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Continuum Abstract

The continuum of care depicted in this document represents a vast amount of
time and effort on the part of many individuals and organizations. The principle
entities involved in the development of the continuum of care were the Central
Texas HIV/AIDS Planning Council (CTHPC), their administrative agency—the
Brazos Valley Council of Governments (BVCOG), and the Community Health
Development Program (CHD) at The Texas A&M University System Health Science
Center School of Rural Public Health. Organizations specifically involved in the
coordination of data-gathering activities included the David Powell Clinic in Austin,
AIDS Services of the Brazos Valley, the San Angelo AIDS Foundation, Central
Texas Support Services in Temple, and the Waco-McLennan County Public Health
Department.

The process began in Fall 2002 with the comprehensive needs assessment survey
and the provider capacity survey. The Continuum of Care Committee (COCC) of
the CTHPC decided to hire an outside agency to collect additional information from
providers and people living with HIV/AIDS (PLWHA) and to provide an objective
analysis. CTHPC contracted with CHD on February 17, 2003, commissioning the
CHD staff to convene discussion groups with providers and interviews with PLWHA
in each of the five HIV service delivery areas (HSDAs) under the purview of the
CTHPC. The COCC met with CHD twice formally, and then informally by email and
in person during the on-site meetings and interviews. These meetings ensured
the continuous involvement of the COCC in the process, as well as a collaborative
effort on the part of the COCC and CHD.

CHD met with representatives from the Texas Department of Health (TDH) and
the Statewide Coordinated Statement of Need (SCSN) committee on March 4 to
complete training to use the Continuum of Care Guidance Document. Discussion
groups and interviews were arranged in each HSDA by local intermediaries. A
two-person team from CHD traveled to each HSDA as scheduled to facilitate the
meetings:

3/25-26 Austin HSDA Allison Lothman and Monica Wendel

3/26 Brazos Valley HSDA Coleman Chandler and Sanu Somachandran
3/27 Waco HSDA Coleman Chandler and Annette Summers
3/28 Temple-Killeen HSDA Jay Jezierski and Julie Parrish

4/3-4 Concho Plateau HSDA Coleman Chandler and Monica Wendel

Each team wrote up the content of the provider meetings and consumer
interviews and submitted their field notes for analysis and inclusion in the
continuum of care document. A complete draft of the document was delivered to
the COCC to be reviewed at the CTHPC monthly meeting on April 8. Revisions
were submitted to CHD, and the final document was printed and delivered to the
Planning Council on May 12, 2003.
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II. HSDA Descriptions’

Austin HSDA

Demographic Profile

There are ten counties that make up the Austin HSDA:
Bastrop, Blanco, Burnet, Caldwell, Fayette, Hays, Lee, Llano,
Travis, and Williamson. These counties surround the state
capital of Austin, located in Travis County. The Austin HSDA
covers 8,442 square miles and includes an area of Texas
referred to as the “Hill Country.”

The majority of the population in this HSDA resides in the cities of Austin and
Round Rock, located in close proximity to one another. Of the 1,346,833
residents in this HSDA, roughly half live within the city limits of Austin. Round
Rock is the 19" fastest growing city in the U.S., with a population growth of 98
percent between 1990 and 2000. Austin grew by 41 percent during this period.
Figure 1 shows the population breakdown of this HSDA by ethnicity.

Figure 1: Population Distribution of the Austin HSDA by Ethnicity
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Socioeconomic Indicators
Overall, this HSDA has unemployment rates slightly lower than the state average.
Table 1 depicts the unemployment rates in the Austin HSDA by county.

" Much of the data reported in this section was taken from the 2002 Central Texas Planning Area Client
Needs Assessment, produced by HIV Administrative Services, Brazos Valley Council of Governments.
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Table 1: Unemployment Rates in the Austin HSDA

Texas | Bastrop | Blanco | Burnet | Caldwell | Fayette | Hays | Lee Llano | Travis | Williamson

6.6% | 6.2% | 4.0% | 4.9% 7.3% 3.3% |5.0% | 5.2% | 3.9% | 5.6% 5.1%

Texas Workforce Commission, Feb. 2003

The types of industry present in this HSDA are diverse because of the sharp
contrast of rural agricultural jobs in the outlying counties to manufacturing and
government jobs in the larger cities. Major employers in Round Rock include Dell,
the Carcor Group, and Albertson’s, while much of the Austin population is
employed by high tech employers, such as Advance Micro Devices and Motorola,
state and local government, and educational institutions such as Austin ISD and
the University of Texas. The combined average per capita income of the two
metropolitan counties of Travis and Williamson is $33,828. This is about 50
percent higher than the remaining eight rural counties in the HSDA and 25 percent
above the state average. Eleven percent of the Austin HSDA population is below
the federal poverty level (FPL)—slightly below the state rate of 15.4 percent.

HIV/AIDS in the Austin HSDA
There are 2,637 PLWHA in the Austin HSDA.

Current Age. The majority of both males and females in the Austin HSDA that
have HIV/AIDS are between 30 and 39 years old. The second highest age group
consists of those between 40 and 49 years old. There is only one known case of
an infant less than 11 months old with HIV/AIDS. Table 2 below offers a
breakdown of HIV/AIDS cases in the Austin HSDA by gender and age.
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Table 2: Living HIV/AIDS Cases by Gender and Age

Sex

Current Age Male | Female | Total
Count 0 1 1

0(0-11mos.) o Within Sex | 0.0% | 0.2% | 0%
2—4 Count 1 2 3

% Within Sex | 0.0% 04% | 0.1%
5_12 Coun_t _ 12 6 18

% Within Sex | 0.5% 1.3% | 0.7%

13- 19 Coun_t : 7 8 15

% Within Sex | 0.3% 1.8% | 0.6%
20— 24 Count 45 29 74

% Within Sex 2.1% 6.4% 2.8%
25 - 29 Coun_t . 131 45 176

% Within Sex | 6.0% 9.9% | 6.7%

30 — 39 Coun_t : 854 168 | 1022

% Within Sex | 39.1% | 37.0% | 38.8%

40 — 49 Coun_t _ 834 145 979

% Within Sex | 38.2% | 31.9% | 37.1%

50 — 59 Coun_t _ 239 40 279

% Within Sex | 10.9% 8.8% | 10.6%

Count 54 8 62

AU % Within Sex | 2.5% | 1.8% | 2.4%
20 + Count 5 2 7

% Within Sex | 0.2% 04% | 0.3%

Unknown CounF = 1 1 1

% Within Sex | 0.0% 0.0% | 0.0%
Total Count 2183 454 | 2637

Prevalent HIV Infection Cases Through 6/30/02
Living HIV/AIDS Cases — combined — from 7/19/02 HARS data
Source: Texas Department of Health

Race-Ethnicity. Significant differences are notable in the prevalence of HIV/AIDS
among males and females who are Caucasian or African American. Caucasian
males accounted for 55.9 percent of all HIV/AIDS among males, but Caucasian
females accounted for only 30.8 percent of all females with HIV/AIDS. In
contrast, African American males accounted for only 21.2 percent of HIV/AIDS
among males, but African American females accounted for 50.7 percent of all
females with HIV/AIDS. Hispanics accounted for 21 percent of all HIV/AIDS cases
with Hispanic males accounting for 21.7 percent of all males and Hispanic females
making up 17.8 percent of all females. Figure 2 below illustrates living HIV/AIDS
cases by ethnicity.
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Figure 2: Austin HSDA Living HIV/AIDS Cases
by Race-Ethnicity
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Prevalent HIV Infection Cases Through 6/30/02
Living HIV/AIDS Cases — combined — from 7/19/02 HARS data
Source: Texas Department of Health

Mode of Exposure. Congruent with the entire Central Texas Planning Area, sexual
contact served as the highest mode of exposure for the Austin HSDA—accounting
for 64 percent of individuals with HIV/AIDS. The most prevalent mode of
exposure is male to male sexual contact (MMS), accounting for 47.1 percent of all
living HIV/AIDS cases in the Austin HSDA. Table 3 below accounts for various
modes of exposure.

Table 3: Mode of Exposure for HIV/AIDS Cases in the Austin HSDA

Mode of Exposure Sex
Male | Female | Total
MMS % Within Sex | 56.9% N/A | 47.1%
IDU % Within Sex | 12.4% | 32.4% | 15.9%
MMS & IDU % Within Sex | 9.4% N/A | 7.8%
Heterosexual Contact | % Within Sex | 3.6% | 35.5% | 9.1%
Transfusion % Within Sex | 0.2% 1.5% | 0.4%
Not Classified % Within Sex | 16.6% | 28.2% | 18.6%
Ped Parent at Risk % Within Sex | 0.6% 2.2% | 0.9%
Ped Other-Undet % Within Sex | 0.1% 0.2% | 0.1%
Total Coun_t _ 2183 454 2637
% Within Sex | 100% | 100% | 100%

Prevalent HIV Infection Cases Through 6/30/02
Living HIV/AIDS Cases — combined — from 7/19/02 HARS data
Source: Texas Department of Health

Living AIDS Cases. There are 1,888 living AIDS cases in the Austin HSDA. Males
account for 1,587 cases, and females account for 301 cases. The largest age
group for males in the Austin HSDA with AIDS is the 40—49 years old age group,
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comprising 42.6 percent of all male AIDS cases in this area. The largest age
group for females is the 30-39 years old age group, at 38.2 percent of all female
AIDS cases in this area. Table 4 below offers a breakdown of living AIDS cases by
gender and age.

Table 4: Living AIDS Cases by Gender and Age

Sex

Current Age Male | Female | Total
2-4 Count 0 1 1
% Within Sex | 0.0% 0.3% | 0.3%

5_12 _ _Count 4 1 5
% Within Sex | 0.3% 0.3% | 0.3%

13- 19 : _Count 1 3 4
% Within Sex | 0.1% 1.0% | 0.2%

Count 8 7 15

20 =24 Iy "Within Sex | 0.5% | 2.3% | 0.8%
25 — 29 __Count 64 24 88
% Within Sex | 4.0% 8.0% | 4.7%

30 — 39 _ _Count 590 115 705
% Within Sex | 37.2% | 38.2% | 37.3%
40 — 49 _ _Count 676 110 786
% Within Sex | 42.6% | 36.5% | 41.6%
50 — 59 . _Count 192 32 224
% Within Sex | 12.1% | 10.6% | 11.9%

60 — 69 __Count 47 6 53
% Within Sex | 3.0% 0.2% | 2.8%
70 + Count 4 2 6
% Within Sex | 0.3% 0.7% | 0.3%

Unknown = FZount 1 0 1
% Within Sex | 0.1% 0.0% | 0.1%
Total Count | 1587 301 1888

Prevalent AIDS Cases Through 6/30/02
Living AIDS Cases — combined — from 7/19/02 HARS data
Source: Texas Department of Health

As Table 4 shows, pediatric cases account for 0.4 percent of the living AIDS cases
in the Austin HSDA. This 0.4 percent is split evenly between males and females.

Central Texas HI\/‘NﬁDS Planning Council
2003 Continuum of Care Report
Page 6



Selected Health Facts

Figure 3: Medicaid Recipients and Uninsured in Austin HDSA Compared to Texas
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Texas Health and Human Services Commission, 2003

Table 5: Austin HSDA Designated Primary Care Health Professional
Shortage Areas (HPSA) and Medically Underserved Areas (MUA)

County Partial County or | Whole County MUA
Special Population HPSA
HPSA

Bastrop No Yes Whole County
Blanco No Yes Whole County
Burnet Low Income No Whole County
Caldwell No Yes Whole County
Fayette No No Whole County
Hays No No Whole County
Lee No Yes Whole County
Llano No No Whole County

Travis Partial No Partial
Williamson No No Whole County

(U.S. Dept. of Health and Human Services, 2003)
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Table 6: Direct Patient Care Physicians (DPC) by County of Practice

‘ County ‘2002 Population [2002 DPC Total PopE?;tl%r?fpieogpc* 153}6%8225&;’;;”
Bastop | 59,656 | 18 | 3,314 | 30.2
Blanco | 7,707 | 3 | 2,569 | 38.9
Burnet | 29,549 | 32 | 923 | 108.3
Caldwell | 33,763 | 10 | 3,376 | 29.6
Fayette | 20,407 | 18 | 1,134 | 88.2
Hays | 96,216 | 124 \ 776 \ 128.9
Lee | 15416 | 2 \ 7,708 \ 13.0
Llano | 12,553 | 14 \ 897 \ 111.5
Travis | 667,953 | 1,842 | 363 \ 275.8
\Williamson | 245,951 | 281 \ 875 \ 114.3
HSDA Total | 1,189,171 | 2,344 | 507 \ 197.1
Texas Total| 21,056,712 | 33,094 | 636 \ 157.2

Texas State Board of Medical Examiners, September 2002

Blanco and Lee are the only counties in the Austin HSDA without acute care
hospitals. The remaining counties have a combined total of 22 acute care
hospitals with 13 of them in Travis County.

Brazos Valley HSDA

Demographic Profile
The Brazos Valley HSDA is a seven-county region located in
southeast central Texas. From a central point in the city of
Bryan, this HSDA lies 85 miles northwest of Houston, 86 miles
East of Austin, and 149 miles south of Dallas. Brazos County
sits in the middle of this region and makes up 57 percent of the
; entire population—predominantly due to the presence of Texas
AM UnlverS|ty in the city of College Station. Surrounding the metropolitan hub in
Brazos County are the six rural counties, including Burleson, Grimes, Leon,
Madison, Robertson, and Washington. The Brazos Valley is 5,052 square miles
with an overall population density of 53 persons per square mile. The population
density in Brazos County is 260 per square mile.

The total population of the Brazos Valley is 267,085 with a majority residing in the
twin cities of Bryan/College Station. The rest of the Brazos Valley population is
equally dispersed among the other six counties. As expected, the median age is
much lower in Brazos County compared to the state average because of the
presence of a large university and multiple junior college campuses. About 76.9
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percent of the population is over 18 years of age, and 10.6 percent is over the age
of 65. About 72.9 percent of those people graduated from high school. Of those
15 years and older, 50.7 percent are married. The average household size is 2.55,
and the per capita income is $15,850. The population breakdown by ethnicity is
represented in Figure 4 below.

Figure 4: Population Distribution of the Brazos Valley HSDA by Ethnicity
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U.S. Census 2000

Socioeconomic Indicators. Much of the economy in the Brazos Valley HSDA
revolves around employment opportunities in Brazos County; numerous residents
in the six rural counties commute to Brazos County for work. The unemployment
rate in Brazos County is consistently one of the lowest in the state because of the
presence of the university; however, underemployment is prevalent. This is
evident in the per capita income of the region, which is substantially lower than
the state average. This statistic may also be linked to the large population of
students in the region. Table 7 below shows unemployment rates for the HSDA
by county.

Table 7: Unemployment Rates in the Brazos Valley HSDA

Texas | Brazos | Burleson | Grimes | Leon | Madison | Robertson | Washington
6.6% 1.9% 4.0% 8.4% | 6.8% 3.5% 5.7% 3.1%

Texas Workforce Commission, Feb. 2003

HIV/AIDS in the Brazos Valley HSDA
According to the Texas Department of Health, in June 2002 there were 209 living
HIV/AIDS cases in the Brazos Valley HSDA.
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Current Age. The largest age group for both males and females living with
HIV/AIDS is the 30-39 years age group. This group accounts for 34.4 percent of
the entire cases—37.3 percent of all cases within the male population and 29.3
percent of all cases within the female population in the Brazos Valley HSDA. Table
8 below offers a breakdown of HIV/AIDS cases in the HSDA by gender and age.

Table 8: Living HIV/AIDS Cases by Gender and Age

Sex
Current Age Male | Female | Total
5_12 Count 2 1 3
% Within Sex | 1.5% 1.3% | 1.4%
13- 19 __Count 0 1 1
% Within Sex | 0.0% 1.3% | 0.5%
20 — 24 __Count 2 11 13
% Within Sex | 1.5% | 14.7% | 6.2%
25 — 29 : _Count 7 18 25
% Within Sex | 5.2% | 24.0% | 12.0%
30— 39 Count 50 22 72
% Within Sex | 37.3% | 29.3% | 34.4%
40 — 49 . _Count 48 13 61
% Within Sex | 35.8% | 17.3% | 29.2%
50 — 59 __Count 19 6 25
% Within Sex | 14.2% 8.0% | 12.0%
Count 4 3 7
o0 -8 % Within Sex | 3.0% 4.0% | 3.3%
70 + Count 1 0 1
% Within Sex | 17.0% 0.0% | 0.5%
Unknown = _Count 1 0 1
% Within Sex | 0.7% 0.0% | 0.5%
Total Count 134 75 209

Prevalent HIV Infection Cases Through 6/30/02
Living HIV/AIDS Cases — combined — from 7/19/02 HARS data
Source: Texas Department of Health

Pediatric cases accounted for 1.4 percent of the HIV/AIDS cases in the Brazos
Valley. As is true in the rest of the Central Texas HIV/AIDS Planning Area
(CTHPA), there were more cases of HIV/AIDS in males than females. Males with
HIV/AIDS accounted for 64.1 percent of all cases of HIV/AIDS in this HSDA.

Race-Ethnicity. Approximately 92.1 percent of the people in the Brazos Valley
HSDA are U. S. citizens. Over three-fourths of residents (77.7%) prefer to speak
English, and 11.8 percent of them prefer to speak only Spanish. Non-Latino
Whites make up 73.9 percent of the Brazos Valley HSDA and African Americans
make up 14.1 percent of the population. Hispanics make up 15.6 percent of this
population. About 1.8 percent of the population is two or more races.
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In light of the population distribution by ethnicity for this area, the HIV/AIDS cases
include a disproportionate number of African American females. These individuals
account for 60.6 percent of all female living HIV/AIDS cases and 17.4 percent of
all living AIDS cases in the Brazos Valley HSDA. White non-Hispanic males
accounted for 43.9 percent of all living male HIV/AIDS cases. African American
males closely followed White non-Hispanic males with 42.7 percent of all male
living AIDS cases. Figure 5 below illustrates living HIV/AIDS cases in the Brazos
Valley HSDA by ethnicity.

Figure 5: Brazos Valley HSDA Living HIV/AIDS Cases
by Ethnicity
80.00%
70.00% -
60.00% -
50.00% - OFemale
40.00% EMale
30.00% - OTotal
20.00% A
10.00% -
0.00% - ‘ :m ‘
White Non-  African American Hispanic Am. Indian-
Hispanic Alaskan .5 %

Prevalent HIV Infection Cases Through 6/30/02
Living HIV/AIDS Cases — combined — from 7/19/02 HARS data
Source: Texas Department of Health

Mode of Exposure. Sexual contact served as the primary mode of exposure—
responsible for 58.9 percent of all living cases of HIV/AIDS. MMS accounted for
24.9 percent of HIV/AIDS cases, while heterosexual contact accounted for 26.3
percent—11.9 percent of males and 52.0 percent of females in this HSDA.
Injection drug use (IDU) accounted for 10.4 percent of HIV/AIDS in males, 18.7
percent in females, and 13.4 percent of all HIV/AIDS cases in the Brazos Valley
HSDA. Notably, a large percentage of cases in the Brazos Valley are not classified
regarding mode of exposure. Table 9 below accounts for various modes of
exposure.
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Table 9: Mode of Exposure for HIV/AIDS Cases in the Brazos Valley HSDA

Mode of Exposure Sex
Male | Female | Total
MMS % Within Sex | 38.8% N/A | 24.9%
IDU % Within Sex | 10.4% | 18.7% | 13.4%
MMS & IDU % Within Sex | 11.9% N/A| 7.7%
Heterosexual Contact | % Within Sex | 11.9% | 52.0% | 26.3%
Transfusion % Within Sex | 1.4% 2.7% | 1.9%
Not Classified % Within Sex | 23.9% | 25.3% | 24.4%
Ped Parent at Risk % Within Sex | 1.5% 1.3% | 1.4%
Ped Other-Undet % Within Sex | 0.0% 0.0% | 0.0%
Total Count 134 75 209
% Within Sex | 100 % | 100 % | 100 %

Prevalent HIV Infection Cases Through 6/30/02
Living HIV/AIDS Cases — combined — from 7/19/02 HARS data
Source: Texas Department of Health

Living AIDS Cases. As of June 2002, there were 115 living AIDS cases in the
Bryan-College Station HSDA. The 30-39 age group accounted for 32.2 percent of
all of those living with AIDS. This age group accounted for 34.1 percent of AIDS
in males and 27.3 percent of AIDS in females. The highest age group in females
is the 25-29 year old age group. The 40-49 year old age group accounted for
31.1 percent of all living AIDS cases. This age group was the highest age group
for male living AIDS cases. It accounted for 35.4 percent of male AIDS cases and
21.2 percent of female AIDS cases. Table 10 below gives counts and percentages
of living AIDS cases in the Bryan-College Station HSDA per age group.

Table 10: Living AIDS Cases by Gender and Age

Sex

Current Age Male | Female | Total
5_12 __Count 1 0 1
% Within Sex | 1.2% 0.0% | 0.9%

Count 0 2 2

2=2 % Within Sex | 0.0% 6.1% | 1.7%
25— 29 __Count 4 10 14
% Within Sex | 4.9% | 30.3% | 12.2%

30 - 39 . _Count 28 9 37
% Within Sex | 34.1% | 27.3% | 32.2%
40 — 49 __Count 29 7 36
% Within Sex | 35.4% | 21.1% | 31.1%
50 — 59 : _Count 16 4 20
% Within Sex | 19.5% | 12.1% | 17.4%
Count 3 1 4
60 =69 I Within Sex | 3.7% | 3.0% | 3.5%
70 + Count 1 0 1
% Within Sex | 1.2% 0.0% | 0.9%

Total Count 82 33 115

Prevalent AIDS Cases Through 6/30/02
Living AIDS Cases — combined — from 7/19/02 HARS data
Source: Texas Department of Health
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Selected Health Facts

Figure 6: Medicaid Recipients and Uninsured (under 65) in Brazos Valley HSDA
Compared to Texas
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Texas Health and Human Services Commission, 2003

Table 11: Designated Primary Care Health Professional Shortage Areas (HPSA) and
Medically Underserved Areas (MUA) by Individual County in Austin HSDA

County Partial County or | Whole County MUA
Special Population HPSA
HPSA

Brazos Partial County No Partial
Burleson No Yes Whole County
Grimes No No Whole County
Leon No Yes Whole County
Madison No Yes Whole County
Robertson No Yes Whole County
Washington Low Income No Whole County

U.S. Dept. of Health and Human Services, 2003

.y
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Table 12: Direct Patient Care Physicians (DPC) by County of Practice

County |, 2002, 1200200c 0L e 200,000
per DPC* Population
Brazos | 122,583 | 306 | 401 | 2496
Burleson | 15815 | 4 | 3954 | 253
Grimes | 2408 | 13 | 1853 | 540
Leon | 16645 | 5 | 3329 | 300
Madison | 12,183 | | 1,740 | 575
Robertson | 17,480 | | 4370 | 229
\Washington | 30,156 | 32 | 942 | 106.1
Brazos Valley| 238,948 | 371 | 644 | 155.3
Texas 121,056,712 | 33,094 | 636 | 157.2
Texas State Board of Medical Examiners, September 2002

Five of the seven counties have at least one acute care hospital. Brazos County
has three hospitals and is home to St. Joseph Hospital that serves as the regional
health center for many of the satellite hospitals in the surrounding areas. Scott &
White has a large outpatient clinic located in College Station.

Concho Plateau HSDA

Demographic Profile

The thirteen counties in the Concho Plateau HSDA are Coke,
Concho, Crockett, Irion, Kimble, McCulloch, Mason, Menard,
Reagan, Schleicher, Sterling, Sutton and Tom Green. This is a
geographically large, but extremely rural HSDA that is located
in west central Texas. The total area of this HSDA is 17,339
square miles, or about 6 percent of the entire state of Texas.

e

The total population of the Concho Plateau HSDA is 159,707. Fifty-five percent of
the inhabitants live within the town of San Angelo, which is located in Tom Green
County. Many of the thirteen counties in this HSDA are sparsely populated, with
population densities below ten people per square mile. The population is mostly
Caucasian, with a large minority group of Hispanics. The population breakdown
by ethnicity is represented in Figure 7 below.
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Figure 7: Population Distribution of the Concho Plateau HSDA by Race
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Socioeconomic Indicators

Employment varies across the region, and primarily includes natural resources and
mining; trade, transportation, and utilities; education and health services; and
local government. Local government serves as one of the top two employers for
12 of the 13 counties in the HSDA. Per capita incomes range between $13,174 in
Reagan County to $20,931 in Mason County; most fall below the mean per capita
income for Texas ($19,617). Several counties in the region have an alarmingly
high percentage of individuals living below the federal poverty level (FPL) as
shown in Table 13 below.

Table 13: Population Below Federal Poverty Level by County in Concho Plateau

Persons Persons
County | pojow FPL | °U"Y | Bejow FPL

Coke 13.0% Menard 25.8%
Concho 11.9% Reagan 11.8%
Crockett 19.4% Schleicher 21.5%
Irion 8.4% Sterling 16.8%
Kimple 18.8% Sutton 18.0%
McCulloch 22.5% Tom Green 15.2%
Mason 13.2%

At least a fifth of the population of McCulloch, Menard, and Schleicher counties
live below the FPL, and 8 of the 13 counties have rates above the state (15.4%).

While the rate of poverty is disproportionately high for this area, unemployment is
relatively low. As shown in Table 14 below, the unemployment rates of counties
in the Concho Plateau HSDA are all lower than the state average (6.6%).
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Table 14: Unemployment Rates in the Concho Plateau HSDA

Unemployment Unemployment

(i Rate Sty Rate
Coke 2.1% Menard 5.2%
Concho 1.7% Reagon 2.8%
Crockett 3.1% Schleicher 3.3%
Irion 3.5% Sterling 4.0%
Kimble 2.2% Sutton 2.5%
McCulloch 3.8% Tom Green 3.6%
Mason 1.6%

HIV/AIDS in the Concho Plateau HSDA
According to the Texas Department of Health, as of June 30, 2002, there were 83
living cases of HIV/AIDS in the Concho Plateau HSDA.

Current Age. The majority of males—over 85 percent living with HIV/AIDS in this
HSDA—are currently between the ages of 30 and 49. The highest category for
females is the 30—39 year old age group that accounted for 42.9 percent of female
cases. The Table 15 below shows the current ages of living HIV/AIDS cases in the
Concho Plateau HSDA.

Table 15: Living HIV/AIDS Cases by Gender and Age

Sex

Current Age Male | Female | Total
5_12 Count 0 1 1
% Within Sex 0.0% 7.1% 1.2%

13- 19 __Count 1 0 1
% Within Sex | 1.4% 0.0% | 1.2%

20 — 24 __Count 0 2 2
% Within Sex | 0.0% | 14.3% | 2.4%

Count 3 0 3

2= % Within Sex | 4.3% 0.0% | 3.6%
30— 39 Count 29 6 35
% Within Sex | 42.0% | 42.9% | 42.2%

40 — 49 __Count 30 3 33
% Within Sex | 43.5% | 21.4% | 39.8%
Count 5 1 6
50-59 % Within Sex | 7.2% 7.1% | 7.2%
Count 1 1 2

S0 =G8 % Within Sex | 1.4% 7.1% | 2.4%
Total Count 69 14 83

Prevalent HIV Infection Cases Through 6/30/02
Living HIV/AIDS Cases — combined — from 7/19/02 HARS data
Source: Texas Department of Health

Race-Ethnicity. The largest proportion of HIV/AIDS cases in the Concho Plateau
HSDA is White non-Hispanics, specifically males. White non-Hispanics account for
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56.6 percent of the total living cases of HIV/AIDS in this area, and 60.9 percent
for males. This is the only HSDA where the percentage of African American
females living with HIV/AIDS is not greater than White non-Hispanic females.
Figure 8 below illustrates living HIV/AIDS cases in the Concho Plateau HSDA by
ethnicity.

Figure 8: Concho Valley HSDA Living HIV/AIDS Cases
by Ethnicity
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Prevalent HIV Infection Cases Through 6/30/02
Living HIV/AIDS Cases — combined — from 7/19/02 HARS data
Source: Texas Department of Health

Mode of Exposure. As in the rest of the CTHPA, sexual contact accounted for the
majority of exposure to HIV/AIDS. Sexual contact accounted for 71.1 percent of
the mode of exposure for all living cases of HIV/AIDS. MMS was responsible for
exposure in 41 males composing 59.4 percent of male cases of HIV/AIDS and 49.4
percent of all living HIV/AIDS cases in the Concho Plateau HSDA. For another
11.6 percent of the males, MMS and IDU was the mode of exposure and 9.6
percent of the total number of HIV/AIDS cases in this HSDA. IDU accounted for
14.5 percent of the overall number of HIV/AIDS cases. There were 11 cases of
male IDUs that made up 15.9 percent of the males and one female IDU that made
14.5 percent of the females. One male and nine females were exposed through
heterosexual contact. This accounted for 12 percent of the total HIV/AIDS cases,
1.4 percent of the male HIV/AIDS cases, and 64.3 percent of the female cases.
Two living cases of HIV/AIDS among pediatric parents accounted for 2.4percent of
the total cases. Not classified were seven males and three females that made up
12 percent of the total living HIV/AIDS cases. Table 16 below accounts for
various modes of exposure.
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Table 16: Mode of Exposure for HIV/AIDS Cases in the Concho Plateau HSDA

Mode of Exposure Sex
Male | Female | Total
MMS % Within Sex | 59.4% N/A | 49.4%
IDU % Within Sex | 15.9% 7.1% | 14.5%
MMS & IDU % Within Sex | 11.6% N/A| 9.6%
Heterosexual Contact | % Within Sex | 1.4% | 64.3% | 12.0%
Transfusion % Within Sex | 0.0% 0.0% | 0.0%
Not Classified % Within Sex | 10.1% | 21.4% | 12.0%
Ped Parent at Risk % Within Sex | 1.4% 7.1% | 2.4%
Ped Other-Undet % Within Sex | 0.0% 0.0% | 0.0%
Total Count 69 14 83
% Within Sex | 100 % | 100 % | 100 %

Prevalent HIV Infection Cases Through 6/30/02
Living HIV/AIDS Cases — combined — from 7/19/02 HARS data
Source: Texas Department of Health

Living AIDS Cases. According to the HARS data set, there were 57 living AIDS
cases on June 30, 2002 in the Concho Plateau HSDA. There were 5 females with
AIDS and 52 males with AIDS. The largest age group of living AIDS cases was the
30-39 years old age group and that accounted for 52.6 percent of all living AIDS
cases in the Concho Plateau HSDA. Table 17 below offers a breakdown of living
AIDS cases by gender and age.

Table 17: Living AIDS Cases by Gender and Age

Sex

Current Age Male | Female | Total
Count 0 1 1

0 (0-11 m0) o, "\ithin Sex | 0.0% | 20.0% | 1.8%
Count 3 0 3

2 % Within Sex | 5.8% 0.0% | 5.3%
25 _ 29 Count 8 2 10
% Within Sex | 15.4% | 40.0% | 17.5%

3039 |count 28 2 30
% Within Sex | 53.8% | 40.0% | 52.6%

40 — 49 Count 12 0 12
% Within Sex | 23.1% 0.0% | 21.1%

Count 1 0 1

B =2 % Within Sex | 1.9% 0.0% | 1.8%
Total Count 52 5 57

Prevalent AIDS Cases Through 6/30/02
Living AIDS Cases — combined — from 7/19/02 HARS data
Source: Texas Department of Health
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Selected Health Facts

Figure 9: Medicaid Eligible and Uninsured in Concho Plateau HSDA Compared to Texas
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Texas Health and Human Services Commission, 2003

Table 18: Designated Primary Care Health Professional Shortage Areas (HPSA) and
Medically Underserved Areas (MUA) by County in Concho Plateau HSDA

Partial County or | Whole County
County | Special Population HPSA MUA
HPSA
Coke No Yes Whole County
Concho No Yes Whole County
Crockett No Yes Whole County
Irion No Yes Whole County
Kimble No Yes Whole County
McCulloch No No Whole County
Mason No Yes Whole County
Menard No Yes Whole County
Reagan No Yes No

Schleicher No Yes Whole County
Sterling No Yes Whole County
Sutton No No Whole County

Tom Green Low Income No Partial

(U.S. Dept. of Health and Human Services, 2003)

Central Texas HI\/‘NﬁDS Planning Council
2003 Continuum of Care Report
Page 19



Table 19: Direct Patient Care Physicians (DPC) by County of Practice

. Ratio of DPC

‘ County Posl?lgiion 2019<3taDIPc Popﬁf:;?ozfpze(:ODzPC* pPe r 100’900
opulation

Coke 3437 | 4 | 859 | 1164
\Concho | 3404 | 2 | 1,702 | 588
Crockett | 4375 | 1| 4,375 229
Irion . 1,768 | 0 | 0 0.0
Kimble | 4103 | 3 | 1,368 L 731
McCulloch | 8913 | 7 | 1,273 | 785
Mason | 3262 | 1 | 3,262 | 307
Menard 2277 | 1| 2,277 | 439
Reagan | 5400 | 2 | 2,700 | 37.0
'Schleicher | 3371 | 1| 3,371 297
Sterling | 1558 | 0 | 0 00
'Sutton | 4616 | 2 | 2,308 | 433
Tom Green | 114,415 | 212 | 540 | 185.3
\Concho Plateau \ 168,303 \ 241 \ 698 \ 143.1
Texas Total  [21,056,712| 33,094 | 636 | 157.2

Texas State Board of Medical Examiners, September 2002

Five of the thirteen counties in the Concho Plateau HSDA have no acute care
hospitals. There are four acute care facilities in Tom Green County.

Temple-Killeen HSDA

Teaple-¥illeen HEDA

Demographic Profile

There are seven counties that make up the Temple-Killeen
HSDA: Bell, Coryell, Hamilton, Lampasas, Milam, Mills, and
San Saba Counties. This HSDA is located in Central Texas
surrounding the semi-urban hub of Temple. This region
encompasses a total area of 7,693 square miles. The
population density is 48.6 people per square mile. There is
a sharp contrast between the population densities of Bell
County at 224.6 residents per square mile compared to San

Saba County that has 5.5 residents per square mile. The population distribution in
this region also varies widely from over 230,000 in Bell County to just over 5,000
in Mills County. The total population for all seven counties is 374,518.

.y
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The most populous cities in this HSDA are both located in Bell County. Killeen and
Temple have populations of 86,911 and 54,514 respectively. The ethnic profile of
the region is illustrated in the chart below. This HSDA has nearly twice the
population of African Americans compared to the Texas population. Figure 10
below illustrates the population distribution by ethnicity.

Figure 10: Population Distribution of Temple-Killeen HSDA by Ethnicity
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This HSDA is unique in that the largest military installation in the world lies within
its boundaries, resulting in a large population of military personnel. This military
population proves to be mobile, many of them training in other places or serving
abroad and returning quite frequently. This characteristic can make service
delivery difficult, and many troops obtain their care by Army providers on post.

Socioeconomic Indicators. Overall, 2003 data indicates that the Temple-Killeen
HSDA has an unemployment rate lower than the state average with the exception
of Milam County. Table 20 shows county-specific unemployment rates in the
Temple-Killeen HSDA.

Table 20: Unemployment Rates in the Temple-Killeen HSDA

Texas | Bell | Coryell | Hamilton | Lampasas | Milam | Mills | San Saba

6.6% | 5.5% | 5.8% 3.6% 3.8% | 7.2% | 1.8% 2.5%

Texas Workforce Commission, 2003

HIV/AIDS in the Temple-Killeen
The total number of living HIV/AIDS cases in the Temple-Killeen HSDA is 267.
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Current Age. Of the PLWHA, 179 are male and 88 are female. In the Temple-
Killeen HSDA, the majority of people with HIV/AIDS fall into the 30-39 year old
age group. This age group accounts for 42.3 percent of all living HIV/AIDS cases
in that area. The second highest age group is the 40—49 year old group. They
account for 31.8 percent of the living HIV/AIDS cases in that area. As of June 30,
2002, no one under the age of 5 years old and only 2 people in the 5-12 year old
category had HIV/AIDS according to the Texas Department of Health. Table 21
below shows the current ages of those people who have HIV/AIDS in the Temple-
Killeen HSDA

Table 21: Living HIV/AIDS Cases by Gender and Age

Sex
Current Age Male | Female | Total
5_12 _ _Count 0 2 2
% WithinSex | 0.0% | 2.3% | 0.7%
13- 19 : _Count 0 6 6
% WithinSex | 0.0% | 6.8% | 2.2%
20 — 24 Count 12 3 15
% Within Sex | 6.7% | 3.4% | 5.6%
25 — 29 __Count 14 5 19
% Within Sex | 7.8% 57% | 7.1%
30 — 39 _ _Count 76 37 113
% Within Sex | 42.5% 42% | 42.3%
40 — 49 _ FZount 61 24 85
% Within Sex | 34.1% | 27.3% | 31.8%
50 — 59 ' Fiount 9 8 17
% Within Sex | 5.0% 9.1% | 6.4%
Count 5 2 7
S % Within Sex | 2.8% | 2.3% | 2.6%
20 + Count 2 1 3
% Within Sex | 1.1% 1.1% | 1.1%
Total Count 179 88 267

Prevalent HIV Infection Cases Through 6/30/02
Living HIV/AIDS Cases — combined — from 7/19/02 HARS data
Source: Texas Department of Health

Race-Ethnicity. The ethnic group with the highest representation in the infected
population for this HSDA is White non-Hispanics, who account for 42.3 percent of
the total number of cases. African Americans accounted for 41.6 percent, and
African American females were almost half of the female cases overall. This is a
significant number considering that African Americans account for only 18.3
percent of the population. Figure 11 below illustrates the living HIV/AIDS cases
for this area by ethnicity.
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Figure 11: Temple-Killeen HSDA Living HIV/AIDS Cases Ethnicity
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Mode of Exposure. Sexual activity accounted for the majority of exposure
(49.8%) for living HIV/AIDS cases. MMS accounted for 44.7 percent (80 cases) of
all living male HIV/AIDS cases and 30 percent of the overall living HIV/AIDS cases
in the Temple-Killeen HSDA. MMS and IDU accounted for 12 cases (6.7% of
males) and that made up 4.5 percent of the total living HIV/AIDS cases. Exposure
through IDU accounted for seven males (3.9% of males) and 13 females (14.8%
of females) exposure accounting for 7.5 percent of all cases. Heterosexual
contact accounted for 7.8 percent of all males (14 cases), 30.7 percent of all
females (27 cases), and 15.4 percent of all exposures. Transfusions accounted for
five cases and that made up 1.9 percent of all exposures. Two male hemophiliacs
were exposed and that accounted for 0.7 percent of the total exposures. Not
classified were 103 cases that accounted for 38.6 percent of the exposures.
Pediatric parents at risk accounted for three female exposures that made 1.1
percent of the total exposures and pediatric undetermined cases accounted for
one female exposure that composed 0.4 percent of the total. Table 22 below
illustrates the distribution of cases by mode of exposure.
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Table 22: Mode of Exposure for HIV/AIDS Cases in the Temple-Killeen HSDA

Mode of Exposure Sex
Male | Female | Total
MMS % Within Sex | 44.7% N/A | 30.0%
IDU % Within Sex 3.9% | 14.8% 7.5%
MMS & IDU % Within Sex 6.7% N/A| 4.5%
Heterosexual Contact | % Within Sex 7.8% | 30.7% | 15.4%
Transfusion % Within Sex 1.7% 2.3% | 1.9%
Not Classified % Within Sex | 10.1% | 21.4% | 12.0%
Ped Parent at Risk % Within Sex | 0.0%% 34% | 1.1%
Ped Other-Undet % Within Sex 0.0% 1.1% | 0.4%
Total Coun-t . 179 88 267
% Within Sex | 100 % | 100 % | 100 %

Prevalent HIV Infection Cases Through 6/30/02
Living HIV/AIDS Cases — combined — from 7/19/02 HARS data
Source: Texas Department of Health

Living AIDS Cases. According to the Texas Department of Health there were 186
living AIDS cases in on June 30, 2002 in the Temple-Killeen HSDA. The largest
age group of both males and females for living AIDS cases is the 30-39 year old
age group. That age group accounts for 43.9 percent of all males with AIDS and
44.4 percent of all females with AIDS. Table 23 below shows the breakdown for
living AIDS cases by age and gender.

Table 23: Living AIDS Cases by Gender and Age

Sex

Current Age Male | Female | Total
5_12 Coun_t _ 0 1 1
% Within Sex | 0.0% 1.6% | 0.5%

13 — 19 | Count 0 2 2
% Within Sex | 0.0% | 3.2% | 1.1%

Count 4 1 5

20 =24 o Within Sex | 3.3% | 1.6% | 2.7%
Count 9 2 11

25~ 29 ot Within Sex | 7.3% | 3.2% | 5.9%
30— 39 Count 54 28 82
% Within Sex | 43.9% | 44.4% | 44.1%

40 — 49 Coun_t _ 43 18 61
% Within Sex | 35.0% | 28.6% | 32.8%

50 — 59 Count 6 8 14
% Within Sex | 4.9% | 12.7% 7.5%

Count 5 2 7

6069 o, Within Sex | 4.1% | 3.2% | 3.8%
20 + Count 2 1 3
% Within Sex | 1.6% 1.6% | 1.6%

Total Count 123 63 186

Prevalent AIDS Cases Through 6/30/02
Living AIDS Cases — combined — from 7/19/02 HARS data
Source: Texas Department of Health
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Selected Health Facts

Figure 12: Medicaid Eligible and Uninsured in Temple-Killeen HDSA Compared to Texas
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Texas Health and Human Services Commission, 2003

Table 24: Designated Primary Care Health Professional Shortage Areas (HPSA) and
Medically Underserved Areas (MUA) by County in Temple-Killeen HSDA

County Partial County or | Whole County MUA
Special Population HPSA
HPSA

Bell No Yes South Bell CCD
Coryell No Yes Whole County
Hamilton No Yes Whole County
Lampasas No Yes Whole County
Milam No Yes Whole County
Mills No Yes Whole County
San Saba No Yes Whole County

U.S. Dept. of Health and Human Services, 2003
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Table 25: Direct Patient Care Physicians (DPC) by County of Practice

. Ratio of DPC

County Posglg%ion 20_(|)_§tg)IPC PopE?;’l%r?fpze?ODzPC* pF? r 100’.0 00
opulation

Bell | 219,291 | 476 | 461 2171
Coryell | 80,007 | 33 | 2,427 | 412
Hamilton | 7,196 | 8 | 900 L1112
lLampasas | 14,772 | 9 | 1,641 | 60.9
Milam | 23363 | 10 | 2,336 | 4238
Mills | 4437 | 1 | 4,437 | 225
lSanSaba | 5409 | 2 | 2,705 | 37.0
IHSDA Total | 354,565 | 539 | 658 | 152.0
'Texas Total 21,056,712 | 33,094 | 636 | 157.2

Texas Board of Medical Examiners, September 2002

There are eight acute care hospitals in the Temple-Killeen HSDA. Mills and San
Saba are the only counties without hospitals. Scott & White hospital in Killeen is
the only Level 1 trauma facility in the CTHPA.

Waco HSDA

Demographic Profile

Bosque, Falls, Freestone, Hill, Limestone, and McLennan
Counties comprise the Waco HSDA, located in east central
Texas. Waco, the county seat of McLennan County and the
urban hub for this HSDA, is 94 miles northeast of Austin, 88
miles south of Dallas and 164 miles northwest of Houston.
The total area of this HSDA is 5,546 square miles. The
population density in the rural counties is fairly consistent at

about 20 persons per square mile, with a density that is approximately ten times
as high in McLennan County. As expected, a large proportion of the population of
this HSDA resides in Waco. The population of this HSDA is 321,536 with 66
percent residing in McLennan County. The population breakdown by ethnicity is
represented in Figure 13 below.
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Figure 13: Population Distribution of Waco HSDA by Race
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Socioeconomic Indicators

The types of industry represented in this HSDA have an emphasis on trade and
utilities. Baylor University and the VA Hospital are large employers in the area.
Overall, this HSDA has unemployment rates that are lower than the state average.
Table 26 shows the unemployment rates in the HSDA by county.

Table 26: Unemployment Rates in the Waco HSDA

Texas | Bosque | Falls | Freestone Hill Limestone | McLennan

6.6% | 6.3% | 3.9% 5.1% 7.7% 4.5% 4.6%

Texas Workforce Commission, 2003

HIV/AIDS in the Waco HSDA
Texas Department of Health determined that on June 30, 2002, there were 259
living HIV/AIDS cases in the Waco HSDA.

Current Age. There were 182 males accounting for 70.2 percent of all living
HIV/AIDS cases in the Waco HSDA and 77 females with HIV/AIDS. The highest
age group for males with HIV/AIDS was the 40-49 year old age group. This
accounted for 38.5 percent of all males with HIV/AIDS in this HSDA. The highest
age group for females was the 30-39 year old age group. This group accounted
for 28.6 percent of all females with HIV/AIDS in this HSDA. There were two
female pediatric cases that accounted for 0.8 percent of the total cases, but no
one under the age of five is reported as having HIV/AIDS. The current ages of
living HIV/AIDS cases are illustrated in Table 27 below.
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Table 27: Living HIV/AIDS Cases by Gender and Age

Sex

Current Age Male | Female | Total
5_12 Count 0 2 2
% Within Sex | 0.0% 2.6% | 0.8%

13 — 19 | Count 1 2 3
% Within Sex | 0.5% | 2.6% | 1.2%
20 — 24 Count 6 8 14
% Within Sex | 3.3% | 10.4% | 5.4%

75 _ pg |-Count 9 13 22
% Within Sex | 4.9% | 16.9% | 8.5%

30 -39 Count 55 22 77
% Within Sex | 30.2% | 28.6% | 29.7%

40 — 49 |-Count 70 17 87
% Within Sex | 38.5% | 22.1% | 33.6%

50 — 59 Count 30 10 40
% Within Sex | 16.5% | 13.0% | 15.4%

Count 9 3 12

e % Within Sex | 4.9% | 3.9% | 4.6%
70 + Count 2 0 2
% Within Sex | 1.1% 0.0% | 0.8%

Total | Count 182 77 259

Prevalent HIV Infection Cases Through 6/30/02
Living HIV/AIDS Cases — combined — from 7/19/02 HARS data
Source: Texas Department of Health

Race-Ethnicity. The largest ethnic group in the Waco HSDA with HIV/AIDS is
African Americans. They account for 51.7 percent of the total HIV/AIDS cases
within Waco. African American males accounted for 47.3 percent of all male cases
of HIV/AIDS, and African American females accounted for 62.3 percent of all
females. White non-Hispanic males accounted for 40.7 percent of all males and
White non-Hispanic females accounted for 24.7 percent of all females. Hispanic
males accounted for 11.5 percent of all males and Hispanic females accounted for
13 percent of all females. Overall, Hispanics accounted for only 12 percent of the
total number of living HIV/AIDS cases. There was only one male Asian-Pacific
Islander who accounted for 0.5 percent of males and 0.4 percent of the overall
population of living HIV/AIDS cases. Figure 14 below illustrates the living
HIV/AIDS cases in the Waco HSDA by ethnicity.
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Figure 14: Waco HSDA Living HIV/AIDS Cases
by Ethnicity
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Source: Texas Department of Health

Mode of Exposure. As in the other HSDAs, sexual activity was the most common
mode of exposure for living HIV/AIDS cases. Sexual activity accounted for 129
cases which is 49.8 percent of the overall cases of HIV/AIDS. MMS accounted for
36.8 percent of all male cases of HIV/AIDS and 25.9 percent of the total number
of cases. MMS and IDU accounted for 11 percent of all male cases of HIV/AIDS
and 7.7 percent of the total cases. Heterosexual contact accounted for 7.7
percent of male exposures, 36.4 percent of female exposures, and 16.2 percent of
the overall exposures. IDU accounted for 16.5 percent of males, 11.7 percent of
females and 15.1 percent overall of HIV/AIDS cases. There was one male
hemophiliac and one female hemophiliac accounting for 0.5 percent of male
exposure, 1.3 percent of female exposure, and 0.8 percent of overall exposures.
Transfusion accounted for 1.1 percent of males, 6.5 percent of females, and 2.7
percent of overall exposures. Table 28 below gives exact counts and percentages
for the mode of exposure in the Waco HSDA.
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Table 28: Mode of Exposure for HIV/AIDS Cases in the Waco HSDA
Mode of Exposure Sex
Male | Female | Total
Count 67 N/A 67
% Within Sex | 36.8% N/A | 25.9%
Count 30 9 39

Male-to-Male Sex

L % Within Sex | 16.5% | 11.7% | 15.1%
) Count 20 N/A 20
M-M & IDU % Within Sex | 11.0% N/A| 7.7%
Heterosexual Contact Count 1% 28 =
% Within Sex | 7.7% | 36.4% | 16.2%

Transfusion Count 2 3 7/
% Within Sex 1.1% 6.5% 2.7%

. Count 47 32 79

1o kil % Within Sex | 25.8% | 41.6% | 30.5%
L . Count 0 2 2
Pediatric Parent at Risk % Within Sex | 0.0% | 2.6% | 0.8%
L . Count 1 0 1
Pediatric Other-Undetermined — % Within Sex | 0.5% 0.0% | 0.4%
Count 182 77 259

Total % Within Sex | 100% |_100% | 100%
Prevalent HIV Infection Cases Through 6/30/02

Living HIV/AIDS Cases — combined — from 7/19/02 HARS data

Source: Texas Department of Health

Living AIDS Cases. According to the Texas Department of Health there were 164
living AIDS cases on June 30, 2002. The age group with the most males was the
40-49 year old age group. This age group accounted for 43.7 percent of the
males with AIDS and 39.6 percent of the overall population with AIDS. The age
group with the most females with AIDS was the 30-39 year old age group. This
age group accounted for 33.3 percent of all females and 28 percent of the overall
population with AIDS. There were 2 female pediatric cases of AIDS and that
made up 1.2 percent of the total population with AIDS. Table 29 below lists the
counts and percentages of each age group.
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Table 29: Living AIDS Cases by Gender and Age

Sex

Current Age Male | Female | Total
5_12 Count 0 2 2
% Within Sex 0.0% 4.4% 1.2%

13- 19 __Count 1 1 2
% Within Sex | 0.8% 2.2% | 1.2%

Count 3 2 5

20— 24 % Within Sex | 2.5% 4.4% | 3.0%
25— 29 : _Count 1 6 7
% Within Sex | 0.8% | 13.3% | 4.3%

30 -39 . _Count 31 15 46
% Within Sex | 26.1% | 33.3% | 28.0%

40 — 49 __Count 52 13 65
% Within Sex | 43.7% | 28.9% | 39.6%

50 — 59 _ _Count 22 6 28
% Within Sex | 18.5% | 13.3% | 17.1%

Count 7 0 7

S0 =G8 % Within Sex | 5.9% 0.0% | 4.3%
70 + Count 2 0 2
% Within Sex 1.7% 0.0% 1.2%
Total Count 119 45 164

Prevalent AIDS Cases Through 6/30/02
Living AIDS Cases — combined — from 7/19/02 HARS data
Source: Texas Department of Health

Selected Health Facts

Figure 15: Medicaid Eligible and Uninsured in Waco HSDA Compared to Texas
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Table 30: Designated Primary Care Health Professional Shortage Areas (HPSA) and
Medically Underserved Areas (MUA) by County in Waco HSDA

County Partial County or | Whole MUA
Special Population | County
HPSA HPSA

Bosque No No Whole County
Falls No Yes Whole County
Freestone Yes No Whole County
Hill Yes No Whole County
Limestone Yes No Whole County
McLennan Yes No Partial

U.S. Dept. of Health and Human Services, 2003

Table 31: Direct Patient Care Physicians (DPC) by County of Practice

County | 2002 120020PC "G 0 on per 100,000
per DPC* Population
IBosque | 16526 | 9 | 186 | 545
IFalls | 19,033 | | 3172 | 315
Freestone | 16,977 | 8 | 2122 | 471
IHil 29279 | 27 | 1,084 | 922
LLimestone | 21,943 | 16 | 1371 | 729
McLennan | 194,234 | 358 | 543 | 1843
\Waco HSDA | 297,992 | 424 | 703 | 1423
'Texas Total 21,056,712 33,094 @ 636 | 157.2

Texas State Board of Medical Examiners, September 2002

There are nine acute care hospitals in the Waco HSDA. All counties in this region
have at least one hospital.
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Regional Summary

Demographics

According to the U.S. Census data of 2000, the population of the entire region
that makes up the Central Texas HIV/AIDS Planning Area is 2,458,180. 1,827,520
of the residents are over the age of 18, and 243,516 of this subcategory are over
65 years old. Approximately 73.1% of all of the people living within the CTHPA
are Caucasian as described in the chart below. Hispanics make up 22.0% of the
population, African Americans make up 10.6% of the population and Asians make
up 3.5% of the population. Approximately 2.5% of the population is two or more
races. American Indians-Alaskans and Pacific Islanders account for less than 1 %
of the population collectively. Figure 16 below illustrates the population of the
entire planning area by ethnicity.

Figure 16: Central Texas Planning Area Ethnic Profile
2%

20%

O Caucasian

B African American
OAmerican Indian
OAsian

E Hispanic

9% OOther

65%

3%
1%

U.S. Census 2000

U.S. citizens comprise 90.6 percent of the population, with 72.7 percent preferring
to speak English and 19.4 percent preferring to speak only Spanish.

The average family size is 2.56, and the average household size 3.06.
Approximately 54.4 percent of the population over 15 years old is married.
Approximately 4.6 percent of the population over 16 is unemployed. The per
capita income in this area is $18,744 and the mean retirement income in this area
is $21,370.

HIV/AIDS in Central Texas HIV/AIDS Planning Area
The Texas Department of Health indicates that 3,455 individuals in the 43 county
planning area were living with HIV/AIDS as of June 30, 2002.
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Current Age. The HIV/AIDS epidemic in the CTHPA has been well documented in
the record keeping of the Texas Department of Health. The prevalence of
HIV/AIDS by age is shown in Table 32 below.

Table 32: Living HIV/AIDS Cases in the CTHPA by Gender and Age

Sex

Current Age Male | Female | Total
Count 0 1 1

0(0-11mos.) o "ithin Sex | 0.0% | 0.1% | 0.0%
2_4 Count 1 2 3

% Within Sex | 0.0% 0.3% | 0.1%
5_1 Count 14 12 26

% Within Sex | 0.5% 1.7% 0.8%
13-19 Coun_t _ 9 17 26

% Within Sex | 0.3% 2.4% | 0.8%
20 - 24 Coun_t _ 65 53 118

% Within Sex | 2.4% 7.5% | 3.4%

25 _ 29 Coun_t : 164 81 245

% WithinSex | 6.0% | 11.4% | 7.1%

30 -39 Coun_t . 1064 255 1319

% Within Sex | 38.7% | 36.0% | 38.2%

40 — 49 Coun_t _ 1043 202 1245

% Within Sex | 38.0% | 28.5% | 36.0%

50 — 59 Coun_t _ 302 65 367

% Within Sex | 11.0% 9.2% | 10.6%

60 — 69 Coun_t : 73 17 90

% Within Sex | 2.7% 24% | 2.6%

70 + Count 10 3 13

% Within Sex 0.4% 0.4% 0.4%

Unknown Coun_t = 2 0 2

% Within Sex | 0.1% 0.0% | 0.1%

Total Count 2747 708 3455

Source: Texas Department of Health
Prevalent HIV Infection Cases Through 6/30/02
Living HIV/AIDS Cases — combined — from 7/19/02 HARS data

Race-Ethnicity. There is a large difference in race-ethnicity and gender of
individuals with HIV/AIDS in Central Texas. These statistics vary greatly from the
general population statistics, as shown in Table 33.
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Table 33: HIV/AIDS Cases in the CTHPA by Ethnicity and Gender

Race-Ethnicity Male | Female | Total
White Non-Hispanic 53.3% | 30.4% | 48.6%
African American 25.2% 53.1% | 30.9%
Hispanic 20.3% | 16.0% | 19.5%
Asian Pacific Islander 0.4% 0.6% | 0.4%
American Indian-Alaskan | 0.4% 0.3%
Not Specified 0.5% 0.4%

Source: Texas Department of Health
Prevalent HIV Infection Cases Through 6/30/02
Living HIV/AIDS Cases — combined — from 7/19/02 HARS data

Even though African American females make up less than 5 percent of the total
population, they account for over 50 percent of the females with HIV/AIDS. Also
a higher percentage of African American females than African American males are
infected and a higher percentage of White Non-Hispanic males are infected than
White Non-Hispanic females.

Mode of Exposure. Mode of exposure varies with gender, but sexual contact
accounts for most cases of HIV/AIDS exposure in Texas, as shown in Table 34
below.

Table 34: Mode of Exposure for HIV/AIDS Cases in the CTHPA

Mode of Exposure Sex
Male | Female | Total
N Count 1483 | N/A| 1483
Ll i ke B % Within Sex | 54.0% |  N/A | 42.9%
IDU Count 333 184 517
% Within Sex | 12.1% | 26.0% | 15.0%
) Count 262 N/A 262
e Lol % Within Sex | 9.5% | N/A| 7.6%
Heterosexual Contact Count 123 264 387
% Within Sex | 4.5% | 37.3% | 11.2%
Count 1868 | 264 | 2132
All Sexual Contact 1=y "\ i ooy T68.0% | 37.3% | 61.7%
Transfusion Count 11 16 27
% Within Sex | 0.4% | 2.3% | 0.8%
Not Classified Count 509 224 733
% Within Sex | 18.5% | 31.6% | 21.2%
. Count 17 17 34
Ped Parent at Risk = i Sex | 0.6% | 2.4% | 1.0%
Count 3 2 5
) QD L % Within Sex | 0.1% | 0.3% | 0.1%
Total Count 2747 708 3455
% Within Sex | 100% | 100% | 100%
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III. Mission Statement and Vision
Mission Statement

The mission of the Continuum of Care Committee of the Central Texas HIV/AIDS
Planning Council is to develop and produce a continuum of care document that
accurately represents the Central Texas Planning Area, adheres to the standards
outlined in the Statewide Coordinated Statement of Need, and can be used by
service providers, planners, and the Planning Council to direct future activities.

Vision

Our vision is that all people living with and affected by HIV/AIDS in the Central
Texas Planning Area will have access to services they need (within a comfortable
environment) to improve their quality of life, relative to their individual needs,
regardless of their ability to pay.

Currently, PLWHA face multiple barriers in accessing needed services; some of
these barriers stem from the PLWHA themselves and their communities, some are
due to the lack of service coordination among providers, and some are the result
of unsuccessful policies and regulations. While addressing some of these barriers
lies beyond the control of this Planning Council—particularly regarding policies and
regulations—actions can be taken to overcome a number of the personal and
organizational barriers that inhibit PLWHA from seeking or receiving services.

Our planning area is divided into five HIV Service Delivery Areas (HSDAs), each
one with a “metropolitan” hub where the majority of services are provided:

Austin HSDA: Austin

Brazos Valley HSDA: Bryan/College Station
Concho Plateau HSDA: San Angelo
Temple-Killeen HSDA: Temple

Waco HSDA: Waco

Our vision for ideal HIV/AIDS prevention and care services entails each HSDA
having a hub agency serving as the primary service coordination organization.
This will typically be the local agency that provides case management for PLWHA.
This organization will also be the central information hub for other organizations
that provide services to PLWHA.

Ideally, service providers will involve themselves in local networks to facilitate
information sharing and to enable organizations to leverage their resources.
Examples of these networks already exist in some of the HSDAs but could be
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expanded to cover a broader representation of service providers. These networks
will give the service coordination organization the information and resources
necessary to provide comprehensive case management for their PLWHA. Through
the case manager, each PLWHA will be connected with the services he or she
needs.

For each HSDA, certain services are unavailable locally, or availability is limited
such that all PLWHA needing those services cannot access them. Limited funding,
high-turnover of case managers, and a community’s inability to support particular
services all contribute to limited availability. In such cases, the service
coordination organization needs to build relationships with service providers who
have the ability to offer needed services as near to the HSDA as possible. As a
result, case managers will then be able to get their PLWHA the needed services
more easily—without having to come up with a contingency plan each time a
PLWHA needs a service that is not available in his/her delivery area.

Finally, greater attention must be paid to issues of confidentiality for the PLWHA in
this area. By and large, the infected population does not willingly self-identify;
several conceal their status out of fear, shame, cultural expectations, or self-
imposed isolation. While the latter issues can only be addressed through personal
and community change, PLWHA’s fear of being identified by other members of
their community--because of careless action on the part of service providers or
because of identifying information on information and products
received/delivered—can be easily addressed. Several PLWHA stated that they
refrain from seeking care and/or services because they do not want to risk being
identified by someone else in their community for their own sake or for the sake
of their partner, family, or children. These individuals would seek and receive
services if guaranteed anonymity and confidentiality. This should be a goal of all
service providers who help people living with HIV/AIDS and those affected by
HIV/AIDS.
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IV. Goals and Objectives

Goal 1:

Goal 2:

Goal 3:

The continuum of care will adhere to the standards of our

funding sources.

Obijective 1.1:

Obijective 1.2:

To utilize definitions and categories of services
as directed by the Health Resources and
Services Administration (HRSA).

To address confidentiality issues, particularly
emerging from HIPAA.

The definition of the ideal continuum of care for the Central
Texas Planning Area will reflect the consensus and
collaborative effort of the Central Texas HIV/AIDS Planning

Council.

Obijective 2.1:

Obijective 2.2:

To include the Planning Council—at minimum
one representative from each HSDA—in the
process of defining the ideal continuum of care.

To account for characteristics, issues, and
challenges unique to each HSDA in progressing
toward the ideal continuum of care.

The ideal continuum of care will include substantive input
from PLWHA and providers.

Obijective 3.1:

Obijective 3.2:

Objective 3.3:

To include input from providers not represented
on the Planning Council.

To include input from PLWHA not represented
on the Planning Council.

To accurately represent the input and
perspectives of providers and PLWHA
interviewed.
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Process for Developing Continuum of Care

The continuum of care described in this document reflects the participation and
collaborative effort of many individuals, representing an array of populations,
organizations, and interests. The Continuum of Care Committee (COCC) of the
Central Texas HIV/AIDS Planning Council (CTHPC) consists of twelve individuals,
representing both PLWHA and providers from the five HSDAs in the planning area.
The committee is unique in that its members include a diverse combination of
service providers, such as health care services, human services, social services,
and case management.

The CTHPC authorized the COCC to hire an outside agency to assist with the
continuum of care process and document. The COCC, with the approval of the
CTHPC, voted to hire the Community Health Development Program (CHD) from
The Texas A&M University System Health Science Center School of Rural Public
Health. The contract was signed on February 17, 2003, giving CHD roughly 7
weeks to complete the discussion groups and interviews, and to draft the report.
A summary of the process is outlined below:

e Gather and analyze existing data from needs assessment, provider capacity
surveys, and secondary data sources (Texas Department of Health, 2000
Census, Centers for Disease Control and Prevention, Health Resources and
Services Administration, Texas Department of Human Services).

e Develop a strategy and coordinate with COCC for meeting with providers
and PLWHA in each HSDA.

e Attend training on using the SCSN Continuum of Care Guidance Document.

e Meet with COCC to discuss the amount and type of information to be
gained through discussion groups and interviews.

e Conduct discussion groups with providers in each HSDA.

e Conduct discussion groups or interviews with PLWHA in each HSDA.
e Document analysis of discussion groups and interviews.

e Draft continuum of care document.

e Present draft of continuum of care document to COCC for review.

e Incorporate revisions suggested by COCC and present document to
Planning Council in final form.

The Needs Assessment Committee facilitated the collection of data through the
comprehensive needs assessment and Provider Capacity Survey and coordinated
activities for the work phase of the continuum of care. While only one member of
the committee is a consumer, the committee as a whole strongly advocated
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compensating for this by including a substantive number of PLWHA from various
subpopulations in the development of the continuum of care. Committee
members themselves arranged for interviews with PLWHA to involve a purposive
sample in the information collected.

In total, fifty PLWHA were interviewed. These PLWHA provided a broad cross-
section of people living with HIV/AIDS and their partners/caregivers. The diversity
of the PLWHA interviewed is particularly notable in the variety of ethnicity (African
American, Caucasian, Hispanic), gender (male, female, transgendered), risk
factors (MMS, heterosexual contact, IDU, recipient of blood products), urban/rural
residence, and age (early 20s through late 50s). Through this sample, invaluable
information was gathered to supplement the needs assessment data and to clearly
illustrate the current and desired continuum of care. Because these individuals
were included in the development of the continuum of care outlined in this
document, the Planning Council can be sure that their needs are being accurately
represented and that action taken on the recommendations given below will
actually serve to meet those needs.

In addition to the PLWHA interviews, committee members also coordinated
meetings with local service providers. In total, sixty-five providers participated in
discussion groups across the five HSDAs. These providers ranged from doctors
and allied health professionals to case managers and representatives from public
and private organizations that provide services to PLWHA. These discussion
groups offered a wealth of information that helped shape our ideas of what the
current and desired continuum of care looks like, and what is feasible for each
HSDA. They also provided significant information about the barriers they face in
providing and coordinating services for their PLWHA.

Several challenges presented themselves in the process of developing the
continuum of care. Primarily, the timeframe for completion was tight, but through
ongoing communication and cooperation, CHD and the COCC were able to gather
the information needed and to complete the continuum of care document. In
addition, a poorly timed ice storm delayed training for the guidance document and
set CHD back a week in writing. While this was inconvenient, the number of staff
contributing to the project made this event a minor setback. Both the COCC and
CHD anticipated having difficulty in getting PLWHA to participate. However, in all
but one HSDA, plenty of PLWHA made themselves available for interviews.
Although there were some issues that had to be addressed along the way, both
CHD and COCC deem this process successful and productive.
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VI.

Gap Analysis
Corrective Action Plans

The self-assessment was completed by the CTHPC on March 21, 2003. This
assessment revealed significant differences in perceptions of the continuum of
care among the HSDAs, and differences in perceptions between providers and
PLWHA when compared to survey and qualitative data.

As this was the first self-assessment done by the Planning Council, several areas
that needed improvement were identified, particularly concerning linkages and
coordination. The assessment also highlighted the gaps in services available in
some HSDAs. As evidenced by the results of this assessment, some services
needed to be added or expanded to reach all PLWHA, and service providers need
to prioritize establishing relationships with other providers and coordinating
services to increase each provider's capacity and to leverage scarce resources.
Some of these activities already have a foundation in particular HSDAs, but all can
be expanded and improved.

While the self-assessment offers baseline numbers by which periodic evaluation
can track the progress of the continuum of care, quantitative and qualitative
information collected from PLWHA and service providers offer a more in-depth
perspective of what needs are currently unmet.

Unmet Needs

Both PLWHA and service providers were surveyed and interviewed to gain their
perspectives and insights into what the current continuum of care is, and what the
ideal continuum of care would be. The input of PLWHA and providers is described
below.

PLWHA Perspectives—Survey Data

A section of the assessment survey used was designed to assess the client’s
perceived barriers to service. There are six categories with a range of responses
for the participant to choose from. The results were generated from the Visual
Basic Report Generator software included with the data entry module. In the
“Knowledge” category, the two most common responses are “I did not know
service was available” (30%) or “...what services I needed.” (21%) and “Location
of organization” (21%). For “Provider Characteristics” the top two responses are
“Worry about my privacy” (32%), and “Service not available” (17%). In the area
of “Client Characteristics” the responses selected most frequently are “Too upset
to think about treatment” (17%) and “HIV not really a problem for me” (13%).
“System Problems” that are identified by majority are “Could not navigate the
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system” (17%) and “Made me feel like a number” (15%). Issues with “Access
and Availability: Cost” are addressed with the responses “Did not have insurance”
(29%), and “Funding not available for service” (23%). The final section on
barriers to service asks about the clients’ beliefs and perceptions. They “Could not
qualify due to rules and regulations” category and “Afraid of retaliation or
discrimination” categories were the two most common responses (18% and 10%,
respectively).

PLWHA Perspectives—Interview Data

Fifty PLWHA across the region were interviewed.” These PLWHA ranged in age
from early 20s to late 50s; varied in ethnicity—including African American,
Hispanic, and Caucasian; varied in gender—male, female, and transgendered;
varied in urbanity—some from larger cities, some from rural outlying areas; and
varied in risk factors—including male to male sexual contact (MMS), injection drug
use (IDU), heterosexual contact, and recipients of blood products. These PLWHA
participated willingly and were candidly honest in their response to the questions
asked.

Overall, PLWHA expressed gratitude for the services they were receiving. When
asked what services they might need that they were not able to receive or had
difficulty receiving, many would reply, “Don’t get me wrong—I'm thankful for what
is done for me. But...” Most had little trouble accessing medical care, although
making appointments was sometimes difficult as a result of transportation issues.
A large portion of PLWHA interviewed received medical services and assistance
with medications, food, housing, and transportation. A smaller proportion
received dental and vision services and direct assistance (rent, utility, phone, or
emergency assistance). In one HSDA, clients mentioned a lack of services
available for children living with HIV/AIDS and the need to train service providers
to enable them to treat these children. In other HSDAs, providers shared that
children with HIV/AIDS tended to see their family doctor for services rather than a
specialist for privacy reasons.

When asked what services needed to be developed or expanded in the region,
PLWHA unanimously agreed that they need more help getting and paying for
medications. Specifically, they reported that getting prescriptions for drugs to
control their HIV were usually covered, but getting any other prescriptions,
particularly antibiotics, was difficult.  Sadly, many admitted to not taking
medications at times because of the cost. Several individuals also reported
frequently having to choose between paying for medications and paying for other
necessities, such as food or utilities. One man stated, “If it's between taking
antibiotics that cost $50 and feeding my son, I have to feed my son. But it's

" PLWHA from the Brazos Valley HSDA elected to meet as a group. The same protocol of questions was
used in this group meeting as in the individual interviews conducted in the other four HSDAs.
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always in the back of my head that if I get sick, I'm not going to be here for him.
It's choices we have to make.” As research advances and the focus of medical
treatment for HIV/AIDS shifts from prolonging life and staving off opportunistic
infections to suppressing the virus altogether, the life expectancy of the infected
population has lengthened dramatically. While this is indubitably a positive
outcome, the number of people living with HIV/AIDS continues to increase,
resulting in higher demand for medications. This higher demand is met with
limited resources to provide those medications, complicating the situation for both
PLWHA and their service providers.

Another service that most PLWHA reported needing is improved transportation.
In areas where public transportation systems exist, most are able to get vouchers
to take a bus or taxi to obtain certain services. However, when a PLWHA is ill or
dealing with a compromised system, walking to and from a bus stop or waiting to
be picked up from an appointment often makes public transportation unfeasible.
In many areas, case managers serve as a PLWHA's best form of transportation.
While effective, most organization’s capacity to allow their case managers to
transport all their clients in need is relatively low, considering the case managers’
other responsibilities. While case managers make a noble effort and go above and
beyond to serve their clients, a better transportation system would alleviate this
need.

As mentioned, most PLWHA interviewed are recipients of food assistance,
mostly through local food pantries. While they expressed appreciation for this
service, most also reported that the amount of food they were able to get through
the food pantry was inadequate for them to stay healthy or to take all their
medications. One young woman reported, "I have to take 18 pills a day. Lots of
them, I have to take with food, but I don't get enough from the pantry to eat
three meals a day and take all those pills.” They described their difficulty in
adhering to the recommendations given by a nutritional counselor when the
majority of the food available was canned or boxed. Additionally, a lack of meats,
dairy, and fresh produce was cited. Some stated that they were eligible for food
stamps, but said that getting signed up was not worth the effort because they
would only receive between $14 and $38 a month. Several PLWHA mentioned
programs from other places they had lived where food pantries included a better
variety, or they were simply given a voucher or gift card to the local grocery store.
Involvement by faith-based organizations was mentioned in relation to these
notable programs.

Most of the PLWHA interviewed also took advantage of housing or rental
assistance services. While this was lauded as an extremely beneficial service,
some PLWHA conveyed concerns that not enough housing was available, some
programs made them self-identify to their landlords, and rental assistance did not
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cover enough of their rent. Moreover, some housing did not include basic
necessities, such as furniture, linens, or dishes. Partnerships with other
organizations could help meet this need. Furthermore, as echoed by service
providers, transitional housing was noted as being particularly difficult to obtain.

Unanimously across the region, PLWHA interviewed communicated a need for
support. Many reported feeling isolated, and service providers corroborated the
high rate of depression among their PLWHA. Options for individual counseling,
group support, and support for families, partners, caregivers, and children of
PLWHA were suggested. While the need for support services was voiced
unanimously, many PLWHA—particularly in the more rural areas—also reported
that they would not attend group sessions for fear of being identified as HIV
positive. In other words, PLWHA need and desire support, but are afraid of
participating because they do not want to be identified. One creative solution
suggested by a PLWHA was to have a computer with internet access available in a
private place so that PLWHA could gain informational and emotional support from
an online community where their anonymity would be guaranteed. He mentioned
that trying to use a computer in a public place such as the public library would not
suffice because PLWHA would fear someone reading over their shoulder or being
monitored by library personnel. A non-infected partner and caregiver interviewed
also expressed the need for informational and emotional support. An accessible
computer may well meet this need also.

In addition, PLWHA strongly advocated for education on multiple levels. They
reported a need for more education for PLWHA on the disease and how to keep
from infecting others, and to keep current on medications, treatments, and
services available. Many PLWHA report relying on their case managers or periodic
newsletters for this type of information. They also expressed the need for
education for their family and other loved ones who may be affected by their HIV
status so that they may stay informed and be comfortable interacting with the
PLWHA. One PLWHA stated that his family would not eat food that he cooked
because they thought they could be infected. On a broader level, a vast majority
of PLWHA interviewed promoted community education, for general awareness of
the disease and to treat those who are infected with dignity and respect. They
communicated that if their community was educated, they would have less fear of
being identified as HIV positive. And of course, they supported increased
education for the general public to prevent the spread of the disease.

A smaller number of PLWHA raised another important issue: legal services.
While these services are available to some in certain HSDAs, this is not the norm
across the Planning Area. PLWHA expressed a need for help in writing a will,
dealing with discrimination issues, planning for their death, and other legal
problems. Because these services are cost-prohibitive unless provided pro bono,

Central Texas HI\/‘/\A}DS Planning Council
2003 Continuum of Care Report
Page 44



many PLWHA simply do not receive them, but continue to worry about how they
will cope with the legal concerns they face.

Across the region, the same general issues were voiced in all five HSDAs.
Challenges to receiving services discussed can be categorized into personal
barriers, organizational barriers, and structural barriers.

Personal barriers. Personal barriers identified by PLWHA through the interviews
stemmed either from fear, lack of resources, or personal demographic
characteristics. As previously discussed, fear of being identified prevents many
PLWHA from seeking and receiving services they need. Many also reported
lacking the financial and social resources they need to survive, and often had to
make hard choices about how to spend their limited funds—choosing between two
necessities. Furthermore, without a social support network, many PLWHA are
forced to make these choices alone. Concerning personal demographic
characteristics, many PLWHA interviewed said that it was difficult for them to get
certain services because they did not fall into particular categories that are
prioritized for those services. For example, some said that services exist for those
with full blown AIDS that are extremely ill, not for those who are infected with HIV
but are relatively healthy. Others said that services exist for women, PLWHA with
small children, those with substance abuse problems, those requiring mental
health care, the homeless, or people of color, but not for the average white man
(or gay white man). Providers agreed with this observation, saying that
sometimes you almost want to tell your PLWHA to start drinking so that they can
qualify for the services they are not currently eligible for.

Organizational barriers. When describing organizational barriers, most PLWHA
referred to organizations’ criteria for qualification as described above. Many
expressed frustration over their need for services that they did not qualify for.
Other barriers mentioned were cultural—that some service providers did not have
translation services available. Speaking of service providers whose main case mix
was comprised of non-infected patients, PLWHA related that many of those
providers treated them without sensitivity, compassion, or dignity. This also
resulted in PLWHAs" magnified fear over confidentiality. Other organizational
barriers PLWHA mentioned included turnover in case managers and poor
follow-up from their case managers.

Structural barriers. The biggest structural barrier discussed involved poor service
coordination, or a lack of communication among particular service providers.
Specifically, those PLWHA living in outlying areas from where they received
services reported that if there was a service provider in their community, limited
communication occurred between that provider and those in the more
metropolitan area. In other cases, PLWHA having to see multiple service
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providers to meet multiple needs also found poor communication among them.
This resulted in PLWHA receiving conflicting information, being prescribed
contraindicated medications, and leaving confused and frustrated. Better service
coordination could remedy this barrier relatively easily. Other structural barriers
mentioned included geographic barriers and lack of specialists locally so that
PLWHA are forced to travel significant distances to receive care.

Provider Perspectives

Across the region, 65 service providers participated in discussion groups in their
HSDAs. These providers represented a diverse array of services, including primary
care, dental care, mental health, substance abuse, case management, pharmacy,
social services, human services, support services, and transportation. Overall, the
providers who participated represented organizations or segments of organizations
that have specific programming for PLWHA, so the perspectives offered may
present a slightly skewed, but more informed, view of the existing and ideal
continuum of care.

Geographic constraints. Providers were mixed in their perspectives on geographic
constraints to PLWHA receiving the services they need. Some saw geography as a
serious obstacle, and others did not. Most providers acknowledged that they had
clients who faced difficulty in getting to some services, but their barriers stemmed
more from transportation issues than geography. The consensus was that a client
who lived five miles from the service they needed, but did not live on a bus route
or have their own transportation had just as much difficulty getting that service as
a client who lived in a rural outlying county.

Capacity issues. Concerning service providers’ capacity to serve PLWHA in their
respective HSDAs, the main concern was funding. Many providers had
programming targeting particular subpopulations as a result of funding limitations
and regulations. Another funding issue echoed across the 43 county region was
financial insecurity; service providers expressed that they could never be certain
about future funding, and grant funds they received for particular services were
finite—once the money was expended, those services would no longer exist. In
addition, providers cited a lack of specialists—specifically infectious disease
specialists—available locally to treat their clients, which forced clients to have to
travel out of the area in many cases. Some mentioned clients that “milked” the
system, seeking all the services they could get, even if they did not really need
them. This was corroborated by the PLWHA interviewed, but not to a degree that
should cause concern. Many of the PLWHA who participated said that they were
likely to refrain from seeking services when they could get by on their own
because someone else probably needed it more.
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Regulatory issues. As mentioned above, regulations tied to particular funders
prove to limit the kind and amount of services a provider can offer and to whom.
Regulations concerning patient privacy present another formidable challenge
for service providers. With the implementation of the Health Insurance Portability
and Accountability Act (HIPAA), the policies governing confidentiality are growing
increasingly stringent, and providers are growing increasingly aware of the
implications. While HIPAA is a step forward for PLWHA in their struggle for
confidentiality and feeling secure in seeking services, the act also complicates the
efforts of service providers who are trying to collaborate to coordinate services for
those same clients. One provider network in the region has a formal agreement
among providers in the network, and they have developed a release form that
clients can sign to authorize specific information sharing among the designated
entities. More formal memorandum of understanding (MOU) may be necessary to
enable organizations to cooperate in service coordination activities.

An additional issue raised by service providers was the sheer volume of
paperwork required by funders and regulatory agencies. They expressed
frustration over the amount of time and effort the paperwork demands, which in
turn takes time away from their being able to serve the clients.

Jurisdictional/Political factors. Providers unanimously supported increased
advocacy directed at legislators. Throughout the planning area, service
providers voiced their concern that the majority of people who are making
legislative decisions are not well informed of the issues, nor do they have the
interest of PLWHA in mind when decisions get made. A resounding comment was
heard from each provider group: “Let them spend a day doing what I do. Then
they’ll understand.” More advocacy and lobbying efforts should be directed at
legislation to reduce the systemic barriers providers and PLWHA face.

Prevention barriers. The most significant barrier service providers discussed
regarding prevention was a lack of education or a resistance in the
community—particularly in public schools—to prevention education. Providers
expressed the importance of reaching children when they are young, to teach
them how to protect themselves and also about the disease itself so that if they
have a friend who is infected, they will know how to interact with them. This
would also serve to progressively reduce the stigma associated with HIV/AIDS.
However, school districts in Texas are partial to abstinence programs, and
teaching youth about risk reduction, protection, and alternative lifestyles is
typically controversial.
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Existing Resources and Capacity

Health Resources

Free HIV testing is available through various resources to almost anyone in the
region who thinks they have been exposed. Secondary prevention is also
widely available for those who test positive for HIV. Primary care services are
available for all PLWHA in the region, but access may be limited by geography,
resources, and transportation. Specialty care is extremely limited, and most
PLWHA in the Planning Area are forced to travel to see a specialist. Some
medication assistance is available to most PLWHA, but getting all the necessary
prescriptions is difficult for many, particularly the drugs that are for things other
than controlling their HIV. Mental health services are available to PLWHA in
some HSDAs, but psychiatric services are sparse. Emergency medical services
(EMS) are also limited, particularly in the rural outlying counties.

Dental care is available to some, but many also have to travel to see a dentist or
to get dental services other than routine preventive cleanings. Most are not
covered by insurance, and resources are scarce to pay for non-preventive
services. Vision care is available to many PLWHA in the Planning Area, and
those interviewed related how valuable these services are, considering some of
their medications alter their vision.

For PLWHA who require inpatient or long term care, some services are
available, but little information was available on these services. Typically, the
providers that offer these services are treating PLWHA as well as other types of
patients; these are providers that are underrepresented in the survey and
discussion group data. While this data is inconclusive, it is clear that home
health services and hospice care are available to most PLWHA if and when
they need it.

Psychosocial Resources

Psychosocial resources were the most difficult to obtain in many cases. Limited
funding has increased the focus on basic health needs, such as primary care and
medication, while support groups and individual counseling are viewed as
less critical to the health of PLWHA. Many PLWHA interviewed expressed a need
for some type of social support, whether it be individual or group-based. This
need often extended to their partners, families, and children as well. Several who
had moved into the region from another region or another state offered examples
of buddy programs that served them well. These programs used “buddy”
volunteers to provide hands-on assistance, such as transportation or food delivery,
but they also provided emotional support and kept their buddy from succumbing
to isolation and depression. PLWHA who had participated in this type of program
praised it as being extremely beneficial to their physical and emotional well-being.
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Support Resources

Every HSDA proved to offer basic services to PLWHA in the areas of education,
housing, nutritional counseling and food pantry, direct assistance, and
transportation through a variety of means. Some clients were able to receive
more services than others based upon specific programming criteria. While
extremely valuable to those they serve, these services need to be expanded for
broader availability and accessibility.

Resources offered in fewer areas across the region for which clients expressed a
need included legal support, child care services, translation services, and
job training and placement assistance. Furthermore, for some who received
housing assistance and were placed in a home or apartment, they reported a need
for provision of basic living necessities, such as furniture, linens, and kitchenware.
Many who used the food pantry said that occasionally, paper goods were available
there, but that it was unpredictable.

Impact of Emergent Populations

One population of PLWHA growing at an alarming rate is African American
women. Cultural and organizational barriers make these women hard to reach;
many remain in denial about their infection, and those who acknowledge their
status do not seek services in fear of being identified. Organizations who serve
PLWHA have few resources to address the unique concerns of this population, and
there are few African American service providers across the continuum of care in
the Central Texas Planning Area.
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VII. Diagram of Ideal Continuum of Care
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The Ideal Continuum of Care above illustrates an example of how consumers
could effectively navigate the system and receive the services they needed. The
cornerstone of this model is service coordination, which is crucial to the
consumer and to the service providers. Ideally, one primary service coordination
organization in each HSDA would function as the central information
clearinghouse for PLWHA and providers. Logically, this should be the
organization that provides comprehensive case management. The service
providers would be organized into a tight network, such that all available
resources are known to each, and formal relationships are established among
them. This collaborative design ensures that whether an individual tests positive
at a screening activity, presents in the hospital with a secondary infection, or
self-identifies in seeking housing assistance, he or she will be directed to a
primary service coordinator (case manager) who can then refer out for needed
services. This model encourages, promotes, and facilitates coordination and
cooperation among providers so that a consumer can learn about other available
services regardless of his/her point of entry into the continuum of care.

Model Highlights

e Core and Additional Services
o The model divides services into three broad categories:
1) health related services;
2) psychosocial services; and
3) support services.
o Each broad category includes key services recommended by HRSA.
Each key service can be broken down into more specific services.

e Measurable Outcomes
o Establishment of provider networks
o Existence of formal agreements between providers
o Referral patterns by case managers
o Service utilization by PLWHA

e Rationale for Ideal Array of Services

o These services are offered in an interconnected system so that each
service provider is aware of other services and can refer a consumer to
the primary service coordination organization, confident that the
consumer will be able to get the services he or she needs—within the
same category or a different category.

o The services compose a circle around the consumer and encompass
the case manager so that both the consumer and case manager work
together to assure complete access and utilization of all needed
services.
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The model is introduced to assist PLWHA and providers in visualizing an ideal
continuum of care and its coordinating functions. The consumer enters the
model either through: 1) one of the service providers—which in turn, guides the
consumer to the service coordination organization, or 2) the primary service
coordination organization—where the consumer is appointed a case manager
who will assist the consumer in accessing available services. The consumer is in
the middle of the continuum and has direct access to all service providers and
his/her case manager. Each service provider is linked to other providers as well
as to the primary service coordination organization, thus facilitating more
efficient utilization and the leveraging of resources.

Overall, the model emphasizes the significance of a well-coordinated,
comprehensive continuum of services and demonstrates how a consumer may
best gain access to each of these services such that the needs of PLWHA and
persons affected by HIV/AIDS are met.

VIII. Recommendations for Planning Priorities

Having reviewed secondary data, as well as client assessment surveys, provider
capacity surveys, and qualitative input from PLWHA and their providers in the
Central Texas HIV/AIDS Planning Area, the priorities below are recommended.
Specific data, details, and rationale for these recommendations can be found
throughout this document; the list below serves as a concise reference for the

CTHPC.
1. Coordination of Services
a. Networking Among Providers
b. Linkages and Coordination of Service
C. Centralized Case Management
d. Identification of Resources

2. Expand Services

a. Medications

b. Food

C. Housing

d. Support Systems

3. Attend to Subpopulations and Universal Barriers
a. Confidentiality/Fear of Being Identified
b. Lack of Sensitivity of Some Providers
C. Culturally Appropriate Treatment
d. Diversity Among Service Providers
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