltimore EMA’s PLWH/A population, there was no 
mention of the dual need for these services. The Baltimore EMA funds 
the outpatient ambulatory health services—co-morbidity category, 
which provides co-located primary care, mental health and substance-
abuse treatment services to PLWH/As with an identified co-morbid 
condition. While clients do not have to utilize both mental health and substance-abuse treatment services 
through the co-morbidity category, that option does exist for those who need it.  
 
Through a cross-categorical comparison of respondents in the EMA who stated a need for mental health 
services and those who stated having a current or previous substance-abuse problem (shown in table 6.2), 
the need for co-located services in the Baltimore EMA is evident. Of the 374 respondents in the EMA, 
239 (63.9 percent) indicated a need for mental health services, and 225 (60.2 percent) indicated having 
had a problem with substance abuse. In total, 160 of 374 respondents (42.8 percent) had combined mental 
health and substance abuse issues. Compared to all respondents in the EMA, those who had either a 
mental health or substance-abuse diagnosis were much more likely to have the other diagnosis as well. 
Out of the 225 respondents EMA-wide with a substance abuse history, 160 (71.1 percent) also had a 
mental health need. Of the 239 respondents with a mental health issue, 66.9 percent also had a substance 
abuse history.  
 
Of course, qualified medical 
professionals must make the 
determination of the 
appropriate services for 
each patient, but the strong 
correlation between those 
with a mental-health need and a history of substance abuse suggests that co-location of mental health and 
substance-abuse treatment services may be beneficial for a number of PLWH/As. Ryan White providers 

Table 6.2 
Mental Health Need and Substance Abuse  

Service Demand Service 
n % 

Mental Health Need 239 63.9% 
Substance Abuse History 225 60.2% 
Both Mental Health and Substance Abuse Needs 160 42.8% 

When comparing housing 
versus EFA need, the 
survey found that 42.2 
percent of respondents 
needed both housing and 
EFA services.  

EMA-wide, 42.8 percent of 
respondents had combined 
mental health and 
substance abuse issues. 
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of either mental health or substance-abuse treatment services should be encouraged to look for signs of 
the other issue in their patients. Additionally, the planning council should explore if there is an 
opportunity available for co-located services to continue to be provided to those who have insurance plans 
under the ACA, as co-located care may not be available through many insurance plans. 
 
6.2.3 Early Intervention Services and Outreach 
 
Although EIS is not a funded category in the Baltimore EMA, the counseling, referrals, clinical and 
diagnostic services, periodic medical evaluations and therapeutic measures allowed under this category 

are provided in other funded categories in the EMA, and Ryan White 
Part B funds testing and linkage to care activities (PHPA 2012:19). 
Outreach, which is a stand-alone category in the EMA, aims to get 
people who are HIV positive into the care they need. The services 
provided through EIS and outreach should work in tandem to bring 
PLWH/As into the Ryan White care system.  

 
The need for EIS and outreach services was compared (shown in table 6.3). Of the 374 respondents in the 
EMA, 102 (27.3 percent) expressed a need for EIS. The need for outreach was indicated by 186 of 374 
respondents in the EMA (49.7 percent). Seventy-six respondents (20.3 percent) needed both EIS and 
outreach services. While the dual need for these services was low among all respondents EMA-wide, the 
same was not true among those with a need for EIS. Altogether, 76 of 102 respondents with a need for 
EIS (74.5 percent) also needed outreach services. The percentage was not nearly as high in reverse, as 76 
of 186 respondents with a need for outreach services (40.9 percent) also had a need for EIS.  
 

As discussed above, three out of four 
respondents with a need for EIS also 
had a need for outreach services. In 
order to best serve and retain 
PLWH/As who are new to care, 
outreach providers should work 
closely with primary care and medical 
case management providers who 

provide the services that would ordinarily fall under EIS. These services will be particularly important as 
one of only a few methods to bring new clients into the Ryan White system under the ACA.  
 
6.2.4 Medical Transportation versus Insurance Eligibility 
 
With a number of current Ryan White clients projected to enroll in Medicaid, the need and eligibility for 
medical transportation through Ryan White are likely to change significantly. Medicaid provides 
transportation for its enrollees to medical care appointments (IGS 2013c). Due to the payer-of-last-resort 
function of Ryan White, Medicaid enrollees are not eligible for transportation through Ryan White for 
any services that should reasonably be covered by Medicaid. However, Medicaid enrollees would still be 
eligible for transportation through Ryan White for support service appointments, which are not covered 
by Medicaid.  
 
As previously mentioned in chapter 5, medical transportation services were utilized for primary care 
appointments 61 percent of the time in FY 2012 (BCHD 2013b:29). Based on this and the knowledge that 
Medicaid recipients are not eligible for these types of services through Ryan White (PMC transportation 
is provided through Medicaid), it is important to have an idea of the decline in demand that medical 
transportation through Ryan White may be facing. To get a sense of who will still be eligible for medical 
transportation for primary care, the need for medical transportation in 2013 was compared to annual 

Table 6.3 
Demand for EIS and Outreach Services in the EMA 

Service Demand Service 
n % 

EIS 102 27.3% 
Outreach 186 49.7% 
Both EIS and Outreach 76 20.3% 

Three out of four 
respondents with a need 
for EIS also had a need for 
outreach services. 
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income.  
 
Of the 234 respondents who stated a need for medical transportation, 156 (66.7 percent) are definitely 
eligible for Medicaid based on annual income (shown in figure 6.3). These respondents had an annual 
income up to 100 percent FPL. Additionally, another 38 of 234 respondents who had a need for medical 
transportation (16.2 percent) may also be 
Medicaid-eligible. These respondents had 
annual incomes between 101-200 percent 
FPL and may or may not fall within the 
Medicaid income range. Eighteen 
respondents who indicated a medical 
transportation need (7.7 percent) are not 
eligible for Medicaid based on income 
alone because their annual incomes were 
more than 200 percent FPL. For the 
remaining 22 of 374 respondents with a 
need (9.4 percent), it was not possible to 
project Medicaid eligibility with the 
information provided.  
 
While those who have Medicaid can still 
utilize Ryan White medical transportation 
for support service appointments, the 
decline in clients who are eligible for this 
service for primary care appointments will 
certainly cause decreased demand. In 
order to address the increase in Medicaid-
eligible clients that will come in contact 
with medical transportation, the planning 
council should review the standards of care for this category to ensure that eligibility guidelines are clear 
and in compliance with Ryan White being the payer of last resort. The planning council should also be 
prepared to reallocate funds as needed to address possible change in demand. 
 
6.2.5 Drug Cocktail Knowledge versus Antiretroviral Therapy Use 

 

Survey respondents were asked if they had heard of combination or cocktail therapies available to treat 
HIV infection. These therapies are combinations of different medications that work in different ways to 
combat the HIV virus and the effect it has on the client’s immune system. As seen in table 6.4, most 
respondents knew of these medications. Of all surveyed, 323 respondents (86.4 percent) had heard of 

Table 6.4 
Drug Cocktail Knowledge and Anti-retroviral Use in the Last 12 Months 

Have you heard of combination or cocktail therapies used 
to treat HIV infection? 

Have you been on ART in the last 12 months? 

 n %  n % 
Yes 323 86.4 Yes 282 75.4 
No 50 13.4 No 61 16.3 

Skipped 1 0.3 Do not know 27 7.2 
   Skipped 3 0.8 
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combination or cocktail therapies, while 50 respondents (13.4 percent) did not know what these therapies 
were.  

The survey also questioned PLWH/As about whether they had been on 
antiretroviral therapy (ART) within the last 12 months (table 6.4). 
ARTs are a subset of HIV medications that reduce the replication of 
the HIV virus within the infected person’s body (CDC 2009). These 
medications are usually used as part of a drug cocktail to treat HIV 
infection. Of the 374 interviewed, 282 participants (75.4 percent) had 
taken ARTs within the last year and 61 respondents (16.3 percent) had 
not. An additional 27 respondents (7.2 percent) did not know whether 
they were on ART, and 3 respondents (0.8 percent) declined to answer 
this question. 

When comparing participants who knew about cocktail therapies and those who had taken ART in the last 
12 months, a pattern emerges — those who knew about cocktail therapies were more likely to have been 
on ART in the last 12 months than those who did not know about cocktail therapies. Table 6.5 shows a 
comparison between participants who knew about these cocktails versus those who have used ART in the 
last year. Those who had heard of drug cocktails and were on ART (79.3 percent) outnumbered the 
participants who did not know of drug cocktails and were on ART (52.0 percent). Similarly, the 
percentage of participants who did not know about drug cocktails and were not on anti-retroviral therapy 
(34.0 percent) was higher than those who knew about drug cocktails and were not on ART (13.6 percent).  

The pattern found here 
shows that knowledge of 
HIV drug options is 
correlated with use of 
anti-retroviral therapy in 
the last year. The 
findings also suggest 
that education about 
treatments available to 

PLWH/As may be necessary to increase the number of people taking HIV-related medications. The U.S. 
Centers for Disease Control and Prevention recommends that all HIV-positive clients take ART in order 
to reduce the risk of disease progression and prevent the transmission of HIV in adolescents and adults 
(CDC 2013). This correlation suggests that if the number of people who knew about HIV drug options 
increased, the number of people using HIV drugs would increase as well. Since the survey shows that 
only 75.4 percent of HIV-infected individuals interviewed had used this treatment in the last year, 
increased educational outreach about HIV treatment options is recommended for all those seeking care, 
with special focus on those clients who are not currently on anti-retroviral therapy. 

6.2.6 Intravenous Drug Use versus Substance Abuse Treatment Use 

Intravenous (IV) drug use has been a large contributor to the spread of HIV since the beginning of the 
epidemic. In the Baltimore 
EMA, 37 percent of HIV 
infections through 2012 were 
attributed to IV drug use 
among those who knew how 
they were infected. While this 
risk category has been 
decreasing as a source for 

Table 6.5 
Drug Cocktail Knowledge VS. ART Use 

 n % 
Heard of Drug Cocktails and on ART 256 79.3 
Heard of Drug Cocktails and not on ART 44 13.6 
Did not Hear of Drug Cocktails and on ART 26 52.0 
Did not Hear of Drug Cocktails and not on ART 17 34.0 

Table 6.6 
Survey Participant Intravenous Drug Use 

Have you ever injected drugs? n % 
Yes 119 31.8 

No 251 67.1 
Skipped 4 1.1 

The survey showed that 
knowledge of HIV drug 
options is correlated with 
use of anti-retroviral 
therapy. This suggests that 
by increasing knowledge 
of HIV drug options, the 
use of HIV drug treatment 
would increase as well.  
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new infections, IV drug use was still the cause for infection for approximately 10 percent of new HIV 
cases in 2011 (Flynn 2013). Since intravenous drug use is still a cause for concern, the consumer needs 
assessment asked participants about their drug use habits, including whether the respondent had ever 
injected drugs. As seen in table 6.6, 119 participants (31.8 percent) admitted to injecting drugs at some 
point in their lives. A majority of participants (67.1 percent) responded that they never injected drugs, and 
an additional 4 respondents (1.1 percent) declined to answer this question.  

The survey also examined 
substance-abuse treatment 
among participants. Further 
details can be found in 
chapter 5. Substance-abuse 
treatment services in the 
EMA are either outpatient or 
residential. Table 6.7 shows 
the number of respondents 
that used these services within 
the past 12 months. Most 
clients (62.0 percent) did not use substance-abuse treatment services. Among those who did, 127 clients 
(34.0 percent) used outpatient services and 50 clients (13.4 percent) had used residential services in the 
last 12 months. An additional 39 clients (10.4 percent) had used both residential and outpatient services.  

A comparison was made of respondent IV drug use history versus receipt of substance-abuse care (table 
6.8). Of those 119 clients that had a history of IV drug use, most clients (38.7 percent) sought outpatient 
substance abuse services exclusively, while 1.7 percent sought residential services exclusively. Clients 
that received both residential and outpatient services within the past year made up 21.8 percent of those 
with an IV drug use history. Forty-four clients (37.0 percent) had not received any substance abuse 
treatment in the last year. 

 
There were 251 clients without an IV drug use history, of whom 60 had received substance-abuse 
treatment services within the last year. These treatment services were presumably received for non-IV 
drug use based on survey responses, but there is no way to verify this to be the case. The majority (74.5 
percent) had not sought substance-abuse treatment. Of these 251 participants, 3.6 percent received 
residential treatment services exclusively and 15.5 percent received outpatient treatment services 
exclusively. An additional 4.8 percent received both residential and outpatient treatment services. 

Table 6.7 
Substance Abuse Services Use Amongst Survey Participants 

in the Past 12 Months 
 n % 

Substance Abuse – Outpatient 127 34.0 

Substance Abuse – Residential 50 13.4 

Both Services 39 10.4 

Neither Service 232 62.0 

Table 6.8 
Intravenous Drug Use vs. Substance Abuse Service Use in the Part 12 Months 

Clients with a History of Intravenous Drug Use (n=119) n % 

Received Only Residential Services 2 1.7 

Received Only Outpatient Services 46 38.7 

Received Both Services 26 21.8 

Received Neither Service 44 37.0 

Clients without a History of Intravenous Drug Use (n=251) n % 

Received Only Residential Services 9 3.6 

Received Only Outpatient Services 39 15.5 

Received Both Services 12 4.8 

Received Neither Service 187 74.5 
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In the population with a history of IV drug use, a significant number of clients (37.0 percent) had not 
sought substance abuse treatment services over the last year. Since the survey asked respondents whether 
they had ever injected drugs and not whether respondents are currently using drugs, the analysis cannot 
determine whether clients have a current IV drug problem. Those that did not seek intervention services 
may not need these services because they do not have a problem. Similarly, those with an IV drug use 
history can be former users without a current problem and who do not need services currently. Since this 
population makes up nearly one third of those interviewed, service providers should continue to ensure 
that clients with current substance abuse problems, especially those with IV drug use history, are referred 
to services when necessary. 

6.3 Geographic Hotspots 
 
ZIP code mapping is a method used by epidemiologists to determine where specific health needs are 
clustered together. This allows for relationship building, outreach and focusing of resources to occur in 
geographic hotspots for a particular health issue (HRSA 2014). ZIP code mapping has been successful in 
assisting with getting those who are HIV positive into care.  
 
In the 2013 consumer survey, respondents represented residents of 53 
different ZIP codes within the Baltimore EMA. Twenty-one of these 
ZIP codes only had one respondent each, but 8 ZIP codes had 20 or 
more respondents each. These eight geographic hotspots and the 
number of survey respondents who identified as residents of each are 
shown in table 6.9. With the exception of ZIP code 21215, the 8 
geographic hotspots identified are all located solely within Baltimore 
City. ZIP code 21215 is located partially in Baltimore City and 
partially in Baltimore County.  
 
More respondents resided in ZIP code 21217 than in any other. This 
ZIP code accounted for 46 of the 374 respondents (12.3 percent) to the 
2013 consumer survey. ZIP code 21215, the second most frequently 
reported, accounted for 40 of 374 survey respondents (10.7 percent). 
Thirty-three respondents (8.8 percent) resided in ZIP code 21218. ZIP 

code 21202 was the fourth most common, with 29 survey 
respondents (7.8 percent) residing there. There were 26 
respondents (7.0 percent) who resided in ZIP code 21201. 
Twenty-three respondents (6.1 percent) resided in ZIP code 
21216. The final two geographic hotspots that were identified, 
ZIP codes 21213 and 21223, each accounted for 20 of 374 
survey respondents (5.3 percent). In total, these 8 ZIP codes 
were home to 237 of 374 respondents (63.3 percent), so they 
accounted for more respondents than all 45 other ZIP codes 
combined. 
 
When compared to data collected by the Maryland PHPA, ZIP 

code data from the 2013 consumer survey yielded similar geographic hotspots. According to state 
epidemiological data, ZIP code 21217 accounted for more HIV cases (11.5 percent) in the EMA than any 
other; this ZIP code also had more respondents to the 2013 survey than any other. The 4 ZIP codes with 
the next highest percentages of living HIV cases in the EMA according to state data are as follow: 21218, 
with 9.8 percent; 21215, with 8.9 percent; 21213, with 7.6 percent; and 21202, with 6.8 percent 
(Stockdale 2014). All of these ZIP codes were among the geographic hotspots identified by the 2013 
consumer survey.  

Table 6.9 
HIV Geographic Hotspots in the EMA 

ZIP code Respondents 
21217 46 
21215 40 
21218 33 
21202 29 
21201 26 
21216 23 
21213 20 
21223 20 

Respondents represented 
53 different ZIP codes in 
the Baltimore EMA. 
Twenty-one of these ZIP 
codes had just 1 
respondent each, but 8 ZIP 
codes had 20 or more 
respondents each…. With 
the exception of ZIP code 
21215, which is located 
partially in Baltimore City 
and partially in Baltimore 
County, the 8 geographic 
hotspots identified are all 
in Baltimore City. 
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The Baltimore EMA should use the knowledge of these geographic hotspots to perform targeted outreach. 
This strategy can be updated frequently through the use of new data gathered by BCHD and the state. 
Proximity to geographic hotspots could be an important consideration for service providers. The planning 
council can utilize geographic hotspot data to help identify trends for inclusion in the Part A grant 
application each year. 
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7. Conclusion and Planning Implications 
 
The analysis of data gathered in the 2013 consumer needs survey identified some trends in the EMA. 
Overall, unmet demand declined in the majority of service categories from previous surveys. Data 
suggested that there is a need for more PLWH/A education regarding service offerings. There is also a 
need for different service providers to work more closely with each other in order to maintain the 
continuum of care. Significant planning will be required in order to prepare for the impact of the ACA 
implementation on the Ryan White care system.  
 
7.1 Survey’s Dual Role 
 
The planning council’s consumer survey is used to identify service demand and unmet service demand for 
the HRSA-allowed Ryan White Part A categories. The identification of needs, both met and unmet, 

allows the planning council to allocate funds in the best way possible 
to ensure the continuum of care for PLWH/As in the Baltimore EMA. 
In comparison to data from other recent surveys conducted in 2007 and 
2010, unmet demand was down for nearly all service categories in 
2013. In chapter 5, the comparison between service demand and unmet 
demand for each category shows that service categories with the 
highest demand, such as primary medical care and AIDS 
pharmaceutical assistance, also typically had the lowest unmet 
demand. However, there were a few categories identified in which high 
service demand did not correspond with low unmet service demand. 

Oral health, EFA, medical transportation, housing and legal services are categories that the planning 
council will need to examine more closely prior to PSRA activities. In general, though, the majority of 
needs identified among PLWH/As in the 2013 consumer survey were met.  
 
In addition to serving as an allocation planning tool, the consumer survey is also beneficial to the survey 
respondents themselves. Each interview served as an educational experience by providing PLWH/As with 
broader knowledge about the service offerings in the EMA. Interviewers were able to answer respondent 
questions about the definitions of particular services, as well as questions about how to obtain different 
services. By further educating the 374 respondents to the 2013 survey, the EMA should see some residual 
effects in the PLWH/A population as a whole.  
 
7.2 Unmet Need Barriers  
 
Service knowledge proved to be the biggest obstacle faced by survey respondents in getting the care they 
needed for their HIV/AIDS. Two barriers to care were mentioned far more by respondents than any 
others: not knowing how to get a particular service and not knowing that a particular service was 
available. PLWH/As in the EMA would benefit immensely from increased education regarding the Ryan 
White care system.  
 
Once consumers are educated regarding service availability, they must also understand access and 
eligibility for the services they need. Educators, who are in this case are medical care providers, case 
managers, planning council members and neighbors, are essential to ensuring PLWH/As are able to 
efficiently navigate the system and attain the services they need.  
 
Data showed that most core medical service needs of PLWH/As in the Baltimore EMA are being met, 
though there is still room for improvement in all services where an unmet need exists. The majority of 
services that showed a larger unmet need were support service categories. These services included 
housing, EFA and legal needs, among others. Many of these needs require specialized attention that can 

Data suggested there is a 
need for more PLWH/A 
education regarding 
service offerings and a 
need for different service 
providers to work more 
closely with each other. 
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be provided through the assistance of a case manager, outreach worker or primary care physician. Survey 
results suggest that greater interconnectivity between service providers would benefit the provision of 
care and outcomes of the PLWH/As being served.  
 
With few exceptions, data showed that respondents were able to get the services they needed in their 
home jurisdiction. This report looked at demand and utilization for Baltimore City residents and 
surrounding counties residents. In previous years, the consumer survey garnered more responses from 
PLWH/As who resided in the surrounding counties of the EMA. In order to preserve confidentiality and 
provide an adequate sample size of counties respondents, this report did not look at service demand and 
utilization of residents in the individual counties.  
 
Based on the services received by survey respondents and the locations in which they were received, the 
planning council may want to take a closer look at the accessibility of certain services in the EMA. For all 
respondents, the accessibility of permanency planning was an issue. As previously mentioned, these 
services are newly offered under the legal services category in the EMA, so PLWH/As and case managers 
would all benefit from education about these services. More than 50 percent of counties residents who 
accessed oral health care, non-medical case management and legal services left their jurisdictions to do 
so. The planning council may want to consider the feasibility of increasing access to these services in the 
surrounding counties to close these noted service gaps.  
 
7.3 Themes and Outlook 
 
In the 2013 survey, it was clear that the PLWH/A population in the EMA has continued to age, a trend 
first noticeable in the 2010 survey. As mentioned in earlier sections of this report, that is a reflection of 
the care and treatment options that have become available in recent years that have allowed PLWH/As to 
live longer, healthier lives. The continued aging of the population will 
lead to changes in service needs in coming years. This process has 
already begun, as rising demand was noted in categories such as home 
and community-based health services.  
 
Since the 2010 survey was conducted, the major development in care 
was the passage of the ACA. More than any other factor in the near 
future, the ACA will impact the service needs of PLWH/As. The 
increase in access to health insurance and essential health benefits under the ACA means that the Ryan 
White program must adapt to ensure continuum of care for the PLWH/As it serves. Data comparisons and 
analysis in this report provide a starting point for long-range planning efforts.  
 
Changes in the population and the health-care landscape reinforce the need for the consumer survey. The 
combination of data, trends and analysis provided in the 2013 consumer survey allow the planning 
council to strategically plan for the funding of each service category. These planning decisions help 
ensure service provision for PLWH/As with minimal unmet need. Although all needs may not yet be 
known, the planning council must use the consumer survey and other tools at its disposal to prepare as 
best as possible for the future of Ryan White care in the Baltimore EMA.  
 

Significant planning will be 
required in order to 
prepare for the impact of 
the ACA implementation 
on the Ryan White care 
system. 
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9. Appendix: List of Providers 

The following is a list of the service providers that participated in this survey through outreach to 
consumers and allowing PCSO survey administrators to use their facilities for questionnaire interviews in 
February and March 2013. The planning council appreciates their generosity. 

AIDS Interfaith Residential Services (AIRS) 
Anne Arundel County Health Department 
Baltimore City Health Department 
Baltimore County Department of Health 
Carroll County Health Department 
Chase Brexton Health Care 
Gaudenzia-Park Heights 
Greater Baltimore Medical Center 
Harford County Health Department 
Health Care for the Homeless 
Howard County Health Department 
Johns Hopkins University 
LIGHT Health and Wellness Comprehensive Services, Inc. 
Moveable Feast 
Nebo Christian Ministries 
New Vision House of Hope 
Older Women Embracing Life (OWEL) 
Park West Medical Center 
People’s Community Health Center 
Project Plase 
Queen Anne’s County Department of Health 
Sinai Hospital 
Sisters Together and Reaching (STAR) 
Total Health Care 
Towson Health Center 
University of Maryland 
Women Accepting Responsibility (WAR) 
 
 
    


