< ¥ Developing HIV/AIDS Health Care
inthe U.S. - Mexico Border
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4, Ohjectives

~ 5 Review VAG statistics for HIV/AIDSin the
< south Texas horter.areaforyear 2001

. 5 Understandithe Barriers to Quality Health
< SEIVICES In ourarea

4~ g Provite planofaction avaiiableio
~ understand and adiress barriers ISSUes
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Caseload Growth: 1988 - 2000
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1988 1989 1990 1992 1993 1994 1995 1996 1997 1999 2000

Cases /Year 1 33 64 81 88 100 99 86 83 114 96
—=— Cumulative Cases Opened 1 34 98 259 347 447 546 632 715 910 1006



Y VAUEVAIDS COUNCILELINIC

» ~ PATIENT UTILIZATION
4,

N Valley AIDS Council Clinic
‘~ Clinic Contacts for Health Car e
< by Six Month Periog:

~ Patients  Contacls
4 = 1999 181 A4
<~ 2000 202 720

2001 318 1032
n



Valley AIDS Council Clinic
Cases Opened: Jan. - June 2001

. IN=58)
~ Sourcesof Referralsii%}
Hospital 12
~ In-State CI 13
Correctional Dep 12
10




~ ValleyAIDS Council Clinic
< Cases Opened -- Jan. - June 2001

~ (N=58]

~ oGender: Male:70% Female: 26%
o Heterosexual:58%
~ s Race: Hispanic: Mexican: 88%

~ GCalucasian: 10%
Afro-American 2%

~ Disease Status (At Intake)
£04/'<200: 03%

~ Viral Load >100K: 51%

Naive to Treatment: al%




Valley AIDS Council Clinic
Cases Opened: Jan - June 2001 by Age Group
N =58
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<~ Valley AIDS Gouncil
N Cases Opened: Jan. - June 2001

4,
~ Risk Faciors Represented|(%}
4 ™ |nconsistentUseof Condoms 79

~ Multiple Sex Partners 18

. Driig Abuse 60
<~ S1l's o1

~ Blood Trans. Priorto 1990 13
< Blood Trans. From Mexico 3
~ SpousalTransmission 10
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1‘ Driig History
N

ﬁ‘ ETON a1 %

1‘ Marijuana,  29%

L. Heroin 5%
n




Percent of STD's in Cases Generated
January - June 2001
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Percent of Clinic Patients with CD4 Counts Less than 200
(Includes new cases beginning treatment)
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Percent of Patients with Viral Loads 0 - 400 by Month Tested July
2000 - June 2001 (Includes New Patients and those in treatment.)
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N FromTalkto Action in Fighting
5 HIV/AIDS

@Treatment of HIVis a challenge oflong
< " term, non-curative and complex

Ny
N pctientsis evienced

p HIV/AIDS treatmentis our priority

n
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4‘ Barriers to HiV Health Gare

<.~ s Barnierstomedical care in HIV
4‘ positive patients can/be ciassiienin:

N
<~ Barriers inthe Delivery of Health Care

n



::atient Barriers

‘z Limitedhealth education
g Poverty and Iack of personal resources
< % Mistrustoficonfidentiality
\q kearof social anid economic consequences
5 Nocommunity orfamily'suppornt
‘z High risk’hehavior
‘z severe tenialand/fearof thedisease
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-\ PatientBarriers
Ny (Cont}

<.~ 8 Active frug a_llus_e :
4‘ 5 Active pSychatric disorders

s Inablity'to access health care resolurces
~ [(Transportation and.communication)
<

g Inadequate Housing
5 LacK ofHealth insurance
<~ 5 Gost of medications
1 5 Adherence to treatment regimen



.
:~ Cultural Barriers

-

<~ 5 Family structure (Women - 1ast to get care)
~ 5 MachismoHispano

<« ™ g lackofhealth education

4‘ 5 High risk behavior
g

n



N Ccultral Barriers
Ny (Gont]

~ gToohtainmedical and dental careiin
< Mexico 1S a family tradition

<~ 5 Easy access to prescriptiondrugs

~ 5 Religious heliefs - Fatalistic
< Determinism

<~ gGluranideras & alternative medicine

n



4\]6“\'&“’ oi Health Gare Barriers

N

iz Primary Gare physicians:

~ ::Il::llloetllll ::I:I(;a[:ii::l(;tt::lirses, socialworkers

Fhysicians with imited knowlerige ahout Hiv
DIAgNosis
Vectors of Transmission
Treatmentand management
Prognosis ani comphcations
Universal precautions

<
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N Deliveryof Health Care Barriers
Ny (Cont

PhySICIansS risK or losing otherpatients

A
" A& 4

Increasedexpenses
<~ Limited knowledge of culturalissues
< Not testing for HIV
~ No patient education ahout HIV
< Severelyill patients

&



W Delivery of Health Care Barriers
~ (Cont)

~ sHospital Barriers

‘ it otcaton.
N
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W HIVSpecialistBarriers
Ny (Cont}

-
~ 5 Opportunistic Infections

<~ & McUIty In obiaining primary care
< physicians for our patients

~ 5 Difficultyin obtaining consulis from
< specialists

4‘ 9 Co-morbid diseases

n
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~ Ohjectivesor Action

~ ¢ To provide education to Health Care
< Professionals, at all levels, toimprove the
~ guality of medical care to HIV patients

g 1o expandHIV care to primary care

< physicians in Gommunity Health Genters
5 1o diagnose IV diseasein early stages for
< early access 1o medical care
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:§ Mode of Action

.‘z Adherenceteamand SUPNOFLOroONNS

4 "5 Create amotlel of education for clinic stafi
~ memhers

A "0 Provide conferences for.primary care
<~ physicians

‘z Cooperate with Hospital based ediication
<
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-\ Mo of Action
Ny (Cont

-
~ g Greate specific.chinics days to involve
patientparticipation

<~ 5 Create research projectsto adiress
~ SNECIIC ISSIIES In our patient population
< 5 Greate programs to expandaccess/1o our
patients [SENS)

<~ 9) gmi :g:v programsitioamprove
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:‘Mhat have welearned?

@ RIV/AIDS is/aidisease thatdoesnot select
<« ™ persons by gender, age; sexual

~ preferences, education, or.Socio-economic
4 " status

<§ HIV/AIDS - family support & mvolvement

EXtensive educationisneetemn forpatients,
families; health care professionals antd the

~ community

. {



N What have we learned
~ (Cont)

~ 5 Maximum agherence 1s obiameninociors,
Nirses, case managers and pharmacies
work together

<~ g batients need to'he involvedin their caren
< collaboration withithe chinic

s Adiress 1SSues ofpoverty, transportation,
< nousingandothers as necessary

5 Team efforts are needed/toimprove quality
1 of HIV 'care to.our patients



-\ Whathiave we learned?
Ny (Cont}

-
~ 5 Gommunications between primary toctors,
HIV specialists ani other specialists are

<~ invaluable

5 More research stiigies are neeted inthe
areatoadidress new'concerns, harriers an

:~ OUICOMes

n



Golaboracionte:
Fernando Garcia, MD



