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I. INTRODUCTION 

 

In 2014, the Vermont Department of Health’s HIV, STD, and Hepatitis Program (VDH HSH) commissioned 

the Center for Health and Learning (CHL) to conduct a statewide HIV/AIDS Care & Prevention Needs 

Assessment, analyzing HIV/AIDS services in Vermont.  The overall intent of the assessment was to study 

consumer perception and use of both prevention and care services in the state, and gain direct feedback 

on Vermont’s performance in meeting the needs of those living with HIV/AIDS and those at higher risk 

of contracting HIV/AIDS. 

 

The Needs Assessment’s defined functions at undertaking: 

 

A. Comprehensive Functions 

1) Provide a reference framework for Vermont’s HIV epidemic as the state strives to make the 

best use of limited resources to meet needs, while simultaneously addressing the required 

activities of the Centers for Disease Control and Prevention (CDC) and the Health Resources 

and Services Administration (HRSA). 

2) Inform the revision and writing of the HIV/AIDS Statewide Comprehensive Plan. 

3) Compare and contrast required activities of the CDC and HRSA with the lived experiences of 

consumers and providers in a small, rural state. 

4) Deliver direct feedback to state service providers, as well as demographic and lived 

experience data, to inform further service efforts and ongoing quality improvement. 

 

B. Care Functions 

1) Highlight areas of highest need among People Living with HIV/AIDS (PLWHA), and needs not 

currently addressed or not sufficiently addressed by Vermont AIDS Service Organizations 

(ASOs) and medical personnel/institutions. 

2) Determine to the extent possible the driving factors underlying PLWHA’s engagement 

versus disengagement in medical care and use of antiretroviral medication. 

3) Deliver quality assessment feedback on providers and services across the care continuum. 

 

C. Prevention Functions 

1) Highlight areas of needed prevention services among PLWHA and those at higher risk of 

contracting HIV/AIDS, and needs not currently addressed or not sufficiently addressed by 

Vermont ASOs and medical personnel/institutions. 

2) Assess both HIV positive and HIV negative community understanding of current prevention 

trends to inform future efforts for implementation. 

3) Deliver quality assessment feedback on providers and services across the prevention 

spectrum. 
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II. EXECUTIVE SUMMARY 

 

The Vermont HIV/AIDS Care & Prevention Needs Assessment successfully engaged a total of over 450 

individuals to provide direct input on the quality, range and effectiveness of Vermont HIV/AIDS services, 

the needs most present in Vermont, and how well state services match needs. 

 

The Needs Assessment was conducted with two primary arms – CARE and PREVENTION.  The executive 

summary of findings is best viewed by category of participant population: 

o Care Respondents:  Consumer 

o Care Respondents:  Community Providers and Medical Providers 

o Prevention Respondents:  Survey and Focus Group 

o Respondents Using Intravenous Drugs:  Syringe Exchange Data.   

Given the current focus on “prevention with positives” in the HIV field, there is overlap in care and 

prevention feedback that is helpful to view with other findings from a given originating population. 

 

The participation of over 450 individuals includes a statistically significant portion (20%) of Vermont’s 

population of people living with HIV/AIDS (132 PLWHA NA respondents/665 VT PLWHA); and a 

statistically significant portion (24%) of PLWHA in care (125 PLWHA NA respondents in care/511 VT 

PLWHA in care). 

 

In collating Care responses, there was a great deal of agreement and overlap among the data from all 

three methods of collection – surveys, focus groups and interviews.  These data are merged and 

presented as broad themes in this summary.  Detailed separation and analysis is provided in Section 

Two:  Care.   

 

With a much broader audience of individuals who can be considered at risk for HIV – and a statewide 

population of over 600,000 – the 245 participants in the Prevention arm of the Needs Assessment 

provide a snapshot of Vermont perceptions regarding prevention with HIV negative individuals at higher 

risk.  Primary audiences sought and obtained included men who have sex with men, queer youth and 

young adults, and heterosexual women.  Detailed separation and analysis is provided in Section Three:  

Prevention. 
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A. CARE RESPONDENTS:  CONSUMER  
 

Consumer [PLWHA] Primary Findings: 
 

1) The state of Vermont is doing very well in providing needed services for HIV positive individuals.   

o The vast majority of respondents indicated Vermont is doing well meeting their needs.    

 
2) People living with HIV/AIDS in Vermont are linked to and involved in care. 

o Being in medical care and taking medication is a community norm for PLWHA.   

o Greater than 98% of respondents were unable to identify anyone they knew who was 

HIV positive and not in care. 

 
3) Medical care in Vermont is high quality, well-received and doing exceptionally well meeting 

the needs of PLWHA. 

o Infectious disease professionals and medical facilities are highly rated.   

o To a lesser extent but still by a majority, PLWHA rate their primary care high as well. 

 
4) Vermont AIDS Service Organizations (ASOs) and case managers are doing well serving PLWHA.   

o The primary PLWHA concern with ASOs is inconsistent quality among case managers.  

o Spikes of highs and lows do exist and are discussed in analysis. 

 
5) Positive Vermonters are generally feeling well physically.  

o Most common physical difficulties are gastric distress, fatigue and neuropathy.   

o Approximately half of respondents report experiencing some medication side effects, 

with most reporting these as “very manageable.” 

 
6) By contrast, over half of positive Vermonters are struggling with their mental health. 

o Depression is the most commonly identified mental health condition. 

 
7) PLWHA in Vermont experience the following five life challenges in common, at high rates. 

o > 90% of respondents experience Financial Instability. 

o > 85% of respondents experience Stigma in various forms. 

o ~ 75% of respondents experience Isolation in various forms. 

o ~ 75% of respondents experience Public Ignorance (lack of HIV/AIDS awareness and 

rampant public misinformation). 

o > 50% of respondents experience Depression and/or other Mental Health Conditions. 

 
8) Many PLWHA in Vermont have little to no difficulty getting services and certain needs met.    

o Over half are getting services they need, with 38% “mostly” getting needed services. 

o Identified needs being well-met for many: 

 Appropriate, high quality medical care, including assistance with expense. 

 Appropriate, high quality ASO services, including case management. 
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9) By contrast, the following needs are experienced as not being met by many PLWHA living in 

Vermont, and are further identified as the most difficult to meet. 

o Financial:  Significant majority identify financial concerns of varying intensity, even those 

reporting their needs are “being met.” 1  

o Housing:  Cost and availability.2 

o Food:  Cuts to Vermont’s Three Squares program are reported as devastating. 

o Transportation 

o Dental Care:  DCAP is helpful but many need dentures. 

o Mental Health Care 

 
10) Improved medication and HIV care strongly help PLWHA in Vermont enter/remain in care. 

o Availability of improved medication with fewer pills and fewer side effects.  

o Genuine positive feelings toward medical providers willing to take a “team approach.” 

o Other supports to remaining in care: 

 Receiving financial assistance to mitigate the costs of care. 

 ASO support. 

 Having a “will to live” – a reason to go on and/or a purpose in life. 

 
11) Four challenges/barriers to getting into and remaining in care are identified as most common. 

o Transportation 

o Financial 

o Precarious Life Circumstances (unstable income, housing, emergencies) 

o Mental Health 

 Depression/mental health conditions are barriers to self-care/staying in care. 

 Above barriers also exist to getting into/remaining in mental health care itself. 

 
12) Three challenges are identified by PLWHA in care as most likely to influence a positive 

individual’s ability and/or willingness to enter and remain in care. 

o Mental Health – half of all respondents identify this as a likely cause of not getting care. 

o Substance Abuse – over one third identify this as a likely cause of not getting care. 

o Stigma/Fear – one third identify this as a likely cause of not getting care. 

 
13) Vermont PLWHA have heard of and generally understand biomedical prevention methods. 

o Majority of respondents recognize and can describe how Treatment as Prevention 

(TASP) and Pre-Exposure Prophylaxis (PrEP) work. 

o Levels of trust and willingness to use either remain mixed. 

                                                             
1 While this data may appear contradictory to Finding #8 above, respondents were hugely grateful and at times visibly 
overwhelmed by the support and help that had been provided to them by Vermont services.  Many were clearly inclined to 
report that their “needs were met” as part of their expression of gratitude.  Further interaction throughout research 
consistently brought to the surface that many of these same individuals still experienced a great deal of financial insecurity. 

 
2 VDH HASH Department responsiveness during the time period of the Needs Assessment actively reduced this need, a fact 
respondents recognized and immediately identified to researcher. 
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14) PLWHA are firmly divided on need for and type of additional supports in Vermont. 

o HIV-Specific Peer Activities/Support Groups. 

 Support for peer groups/peer activities is met with equal disinterest and 

unwillingness to participate. 

 Significant contingent express “no opinion.” 

o HIV-Specific One-on-One Counseling Support. 

 Many individuals express interest in but a significant block has no interest 

 Even higher contingent expressing “no opinion.” 

o Prevention-with-Positives Interventions.  Participation in and satisfaction with 

initiatives CLEAR, WILLOW, and Healthy Relationships demonstrate similar distinct split.   

 PLWHA who have participated, often more than once, found it useful and 

enjoyable, and would do again. 

 PLWHA who have no interest in participating in interventions, these or others. 

o PWA Retreat.  Again, two distinct categories with little middle ground.   

 A majority two-thirds of respondents attend every year and find the Retreat 

valuable. 

 A minority one-third have either never attended a Retreat, or have attended 

once, and in either circumstance do not intend to go in future (reasons vary). 
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B. CARE RESPONDENTS: PROVIDERS 
 

Community Provider [ASO Staff] Primary Findings:   
 

1) The majority of community care providers believe clients’ needs are mostly being met. 

 
2) A larger majority (90%) believe their agency mostly meets the needs of clients. 

 
3) A significant minority of providers feel their clients do not get all the services they need. 

 

4) A strong majority stated they usually know how to find additional services for their clients. 

 

5) One fifth of respondents stated that they see a lot of unmet need on a regular basis, and an 

additional 40% expressed they sometimes do. 

 
6) Providers reported a majority of clients do have co-occurring physical/mental health conditions. 

 
7) One third of providers say HIV/AIDS stigma does exist in the Vermont medical community.  

o An additional 45% believe there is intermittent stigma in the medical community. 

 
8) Community providers demonstrate a high level of knowledge of biomedical interventions - PEP, 

PrEP, TASP - but are slightly less confident on how to connect a client to PEP and/or PrEP. 

 
9) Approximately three quarters of providers believe clients do adhere to their HIV treatment.  

o The majority qualify the statement as mostly adhere.   

o One fifth are only sometimes confident of clients’ adherence. 

 
10) The following four issues are identified as the most prominent needs providers encounter. 

o Housing  

o Mental Health  

o Resources (financial, physical infrastructure, and emotional) 

o Transportation   

 
11) Poverty and illness are raised as overriding concerns that are never addressed well enough. 

 
12) The following four gaps are identified as most common in Vermont services. 

o Substance Abuse Treatment (including more syringe exchanges) 

o Affordable Housing 

o Emergency and Ongoing Financial Assistance 

o Domestic Abuse Supports 

 
13) Community providers identify community education and anti-stigma work as badly needed 

throughout Vermont. 

  



HIV/AIDS Needs Assessment  Section One Page 8 

Medical Provider [Nurses, Nurse Practitioners, Physicians] Primary Findings:  
 

1) A strong majority of medical providers do see patients with a co-occurring physical illness. 

o Most report a dual diagnosis in over half of their patients. 

 
2) A majority do see patients with a co-occurring mental health condition, but at lower rates. 

o Most report less than half of their patients present with a mental health diagnosis. 

 
3) A majority do see patients with a co-occurring substance abuse disorder, at lower rates still.  

o Most report less than one quarter of their patients have a substance abuse disorder. 

 
4) The majority of medical providers are confident that more than 75% of their patients do 

adhere to treatment. 

o A small number report adherence as much higher (in excess of 90% of patients). 

o A small number report adherence as lower (50 – 75% of patients). 

 
5) Medical providers are divided on whether their patients can get assistance and services for 

what they need. (Food, housing, utilities, dental and eye care, and mental health and substance abuse treatment.)   

o Housing is noted as most difficult to get, followed by substance abuse treatment and 

financial assistance. 

o A majority in all categories report patients can get services most of the time. 

 
6) Less than half of Vermont providers are asked regularly about Pre-Exposure Prophylaxis (PrEP) 

and very few have HIV negative patients taking PrEP. 

 
7) Medical providers are much less likely than community providers to report seeing HIV/AIDS 

stigma in the Vermont medical community, or medical stigma against prescribing PrEP. 

o Geographic area has a considerable impact, with HIV/AIDS stigma identified primarily in 

the southwestern corner of Vermont. 

 
8) Medical providers report a generally good degree of trust in their local ASOs.   

o Vermont ASOs do well connecting clients with medical care.  

o A minority express concerns with inconsistent ASO services from client to client and long 

waits to get an appointment with a case manager. 

 
9) The following five services are identified as most important to overcoming barriers to care for 

Vermont PLWHA, with the majority reporting that these services are being provided. 

o Mental Health Care 

o Addiction Services 

o Case Management 

o Housing Assistance 

o Assistance with Basic Needs 
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C. PREVENTION 
 

Prevention Survey Primary Findings: 
 

1) HIV/AIDS is perceived as a health concern in Vermont by a strong majority of respondents. 

 
2) A strong majority do perceive a high level of HIV/AIDS stigma in Vermont. 

 
3) A strong majority of responding individuals do consider themselves knowledgeable about HIV. 

 
4) Respondents generally do not view themselves as having high personal risk of HIV infection. 

 
5) Just under half report they do get tested for HIV on a yearly basis, while just over half report 

they do get tested for other STIs once a year. 

 
6) A majority of respondents prefer an HIV test with support and counseling, closely followed by 

the options of a free at-home test, and a test with no counseling/questions. 

 
7) The desire for anonymity in HIV testing is mixed and strongly associated with age cohort. 

o Individuals 50 and over are more likely to prefer anonymous test options.  

o People under 50 are more likely to be willing to test confidentially with their doctor. 

 
8) Generally, respondents express a high degree of sexual self-efficacy, able to ask for and gain 

acceptance of condom use or safer sex, when desired. 

 
9) Assumptions are frequently made about whether PLWHA will disclose HIV status before sex.   

o The 50 - 59 age bracket is least likely to assume a partner will disclose status before sex.  

o Expectations of disclosure rise in each ten-year age cohort below 50 - 59. 

 
10) A majority of responding men report having multiple sexual partners in the past year, with a 

small minority reporting contracting an STI in the past twelve months. 

 
11) A significant majority of respondents like the idea of speaking with a trained professional if 

diagnosed with an STI, to better understand the STI and get help telling partners. 

 
12) Results are mixed on getting together with peers or counselors to discuss HIV prevention/risk.   

o One half of males demonstrate interest in getting together with peers to discuss risk, 

versus only one fifth of women.   

o One third of men and women express interest in meeting with a counselor on risk. 

 
13) Male respondents generally have a better understanding of biomedical methods of prevention 

– PEP, PrEP, TASP - and are more likely to utilize these methods, than females.   

o Three quarters of men understand well, with two-thirds expressing willingness to use.   

o One half of females understand well, with one half expressing willingness to use. 



HIV/AIDS Needs Assessment  Section One Page 10 

Prevention Focus Group Primary Findings: 
 

Focus group findings in particular must be viewed with cognizance of the small sample size.  The focus 

group participants were highly representative of their larger cohort, but still small in number. 
 

1) While survey responses indicate self-assessment of a high level of knowledge/understanding of 

HIV, focus groups did not bear this out.   

o MSM are the only group with consistently above average HIV knowledge/understanding.   

 
2) Focus groups bear out survey findings that HIV is still stigmatized in Vermont.   

o A majority of MSM speak to strong resistance in the greater MSM community toward 

talking about HIV, and a strong stigma toward dating positive men.   

o Both queer and heterosexual young adults identify geography as playing a large role in 

how much stigma they expect or encounter throughout Vermont. 

 
3) Condom use and acceptability is widely varied among different communities.  

o Condoms are well-accepted and a community norm among heterosexual young adults, 

but almost exclusively in the frame of pregnancy prevention.  

o Generally, queer youth and young adults express a similar comfort, familiarity and 

community norm, know where to find condoms, and know people who used them.   

o Condom use in the MSM community presents as much more complicated.  Condoms are 

readily available and easy to find, but not “prioritized” by men and participants describe 

experiencing much “passive resistance” to using them.  Age indicates differing 

relationships with condom use.  

 
4) The following three themes stand out strongly from the MSM focus group responses. 

o Vermont men are traveling out of state to larger urban centers for sex, to a great extent. 

o Mpowerment is a strong HIV prevention force in the northwestern corner of Vermont, 

with high visibility and high participation. 

o Generational divides/perceptions are strong in the MSM community and can contribute 

a great deal to HIV risk.  Respondents identify cross generational socializing and 

understanding as rare, but identify cross generational sex through hook ups as much 

more common. 

 
5) HIV is not “seen” – in the world at large, in communities, on college campuses, or in the news. 

 
6) All groups universally express with great emphasis and repetition that sexuality education in 

high school happens too early, too quickly, and should be required at all schools.   

o Participant reports of class experiences are widely divergent, depending on location.   

o Of particular strong concern are: health classes taught by coaches, spending little to no 

time on sexuality education, focusing only on sexually transmitted disease, not covering 

HIV/AIDS or propagating misinformation, and relegation of health/sexuality education 

to “one ninth grade semester.” 
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D. RESPONDENTS USING INTRAVENOUS DRUGS:  SYRINGE EXCHANGE DATA 

 

Primary Findings: 

 

1) “Clean needles” are far and away the most needed service reported by participants, indicating 

the syringe exchanges are fulfilling a strong need.   

 

2) The following four items emerge as highest needs after clean needles. 

o Medication-Assisted Drug Treatment 

o Help Finding Housing 

o Basic Toiletries 

o Food 

 
3) A significant age divide exists in identified needs. 

A. Participants under 35 list a greater need for medication-assisted drug treatment, food, 
and hepatitis services. 

B. Participants 35 years and older list a greater need for help with housing, basic health 
care, and HIV/AIDS services. 

 
4) Notably, the most helpful services to have located at the syringe exchange selections rank, in 

descending order, as:   
o Someone to talk to. 
o Information about places that can help with food, housing, jobs, healthcare. 
o Someone in person to talk to from places that can help with housing, jobs, and 

healthcare. 
o A case manager to help figure out how to get help with housing, jobs, etc.  
o Food. 

 
5) Results suggest that many participants would like to be able to go to their syringe exchange and 

talk to someone. 
A. Findings indicating a strong need for personal connection suggest that syringe 

exchanges fulfill a deeper role for individuals struggling with addictions. 
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III. THE NATIONAL HIV/AIDS STRATEGY IN VERMONT 

 

In 2010, the National HIV/AIDS Strategy (NHAS) was published, highlighting the Center for Disease 

Control’s trajectory of prevention efforts to curb the rates of HIV infection in the U.S.  The 2010 NHAS 

represented significant shifts from past CDC initiatives in the area of HIV/AIDS, and Vermont 

experienced major changes in funding and programming as a result.   

 

While changes brought about by the NHAS underlie many of the choices made in the formulation of this 

Needs Assessment, details of the National HIV/AIDS Strategy, its full range of goals and objectives, 

rationale for changes, and evidence base are beyond the scope and focus of this document.  The most 

recent NHAS can be found as Appendix A, and online at:  www.aids.gov/federal-resources/national-hiv-

aids-strategy/overview/  

 

For the purposes of this document, a brief overview of the central tenets of NHAS changes, and their 

impact on Vermont, is as follows: 

1) Concentration of federal resources in geographic areas with highest prevalence and incidence of 

HIV, without a commensurate increase in federal funding to HIV overall, with a consequent 

reduction in resources allocated to rural areas, and low prevalence/incidence areas.   

2) Mathematical formulae used to assess funding priorities within prevention grant funding that 

shifted the focus of Evidence Based Interventions – de-emphasizing some EBIs and emphasizing 

others, with a consequent elimination of eligibility of most Vermont communities based on 

population thresholds.  

3) Increased emphasis on High Impact Prevention, Prevention with Positives, and the HIV Care 

Continuum (also known as the Cascade). 

4) Decreased emphasis on prevention services to high-risk negative populations within low 

incidence geographic areas. 

5) Increased emphasis on biomedical models of prevention (e.g. antiretroviral treatment, viral load 

suppression). 

 

Based on the knowledge that the spread of HIV infection is rooted in individuals unaware of their HIV 

infection, federal efforts have placed an increased emphasis on identifying HIV positive individuals 

through intensified testing in geographic areas with highest incidence, alerting individuals to their HIV 

status, linking positive individuals to care, providing them with antiretroviral medication, retaining these 

persons in care, and assisting them in attaining and maintaining viral suppression.  The latest medical 

research indicates that viral load suppression is an effective method of prevention for HIV transmission. 

 

Given Vermont is a low-prevalence, low-incidence state, much of the state’s HIV prevention 

infrastructure was heavily affected by these funding changes.  As part of Vermont’s ongoing efforts to 

use federal resources as most needed, this needs assessment was commissioned to gather on-the-

ground data from citizens statewide – both HIV positive and HIV negative – to inform, along with other 

considerations, future directions and funding/programming decisions. 

  

http://www.aids.gov/federal-resources/national-hiv-aids-strategy/overview/
http://www.aids.gov/federal-resources/national-hiv-aids-strategy/overview/
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IV. HIV/AIDS IN VERMONT 
 

A. Epidemiology 
 

The Vermont Department of Health’s latest report on the HIV/AIDS epidemic in the state provides the 
epidemiological context within which the various components of this needs assessment were created 
and conducted, as well as the demographic framework used to analyze the gathered qualitative and 
quantitative data.  The full report can be found as Appendix B. 
  
According to these data, as of December 31, 2014 there is a total of 665 individuals known to be living 
with HIV/AIDS in Vermont, or approximately 106 cases per 100,000. Vermont continues to have one of 
the smallest HIV epidemics in the United States, compared to the national average of 340 cases per 
100,000. 
 
FIGURE 1 

The history of the HIV 
epidemic in Vermont 
closely follows 
national trends. New 
HIV diagnoses and 
deaths in Vermont 
spike in the late 1980s 
and early 1990s before 
dramatic decreases in 
1995 when the first 
antiretroviral 
treatment was 
introduced. The 
number of new HIV 
cases in Vermont has 
remained relatively 

stable since 1995 with a rate of HIV/AIDS diagnoses fluctuating between 11 and 30 per year. In 2014, 15 
out of 17 new HIV cases were linked to care within a month of diagnosis.  
 
The PLWHA population of Vermont shows a comparable sex ratio to the U.S. in the general population, 
but has a higher number of males living with HIV (81%) compared to the national average (76%).  Over 
50% of Vermont’s PLWHA population is men whose only exposure was sex with an infected man.  
 
FIGURE 2 
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FIGURE 3  
Data on age range of the state’s PLWHA 
population shows that a majority of 
people living with the disease in 
Vermont are aged 50 and older.    
 
Minorities are disproportionately 
affected by HIV/AIDS in Vermont, 
despite the state’s relatively 
homogeneous racial population as 
compared to the rest of the country.  
Vermont residents who identify as 
Black or Hispanic account for only 3% of 
the state’s general population, but a 
staggering 16.8% of the Vermont’s 
PLWHA population. 

 

FIGURE 4 

With the advance of treatment and medication, 
Vermont’s population of PLWHA with steady viral 
suppression (roughly 58% of Vermont’s PLWHA) is 
able to maintain similar life expectancy as that of a 
person who has not acquired the disease. The rate 
of viral suppression increases to 75% among 
PLWHA who have had at least one care visit in the 
last year. 
 
 
FIGURE 5 

 
 
 
Over one third of Vermont’s PLWHA population lives in 
Chittenden County. Other concentrated areas of 
residency include southern and central counties, 
notably Windham and Windsor County.  
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B. Community Advisory Group  

 

Vermont maintains an active, diverse Community Advisory Group (CAG) that meets six times per year.  

The group is convened by the VDH HSH Program, and has a Co-Chair structure – one Chair position filled 

by the VDH HSH Program Chief and the second, Community Chair position historically filled by a 

consumer of HIV/AIDS services in the state, frequently a member of the Vermont People with AIDS 

Coalition (PWAC). 

 

Members include consumers of HIV/AIDS services, representatives of Vermont Department of Health 

grantee organizations, AIDS Service Organizations, the Vermont Consumer Advocate, community-based 

organizations with a role in HIV care and/or prevention, Vermont’s Comprehensive Care Clinic system – 

the primary HIV care delivery system in Vermont, Vermont Agency of Education staff, and VDH staff.  

Formal membership begins with a written application that is reviewed by the CAG members.  The 

meetings are open and consumers and interested parties are welcome and encouraged to attend. 

 

The CAG discusses, advises and makes formal recommendations on a variety of issues to the VDH and 

the state of Vermont, including on the progress and success of prevention and care services in the state.  

The allocation of funding and eligibility requirements are a topic of consideration, and the CAG assisted 

greatly with advising and implementing this Needs Assessment project.  CAG members reviewed and 

made recommendations on survey and interview format and questions, participated in both surveys and 

interviews, recruited additional participants, and advertised the needs assessment process throughout 

the state. 
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V. METHODOLOGY 

 

This assessment divided the areas of Care and Prevention into two separate arms of investigation, with 

separate data gathering tools used and different populations targeted for participation.  However, it is 

important to note that with the increased emphasis on High Impact Prevention and Prevention with 

Positives, the line between care and prevention services is not as distinct as it would be if prevention 

services were defined as “serving higher risk HIV negative populations.”   

 

Additionally, while HIV negative individuals are not in a position to provide feedback on HIV care 

services, HIV positive individuals are in a position to provide feedback on prevention services, even 

though not all prevention-related questions were relevant for them.  To this end, HIV positive individuals 

have been welcomed and encouraged to provide feedback in all arms of this study. 

 

B. Selected Population Cohorts 

 

Participant cohorts sought included: 

 

1) HIV positive individuals living in Vermont 

 

2) HIV negative individuals living in Vermont representing populations at higher risk for HIV 

transmission 

 

3) Individuals accessing the services of Syringe Exchange programs in Vermont 

 

4) Service Providers 

o AIDS Service Organizations – administration, prevention, and direct services staff 

o Medical staff of Comprehensive Care Clinics 

o Community medical professionals serving HIV positive clientele 

 

Participants living outside of Vermont were given the option of filling out either survey, with the caveat 

that they identify they were NOT a Vermont resident.  The out-of-state data is isolated.  While 

individuals receiving care in another state will not have relevant feedback to Vermont medical care, 

their feedback on prevention is valuable, particularly as pertains to men who have sex with men.  Many 

men travel to Vermont for socializing, venues, and sexual activity, and many Vermont men travel out of 

state for the same.   

 

C. Data Gathering 

 

Data gathering tools included: 

 

1) Care Survey – available on paper and online (Appendix C) 
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2) Prevention Survey – available on paper and online  (Appendix D) 

 

3) Syringe Exchange Clientele Survey – available on paper card  (Appendix E) 

 

4) Service Provider Survey for ASO/CBO staff – available on paper and online (Appendix F) 

 

5) Service Provider Survey for Medical Professionals – available on paper and online (Appendix G) 

 

Additional data gathering methods included: 

 

1) Focus Groups – in person 

 

2) Individual interviews – via telephone 

 

3) Individual interviews – in person 

 

D. Recruitment 

 

Participation in the needs assessment was sought through a number of avenues, across different 

population segments. 

 

1) Direct CAG Recruitment 

o The researcher appealed to the Community Advisory Group for participation 

themselves, and referral of others, with strong results in reaching diverse populations. 

o Staff members of AIDS Service Organizations and Community Based Organizations were 

asked to solicit participation in all avenues of the needs assessment from their staff, 

clients and volunteers.  Methods employed by ASOs/CBOs included: 

 Executive directors distributing hard copy surveys to all staff members and 

personally requested participation. 

 ASOs/CBOs making paper copies of the survey available and promoting them to 

their walk-in clientele. 

 ASOs running notices about the needs assessment in their regular newsletters, 

and including a copy of the survey with the newsletter mailing. 

 ASOs/CBOs utilizing business card promotions created by CHL, advertising the 

needs assessment and online links to the surveys. 

 ASO case managers calling their clients to encourage participation.  One case 

manager personally called every client, asking them if they would participate in 

the interview process, with outstanding results. 

 ASO case managers conducting a survey mailing to their clients with return 

envelopes included. 



HIV/AIDS Needs Assessment  Section One Page 18 

 ASO/CBO outreach staff and case management staff organizing focus groups 

and recruiting heavily for participation. 

 ASO/CBO outreach staff distributing business card promotions directly to their 

clientele.  

 ASO/CBO outreach staff distributing survey cards to clients at syringe 

exchanges, including assisting in filling the cards out, collecting, and returning 

the cards to CHL. 

o Medical staff members at the Comprehensive Care Clinics were asked to solicit 

participation from their patients in the care surveys and interviews.  Methods employed 

by CCC staff included: 

 Staff distributing surveys to patients. 

 Staff having surveys available for patients to pick up. 

 Staff encouraging patients to participate in the interview process. 

o Consumer CAG members were asked to solicit participation in all avenues of the needs 

assessment from friends and associates. 

 

2) Incentives 

o Incentives of $25 gift cards were offered to participants in interviews and focus groups.  

The gift card was given at the time of the interaction.  Gift card venues included 

primarily gas stations, grocery stores, and pharmacies. 

o Incentive of a $100 gift card drawing was offered for filling out a survey, with two 

separate drawings for the two surveys – Care and Prevention.   Individuals received one 

entry for filling out the survey, and could receive additional entries if they referred 

friends, and those friends listed their name as referring them into the project. 

o No incentives were offered to service providers for filling out surveys or participating in 

interviews. 

 

3) Large events 

o Tabling was conducted at large events with a relevant population in attendance, for 

instance Pride in Burlington, VT, with a large attendance by men who have sex with 

men.  Surveys were available in hard copy, on iPad, and business cards with links to the 

surveys were also handed out. 

o Outreach workers attending large events handed out business cards with links to the 

surveys. 

o Researcher attended PWA Retreats and held scheduled focus groups and interview 

sessions, and made surveys available. 

 

4) Advertising 

o Online advertising was conducted via paid targeted advertising through Facebook and 

Grindr, and unpaid promotion using two Facebook pages that routed to two websites – 

one for each arm of the project.  Additional unpaid online advertising included relevant 
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interest-group email listservs (e.g. Tri-State Gay Men, a social listserv) and Facebook 

groups. 

o Business cards were printed with eye-catching colors and messages, with links to the 

online prevention and care surveys printed on them, and information about the 

incentives available.  Contact information was given for follow-up if an interview was 

desired. 

o Articles in newsletters were written and distributed by both researcher and staff of 

ASOs/CBOs promoting participation in all aspects of the assessment. 

o Word of mouth advertising was strongly promoted throughout the assessment process. 
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VI. BARRIERS, CHALLENGES AND LIMITATIONS 

 

A. Population Access 

 

The subject matter of this needs assessment by definition creates barriers to data collection.  Overall, 

populations accessed were incredibly generous with their time, energy, dedication, and the sharing of 

their lives and experiences.  However, various challenges presented over the course of the study. 

 

HIV/AIDS is in a different place societally than in the early years of the epidemic, and this was clear from 

the number of people who felt comfortable participating openly in this process.  But HIV/AIDS stigma 

still exists.  This needs assessment indicated that there are strong pockets of HIV stigma in Vermont.  

Whether small, rural states have higher rates of stigma as a matter of course is beyond the scope of this 

investigation, but data gathered indicates Vermonters are still facing stigma in the workplace, in 

receiving medical care and other services, in housing, socially, and in the general community. 

 

Further, discussing HIV/AIDS by necessity addresses topics that are frequently still perceived as taboos – 

sex, sexuality, specific sex acts, intravenous drug use, recreational alcohol and other drug use, and death 

and dying. 

 

All of these factors play into an individual’s willingness to participate in the following:  
 

1) Take an online survey about sexual behavior and drug use.   Concern is high concerning online 

safety of data, even when a survey states it is not recording technical identifying data such as IP 

addresses, does not require the entry of a name, and strips any identifying information from the 

answers.  Current media covers regular data breaches of institutions such as banks and major 

retailers, and much concern about government tracking of internet data has been highly 

publicized in recent years. 

 

2) Take a written survey about sexual behavior and drug use.  Concern is understandable for 

recording sensitive information in a written “permanent” format, being seen taking the survey, 

and remote collection of surveys, e.g. clinic settings, public event settings, ASOs where surveys 

were collected and mailed to researcher. 

 

3) Come to a focus group with others from their geographic community, social community, or HIV 

status community.  In certain areas of Vermont, positive individuals expressed they did not want 

to be seen in buildings in which AIDS Service Organizations operate, did not want to get 

together with other positive people in their community for fear of privacy breaches by other 

members of the group, and greatly feared having their status revealed in their town. 

 

4) Sit for an interview.  Interviews were conducted with a researcher who was largely unknown to 

the participants, and when allowed by the participant, interviews were recorded.  Given the 
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nature of probing questions and direct one-on-one conversation, interviews can be regarded as 

invasive and uncomfortable. 

 

Accessing specific populations presented additional barriers. 

 

1) Men who have sex with men.  The population of men who have sex with men in Vermont can be 

more difficult to locate than in a larger urban area.  Gallup polling from 2012 indicates an 

estimate of 4.9% of the population of Vermont identifying as Lesbian, Gay, Bisexual, 

Transgender or Queer/Questioning.  In 2014, Pew Research estimated the percent of American 

population identifying as Lesbian, Gay, or Bisexual as 4.6%.  Taking an average of 4.75%, when 

one considers Vermont’s 2014 estimated population of 626,562 the estimated number of 

LGBTQ individuals in Vermont based on these two statistical estimates would be 29,761.  

Breaking this figure into the percentage of Gay, Bisexual, Trans and Queer men versus other 

gender subsets is not a numerical study that has been done, but if even a rough estimate of one 

third to one half is assigned to men who have sex with men, the population of MSM could 

conceivably be as high as 10,000 to 15,000 men.  Even dropping to one quarter of the total 

brings an estimate of 7,500.   

 

However, two Vermont counties with larger population centers – Chittenden and Windham 

Counties – have organized a wide variety of social events for men who have sex with men since 

the early eighties, and attendance has been much lower than might be expected of a population 

of 7,500 MSM living in a rural area with few social outlets.  Either the number of men residing in 

Vermont is much lower than the estimate, or many of these men are seeking other social outlets 

that do not bring them into congregate areas in Vermont, e.g. smaller friend networks, internet 

connections, out of state venues. 

 

In Windham County, past data indicates that one third of the attendees of men’s events held in 

Vermont were regularly attended by men from southwestern New Hampshire and northwestern 

Massachusetts.  For decades, there have been no gay bars in Vermont, or other congregate 

venues. 

 

This data is presented to indicate the difficulty in conducting outreach to men who have sex 

with men in a rural state.  While stigma is still an issue in some parts of Vermont, much more 

present is the fact that the internet is a primary way for men to meet other men, and men living 

in a rural state frequently have chosen to live in an area with fewer social avenues because they 

do not seek or require them.  There are few places to go or events to frequent to conduct large 

outreach to gay and bisexual men, and invariably the cross-section of men yields NH and MA 

residents, along with other states.   

 

This can present a barrier in gaining participants for any kind of study, with the added effect of 

HIV/AIDS stigma added on.  In Windham County, the age demographic of MSM skewed older – 

45 years of age and up – and many of these men present with HIV/AIDS “fatigue,” which is to 
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say they are “tired of talking about it.”  This could contribute to disinterest in participating in a 

study specifically identified as HIV/AIDS related. 

 

2) Intravenous Drug Users.  Given illegality, potential for arrest, and high levels of stigma on illegal 

drug use in general and intravenous drug use in particular, identifying and gathering information 

from individuals struggling with IV drug use is a huge hurdle.  After consultation with employees 

of the Vermont syringe exchanges and AIDS Service Organizations working closest with people in 

the IV drug using community, it was determined that the best opportunity for gaining any input 

from this population was to have a short, anonymous card available at the syringe exchanges 

that could be given directly to individuals coming to the exchanges, and that workers could 

assist with filling out right there in the moment.  There was excellent response to this card, and 

that was the extent of outreach to this community.  No interviews or focus groups were 

conducted. 

 

3) HIV positive individuals NOT in care.  One of the primary drivers underlying the care arm of this 

needs assessment was seeking direct feedback on what gets HIV positive individuals into care, 

helps them stay in care, and what keeps them out of care.  Ideally, to truly analyze this issue 

from all sides, an equal population of patients in care and out of care would participate in the 

process.  Despite multiple, ongoing attempts to find and engage individuals not in medical care, 

very few individuals were found to participate.  Fully 99% of the participants in the needs 

assessment were in care of some kind, and the large majority were in medical care, and on ARV 

therapy.  A large number of interviewees spoke proudly of their virus being completely 

suppressed and many expressed that being in care is a “community norm.” 

 

This was an insurmountable hurdle, even through word of mouth.  While it is clear that the 

initial avenues of outreach – through ASOs and medical providers – would by definition bring in 

primarily people in care, the strong hope was that attendance at large events such as retreats 

and individual connections from person-to-person in the HIV positive community would lead to 

contacts. 

 

Word of mouth outreach was stymied – the large majority of interviewees, after giving the 

question due consideration, came to the conclusion that they did not know any HIV positive 

individuals who were not in care.  A small number of interviewees were able to identify people 

that they had known who were not in care, and for the most part these people had passed 

away.  The very small number of those who had not passed away were otherwise unavailable 

for contact, e.g. not ever having lived in Vermont, moved out of state, or personally unsafe for 

contact (restraining order; current abusive relationship). 

 

There also clearly existed some level of stigma to not being in care.  While sometimes unspoken, 

a general tone was present of strong approval for being in medical care and not understanding 

why anyone would not be in care.  It is not inconceivable that despite considerable efforts to 

present the needs assessment as free of bias and judgment, individuals not in care may be 
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sensitive to perceived pressure to enter care, and therefore viewed this project as unappealing 

or expected to be judged if they participated.  Some of the very few who were willing to talk 

about not being in care spoke of this dynamic. 

 

4) Heterosexual women at higher risk.  Another stumbling block of Vermont’s size and rural nature 

is a strong perception by heterosexual individuals that HIV/AIDS is “over,” still only part of the 

gay community, does not pertain to them, and is no real threat in Vermont.  Despite one arm of 

advertising directed at specific demographics of women and tapping into strong word of mouth 

networks, women were more likely to fill out the survey online but less likely to agree to focus 

group participation. 

 

Finally, in assessing population access, as in any survey or data collection in which participation is not 

mandated and is solicited widely and publically, self-selection bias is a key consideration.  Given the 

subject matter of this needs assessment, this must be taken into consideration in viewing results.   

 

Participants by definition are individuals who have chosen to participate, and therefore are generally 

willing to release their personal information concerning what can be highly sensitive subjects in certain 

proscribed circumstances, and to having it recorded on the internet, in writing, and in some cases 

verbally.   

 

This can present skewed data, due to the fact that some of the exact factors the needs assessment is 

working to tease out are also factors that may heavily influence an individual to not participate, or may 

indicate specific traits that if documentable, could be highly pertinent to the overall finding. 

 

B. Statistical Limitations 

 

Small populations create challenges for data gathering and statistical analysis.  Vermont is frequently 

challenged on this front, and this needs assessment is no exception.  The scale of response is more than 

a mathematical issue.  Given the demographic breakdown in small counties, in a small rural state, there 

are significant privacy concerns regarding the possibility of identification of individual respondents. 

 

While this simplifies de-duplication of data, it complicates the reporting of results. 

 

For example, when working with a small subset of an already small population, representing data as 

percentages can be highly misleading.  If only two individuals from one county respond to a given 

question, each represents 50% of that county’s data.  In the case of Vermont, this is not an exaggerated 

example.  It would be misleading and irresponsible to state that “50% of County X residents are unhappy 

with the quality of their medical care” when the researcher is aware that this represents the experiences 

of one individual.  

 

These considerations must be kept in mind during analysis and interpretation of the following data.   
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Given the total numbers of the populations accessed, the response rate for this assessment was 

excellent.  However, in some cases the total numbers are of a size that can lead to misrepresentations if 

conclusions are drawn without careful analysis.   

 

Percentages that reflect particular concern on the part of the researcher have been noted as such in the 

accompanying text.  In some charts and graphs the traditional asterisk (*) is used for responses totaling 

fewer than five individuals, for the protection of participant identity. 

 

  



HIV/AIDS Needs Assessment  Section One Page 25 

VII. ASSESSMENT PARTICIPANTS 

 

A. Participant Totals and Demographics 

 
Total number of unique participants in all aspects of the needs assessment:  

o 132 individuals in the Care assessment 

o 245 individuals in the Prevention assessment 

o 50 individuals in the IDU postcard survey 
 

TABLE 1 

 

Of 132 unique individuals participating in the Care arm of the needs assessment: 

o 44 interviewed.  Of these 44 individuals, seven also filled out a survey. 

o 71 surveys were completed.  Of these, as noted, seven were filled out by individuals who also 

participated in a one-on-one interview.   

o The remaining 37 of the 44 interview transcripts were reviewed side-by-side with the survey 

forms for clear, unambiguous verbal answers to survey questions, and where possible, these 

answers were manually entered in order to include them in the survey quantitative analysis 

below.  The 71 surveys added to the 37 sets of manually-entered survey-compliant data points 

provide the n = 108 denominator used for the Care Quantitative Data analysis in Section Two. 

o 46 participated in Care Focus Groups.  Of these, 22 also filled out a survey and/or participated 

in an interview.  This leaves 24 individuals whose only unique participation was a focus group. 

 

The 108 individuals from the combined survey data and interviews plus the 24 individuals participating 

only in a focus group results in the total of 132 unique individual participants in the Care arm. 

TOTAL PARTICPANTS 

Unique Individuals 

o 132 Care Participants  

o 245 Prevention Participants  

o   50 IDU Survey Participants 

o   20 AIDS Service Organization Providers  

o   15 Medical Providers 

 INTERVIEWS 
Total persons interviewed 

o   44 HIV Positive Individuals 

o     8 ASO/CBO Providers  

o     4 Medical Providers 

 FOCUS GROUPS 

Total persons participating 
o   46 Individuals in HIV Positive Focus Groups 
o   31 Individuals in Prevention Focus Groups 

 SURVEYS 
Total surveys completed 

o   71 Online & Hard Copy Care Surveys 

o 214 Online & Hard Copy Prevention Surveys 

o    50 IDU Postcard Surveys 

o    21 ASO/CBO Provider Online & Paper Surveys 

o    13 Medical Provider Online & Paper Surveys 
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TABLE 2 

CARE DEMOGRAPHICS:  TOTAL PARTICIPANT  

TOTAL o 132 Unique Individuals 

GENDER 
Respondents were asked 
to write in their gender 
self-identification.   

o 45   Female 

o 83   Male 

o   4   Other  
Due to small number identifying other than Female/Male, descriptors listed have been withheld to 
protect confidentiality. As this results in three categories, simple math indicates total number of 
Other, therefore this number has not been withheld despite totaling fewer than 5.   

RACE 

 

o     *   Asian 

o   13   Black  

o     *   Latino 

o     *   Native American 

o     *   Two or more Racial Categories 

o 101   White 

o   11   No Answer 

AGE COHORT 

 

o   0   Ages 10 – 19  

o   9   Ages 20 – 29 

o 16   Ages 30 – 39  

o 35   Ages 40 – 49 

o 46   Ages 50 – 59  

o 22   Ages 60 – 69 

o   *   Ages 70 – 79 

o   *   No Answer 

SEXUAL 

ORIENTATION 

o 62    Lesbian, Gay, Bisexual, Queer 

o 54    Straight 

o 16    No Answer 

COUNTY o    *    Addison 

o 31    Bennington  

o   7    Caledonia 

o 15    Chittenden  

o   *     Essex 

o   *     Franklin 

o   *     Grand Isle 

o   *     Lamoille 

o   *     Orange 

o   *     Orleans 

o   7     Rutland 

o   6     Washington 

o 15     Windham 

o 11     Windsor 

o 19     Vermont - No County Specified 

o    8    New Hampshire 

 

* = indicates fewer than 5 participants from a given category 
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TABLE 3 

CARE DEMOGRAPHICS:  Surveys & Manual-Entry Data Sets  

TOTAL o 108 Unique Individuals 

GENDER 
Respondents were asked 
to fill in their gender self-
identification.   

o 37   Female 

o 67   Male 

o   1   Other  

 Due to small number identifying other than Female/Male, descriptors listed have been withheld to 

protect confidentiality. As this results in three categories, simple math indicates total number of 

Other, therefore this number has not been withheld despite totaling fewer than 5.   

RACE o   *   Asian 

o 10   Black  

o   *   Latino 

o   *   Native American 

o   *   Two or more Racial Categories 

o 82   White 

o 10   No Answer 

AGE COHORT o   0   Ages 10 – 19  

o   8   Ages 20 – 29  

o   9   Ages 30 – 39   

o 29   Ages 40 – 49   

o 38   Ages 50 – 59   

o 20   Ages 60 – 69  

o   *   Ages 70 – 79  

o   *   No Answer 

SEXUAL 

ORIENTATION 

o 51    Lesbian, Gay, Bisexual, Queer 

o 44    Straight 

o 13    No Answer 

COUNTY o   *    Addison 

o 23    Bennington  

o   6    Caledonia 

o 14    Chittenden  

o   *     Essex 

o   *     Franklin 

o   *    Grand Isle 

o   *     Lamoille 

o   *     Orange 

o   *     Orleans 

o   7     Rutland 

o   6     Washington 

o 15     Windham 

o   *     Windsor 

o 19    Vermont - No County Specified 

o   7    New Hampshire 

 

* = indicates fewer than 5 participants from a given category 
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TABLE 4 

CARE DEMOGRAPHICS:  Interview Participants 

TOTAL o 44    Interviewees 

GENDER 

 

 

o 16    Female 

o 27    Male 

o   1    Other  

Due to small number identifying other than Female/Male, descriptors listed have been withheld to 

protect confidentiality. As this results in three categories, simple math indicates total Other, therefore 

number has not been withheld despite totaling fewer than 5.   

RACE o   *    Asian   

o   *    Black  

o   *    Latino 

o   *    Native American 

o   *    Two or More Racial Categories 

o 38    White 

o   0    No Answer 

AGE o   *    Ages 10 – 19  

o   *    Ages 20 – 29  

o   5    Ages 30 – 39   

o 12    Ages 40 – 49   

o 14    Ages 50 – 59   

o 12    Ages 60 – 69  

o   *    Ages 70 – 79  

o   0    No Answer 

SEXUAL 

ORIENTATION 

o 19    Gay/Bisexual 

o 25    Straight 

o   0    No Answer 

COUNTY o   *     Addison 

o 20    Bennington  

o   *    Caledonia 

o   5    Chittenden  

o   *    Essex 

o   *    Franklin 

o   *   Grand Isle 

o   *    Lamoille 

o   *    Orange 

o   *    Orleans 

o   *    Rutland 

o   *    Washington 

o   6    Windham 

o   *    Windsor 

 

* = indicates fewer than 5 participants from a given category 
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TABLE 5 

CARE DEMOGRAPHICS:  Focus Group Participants  

TOTAL o 46 Focus Group Participants 

GENDER o 27    Female 

o 19    Male 

RACE o   *    Asian 

o   5    Black  

o   *    Latino 

o   *    Native American 

o   *    Two or More Racial Categories 

o 32    White 

o   6     No Answer 

AGE o   *    Ages 20 – 29  

o   9    Ages 30 – 39   

o 10    Ages 40 – 49   

o 21    Ages 50 – 59   

o   *    Ages 60 – 69  

o   *    Ages 70 – 79  

SEXUAL 

ORIENTATION 

o 16    Gay/Bisexual 

o 25    Straight 

o   5    No Answer 

COUNTY 

 

o   *    Addison 

o   8    Bennington  

o   *    Caledonia 

o   5    Chittenden  

o   *    Essex 

o   *    Franklin 

o   *    Grand Isle 

o   *    Lamoille 

o   *    Orange 

o   *    Orleans 

o   *    Rutland 

o   *    Washington 

o   *    Windham 

o   8    Windsor 

o 11   Vermont - No County Specified 

o   7    New Hampshire 

 
* = indicates fewer than 5 participants from a given category 
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TABLE 6 

PREVENTION DEMOGRAPHICS:  TOTAL PARTICIPANTS  

TOTAL  o 245 Unique Individuals 

GENDER o   59   Female 

o 181   Male 

o     5   Transgender  

RACE o     *   Asian 

o   10   Black  

o   11   Latino 

o     *   Native American 

o     *   Two or More Racial Categories 

o 217   White 

o      1   No Answer 

AGE COHORT o   15   Ages 10 – 19       

o   67   Ages 20-29 

o   38   Ages 30-39  

o   47   Ages 40-49  

o   49   Ages 50-59  

o   24   Ages 60-69 

o     5   Ages 70-79 

o     0   No Answer 

SEXUAL ORIENTATION o 178   Lesbian, Gay, Bisexual, Queer 

o   63   Straight 

o     4   No Answer 

COUNTY o     7   Addison 

o  14   Bennington  

o    7   Caledonia 

o  81   Chittenden  

o    *   Essex 

o    7   Franklin 

o    *   Grand Isle 

o    *   Lamoille 

o    *   Orange 

o    *   Orleans 

o    7   Rutland 

o    8   Washington 

o  52   Windham 

o    9   Windsor 

o  17   Vermont - No County Specified 

o  27   Out of State  (17 New England, 7 New York, 3 Other) 
 

* = indicates fewer than 5 participants from a given category 
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TABLE 7 

PREVENTION DEMOGRAPHICS:  Focus Group Participants  

TOTAL o  31   Prevention Focus Group Participants 

GENDER o    5   Female 

o  24   Male 

o    2   Transgender 

RACE o   *    Asian 

o   5    Black  

o   *    Latino 

o   *    Two or More Racial Categories 

o   *    Native American 

o 23    White 

o   0    No Answer 

AGE 
o   6    Ages 10 – 19  

o 17    Ages 20 – 29  

o   5    Ages 30 – 39   

o   *    Ages 40 – 49   

o   *    Ages 50 – 59   

o   *    Ages 60 – 69  

o   *    Ages 70 – 79  

o   0    No Answer 

SEXUAL ORIENTATION 
o 24   Lesbian, Gay, Bisexual 

o   7   Straight 

o   0   No Answer 

COUNTY 

 

o   *    Addison 

o   *    Bennington  

o   *    Caledonia 

o 28    Chittenden  

o   *    Essex 

o   *    Franklin 

o   *    Grand Isle 

o   *    Lamoille 

o   *    Orange 

o   *    Orleans 

o   *    Rutland 

o   *    Washington 

o   *    Windham 

o   *    Windsor 

o   *    Out of State:  NY, PA (Vermont college students) 

* = indicates fewer than 5 participants from a given category 
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TABLE 8 

IDU DEMOGRAPHICS:  Postcard Survey Participants 

TOTAL o 50 IDU Survey Participants – many participants filled out no demographic information  

GENDER o 19   Female 

o 18   Male 

o   *   Transgender 

RACE o   *   Asian 

o   *   Black 

o   *   Latino 

o   *   Native American 

o 33   White 

o   *   Two or More Racial Categories 

AGE o   *   Ages 10 – 19 

o 15   Ages 20 – 29  

o 13   Ages 30 – 39 

o   5   Ages 40 – 49 

o   *   Ages 50 – 59 

o   *   Ages 60 – 69 

 

* = indicates fewer than 5 participants from a given category 
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B. Statistical Significance 

 

The Vermont Department of Health’s epidemiological profile of May 2015 indicates the 132 unique 

individuals reached through the Care arm of the need assessment project represent 20% of the 

individuals diagnosed with HIV/AIDS in Vermont (665 PLWHA).  Of these, the 125 individuals reached 

definitively self-reporting being in care represent 24% of the 511 Vermonters in care. 

 

From the perspective of gender, while women represent 19% of the HIV/AIDS cases in Vermont and 

men 81%, the care population reached was 34% women, 63% male, and 3% identifying in a category 

other than male or female.  (Vermont Department of Health data is based on identified sex at birth, 

needs assessment data is based on current gender self-identification as described by participant.) 

 

Age cohorts in the needs assessment were well distributed across the age cohorts affected by HIV/AIDS 

in the state.  (3% of respondents listed no age.) 
 

CHART 1 

 
 

Needs assessment respondents matched well to Vermont’s HIV racial distribution, though it should be 

noted that a higher percentage of needs assessment participants gave no racial designation, versus the 

percent of unknown in the state population as a whole. 
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CHART 2 

 
County of residence is not as well distributed among needs assessment respondents, as can be seen in 

the following Chart (#3) and Table (#9). 
 

CHART 3 

 
* = indicates numeric value of fewer than 5 
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TABLE 9 

COUNTY OF 

RESIDENCE 

RESIDENTS DIAGNOSED NA PARTICIPANTS 

NUMBER PERCENT NUMBER PERCENT 

Addison 35 5% * *% 

Bennington 42 6% 31 23% 

Caledonia 22 3% 7 5% 

Chittenden 220 33% 15 11% 

Essex 9 1% * *% 

Franklin 32 5% * *% 

Grand Isle 10 2% * *% 

Lamoille 18 3% * *% 

Orange 33 5% * *% 

Orleans 15 2% * *% 

Rutland 43 6% 7 5% 

Washington 39 6% 6 4% 

Windham 70 11% 15 11% 

Windsor 73 11% 11 8% 

No VT County Listed 4 1% 27 20% 

TOTAL 665 100% 132 100% 

 

Analysis indicates that while the overall sample of 132 participants to a population of 665 PLWHA 

produces statistically significant results on the whole, the regional variation is not well-balanced.  Based 

on Vermont’s epidemic, the needs assessment is under-representative of Chittenden County and over-

representative of Bennington County.  This presents concern due to the significant differences in 

important aspects of daily life and medical care in Chittenden County, including public transportation, 

proximity of services, range of services, and cultural differences including wider racial and ethnic 

diversity, higher concentration of HIV positive individuals, and a generally more “out” gay and bisexual 

men’s community than is present in other more rural counties with smaller overall populations.  

 

Percentages of respondents in other counties are more closely aligned to Vermont’s HIV geographic 

distribution.  However, also of note is the high percentage of needs assessment respondents with 

unassigned county designations (20%).  That a full one-fifth of respondents are not linked to a specific 

county creates the following considerations: 

1) So many people choosing not to identifying county of residence – despite the strong 

messages of confidentiality and identity protection in the Needs Assessment Project – may 

be considered evidence on its own of the level of HIV stigma in Vermont.  

2) With 132 participants, this many unassigned county designations is enough to significantly 

alter the ratios in the geographic distribution.  It cannot be predicted whether this 20 

percent would mitigate or exacerbate the current concerns about under/over-

representation. 
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C. Participant Duplication, Consolidation, and Quality Control 

 

HIV positive individuals were encouraged to participate in any or all modes of the assessment process.  

Therefore, the total number of unique participants will be lower than the totaled numbers of 

participants across the three modes of participation.  An HIV positive individual could fill out a survey, 

participate in a focus group, and do a one-on-one interview.  If they did so, they would count as one 

participant in the totals for each of those participant modes, but for the purposes of determining how 

many total people participated in the needs assessment overall, this person would count as only one 

unique individual. 

 

Interviews were primarily analyzed for qualitative data and the information gathered presented in 

qualitative narrative.  If specific information from interviews provides helpful context for the 

quantitative data, it has been mentioned in the text.  Every interview was also analyzed for 

unambiguous answers to the survey questions, and manually entered into that tabulation, so that the 

quantitative analysis sample size could be as large as possible to enhance statistical significance.   

 

Measures that were taken to avoid duplication of quantitative data include the following: 

 

1) The online survey system was programmed to allow only one entry from any one computer. 

 

2) Entrants were offered an easy method to increase their chances of winning the survey drawing 

(referring friends), to reduce the incentive of trying to work around the computer prohibition to 

gain additional chances to win. 

 

3) Both paper surveys and online surveys were reviewed individually for duplication.   

o Two separate instances of duplication were found in Care surveys.  (In both cases, there 

were indications as to why this may have happened.)   

o The duplicate surveys were eliminated and are not included in the total number of 

surveys received in the table above. 

o When duplicate surveys were identified, if answers varied, the earliest dated survey 

submission was recorded as definitive and the second disregarded. 

 

4) The primary researcher tracked for participation in multiple modes of assessment to ensure that 

an individual’s responses to the numerically calculated survey questions were only counted 

once.  

o The small sample size allowed for tight individual control by the researcher and for an 

accurate sorting process. 

o Participants’ generous willingness to share identifying information when not required to 

do so greatly enhanced the sorting process. 
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5) When interviews were reviewed for information to be included in quantitative analysis, if a 

survey question was not distinctly answered in the interview it was not included in the 

quantitative counts. 

 

6) The interviews of individuals known to have filled out a survey were not screened for 

quantitative answers.  In these cases, only the recorded survey answers were used for 

quantitative analysis, even if the interview process touched on the same topics and different 

answers arose.  For any number of reasons a participant may answer questions differently in an 

interview than on a private survey. 

 

7) The interviews, with identifying information removed, were vetted by a second researcher 

listening/reading for answers to the survey questions and assessing for potential bias in 

interviewer/interviewee interaction.  No evidence of bias affecting the analysis of research 

material was found in the interviews. 

 

Focus Groups have been assessed in the identified section of the qualitative analysis.  Responses 

gathered in these groups were not combined into the quantitative survey analysis even if specific 

answers arose in the setting of the groups, due to the potential for “group influence” on answers to a 

survey that was primarily intended to be taken privately. 

 

Input from all modes of participation from every individual was reviewed and considered for use in 

qualitative analysis.  No material from Vermont residents was discounted or removed from analysis; if 

the researcher was concerned about specific responses for any reason, or if significant serious issues 

were raised but by only one participant out of 132, this has been flagged in the body of the analysis 

and/or delivered to the Vermont Department of Health under separate cover. 

 

A final note on out-of-state participants:  As a needs assessment of Vermont Care and Prevention, it may 

seem logical that any out-of-state responses be screened out completely.  However, in the case of Care, 

Vermont has at least three avenues of service where it overlaps with New Hampshire providers.  Certain 

organizations discussed in this report serve both VT and NH citizens.  In the case of Prevention, as noted 

in Section V above, Vermont prevention programs serve men from the immediate environs, including 

across state lines.  Additional out of state respondents were Vermont college students, living in Vermont 

but maintaining a permanent legal address in their home state. 

 

All interviews in the care analysis were conducted with Vermont residents.  A total of 7 individuals from 

New Hampshire participated in Care Focus Groups, and their input has been included in analysis, with 

the researcher screening for commentary on state services that vary between VT and NH. 

 

In both the Care and Prevention surveys, individuals from other states were to please designate where 

they were from, or at least flag that they were not Vermont residents. 
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At close of data gathering, 6 individual Care survey responses were deemed to be from neither Vermont 

nor New Hampshire, and as such could not be expected to provide feedback on specific services 

available in Vermont.  These surveys were individually reviewed and maintained on file, but they have 

not been included in the quantitative totals or analysis, demographic analysis, or qualitative analysis. 

 

At close of data gathering, two individuals residing outside of Vermont had participated in Prevention 

Focus Groups, and were either current or former Vermont college students who had resided in Vermont 

for at least one year or more, and had expectations of continuing to reside in Vermont.  In Prevention 

survey data, a total of 27 survey respondents identified as out-of-state residents.  Of these, 17 resided in 

other New England states, 7 resided in New York, and 3 resided in more distant states. 

 

Given the high number of college students in Chittenden County – where a large portion of prevention 

surveys originated – and the considerable number of men from nearby New England states that have 

primary social interaction with Vermont MSM, all out-of-state responses were included in final 

Prevention analysis. 
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