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Basic Vocabulary

There are many specialized terms used in connection with HIV/AIDS services. Listed here are some frequently used terms.

ACCT
AIDS Community Care Team

ACTU
AIDS Clinical Trials Unit

ADA
Americans with Disabilities Act

AEP
AIDS Education Project

AIDS
Acquired Immune Deficiency Syndrome

ASO
AIDS Service Organization

BIAP
Big Island AIDS Project

CAB
Community Advisory Board

CARE Act
Also Ryan White CARE ACT – the federal act providing funds for services to people living with HIV/AIDS is called the Comprehensive AIDS Resources Emergency Act (CARE)

CBO
Community Based Organization. These are nonprofit organizations in the community that provide services to people with HIV/AIDS

CDC
Centers for Disease Control and Prevention

Continuum of Care
The full range of services provided to people with HIV/AIDS. It includes primary medical care as well as community-based social services

DOH
Hawaii Department of Health

Epidemiology
The scientific study of the transmission and geographic distribution or spread of disease.

GHP
Gregory House Programs

Hawai‘i CARES
Hawaii Community AIDS, Resources, Education and Support, the former HIV/AIDS Care Consortium for Hawai‘i.

HCOBRA
Hawaii’s Health Insurance Continuation Program 
HDAP
HIV Drug Assistance Program

HIHAF
Hawaii Island HIV/AIDS Foundation

HIPAA
Health Insurance Portability and Accountability Act

HSPAMM
Hawaii Sero-positivity and Medical Management Program

HOPWA
A federal program that provides funds for Housing Opportunities for People with AIDS. HOPWA is administered on the federal level by the US Department of Housing and Urban Development (HUD).

HRSA
The Health Resources Services Administration of the U.S. Department of Health and Human Services.

IDU
Injection Drug User

LF
Life Foundation

MAF
Maui AIDS Foundation

MP
Malama Pono – The HIV Service Agency of Kauai

MSM
Men who have sex with men

Needs Assessment
Questionnaire surveys, focus groups, key informant interviews and other methods are used to develop a profile of the service needs of people with HIV/AIDS

PHIP
Primary Prevention for HIV Positives

PWA/PLWA
Person With AIDS/Person Living with AIDS

RFP
Request for Proposal

Ryan White HIV/AIDS
The Ryan White HIV/AIDS Treatment Modernization Act of 2006
Program

SAPB
STD/AIDS Prevention Branch of the Hawaii Department of Health

STFB
Save the Food Basket, Inc.

WHAF
West Hawai‘i AIDS Foundation

Introduction

Planning has always been a fundamental focus of the Ryan White Comprehensive AIDS Resources and Emergency Act (CARE Act) legislation, and following it, the Ryan White HIV/AIDS Treatment Modernization Act of 2006 (Ryan White HIV/AIDS Program).  Ryan White HIV/AIDS Program Part A and Part B grantees have established service and resource allocation priorities, goals and objectives for each grant year based on state and local level HIV care services planning activities.  However, comprehensive HIV services planning goes beyond annual services and resource allocation.  Comprehensive planning should result in a road map for the incremental development of a system of care over the longer term. 

This comprehensive plan is an attempt to:

· Address disparities in access to HIV care and services among affected subpopulations and historically underserved communities;

· Develop methods to identify individuals who know their HIV status but are not in care and strategies for informing these individuals of services and enabling their use of HIV-related services;

· Address the needs of those who know their HIV status and are not in care, as well as the needs of those who are currently in the care system;

· Eliminate disparities in access and services for historically underserved populations;
· Provide goals, objectives, timelines, and appropriate allocation of funds (as determined by the needs assessment); and

· Coordinate services with HIV prevention programs including outreach and early intervention services. 

Why do we need a Comprehensive Plan?


A Comprehensive Plan is necessary to answer several questions:


Where are we now?
· What do we know about the spread of HIV infection (epidemiology) in the state? Are there evident trends and emerging populations?

· What do we know about the need for services for people with HIV/AIDS, especially those who are not privately insured?

· How well are we doing in providing these services?

· Are there unmet needs?

· What kinds of barriers do people experience when trying to access or even learn about available services?

· What should we be doing to improve our knowledge regarding all these issues?


Where are we going?

· What values should we embody in developing a continuum of care serving people with HIV/AIDS?

· What is our vision of the ultimate continuum of care that we hope to achieve through the plan?

· How should our values and vision accommodate differences among communities?


How will we get there?

· What are specific core services that should be accessible to all HIV infected persons?

· What should be our standards of care? How will we achieve them?

· Can we define measures of efficiency, effectiveness and equity to guide improvement of services over time?

· How should we ensure coordination and collaboration of service delivery among providers?

· How should diversification of funding be achieved?

· With regard to all of these questions, how will we measure our progress?

Executive Summary

Planning has always been a fundamental focus of the Ryan White Comprehensive AIDS Resources and Emergency Act (CARE Act) legislation, and following it, the Ryan White HIV/AIDS Treatment Modernization Act of 2006 (Ryan White HIV/AIDS Program).  Ryan White HIV/AIDS Program Part A and Part B grantees have established service and resource allocation priorities, goals and objectives for each grant year.  Comprehensive planning should result in a road map for the incremental development of a system of care over the longer term. 

A Comprehensive Plan is necessary to answer several questions:  Where are we now?   Where are we going?  How will we get there?

WHERE ARE WE NOW?
Description of the State
More than one-half (1/2) of the State's population is Asian/Pacific Islander; more than one-fifth (1/5) is of mixed race; almost three-fourths (3/4) of the state population lives in Honolulu County on the Island of Oahu.  More than one-fourth (1/4) speaks a language other than English at home.  More than four (4) out of five (5) residents have a high school education.  One (1) in ten (10) residents lives below the poverty threshold; this rises to two (2) in ten (10) if the household is headed by a woman.  Almost nine (9) out of ten (10) residents have some form of health insurance.

Geography
The State of Hawaii has a total land mass of six thousand four hundred twenty-three (6,423) square miles, spread out over seven (7) major inhabited islands divided into four (4) counties.  The four (4) counties, in descending order of population, are the County of Honolulu on the Island of Oahu;  the County of Hawaii on the Island of Hawaii; the County of Maui which includes the Islands of Maui, Molokai, and Lanai; and the County of Kauai which includes the Islands of Kauai and Niihau.  According to the 2000 U.S. Census, the state had a total population of one million two hundred eleven thousand five hundred thirty-seven (1,211,537) people.  The population of the County of Honolulu was eight hundred seventy-six thousand one hundred fifty-six (876,156) individuals; the County of Hawaii, had a population of one hundred forty-eight thousand six hundred seventy-seven (148,677) residents; the County of Maui had one hundred twenty-eight thousand two hundred forty-one (128,241) residents; and the County of Kauai had fifty-eight thousand four hundred sixty-three (58,463) residents. 

Epidemiology
Prior to August 2001, only AIDS, not HIV infection, was reportable in Hawaii.  Therefore, there is no accurate count of the number of people living with HIV in the state.  Further complicating attempts to accurately estimate the number of people living with both HIV and AIDS is the fact that case reports are tracked based on the county of residence of the infected person at the time of diagnosis in the case of AIDS, or first positive test for HIV.  Hawaii experiences a significant in-migration of persons living with HIV/AIDS each year.  These new residents, in spite of their active HIV/AIDS status, are not accounted for in the case reports.  Only those cases originally diagnosed in Hawaii are included in the case reports. 

As of December 31, 2007, three thousand eleven (3,011) cumulative cases of AIDS had been reported.  Of these, one thousand seven hundred fifty-two (1,752) individuals are known to have died. 

RACE/ETHNICITY

Caucasians:  For the five (5) year period 2003-2007, the proportion of the total reported AIDS cases that were reported as Caucasians had decreased to fifty and a half percent (50.51%) from the sixty-one percent (61.32%) reported during the period 1983 through 2002.

Japanese:  Japanese comprised five percent (5.05%) of the total cases reported during the period 1983 through 2002.  That proportion increased to six and a half percent (6.5%) of the total cases reported during the period 2003-2007.

Filipino:  From 2003 through 2007, the proportion of AIDS cases reported in Filipinos decreased to five percent (5.27%) from the approximately six percent (5.85%) of the total cases reported from 1983 through 2002.

Chinese:  Chinese comprised two percent (2.07%) of the total AIDS cases reported from 1983 through 2002.  That proportion increased to three percent (3.245%) during the period 2003-2007.

KOREANS:  Koreans comprised less than one percent (0.56%) of the total AIDS cases reported during the period 1983 through 2002.  That proportion remained at less than one percent (0.81%) for the period 2003-2007.

Other Asians:  Other Asians, including, but not limited to, Vietnamese, Laotians, Cambodians, Indonesians, comprised less than one percent (0.46%) of  the total AIDS cases reported from 1983 through 2002.  The proportion of AIDS cases reported in other Asians increased to two percent (2.23%) for the period 2003-2007.

Hawaiians:  From 2003 to 2007, the proportion of AIDS cases reported in Hawaiians decreased to eight percent (8.11%) from the nearly eleven and a half percent (11.46%) of the total AIDS cases reported from 1983 through 2002.

Samoans:  During the period 2003-2007, the proportion of AIDS cases that was reported in Samoans increased to approximately two percent (1.62%) from the less than one percent (0.72%) of the total cases reported during the period 1983 through 2002.

Other Pacific Islanders
During the period 2003-2007, the proportion of AIDS cases that was reported in Other Pacific Islanders, which includes but is not limited to, Guamanians, Micronesians, Marshallese, increased to one percent (1.01%) from the less than one percent (0.92%) of the total cases reported during the period 1983 through 2002.

African-Americans:  For the period 2003-2007, the proportion of the total AIDS cases that was reported as being African-Americans had increased to five percent (5.27%) from the four percent (4.3%) of the total cases reported from 1983 through 2002.

Hispanics:  From 2003 to 2007, the proportion of AIDS cases reported in Hispanics increased to ten percent (10.14%) from the five and a half percent (5.53%) of the total AIDS cases reported during the period 1983 through 2002.

Native Americans/Native Alaskans:  From 2003 through 2007, the proportion of the total reported AIDS cases reported as being Native Americans/Native Alaskans had increased to more than one-half percent (0.61%) from the less than one-half percent (0.32%) reported from 1983 to 2002.

GENDER
Males:  Males comprised approximately ninety-three percent (92.78%) of the total reported AIDS cases during the period 1983 through 2002.  From 2003 to 2007, the proportion of AIDS cases reported as being males decreased to eighty-seven percent (87.42%) of the total cases reported.

Females:  Females comprised twelve and a half percent (12.58%) of the total cases reported from 2003 to 2007, and increase from the seven percent (7.28%) of the total cases reported from 1983 through 2002.

Transgender
No data is available.
AGE
Less Than Thirteen Years of Age
From 2003 to 2007, the proportion of the total AIDS cases reported as being in individuals below the age of thirteen (13) remained unchanged at less than one percent (0.20%) from the less than one percent (0.64%) of the total AIDS cases reported from 1983 through 2002.

Thirteen through Nineteen Years of Age

From 2003 to 2007, the proportion of the total AIDS cases reported as being in individuals from thirteen (13) through nineteen (19) years of age remained unchanged at less than one percent (0.81%) from the less than one percent (0.32%) of the total AIDS cases reported from 1983 through 2002.

Twenty through Twenty-nine Years of Age
From 2003 to 2007, the proportion of the total AIDS cases reported as being in individuals twenty through twenty nine (20-29) years of age decreased to eight percent (8.32%) from the approximately thirteen percent (12.89%) of the total AIDS cases reported from 1983 through 2002.

Thirty through Thirty-nine Years of Age
From 2003 to 2007, the proportion of the total AIDS cases reported as being in individuals thirty through thirty- nine (30-39) years of age decreased to thirty-three percent (33.47%) from the forty-three percent (43.02%) of the total AIDS cases reported from 1983 through 2002.

Forty through Forty-nine Years of Age
From 2003 to 2007, the proportion of the total AIDS cases reported as being in individuals forty through forty-nine (40-49) years of age increased to more than thirty-three and a half percent (33.67%) from the more than thirty and a half percent (30.64%) of the total AIDS cases reported from 1983 through 2002.

Over Forty-nine Years of Age
From 2003 to 2007, the proportion of the total AIDS cases as being in reported in individuals over the age of forty-nine (49) increased to twenty-three and a half percent (23.53%) from the twelve and a half percent (12.5%) of the total AIDS cases reported from 1983 through 2002.

DEMOGRAPHICS OF HAWAII’S HIV/AIDS CASES
Based on U.S. population distribution data contained in the “Integrated Epidemiologic Profile of HIV/AIDS in Hawaii-May 2005”, the following ethnic groups have been disproportionately impacted by the HIV/AIDS epidemic.

Though they comprised thirty-one percent (31.4%) of the state's population, Caucasians represent over half of the total number of reported AIDS cases reported in the last five years:  fifty and a half percent (50.51%).

The proportion of AIDS cases in Hawaiians, eight percent (8.11%), closely matches their proportion of the state's total population, eight and a half percent (8.6%), in the last five years.

While the actual number of cases of AIDS in African-Americans is relatively small, proportionately these cases represent a larger percentage of the total number of reported AIDS cases than the percentage of African-Americans in the state’s total population:  two percent (2.3%) of the total population as compared to five percent (5.27%) of the total number of AIDS cases reported in the last five years.

Similar to Hawaiians, the proportion of cases of AIDS in Samoans closely matches their proportion of the total population:  approximately two percent (1.62%) of the total number of cases reported compared to approximately two percent (1.7%) of the total population

The percentage of AIDS cases in Hispanics exceeds their percentage of the state's total population.  Hispanics represent ten percent (10.14%) of the total AIDS cases reported in the last five years, as compared to seven percent (7.24%) of the state's total population.


No other ethnic group is disproportionately affected by AIDS.

GEOGRAPHIC VARIATIONS OF HIV/AIDS CASES IN HAWAII
There is very little geographic variation in the number of AIDS cases diagnosed in Hawaii compared to the distribution of the state’s total population by geographic area.  Through December 31, 2007, there was a cumulative total of three thousand eleven (3,011) cases of AIDS reported in Hawaii.  Data provided by the Hawaii State Department of Health AIDS Surveillance Program find the following: Honolulu County, with seventy-two percent (72%) of the state’s total population, accounted for seventy-two and a half percent (72.57%) of the cumulative reported AIDS cases;  Hawaii County, with twelve percent (12.0%) of the state’s population, reported approximately thirteen percent (12.95%) of the total reported AIDS cases; Maui County (which includes the islands of Maui, Molokai, and Lanai), with eleven percent (11.00%) of the state’s population, reported ten percent (10.2%) of the cumulative AIDS cases;  Kauai County, with five percent (5.0%) of the state’s population, reported approximately four percent (4.28%) of the total reported AIDS cases.

ASSESSMENT OF NEED
In 2004, the then HIV care services community planning group, Hawaii CARES, conducted a statewide HIV care services needs assessment.  The needs assessment was distributed to key stakeholders in the HIV community.  These stakeholders included:  1) people living with HIV/AIDS who were eligible for Ryan White CARE Act services; 2) ASO staff providing front-line services to people living with HIV/AIDS; 3) HIV/AIDS physicians and nurses; 4) executive directors of organizations providing HIV/AIDS care services.  Approximately one thousand seventy (1070) surveys were mailed out.  Three hundred and three (303) completed surveys were returned, a twenty-eight percent (28.32%) return rate.  

Utilizing a weighted prioritization system to tabulate the surveys, the following lists of needs were identified.  The lists are comprehensive for Hawaii.  One list was compiled for needs on the island of Oahu, and a separate list was compiled for needs on the Neighbor Islands of Kauai, Maui, Molokai, Lanai, and Hawaii.



Needs on Oahu include:  housing services (financial assistance); outpatient/ambulatory medical care services, includes HIV/AIDS medications; dental care; housing services (other housing services); food bank/home delivered meals/nutritional supplements; financial assistance; health insurance; client advocacy; case management; mental health care; transportation; alternative therapies; counseling/social support; substance abuse services; other services; home health care; hospice care.

Needs on the Neighbor Islands include:  dental care; outpatient/ambulatory medical care services, includes HIV/AIDS medications; housing services (financial assistance); food bank/home delivered meals/nutritional supplements; case management; health insurance; financial assistance; client advocacy; housing services (other housing services); mental health care; transportation; alternative therapies; counseling/social support services; substance abuse; other services; home health care; hospice care.

In 2008, in response to requests from the statewide Hawaii HIV/AIDS Community Planning Group, the STD/AIDS Prevention Branch of the Hawaii Department of Health, in partnership with the Hawaii Public Housing Authority and the City and County of Honolulu, commissioned a statewide needs assessment of HIV care services.  With input and assistance provided by a steering committee composed of representatives of the STD/AIDS Prevention Branch, the Hawaii Public Housing Authority, the City and County of Honolulu, AIDS services providers, and other members of the community, the needs assessment contractor developed a needs assessment survey instrument.  The survey was distributed to key stakeholders in the HIV community in various formats.  These stakeholders included:  1) people living with HIV/AIDS who were receiving Ryan White HIV/AIDS Treatment Modernization Act of 2006 (Ryan White HIV/AIDS Program) funded HIV/AIDS care services and HIV/AIDS care services funded from other governmental and private sources; 2) ASO staff providing front-line services to people living with HIV/AIDS; 3) HIV/AIDS physicians and nurses; 4) executive directors of organizations providing HIV/AIDS care services.

The survey results were organized into three (3) sections:  Consumer Survey Findings; Consumer Focus Group Findings; and Input from Providers and Other Stakeholders.

Consumer Survey Findings
 The consumer survey consisted of printed questionnaires which were delivered to AIDS services organizations across the state and distributed to consumers and measured demographic characteristics, needs, and service utilization.   Overall, one hundred sixty-one (161) completed surveys were returned to the needs assessment contractor.

Services listed by order of importance include:  outpatient health services; oral health services; emergency financial assistance; health insurance premium assistance; food bank services; housing services; client advocacy services; social services case management; medical case management; transportation assistance services; counseling services; alternative therapies; mental health services; outpatient substance abuse services.

Although some services were readily available to respondents, some services were identified as not available to consumers.  The services identified as least available included alternative therapies, housing services, and outpatient substance abuse treatment services.   

Services listed in descending order by non-availability:  alternative therapy; housing services; outpatient substance abuse treatment services; transportation assistance services; oral health services; health insurance premium assistance; mental health services; emergency financial assistance; counseling services; medical case management; client advocacy services; social services case management; outpatient health services; food bank services.

Consumer Focus Group Findings
The needs assessment contractor worked with Hawaii’s four (4) AIDS services organizations and one health care services provider agency in Honolulu to coordinate focus groups of people living with HIV/AIDS.  Additionally, to garner input from individuals who were not engaged in medical care, the contractor made available a toll-free number to gather input through phone interviews from people who might not have been willing to attend the focus groups.  A total of sixty (60) individuals across the four (4) counties participated in the six (6) focus groups, and six (6) individuals participated in phone interviews.

Housing Challenges:  All participants identified the lack of stable housing as a major issue.  Substance use was described as a major contributor to the inability to maintain stable housing.  The high cost of housing in Hawaii was also a major factor for many.  In rural areas, the proximity of available housing to medical and support services providers and the lack of transportation were problematic for some individuals.  Focus group participants also indicated as problems:  a lack of assistance to find suitable housing; no listings of landlords who accepted voucher assistance and/or pets; lack of transportation to visit prospective units; and a lack of financial assistance with housing application fees.

Care and Treatment Challenges:  Focus group participants from the Neighbor Islands frequently cited the scarcity of health care providers and HIV specialists as major care and treatment challenges.  Focus group participants from Honolulu cited problems with case management services as the challenge to care and treatment.  Case managers at the main Honolulu AIDS services organization were described as too few in number, and over-worked with too large a case load.  Also cited as problematic was the high turnover rate of case managers.  Lack of funds to sustain an adequate case management system was cited as a problem.  The lack of cultural awareness and the need for culturally diverse care providers were noted as concerns among focus group participants.

Input from Providers and Other Stakeholders
The needs assessment contractor collected information from HIV/AIDS care services providers and other stakeholders through an on-line survey, and individual and group meetings.   

Services listed by order of importance include:  outpatient health services; housing services; medical case management services; oral health services; health insurance premium assistance; substance abuse outpatient services; mental health services; emergency financial assistance; food bank services; social services case management; counseling/social support services; client advocacy; transportation assistance services; alternative therapies.  

Services listed in descending order by non-availability:  outpatient health services; medical case management services; social services case management; food bank services; counseling/social support services; emergency financial assistance; health insurance premium assistance; housing services; transportation assistance services; client advocacy; oral health services; substance abuser outpatient services; mental health services; alternative therapies.
UNMET NEED
For this state plan, the Hawaii Department of Health used the same estimate of unmet need included in its application to HRSA for the FY 2009 Ryan White HIV/AIDS Treatment Modernization Act of 2006 Part B Grant Program. 

Unmet Need for HIV primary medical care is defined as:  an individual with HIV/non-AIDS or AIDS who has not received either of the following two (2) components of HIV primary medical care during a defined twelve (12) month time frame:  viral load (VL) testing or CD4 count. 
Data Sources

Hawaii has had:  a) name-based AIDS reporting since the 1980’s; b) code-based Unnamed Test Code (UTC) HIV reporting since September 2001; c) laboratory name-based low CD4 (below 200/mm3 and/or 14%) reporting since 1998; d) laboratory code-based HIV confirmative test results, including HIV detectable viral load, since September 2001; and e) Diagnostic Laboratory Service (DLS), the largest private laboratory in Hawaii, provides the proportion of unreportable lab data (unreportable lab data is defined as:  a CD4 over 200 and/or over 13%; or a HIV viral load test with undetectable results).  Other supplemental data sources include:  f) State-funded HSPAMM Program data; g) data from the Hawaii AIDS Clinical Trials Unit (ACTU); and h) data from AIDS service organizations statewide. 

Population Estimates 

Hawaii used statewide HIV/AIDS surveillance data to prepare population estimates for AIDS and used a midpoint estimate from the CDC for HIV/non-AIDS for the State overall.  As of December 2006, the number of diagnosed AIDS prevalence in HARS is one thousand two hundred ninety-one (1,291), which was reported through December 2007. 

Estimation Methods
Hawaii used statewide HIV/AIDS lab surveillance data to prepare care pattern estimates with supplemental data from DLS to adjust for unreportable lab data.  These unreportable test results represent approximately fifty-one percent (50.8%) of the results based on the results of testing individuals rather than total test results.   This percentage is used to represent statewide unreportable lab data.  Reportable lab data are matched with either HARS or with unique codes.  Unique codes are defined as the codes used by the Hawaii Seropositivity and Medical Management (HSPAMM) Program and Hawaii AIDS Clinic Trials Unit (ACTU).  Clients of HSPAMM and/or ACTU are considered to be in care.  The STD/AIDS Prevention Branch was not able to obtain data from the State Medicaid Program, the Federal Medicare Program, AIDS services organizations, or from the Department of Veterans Affairs (VA).

Estimates of unmet need: 
Persons Living with AIDS not in care = 397 persons (30.8%).  Persons Living with HIV not in care = 736 persons (56.7%).  Persons Living with HIV/AIDS not in care = 1134 persons (43.8%).

PREVENTION NEEDS


In 2008, the Hawaii HIV/AIDS Community Planning Group (CPG) had identified six (6) high-risk population groups as their priority populations to receive funding for HIV/AIDS prevention services.  In order of their priority, these are:  HIV-positive individuals; men who have sex with men (MSM); men who have sex with men/injecting drug users (MSM/IDU); injecting drug users (IDU); women at risk; and transgendered individuals at risk of contracting HIV. 

For 2009, the CPG plans to prioritize interventions and strategies to be utilized with these high-risk populations to prevent the transmission of HIV.  The following are the interventions and strategies selected for 2006 (these are not listed in priority order):  individual-level interventions (ILI); group-level interventions (GLI); outreach (OR); prevention case management (PCM); counseling, testing, and referral (CTR); health communication/public information (HC/PI); community-level intervention (CLI); and sterile syringe exchange program (SEP).

DESCRIPTION OF THE CURRENT CONTINUUM OF CARE

The following are the State- and Federal-funded HIV/AIDS care services currently accessible to qualified HIV-positive individuals, their families, and significant others in their lives in the State of Hawaii:  HIV/AIDS drug treatments, HIV/AIDS early intervention services, health insurance continuation services, outpatient/ambulatory health services, oral health care services, medical case management services, HIV/AIDS housing assistance services, home health care services, mental health services, substance abuse treatment services, emergency financial assistance, food bank/home delivered meals services, medical transportation services, psychological support services. 

RESOURCE INVENTORY
The following is a list of the HIV care services being provided in Hawaii by the Hawaii Department of Health through a combination of State and Federal funds:

In Ryan White HIV/AIDS Program Fiscal Year 2008, Ryan White HIV/AIDS Program Part B funds have been allocated in Hawaii as follows:



AIDS Drug Assistance Program

$1,859,066



ADAP Access/Monitoring


$     75,000




Health Insurance Continuation Program
$   123,000


Core Medical Services


Outpatient/ambulatory health services
$   113,141



Oral health care services


$   194,983


Health insurance premium assistance

$     36,286



Home health care services


$       1,265



Mental health services



$     37,342



Medical case management services

$     60,000



Substance abuse treatment services

$       4,797



Support Services


Emergency financial assistance

$      61,289



Food bank/home delivered meals

$    143,888


Housing services



$    186,939


Medical transportation services

$      26,639


Psychological support services

$          595


Home health care services:


$          800






       Total
$ 2,924,230
In addition to federal HIV care services funding, represented by the Ryan White HIV/AIDS Program grant, the Hawaii Department of Health allocates the following levels of State funds for HIV care services in State FY 2009:



AIDS Drug Assistance Program


$   440,535



Hawaii Seropositivity and Medical Management



Program (HIV early intervention services)

$   490,000


Case management and support services statewide
$1,484,043



HIV/AIDS housing assistance services statewide
$   436,928



Hawaii AIDS Education Training Center

$     83,775






        Total

$ 2,935,281

The Ryan White HIV/AIDS Program Part C grantee in Hawaii has allocated its Part C grant award as follows:



Early intervention services



$    200,648



Clinical quality management program

$      18,726



Other 






$      24,375







Total

$    243,750
PROFILE OF RYAN WHITE CARE ACT FUNDED PROVIDERS
The following is a list of the HIV care services providers providing Ryan White HIV/AIDS Treatment Modernization Act of 2006 HIV/AIDS care services in Hawaii:


Gregory House Programs:  housing assistance service; emergency financial assistance.


Hawaii AIDS Clinical Research Project:  primary medical care.

Hawaii Island HIV/AIDS Foundation:  primary medical care; substance abuse treatment services; oral health care services; mental health services; provision of health insurance; case management services; emergency financial assistance; food bank/home delivered meals/nutritional supplements; transportation assistance services; housing related services.

Life Foundation:  primary medical care; oral health care services; provision of health insurance; case management services; emergency financial assistance; transportation assistance services; housing related services.

Malama Pono - HIV/AIDS Service Agency of Kauai:  primary medical care; substance abuse treatment services; oral health care services; home health care services; mental health services; provision of health insurance; case management services; housing assistance services; emergency financial assistance; food bank/home delivered meals/nutritional supplements; transportation assistance services; housing related services.

Maui AIDS Foundation:  primary medical care; substance abuse treatment services; oral health care services; home health care services; mental health services; provision of health insurance; case management services; housing assistance services; emergency financial assistance; food bank/home delivered meals/nutritional supplements; transportation assistance services; client advocacy.

Save The FoodBasket, Inc.:  food bank/home delivered meals/nutritional supplements.

Waikiki Health Center:  primary medical care; mental health services; psychological support services.

BARRIERS TO CARE

AIDS services organizations on each of the Neighbor Islands and on Oahu that receive federal and/or state funds to provide HIV care services, including the Ryan White HIV/AIDS Program Part C grantee on Oahu, were asked to identify barriers to services based on their experiences working with persons living with HIV/AIDS.  The following represents their input.


Kauai  


Over the past few years, the Ryan White HIV/AIDS Program care services provider on Kauai has very strongly attempted to reduce the perceived barriers to care for individuals living with HIV/AIDS.  The service provider is unaware of any individual in need of services who is not able to reach the agency.  

  
Individuals with HIV/AIDS on Kauai who are accessing HIV/AIDS care services are a much more diverse group than three (3) years ago when the majority was white males.  Now, more than a quarter are Asian/Pacific Islanders and Hispanic, and fifteen percent (15%) are females.  


Regarding HIV/AIDS, stigma remains strong on the island.  The majority of this provider’s clients enter the agency through the side entrance rather than the front door as a result of their perception that the disease is stigmatized.  Stigma may inhibit access but does not prevent it.   


There are two (2) areas that are seen by the provider as barriers to care.  First is the relatively small amount of funds available to the agency under the Ryan White HIV/AIDS Program grant.  Client needs cause the agency to go through the funds quite rapidly.  Second is the requirement that seventy-five percent (75%) of the total Ryan White HIV/AIDS Program grant award must be expended on core medical services.  On Kauai, many of the agency’s clients have adequate medical insurance coverage although many are poorly covered for dental care.  Most clients’ needs seem to focus on needs of daily living:  food, transportation, utilities.    


Hawaii Island

Lack of physicians and quality medical care


Over the past two (2) years, the Island of Hawaii has been dramatically impacted by the loss of many physicians in all areas of expertise.  Additionally, both Hilo and Kona Hospitals are extremely old, poorly maintained, and because of state funding restrictions, have been force to cut staff dramatically.  Care for specialty areas such as HIV/AIDS, liver, heart, orthopedic, skin, and almost any other area of specialized care must be sought off island.  North Hawaii Community Hospital has also gone through a major crisis in the last year with replacement of its managing director and entire Board of Directors.  Staff has been cut and services diminished.  The Bay Clinic, a primary health provider on the east side of the island, continues its reorganization and continues to be under stress to acquire and maintain a range of competent medical professionals from doctors and nurses to clinical support staff.


The AIDS services organization on the island anticipates further stressors with the changes to Medicaid being initiated recently as well as all Medicare programs.  A recent survey of physicians by this organization found less than one percent (1%) of physicians willing to accept new patients with Medicaid or Medicare.


Transportation 

The lack of transportation for clients is a major barrier to accessing care on the Big Island.  Even with a free bus service, the service is so limited and time consuming that it may as well not exist.  In an emergency it can take up to one hour for an ambulance just to get to the individual, if it comes at all.  With the limited Ryan White funding available for transportation, agency personnel are having difficulty getting people in to see their physicians, for social service, and for food.


Mental health/substance abuse treatment 

The Island of Hawaii has so few psychologists, psychiatrists, and other mental health service providers that it is almost impossible to get people the treatment they need.  Those who have the ability and willingness to work with HIV-positive and gay men are an even smaller subset of that group.  The AIDS service organization has an arrangement and an ongoing program with a psychologist who sees patients both in Hilo and Kona on a monthly basis.  Additionally, substance abuse treatment is very limited and very hard to access especially for local residents.


The role of case management in the rural areas has become increasingly important.  The agency is the only source of help for confusing and sometimes almost non-existent benefits counseling.  A capable case management team makes a significant difference for individual clients and for the health of the entire group.  Services are currently being provided to more than two hundred (200) individuals on a regular basis and find that aggressive case management helps to avoid health and social crises that have impacted people with HIV living in rural areas.


Maui
Lack of adequate professional health care:  there is a noted lack of professional health care providers in Maui County.  There are only a few physicians who are experienced, trained and/or comfortable delivering HIV/AIDS medical care in the county.  

Multiple diagnoses:  increased number of clients living with HIV/AIDS are presenting with substance abuse issues and mental health challenges.  There have been more individuals presenting with substance abuse issues and mental health disorders.  There is lack of providers for people with HIV/AIDS who also are challenged with substance abuse and mental health issues.

Fear of stigma and discrimination:  given that Maui County is rural in nature and is a closely-knit community, there are still fears of HIV-related discrimination and stigma.  There is also fear of stigma and discrimination related to sexual orientation and substance abuse, particularly among individuals who have grown up in the community and have many family members in the general Maui community.  Fear of discrimination and related stigma (due to HIV/AIDS or sexual orientation) are prominent components of barriers to accessing care, particularly those in the local and native Hawaiian population.


Oahu
Barriers that inhibit the ability of HIV positive people to live as healthfully and comfortably as possible with HIV and AIDS - with the goal that they can ultimately survive AIDS and outlive the epidemic – include:  mental illness, depression and other psychological conditions; addiction to alcohol and drugs, both legal and illegal; lack of sufficient income; lack of education; low self-esteem; inability to effectively advocate for oneself; disabling cultural-based behavioral and value patterns; the external environment of shame and stigma.
Other conditions that may be viewed as the results or symptoms of the impeding factors listed above include: lack of decent, affordable housing; lack of health insurance; lack of affordable dental care; inability to derive maximum benefits from medications; unemployment if physically capable of working; inability to maintain physical health; lack of sufficient food; lack of effective transportation; incarceration and recidivism; domestic violence; unwanted or ill advised pregnancy.

Statewide Housing
Lack of adequate funding and/or Section 8 vouchers:  there is a lack of adequate funding to meet the needs and demands for housing assistance services for people with HIV/AIDS.  Many people are being squeezed out of the rental market due to increased real estate values and skyrocketing rents.  Additionally, federal Department of Housing and Urban Development (HUD) funds for rental assistance programs can only be used on dwellings that meet specific quality standards thereby eliminating some dwellings and potential participants.  Rents for federally subsidized rental assistance are based on the HUD-published Fair Market Rents (FMR) which does not reflect the true market in this geographic region.  There is a long waiting list, over three (3) years, to obtain a Section 8 Certificate for rental, thereby reducing this avenue for accessing rental assistance.  Further impacting access to housing is the reduction of funds available from the Ryan White HIV/AIDS Program for housing assistance services, thus reducing the number of people who can be provided assistance through this funding source. 

Coordination of services:  HIV/AIDS case management services are not being offered or provided on a consistent basis.  There is a lack of coordinated and collaborative effort between HIV/AIDS service providers.  Shared clients frequently lack the support of a designated lead case manager.  Further compounding the issue is when a client has a crisis issue or a situation arises, there is confusion over which agency is or should be the designated lead agency.

Multiple diagnoses:  increased number of clients (people living with HIV/AIDS) presenting with substance abuse issues and mental health challenges.  There have been more individuals presenting with substance abuse issues and mental health disorders, thus presenting barriers to providing rental assistance through the HUD-funded Housing Opportunities For Persons With AIDS programs and other mainstream rental assistance programs.  There is a lack of support for persons with HIV/AIDS and substance abuse issues or mental health challenges. 
Section 2
WHERE DO WE NEED TO GO:  WHAT SYSTEM OF CARE DO WE WANT?


Continuum of Care for High Quality Core Services
The continuum of care in Hawaii is defined as a system of services which is intended to prevent the transmission of HIV to individuals who are HIV-negative, and to prevent mortality in individuals who are HIV-positive.

For those individuals who are HIV-negative, or who are unaware of their HIV status, the continuum of care seeks to prevent new infections.  The system primarily targets individuals at high risk for HIV, other sexually transmitted diseases (STD), and viral hepatitis.  These individuals include, but are not limited to, men who have sex with men (MSM), injection drug users (IDU), MSM in combination with IDU, transgendered individuals, and women at risk.  For those individuals, the continuum has available counseling and testing services and outreach services.

Individuals who test positive for HIV are also able to access HIV counseling and testing services, STD screening services, and hepatitis C testing and vaccination services.  However, these individuals also are referred for services intended to prevent the progression of the disease.  These services include:  primary medical care consistent with the U.S. Public Health Service Treatment Guidelines, HIV related medications, mental health treatment services, substance abuse treatment services, oral health services, case management services, housing assistance services, food bank/nutritional supplements, direct financial assistance, and transportation assistance services.

Section 3
HOW WILL WE GET THERE:  HOW DOES OUR  SYSTEM NEED TO CHANGE TO ASSURE AVAILABILITY OF AND ACCESSIBILITY TO CORE SERVICES?


The goals and objectives adopted to accomplish the mission of the STD/AIDS Prevention Branch of the Hawaii Department of Health of assuring the accessibility and delivery of client-centered, non-judgmental, and comprehensive HIV/AIDS prevention and care services for all persons at risk for, and for all persons affected and infected by HIV/AIDS in Hawaii, include:

Short Term Goals and Objectives - Service Delivery
Goal 1:  All identified individuals living with HIV/AIDS shall have access to primary health care and support services.


Objective 1:
By the end of State Fiscal Year 2009, six hundred (600) individuals living with HIV/AIDS on the Island of Oahu shall receive case management and support services.


Objective 2: 
By the end of State Fiscal Year 2009, one hundred eighty (180) individuals living with HIV/AIDS on the Island of Hawaii shall receive case management and support services.


Objective 3:
By the end of State Fiscal Year 2009, one hundred sixty-five (165) individuals living with HIV/AIDS on the Island of Maui shall receive case management and support services.


Objective 4:
By the end of State Fiscal Year 2009, fifty-five (55) individuals living with HIV/AIDS on the Island of Kauai shall receive case management and support services.


Objective 5:
During the Ryan White HIV/AIDS Treatment Modernization Act of 2006 Fiscal Year 2009, one thousand two hundred (1,200) individuals living with HIV/AIDS shall receive Federally-funded primary medical care and/or support services statewide.

Goal 2:  All individuals living with HIV/AIDS who have no other means to access HIV/AIDS medications shall receive HIV/AIDS medication treatments.


Objective 1:
By the end of State Fiscal Year 2009, fifty one (51) individuals with HIV/AIDS who have no other means to access HIV/AIDS drug treatments and who meet enrollment criteria shall receive State-funded HIV/AIDS medications from the HIV Drug Assistance Program.


Objective 2:
By the end of Ryan White CARE Act Fiscal Year 2009, three hundred sixty (360) individuals with HIV/AIDS who have no other means to access HIV/AIDS drug treatments and who meet enrollment criteria shall receive Federally-funded HIV/AIDS medications from the HIV Drug Assistance Program.


Objective 3:
By the end of State Fiscal Year 2009, individuals with HIV/AIDS shall be provided assistance to enroll in Medicare prior to enrolling in the HIV Drug Assistance Program.

Goal 3:  All individuals with HIV/AIDS who can no longer afford private health insurance coverage as a result job loss due to the progression of the disease shall maintain their health insurance coverage.


Objective 1:
STD/AIDS Prevention Branch H-COBRA Program shall pay premiums to continue health insurance coverage under federal COBRA program for forty (40) eligible individuals in Ryan White CARE Act Fiscal Year 2009. 

Goal 4:  Individuals with HIV/AIDS in need of housing assistance shall be appropriately housed. 


Objective 1:
Rental assistance services for individuals with HIV/AIDS shall be available statewide in State Fiscal Year 2009.


Objective 2:
A permanent housing facility for ten (10) individuals with HIV/AIDS shall be maintained in State Fiscal Year 2009.


Objective 3:
At least sixty (60) individuals with HIV/AIDS shall receive emergency housing assistance in State Fiscal Year 2009.


Objective 4:
At least twenty-five (25) individuals with HIV/AIDS shall be provided temporary shelter in State Fiscal Year 2009.


Objective 5:
A minimum of ninety-five (95) individuals with HIV/AIDS shall be provided housing coordination services in State Fiscal Year 2009.

Short Term Goals and Objectives - Community Planning
Goal 5:  A comprehensive state plan on HIV/AIDS services shall be developed by the end of 2009.

Objective 1:
The currently separate “Statewide HIV Prevention Services Plan” and the “State of Hawaii HIV/AIDS Care Services Comprehensive Plan:  2009-2012" shall be rewritten into a single statewide comprehensive HIV/AIDS services plan.

Long Term Goals and Objectives
Goal 1:
Meet all requirements for collecting and reporting of client level data as required by the Ryan White HIV/AIDS Treatment Modernization Act of 2006.


Objective 1:
Complete development of a new electronic data collection system by the end of 2009. 

Section 4
HOW WILL WE MONITOR OUR PROGRESS:   HOW WILL WE EVALUATE OUR PROGRESS IN MEETING OUR SHORT- AND LONG- TERM GOALS?
The Hawaii Department of Health and the Hawaii HIV/AIDS Community Planning Group shall monitor progress toward meeting Hawaii's short-term and long-term goals through the following:

Electronic Data Reporting System
The STD/AIDS Prevention Branch of the Hawaii Department of Health currently utilizes the ReggieHAWAII data collection system to track and monitor the delivery of HIV/AIDS care services.  All Hawaii Department of Health contractors providing HIV/AIDS care services are required to participate in this data collection system.  The system collects demographic information on clients, as well as tracks the number and types of services provided to clients.  

Progress Reports
Every contractor of the Hawaii Department of Health providing HIV/AIDS care services is required to submit quarterly progress reports to the STD/AIDS Prevention Branch.  These reports include information on the number of clients served, the types of services provided, the dollar amounts expended for both service provision as well as administrative costs.  In addition to this quantitative data, each contractor is required to submit a narrative report on their progress toward achieving contract goals and objectives.   

Contract Monitoring
The STD/AIDS Prevention Branch of the Hawaii Department of Health conducts site visits to its contractors to monitor progress toward achieving contract objectives and to discuss any issues that have been encountered by the contractor.  During these site visits, staff review physical facilities, individual client records, organizational financial records, expenditure reports, administrative records and documents.

The Ryan White HIV/AIDS Program Part B HIV care services contractor is responsible for monitoring all Ryan White HIV/AIDS Program Part B HIV care services subcontractor progress toward achieving all Ryan White HIV/AIDS Program Part B programmatic and administrative goals and objectives through site visits and reviewing narrative progress reports and monthly expenditure reports from the HIV care services consortium contractor.

Quality Assurance
The goal of the quality management program of the STD/AIDS Prevention Branch of the Hawaii Department of Health is to ensure the delivery of quality services to individuals infected and affected with HIV.  The quality management program is intended to measure the degree to which a health service meets or exceeds identified standards and user expectations.
In 2008, two staff members were engaged in the development of a quality management program.
To assess and monitor the quality of services provided by HIV/AIDS care services providers, grantee staff selected to initially monitor quality management performance indicators included in the quality management plan.  

Data for these reports are provided from the ADAP program in Hawaii and the Ryan White HIV/AIDS Program HIV care services contractor.  Each Ryan White HIV/AIDS Program component maintains a data base to collect Ryan White services utilization information.  The data to monitor quality management performance indicators is based on this utilization information.  Each month, grantee staff shall collect and review data from the ADAP program and AIDS services contractors and review the performance indicators.

Section 1:
WHERE ARE WE NOW:  WHAT IS OUR CURRENT SYSTEM OF CARE?
DESCRIPTION OF THE STATE
The State of Hawaii has a population that is unique in its racial and ethnic diversity.  More than one-half (1/2) is Asian/Pacific Islander; more than one-fifth (1/5) is of mixed race.  The 2000 U.S. Census collected mixed race data for the first time requiring a redistribution of the different racial/ethnic groups to conform to the categories used in HIV/AIDS surveillance groups.  This redistribution also makes comparisons to the 1990 Census clearer:  a slight decrease among Caucasians and a slight increase among Asians/Pacific Islanders are seen.  Specifically within the Asian/Pacific Islander category, there was a decrease among Hawaiians and increases among Filipinos and other Asians/Pacific Islanders.

Nearly three-fourths (3/4) of the state’s population live in Honolulu County on the Island of Oahu.  More than one-fourth (1/4) speaks a language other than English at home.  More than four (4) out of five (5) residents have a high school education.  One (1) in ten (10) lives below the poverty threshold; this rises to two (2) in ten (10), if the household is headed by a woman.  Almost nine (9) out of ten (10) residents have some form of health insurance.  

Geography
The State of Hawaii has a total land mass of six thousand four hundred twenty-three (6,423) square miles, spread out over seven (7) major inhabited islands organized into four (4) counties.  The four (4) counties, in descending order of population, are the County of Honolulu on the Island of Oahu; the County of Hawaii on the Island of Hawaii; the County of Maui which includes the Islands of Maui, Molokai, and Lanai; and the County of Kauai which includes the Islands of Kauai and Niihau.  Only the County of Honolulu is large enough to be designated a Metropolitan Statistical Area.  According to the 2000 U.S. Census, the population of the County of Honolulu was eight hundred seventy-six thousand one hundred fifty-six (876,156) individuals, which represents approximately seventy-two percent (72.3%) of the state's total population of one million two hundred eleven thousand five hundred thirty-seven (1,211,537) people.  The County of Hawaii, with a population of one hundred forty-eight thousand six hundred seventy-seven (148,677) residents, represents approximately twelve percent (12.3%) of the total state population.  The County of Maui had just over ten and a half percent (10.6%) of the state's population with one hundred twenty-eight thousand two hundred forty-one (128,241) residents.  The County of Kauai had approximately five percent (4.8%) of the total state population with fifty-eight thousand four hundred sixty-three (58,463) residents. 

Epidemiology
In order to develop a fully comprehensive plan, it is important to understand the demographic profile of infected individuals.  Only AIDS, not HIV infection, was reportable in the State of Hawaii until August 2001.  Because the data is not yet mature, there is no accurate count of the number of people living with HIV in the state.  Further complicating attempts to accurately estimate the number of people living with both HIV and AIDS is the fact that case reports are tracked based on the county of residence of the infected person at the time of diagnosis in the case of AIDS, or first positive test for HIV.  Hawaii, like other regions of the country that have become identified as vacation destinations, experiences a significant in-migration of persons living with HIV/AIDS each year.  These new residents, in spite of their active HIV/AIDS status, are not accounted for in the case reports.  Only those cases originally diagnosed in Hawaii are included in the case reports. 

Trends and changes in Hawaii’s AIDS cases:

This epidemiologic profile describes the AIDS epidemic in Hawaii and outlines the impact of AIDS in the state. By studying change over time, it also identifies trends of increasing risk in certain groups.1

A cumulative total of three thousand eleven (3,011) cases of AIDS has been reported in Hawaii as of December 31, 2007. Of these, one thousand seven hundred fifty-two (1,752) are known dead.

Trends and changes in Hawaii’s AIDS cases:

From the data collected by the Hawaii State Department of Health AIDS Surveillance Program through December 31, 2007, the last complete year for which data has been reported , the following trends can be identified:

RACE/ETHNICITY

CAUCASIANS
From 1983 through 2002, Caucasians comprised sixty-one percent (61.32%) of all reported AIDS cases: one thousand five hundred forty-one (1,541) cases were reported in Caucasians of a total two thousand five hundred thirteen (2,513) cases reported.

For the five (5) year period 2003-2007, the proportion of AIDS cases that were reported in Caucasians had decreased to fifty and one-half percent (50.51%), two hundred forty-nine (249) cases out of a total four hundred ninety-three (493) cases reported during that period.

JAPANESE
From 1983 through 2002, Japanese comprised five percent (5.05%) of all reported AIDS cases:  one hundred twenty-seven (127) cases were reported in Japanese of the total two thousand five hundred thirteen (2,513) cases reported.
For the five (5) year period 2003-2007, the proportion of AIDS cases reported in Japanese increased to six and a half percent (6.5%), thirty-two (32) cases out of a total four hundred ninety-three (493) cases reported during that period.
FILIPINO
From 1983 through 2002, Filipinos comprised approximately six percent (5.85%) of all reported AIDS cases:  one hundred forty-seven (147) cases were reported in Filipinos of the total two thousand five hundred thirteen (2,513) cases reported.
For the 5 year period 2003-2007, the proportion of AIDS cases that were reported in Filipinos decreased to five percent (5.27%), twenty-six (26) cases out of a total four hundred ninety-three (493) cases reported during that period.
CHINESE
From 1983 through 2002, Chinese comprised two percent (2.07%) of all reported AIDS cases:  fifty-two (52) cases were reported in Chinese of the total two thousand five hundred thirteen (2,513) cases reported.
For the 5 year period 2003-2007, the proportion of AIDS cases that were reported in Chinese increased to three percent (3.245%), sixteen (16) cases out of a total four hundred ninety-three (493) cases reported during that period.
KOREANS
From 1983 through 2002, AIDS cases reported in Koreans was less than one percent (0.56%) of all reported AIDS cases:  fourteen (14) of the total two thousand five hundred thirteen (2,513) reported cases.
For the 5 year period 2003-2007, the proportion of AIDS cases that were reported in Koreans remained at less than one percent (0.81%), four (4) cases out of a total four hundred ninety-three (493) cases reported during that period.
OTHER ASIANS
From 1983 through 2002, Other Asians, including, but not limited to, Vietnamese, Laotians, Cambodians, Indonesians, comprised less than one percent (0.99%) of all reported AIDS cases:  twenty-five (25) cases were reported in Other Asians of the total two thousand five hundred thirteen (2,513) cases reported.
For the 5 year period 2003-2007, the proportion of AIDS cases that was reported in Other Asians had increased to over two percent (2.23%), eleven (11) cases out of a total four hundred ninety-three (493) cases reported during that period.
HAWAIIANS

From 1983 through 2002, Hawaiians comprised approximately eleven and a half percent (11.46%) of all reported AIDS cases:  two hundred eighty-eight (288) cases were reported in Hawaiians of the total two thousand five hundred thirteen (2,513) cases reported.

For the five (5) year period 2003-2007, the proportion of AIDS cases reported in Hawaiians had decreased to eight percent (8.11%), forty (40) cases out of a total four hundred ninety –three (493) cases reported during that period.

SAMOANS
From 1983 through 2002, Samoans comprised less than one percent (0.72%) of all reported AIDS cases:  eighteen (18) cases were reported in Samoans of the total two thousand five hundred thirteen (2,513) reported cases.
For the 5 year period 2003-2007, the proportion of AIDS cases that were reported in Samoans had increased to over one and a half percent (1.62%), eight (8) cases out of the total four hundred ninety-three (493) cases reported during that period.
OTHER PACIFIC ISLANDERS

From 1983 through 2002, Other Pacific Islanders, including but not limited to, Guamanians, Micronesians, Marshallese, comprised less than one percent (0.92%) of all reported AIDS cases: twenty-three (23) cases were reported in Other Pacific Islanders of a total two thousand five hundred thirteen (2,513) cases reported.

For the five (5) year period 2003-2007, the proportion of AIDS cases that were reported in Other Pacific Islanders had increased to one percent (1.01%), five (5) cases out of the total four hundred ninety-three (493) cases reported during that period.

AFRICAN-AMERICANS

From 1983 through 2002, African-Americans comprised four percent (4.3%) of all reported AIDS cases:  one hundred eight (108) cases were reported in African-Americans of a total two thousand five hundred thirteen (2,513) cases reported.

For the five (5) year period 2003-2007, the proportion of AIDS cases that were reported in African-Americans had increased to five percent (5.27%), twenty-six (26) cases out of a total four hundred ninety-three (493) cases reported during that period.

HISPANICS

From 1983 through 2002, Hispanics comprised five and a half percent (5.53%) of all reported AIDS cases:  one hundred thirty-nine (139) cases were reported in Hispanics of the total two thousand five hundred thirteen (2,513) cases reported.

For the five (5) year period 2003-2007, the proportion of AIDS cases that were reported in Hispanics had increased to ten percent (10.14%), fifty (50) cases out of a total four hundred ninety-three (493) cases reported during that period.
NATIVE AMERICANS/NATIVE ALASKANS

From 1983 through 2002, Native Americans/Native Alaskans comprised less than one percent (0.32%) of all reported AIDS cases:  eight (8) cases of a total two thousand five hundred thirteen (2,513) cases reported.

For the five (5) year period 2003-2007, although the proportion of AIDS cases that were reported in Native Americans/Native Alaskans was still less than one percent, it had increased to over half a percent (0.61%), three (3)cases out of the total four hundred ninety-three (493) cases reported during that period.

GENDER

MALES

From 1983 through 2002, males comprised approximately ninety-three percent (92.78%) of all reported AIDS cases:  two thousand three hundred thirty (2,330) cases of AIDS were reported in males of the total two thousand five hundred thirteen (2,513) cases reported.
For the five (5) year period 2003-2007, the proportion of AIDS cases that had been reported in males had decreased to eighty-seven percent (87.42%), four hundred thirty-one (431) cases out of a total four hundred ninety-three (493) cases reported during that period.

FEMALES

From 1983 through 2002, females comprised seven percent (7.28%) of all reported AIDS cases:  one hundred eighty-three (183) cases were reported in females of a total two thousand five hundred thirteen (2,513) cases reported.

For the five (5) year period 2003-2007, the proportion of AIDS cases that were reported in females increased to just over twelve and a half percent (12.58%), sixty-two (62) cases of the total four hundred ninety-three (493) cases reported.

TRANSGENDERS

No data available.

AGE

LESS THAN THIRTEEN (13) YEARS OF AGE

From 1983 through 2002, individuals younger than thirteen (13) years of age comprised less than one percent (0.64%) of all reported AIDS cases:  sixteen (16) cases were reported in individuals younger than thirteen (13) years of age of a total two thousand five hundred thirteen (2,513) cases reported.

For the five (5) year period 2003-2007, the proportion of AIDS cases that were reported in individuals who were under thirteen (13) years of age remained less than one percent (0.20%), one case of the total four hundred ninety-three (493) cases reported during that period.

THIRTEEN THROUGH NINETEEN (13-19) YEARS OF AGE

From 1983 through 2002, individuals between the ages of thirteen through nineteen (13-19) comprised less than one percent (0.32%) of all reported AIDS cases:  eight (8) cases were reported in individuals between the ages of thirteen through nineteen (13-19) of a total two thousand five hundred thirteen (2,513) cases reported.

For the five (5) year period 2003-2007, the proportion of AIDS cases that were reported in individuals between the ages of thirteen through nineteen (13-19) remained unchanged at less than one percent (0.81%), four (4) cases of the total four hundred ninety-three (493) cases reported during that period.

TWENTY THROUGH TWENTY-NINE (20-29) YEARS OF AGE

From 1983 through 2002, individuals between the ages of twenty through twenty-nine (20-29) comprised approximately thirteen percent (12.89%) of all reported AIDS cases:  three hundred twenty-four (324) cases were reported in individuals between the ages of twenty through twenty-nine (20-29) of a total two thousand five hundred thirteen (2,513) cases reported.

For the five (5) year period 2003-2007, the proportion of AIDS cases that were reported in individuals between the ages of twenty through twenty-nine (20-29) decreased to eight percent (8.32%), forty-one (41) cases of the total four hundred ninety-three (493) cases reported during that period.

THIRTY THROUGH THIRTY-NINE (30-39) YEARS OF AGE

From 1983 through 2002, individuals between the ages of thirty through thirty-nine (30-39) comprised approximately forty-three percent (43.02%) of all reported AIDS cases:  one thousand eighty-one (1,081) cases of a total two thousand five hundred thirteen (2,513) reported cases.

For the five (5) year period 2003-2007, the proportion of AIDS cases that were reported in individuals between the ages of thirty through thirty-nine (30-39) decreased to thirty-three percent (33.47%), one hundred sixty-five (165) cases of the total four hundred ninety-three (493) cases reported during that period.

FORTY THROUGH FORTY-NINE (40-49) YEARS OF AGE

From 1983 through 2002, individuals between the ages of forty through forty-nine (40-49) comprised just over thirty and a half percent (30.64%) of all reported AIDS cases:  seven hundred seventy (770) cases of the total two thousand five hundred thirteen (2,513) cases reported.

For the five (5) year period 2003-2007, the proportion of AIDS cases that were reported in individuals between the ages of forty through forty-nine (40-49) increased to just over thirty-three and a half percent (33.67%), one hundred sixty-six (166) of the total four hundred ninety-three (493) cases reported during that period.

OVER FORTY-NINE YEARS OF AGE

From 1983 through 2002, individuals over forty-nine (49) years of age comprised twelve and a half percent (12.5%) of all reported AIDS cases:  three hundred fourteen (314) cases of a total two thousand five hundred thirteen (2,513) reported cases.

For the five (5) year period 2003-2007, the proportion of AIDS cases that were reported in individuals over the age of forty-nine (49) increased to twenty-three and a half percent (23.53%), one hundred sixteen (116) cases of the total four hundred ninety-three (493) cases reported during that period.

DEMOGRAPHICS OF HAWAII’S HIV/AIDS CASES
Based on U.S. population distribution data contained in the “Integrated Epidemiologic Profile of HIV/AIDS in Hawaii-May 2005”:

Caucasians represent thirty-one percent (31.4%) of the state's total population;
Japanese represent twenty-one and a half percent (21.5%) of the state's total population;
Filipinos represent eighteen percent (18.2%) of the state's total population;
Chinese represent six percent (6.0%) of the state's total population;
Koreans represent two and a half percent (2.5%) of the state's total population;
Hawaiians represent over eight and a half percent (8.6%) of the state's total population;
Samoans represent approximately two percent (1.7%) of the state's total population;
African-Americans represent two percent (2.3%) of the state's total population;
Hispanics represent seven percent (7.2%) of the state's population;
Native Americans/Native Alaskans represent less than one percent (0.4%) of the state's total population.
Disproportionate Rates

Although Caucasians comprised less than one-third of the state's population, they represent half of the total number of reported AIDS cases.  Caucasians represented thirty-one percent (31.4%) of the population, but accounted for fifty and a half percent (50.51%) of total AIDS cases reported in the last five years.
While Hawaiians make up just over eight and a half percent (8.6%) of the state's total population, they account for eight percent (8.11%) of the total AIDS cases reported in the last five years.

While the actual number of cases of AIDS in African-Americans is relatively small, proportionately these cases represent a larger percentage of the total number of reported AIDS cases than the percentage of African-Americans in the state’s total population:  two percent (2.3%) of the total population as compared to five percent (5.27%) of the total number of AIDS cases reported in the last five years.

The number of cases of AIDS reported in Samoans in the last five years represents a proportion of the total number of cases that is similar to their proportion of the total population:  approximately two percent (1.62%) of the total number of cases compared to approximately two percent (1.7%) of the total population
The percentage of AIDS cases in Hispanics exceeds their percentage of the state's total population.  Hispanics represent ten percent (10.14%) of the total AIDS cases reported in the last five years, as compared to seven percent (7.24%) of the state's total population.

No other ethnic group is disproportionately affected by AIDS.

GEOGRAPHIC VARIATIONS OF HIV/AIDS CASES IN HAWAII

There is very little geographic variation in the number of AIDS cases diagnosed in Hawaii compared to the distribution of the state’s total population by geographic area.  Through December 31, 2007, there was a cumulative total of three thousand eleven (3,011) cases of AIDS reported in Hawaii.  Data provided by the Hawaii State Department of Health AIDS Surveillance Program, find the following:

Honolulu County, with seventy-two percent (72%) of the state’s total population, accounted for two thousand one hundred eighty-five (2,185) cases, or seventy-two and a half percent (72.57%) of the cumulative reported AIDS cases;

Hawaii County, with twelve percent (12.0%) of the state’s population, reported three hundred ninety (390) cases of AIDS, or approximately thirteen percent (12.95%) of the total reported AIDS cases;

Maui County (which includes the islands of Maui, Molokai, and Lanai), with eleven percent (11.00%) of the state’s population, reported three hundred seven (307) cases, which represents ten percent (10.2%) of the cumulative AIDS cases;

Kauai County, with five percent (5.0%) of the state’s population, reported four percent (4.28%) of the total reported AIDS cases:  one hundred twenty-nine (129) cases.

DESCRIPTION OF THE STATE RESPONSE TO THE AIDS EPIDEMIC1
1983 Persons Living with AIDS in Hawai`i:  3
· First AIDS cases reported in Hawai`i

· Life Foundation organized; first Hawai`i AIDS service organization (ASO); all volunteer

1985 Persons Living with AIDS in Hawai`i:  34
· First federal funds to Hawaii Department of Health (DOH) for testing, counseling, prevention and education

1986 Persons Living with AIDS in Hawai`i:  66
· Informal beginnings of AIDS Community Care Team

· ASO, DOH and consumer representatives discuss service needs, service delivery, funding, share information, network, etc.

· First Neighbor Island ASO’s formed: Maui AIDS Foundation and Malama Pono – Kaua`i AIDS Project

1987 Persons Living with AIDS in Hawai`i:  97
· Big Island AIDS Project established

· AEP founded through UH medical school

1988 Persons Living with AIDS in Hawai`i:  143
· Ho‘omana‘olana founded:  programs include a dedicated AIDS housing facility, Gregory House, and a rent subsidy assistance program

1989 Persons Living with AIDS in Hawai`i:  143
· First major State funding for AIDS services: housing, case management, home care

· Hospitals begin establishing AIDS clinics

· DOH creates STD/AIDS Prevention Branch

· H-SPAMM data collection program established

· Syringe Exchange Program (SEP) started

1990 Persons Living with AIDS in Hawai`i:  281
· AIDS Clinical Research Program established at the University of Hawai`i

· Federal Ryan White Comprehensive AIDS Resources and Emergency (CARE) Act passed by Congress

· Hawai`i qualifies for Title II funding

1991 Persons Living with AIDS in Hawai`i:  338
· Hawai`i economy begins ten year slide

· Cuts back of state funding affect services

· Ryan White funding available for H-DAP, H-COBRA, H-NAP

1992 Persons Living with AIDS in Hawai`i:  415 
· AIDS Community Care Team becomes Hawai`i’s Ryan White CARE Act Title II Consortium

1993 Persons Living with AIDS in Hawai`i:  528 
· All-volunteer FoodBasket for persons living with AIDS begins, organized by People with AIDS Coalition (PWAC)

1994 Persons Living with AIDS in Hawai`i:  567
· West Hawai`i AIDS Foundation becomes separate ASO based in Kailua-Kona on the Big Island

· Hawai`i HIV/AIDS Prevention Community Planning Group (CPG) began

1995 Persons Living with AIDS in Hawai`i:  596 
· Care Services Community Planning Group formed with 50% consumer representation

· Sets Ryan White Title II funding priorities

· FoodBasket saved from loss of funding – Save the FoodBasket takes over operation with all–volunteer staff.  Secures funding and hires staff, expands services

1996 Persons Living with AIDS in Hawai`i:  640
· Federal Housing Opportunities for People with AIDS (HOPWA) funds awarded to Gregory House Programs

1997 Persons Living with AIDS in Hawai`i:  690

· Laboratory reporting of CD4 counts below 200 and less than 14% commences as a new definition of AIDS which results in increased number of AIDS cases in the state.

1999 Persons Living with AIDS in Hawai`i:  857
· Hawai`i CARES assumes role as statewide Ryan White Title II Consortium; 40 Voting members; 50% consumer representation

· ACCT becomes lead agency for Ryan White CARE Act Title II consortium

2000 Persons Living with AIDS in Hawai`i:  941
· Waikiki Health Center awarded Ryan White CARE Act Title III Funding

· Planning begins for Wellness Center; conceived and created by consumers

· Statewide needs assessment for HIV/AIDS care services conducted as part of statewide planning process; needs assessment conducted by consumer members of planning group

2001 Persons Living with AIDS in Hawai`i:  1011
· HIV reporting by non-named code commences

· Planning begins for Gregory House Programs’ Michael’s Place housing facility in Waikiki to provide services for individuals with multiple diagnoses

· Save the Food Basket’s Bill’s Place storefront food distribution starts providing fresh meat, dairy and produce to consumers

2002 Persons Living with AIDS in Hawai`i:  1077
· Hawaii AIDS Clinical Research Program dedicates the Clint Spencer Clinic; begins to provide services

2003 Persons Living with AIDS in Hawai`i:  1123

· Big Island AIDS Project and West Hawaii AIDS Foundation merge to form the Hawaii Island HIV/AIDS Foundation

· Planning for integrated prevention and care services planning process begins

2004 Persons Living with AIDS in Hawai`i:  1146
· Kakou formed to develop model for integrated HIV/AIDS services planning process

· New model for integrated care and prevention community planning determined; new members elected
2005 Persons Living with AIDS in Hawai`i:  1198

· After the previously separate community planning groups for care and prevention were disbanded by SAPB, one new integrated group for both care and prevention was convened, the Hawaii HIV/AIDS Community Planning Group.

· Gregory House Programs Community Residential Program established 

2006 Persons Living with AIDS in Hawai`i:  1231
2007 Persons Living with AIDS in Hawai`i: 1559

· Administrative Rules changed allowing rapid testing in Hawai`i
· Rapid HIV testing begins in Hawai`i 
2008 Persons Living with AIDS in Hawai`i:  1291
· Administrative Rules changed allowing name based reporting of HIV in the state
· HIV name-based reporting begins

2004 ASSESSMENT OF NEED
In 2004, the HIV care services community planning group, Hawaii CARES, conducted a statewide HIV care services needs assessment.  With technical assistance provided by the STD/AIDS Prevention Branch's HIV Prevention Services Program Evaluator, a needs assessment survey was developed and was distributed to key stakeholders in the HIV community.  These stakeholders included:  1) people living with HIV/AIDS who were eligible for Ryan White CARE Act services; 2) ASO staff providing front-line services to people living with HIV/AIDS; 3) HIV/AIDS physicians and nurses; 4) executive directors of organizations providing HIV/AIDS care services.  Approximately one thousand seventy (1070) surveys were mailed out and three hundred and three (303) completed surveys were returned.  This represented a return rate of twenty-eight percent (28.32%).  

Utilizing a weighted prioritization methodology, the Needs Assessment Committee of Hawaii CARES tabulated the surveys.  The following lists of needs reflect the results from the survey.  The lists are comprehensive for Hawaii.  One list was compiled for needs on the island of Oahu, and a separate list was compiled for needs on the Neighbor Islands of Kauai, Maui, Molokai, Lanai, and Hawaii.


List of  Needs on Oahu

1)
Housing Services (Financial Assistance):  provision of short-term financial assistance to clients for temporary or transitional housing to maintain medical care.


2) 
Outpatient/Ambulatory Medical Care Services, includes HIV/AIDS Drug Treatments.



3)
Dental Care:  provision of diagnostic, preventive and treatment services by a dentist or dental personnel.



4)
Housing Services (Other Housing Services):  includes housing in medical treatment programs for clinically ill patients, specialized and non-specialized short-term housing, and transitional housing.  These services also include emergency housing payments of a critical nature not lasting more than five days.



5)
Food Bank/Home Delivered Meals/Nutritional Supplements:  provision of actual food, meals, or nutritional supplements.



6)
Financial Assistance:  provision of short-term payments for essential utilities and for medication assistance.



7)
Health Insurance:  provision of financial assistance to maintain continuity of health insurance.



8)
Client Advocacy:  provision of advice and assistance in obtaining medical, social, community, legal financial, and other needed services.



9)
Case Management:  provision of assistance in obtaining medical, social community, legal, financial, and other needed services.


 
10)
Mental Health Care:  psychological and psychiatric treatment and counseling services to individuals with a diagnosed mental condition.



11)
Transportation:  provision of transportation to a client, either directly or through a voucher, so that he or she may access health care or support services.



12)
Alternative Therapies:  acupuncture, massage, herbs, etc.



13)
Counseling/Social Support Services:  counseling, other than mental health counseling, provided to clients by non-licensed mental health practitioners, and may include counseling in a group or on an individual basis on a wide range of topics. 



14)
Substance Abuse:  provision of counseling and/or treatment to address substance abuse issues (includes alcohol and drugs).



15)
Other Service:  includes direct support services not listed above such as translation or interpretation services.



16)
Home Health Care:  provision of therapeutic, nursing or support services in a home setting.



17)
Hospice Care:  provision of services, either in a home or residential setting, to clients in the terminal stages of their illness.


List of Needs on the Neighbor Islands


1)
Dental Care:  provision of diagnostic, preventive and treatment services by a dentist or dental personnel.



2)
Outpatient/Ambulatory Medical Care Services, includes HIV/AIDS Drug Treatments.



3)
Housing Services (Financial Assistance):  provision of short-term financial assistance to clients for temporary or transitional housing to maintain medical care.



4)
Food Bank/Home Delivered Meals/Nutritional Supplements:  provision of actual food, meals, or nutritional supplements.



5)
Case Management:  provision of assistance in obtaining medical, social community, legal, financial, and other needed services.



6)
Health Insurance:  provision of financial assistance to maintain continuity of health insurance. 



7)
Financial Assistance:  provision of short-term payments for essential utilities and for medication assistance.



8)
Client Advocacy:  provision of advice and assistance in obtaining medical, social, community, legal financial, and other needed services.



9)
Housing Services (Other Housing Services):  includes housing in medical treatment programs for clinically ill patients, specialized and non-specialized short-term housing, and transitional housing.  These services also include emergency housing payments of a critical nature not lasting more than five days.



10)
Mental Health Care:  psychological and psychiatric treatment and counseling services to individuals with a diagnosed mental condition.



11)
Transportation:  provision of transportation to a client, either directly or through a voucher, so that he or she may access health care or support services.



12)
Alternative Therapies:  acupuncture, massage, herbs, etc.



13)
Counseling/Social Support Services:  counseling, other than mental health counseling, provided to clients by non-licensed mental health practitioners, and may include counseling in a group or on an individual basis on a wide range of topics.



14)
Substance Abuse:  provision of counseling and/or treatment to address substance abuse issues (includes alcohol and drugs).



15)
Other Services:  includes direct support services not listed above such as translation or interpretation services.



16)
Home Health Care:  provision of therapeutic, nursing or support services in a home setting.



17)
Hospice Care:  provision of services, either in a home or residential setting, to clients in the terminal stages of their illness.

2008 ASSESSMENT OF NEED
In 2008, in response to requests from the statewide Hawaii HIV/AIDS CPG, the STD/AIDS Prevention Branch of the Hawaii Department of Health, in partnership with the Hawaii Public Housing Authority and the City and County of Honolulu, commissioned a statewide needs assessment of HIV care services.  With input and assistance provided by a steering committee composed of representatives of the STD/AIDS Prevention Branch, the Hawaii Public Housing Authority, the City and County of Honolulu, various AIDS services providers from across the state, the AIDS Education Training Center, an HIV/AIDS therapeutic drug treatment contract pharmacy, and individuals living with HIV/AIDS, the needs assessment contractor developed a needs assessment survey instrument.  The survey was distributed to key stakeholders in the HIV community in various formats:  written surveys; consumer focus groups; on-line surveys; focus groups with providers; and individual interviews with consumers and providers.  These stakeholders included:  1) people living with HIV/AIDS receiving Ryan White HIV/AIDS Treatment Modernization Act of 2006 (Ryan White HIV/AIDS Program) funded HIV/AIDS care services and HIV/AIDS care services funded from other governmental and private sources; 2) ASO staff providing front-line services to people living with HIV/AIDS; 3) HIV/AIDS physicians and nurses; 4) executive directors of organizations providing HIV/AIDS care services.

Consumer Survey Findings
The following section provides results from the consumer surveys.  The consumer survey consisted of printed questionnaires which were delivered to AIDS services organizations across the state and distributed to consumers by agency staff.  The survey questionnaire utilized a combination of yes/no, multiple choice, and open-ended questions addressing demographic characteristics, needs, and service utilization.   Overall, one hundred sixty-one (161) completed surveys were returned to the needs assessment contractor.

Respondents rated both the importance and availability of fourteen (14) categories of services, including six (6) core health services, and eight (8) support services as defined by the federal Ryan White HIV/AIDS Program.

Importance of Services 
Respondents statewide rated outpatient health service, oral health service, and emergency financial assistance for utilities and medications as the most important services.  Health insurance premium assistance, food bank services, housing services, client advocacy, medical and social services case management were rated extremely important by half of all respondents.  


Services listed by indicated order of importance:

· Outpatient health services

· Oral health services

· Emergency financial assistance

· Health insurance premium assistance 

· Food bank services

· Housing services

· Client advocacy services 

· Social services case management 

· Medical case management 

· Transportation assistance services

· Counseling services

· Alternative therapies

· Mental health services

·  Outpatient substance abuse services

Availability of Services
Although some services were readily available to respondents, some services were identified as not available to consumers.  The services identified as least available included alternative therapies, housing services, and outpatient substance abuse treatment services.   

Services listed in descending order by non-availability:

· Alternative therapy

· Housing services

· Outpatient substance abuse treatment services

· Transportation assistance services

· Oral health services

· Health insurance premium assistance

· Mental health services

· Emergency financial assistance

· Counseling services

· Medical case management 

· Client advocacy services

· Social services case management 

· Outpatient health services

· Food bank services

Although respondents in the urban center of Honolulu and the respondents on the rural Neighbor Islands listed the same four (4) most important services, their availability ratings were slightly different.   This suggests that individuals living with HIV/AIDS have similar needs wherever they live, but that levels of access to services vary geographically.  While all respondents indicated alternative therapies as the least available service, Honolulu respondents included oral health services, and health insurance premium assistance as least available, and Neighbor Island respondents included substance abuse treatment services and housing services as least available. 

Consumer Focus Group Findings
The needs assessment contractor worked with Hawaii’s four (4) AIDS services organizations and one health care services provider agency in Honolulu to coordinate focus groups of people living with HIV/AIDS.  The focus group participants discussed past and current HIV/AIDS care service needs.  Additionally, in order to garner input from individuals who were not engaged in medical care, the contractor made available a toll-free number to gather input through phone interviews from people who might not have been willing to attend the focus groups.  A total of sixty (60) individuals across the four (4) counties participated in the six (6) focus groups, and six (6) individuals participated in phone interviews.

Housing Challenges
All participants described finding or maintaining stable housing as a major issue.  This included problems related to U.S Department of Housing and Urban Development Section 8 rental assistance program, and poor communication with case managers and providers about available assistance and eligibility criteria.  Substance use was described as a major contributor to the inability to maintain stable housing.  The high cost of housing in Hawaii was also a major factor for many.  In rural areas, the proximity of available housing to medical and support services providers and the lack of transportation were problematic for some individuals.  Focus group participants also indicated as problems:  a lack of assistance to find suitable housing; there were no listings of landlords who accepted voucher assistance and/or pets; lack of transportation to visit prospective units; and a lack of financial assistance with housing application fees.

Care and Treatment Challenges     

Focus group participants from the Neighbor Islands frequently cited issues related to the scarcity of health care providers and HIV specialists as the major care and treatment challenge.

Focus group participants from Honolulu cited problems with case management services as the challenge to care and treatment.  In Honolulu, case managers at the main AIDS services organization were described as too few in number, and those who were there were over worked with too large a case load.  Also cited as problematic was the high turnover rate of case managers.  Lack of funds to sustain an adequate case management system was cited as a problem.  The lack of cultural awareness and the need for culturally diverse care providers were noted as concerns among focus group participants.

Input from Providers and Other Stakeholders
The needs assessment contractor collected information from HIV/AIDS care services providers and other stakeholders through an on-line survey, and individual and group meetings.   

Key Stakeholder Survey
This survey consisted of rating matrices and yes/no style questions, and space for participant comments.  Providers were asked to identify the importance and availability of health and support services.   


Providers and other stakeholders identified outpatient health service, housing services, medical case management, and oral health services as the most important services.   Outpatient health services, medical case management services, social services case management services, and food bank services were identified as the least available services. 


Services listed by indicated order of importance:

· Outpatient health services

· Housing services

· Medical case management services

· Oral health services

· Health insurance premium assistance 

· Substance abuse outpatient services

· Mental health services

· Emergency financial assistance

· Food bank services

· Social services case management

· Counseling/social support services

· Client advocacy

· Transportation assistance services

· Alternative therapies 


Services listed in descending order by non-availability:

· Outpatient health services

· Medical case management services

· Social services case management

· Food bank services

· Counseling/social support services
· Emergency financial assistance

· Health insurance premium assistance

· Housing services

· Transportation assistance services

· Client advocacy

· Oral health services

· Substance abuser outpatient services

· Mental health services

· Alternative therapies

Findings from Stakeholder Interviews and Meetings

Members of the needs assessment steering committee were asked to identify key stake holders in the community who could be interviewed by the needs assessment contractor.  Key stakeholders included providers of HIV/AIDS care services, employees of housing and homeless systems and other community service systems.  Key stakeholders were invited to group and individual interviews, and sixteen (16) participants responded.  The key stakeholders were asked to comment on the challenges and opportunities they had experienced in the provision of HIV/AIDS care.  The findings from this process were organized as follows:  provider coordination challenges; Honolulu issues; Neighbor Island issues; housing barriers and challenges; care and treatment barriers and challenges; prevention versus care; stigma.

Provider Coordination Challenges


Geography and the small size of the HIV/AIDS community are major factors in the organization of service delivery in Hawaii.  The number of providers is limited, as is the degree to which these agencies feel that they can engage the attention and resources of other mainstream agencies to serve particular needs of persons living with HIV/AIDS.  The small number of providers tends to make deficiencies more visible, even when the agencies are doing much good work.  


Acceptance and integration of people living with HIV/AIDS remain limited.  The effects of stigma and shame arose consistently during the needs assessment.  


The lack of physicians who are willing and able to provide medical care services is a significant challenge.  Citing a survey of medical care needs conducted by the Clint Spencer Clinic of the Hawaii AIDS Clinical Research Program (HACRP), the needs assessment characterized the context of HIV medical care as the following:  due to a general lack of physicians, segmented island geography, and sparse HIV populations in rural areas, the individuals receiving HIV/AIDS medical care in Hawaii tend to concentrate among a few providers in each of the counties.  Should one leave the state or discontinue to practice, the community faces a sudden access to care situation.  Though the Clint Spencer Clinic was originally established to provide alternative treatment modalities for individuals who had completed research protocols during clinical trials, the Clint Spencer Clinic has responded to medical care provider shortages by establishing satellite clinics on the Neighbor Island.


Also, HIV/AIDS services organizations must accommodate a wider range of problems posed by clients than ever before.  Mainstream organizations responsible for providing specialty care will often defer treatment of their particular disease because they are unable to deal with the client’s HIV/AIDS condition, and the AIDS service organization is expected to provide all services for the client.


Oahu Issues


Significant differences exist among providers of care services on the Island of Oahu regarding the perception of cooperation among agencies.  Some providers praised the cooperation between agencies, and others noted the lack of partnerships between agencies.


Oahu agencies also recognize that the increasingly complex system of HIV/AIDS care services has provided the impetus for specialization, and the increasing professionalism of provider organizations.  These changes often result in retention problems among agency staff, and the seeming lack of knowledge and inexperience among newer line staff.   


Neighbor Island Issues

There is an impression among some stakeholders of a disparity in the per client funding levels between Oahu and the Neighbor Island.  Although on an individual client level, the Neighbor Island providers may appear to possess a higher per client funding level, the Neighbor Island organizations point to a lack of mature infrastructure and a general lack of the wider range of resources available to a client on the Neighbor Island as compared to his or her Oahu counterpart for the need for more funding per capita.


Distance between islands is also a major issue for the Neighbor Islands.  Although the Neighbor Island provider agencies view themselves as a unique group of providers, separate from Oahu providers, the distances between the individual islands make it very difficult for these agencies to coordinate funding efforts, administrative functions, and advocacy efforts to address their particular set of circumstances.


The rural nature of the Neighbor Islands, combined with the lack of medical care providers, make transportation even more critical for these clients.  The lack of regular government sponsored and/or operated mass transit, the cost of fuel, and the long distances involved create significant barriers for accessing medical care for individuals with HIV/AIDS.


Housing Barriers and Challenges

The general housing market in Hawaii, with high cost for renting or purchasing housing combined with the scarcity of affordable housing, is highly unfavorable to facilitate successful treatment outcomes for individuals with HIV/AIDS.  Increasing research indicates that stable housing is both essential for attaining and maintaining optimal health status for individuals with HIV/AIDS.  Additionally, it has been shown that stable housing is also a major contributor to preventing the spread of HIV.  The housing market in Hawaii makes it very difficult for even the major HIV/AIDS housing provider to meet the needs of its growing client population.


Care and Treatment Barriers and Challenges
   
Stakeholders in Hawaii recognize a range of treatment and supportive services needed to support both housing stability and the health of persons living with HIV/AIDS.  Oral health services have been identified as a major need in Hawaii.  There are too few providers offering affordable services statewide.  


Another central concern identified by stakeholders was that direct care services are staff-intensive and maintaining adequate qualified staff-to-client ratios is an ongoing problem.  Additionally, accessing resources from other systems that are utilized to supplement HIV-dedicated services can also be difficult.       

Stigma

Although stakeholders agree that the problem of stigma associated with HIV/AIDS has seemed to have eased since the beginning of the epidemic, confidentiality is still an important issue among individuals living with HIV/AIDS.  Issues of confidentiality frequently arise in the area of housing services.  It is difficult for agencies to provide housing assistance services without alerting landlords to the nature of the work engaged in by the service provider.  

Unmet Need Estimate
The unmet need estimate for this plan was developed using the same basic HRSA-recommended methodology used to develop unmet need estimates for the FY 2009 Ryan White HIV/AIDS Program Part B grant application.  All the data in the unmet need estimate are for the calendar year 2006. 

Definition:

Unmet Need for HIV primary medical care is defined as:  an individual with HIV/non-AIDS or AIDS who has not received either of the following two (2) components of HIV primary medical care during a defined twelve (12) month time frame in 2006:  viral load (VL) testing or CD4 count. 
Data Sources

Hawaii has had:  a) name-based AIDS reporting since the 1980’s; b) code-based Unnamed Test Code (UTC) HIV reporting since September 2001; c) laboratory name-based low CD4 (below 200/mm3 and/or 14%) reporting since 1998; d) laboratory code-based HIV confirmative test results, including HIV detectable viral load, since September 2001; and e) Diagnostic Laboratory Service (DLS), the largest private laboratory in Hawaii, provides the proportion of unreportable lab data (unreportable lab data is defined as:  a CD4 over 200 and/or over 13%; or a HIV viral load test with undetectable results). Other supplement data sources are: f) the State-funded HSPAMM Program data; g) data from the Hawaii AIDS Clinic Trials Unit (ACTU); and h) data from AIDS service organizations statewide.

Population Estimates 

Hawaii used statewide HIV/AIDS surveillance data to prepare population estimates for AIDS and used a midpoint estimate from the CDC for HIV/non-AIDS for the State overall.  The HIV/AIDS Reporting System (HARS) data are routinely checked against the Hawaii State Death Registry or the Social Security Death Master File (data up to November 2005) to update a reported individual's living/death status.

Through December 2006, AIDS prevalence was 1,291, which was reported through December 2007.  An adjustment for the estimated in-migration rate of 19.2% and out-migration rate of 17.9% was applied.  These rates were based on the calculation from the Routine Interstate Duplication Project (RIDP) data, which included data up to December 2005.   The calculation is shown as follows: 

	The number of Hawaii and non-Hawaii diagnosed AIDS prevalence in HARS =1,512

	The number of Hawaii diagnosed AIDS prevalence in HARS = 1,219

	In-migration cases = 1,512 x 19.2%  = 290
	Out-migration cases = 1,219 x 17.9% = 218

	Total number of Hawaii diagnosed AIDS prevalence  w/adjusted migration = 1,219 + 290 -218 =1,291


Though Hawaii has code-based HIV reporting, the midpoint estimate provided previously from the CDC was used to estimate HIV (non-AIDS) prevalence.  The number of diagnosed HIV (non-AIDS) prevalence as of December 2006, was 1,300 individuals.  The calculation is shown as follows: 

	The number of diagnosed HIV/not AIDS prevalence as of June 2000 * = 1,000

	AIDS prevalence as of December 2000 = 993
	AIDS prevalence as of December 2006 = 1,291

	Adjustment factor  = 1,291/993 = 1.300
	

	The number of diagnosed HIV/not AIDS prevalence as of December 2006 = 1,000 x 1.300 = 1,300

	HIV/not-AIDS and AIDS prevalence as of December 2006  = 1,291 + 1,300 = 2,591


*Provided by CDC
Migration calculation:

The AIDS prevalence in Hawaii through the end of 2005 was 1,441 persons regardless of where they were diagnosed.  Among this number, 1,165 were diagnosed in Hawaii.  The in-migration population is 276 persons (276=1,441-1,165) with rate of 19.2% (276/1,441). 

Hawaii used RIDR (inter-state duplication) files that had been received from CDC to estimate the out-migration.  Through December 2005, 782 unduplicated AIDS cases were double or triple reported between Hawaii and other states.  The rate of duplication, i.e. the same person counted more than once, is 68%.  Therefore, of the 782 unduplicated cases, an estimated a total of 533 were double or triple reported between Hawaii and other states as the same individual.  The number of duplicated cases as the same individual was used to determine out-migration.  Among 533 cases, an estimated 234 cases (234=533 x 44%) were reported in Hawaii first then were reported later in other states.  These persons were considered to have moved from Hawaii to get care and were subsequently reported in other states (out-migration population).  These 234 cases were checked against 2005 Hawaii lab data.  If there is a match, these persons who migrated out of state are thought to have come back to Hawaii to receive care.  There were 26 matches, indicating that 26 individuals had returned to Hawaii to receive care, with the rate of return being 11% (26/234).  After deducting this number from the out-migration population (234 – 26 =209 persons), an estimated total of 209 persons (17.9%, 209/1,165) is the out-migration population. 

Therefore, the number of AIDS prevalence adjusted for in-migration and out-migration at the end of 2005 is 1,232 (1,165 Hawaii diagnoses + 276 in-migration – 209 out-migration = 1,232).  Applying the same rates for in-migration and out-migration as used in 2005, 2006 AIDS prevalence is 1,291 (1,219 Hawaii diagnoses + 290 in-migration – 218 out-migration = 1,291). 

Estimation Methods

Hawaii used statewide HIV/AIDS lab surveillance data to prepare care pattern estimates with supplemental data from DLS to adjust for unreportable lab data.  DLS is the largest private lab in Hawaii and in 2006 accounted for an average of seventy two percent (72%) of the total reportable CD4 and HIV viral test reports.  For the FY 2009 Part B application, the average proportion (51%) from the previous two year’s unreportable result proportions (50.8% in 2004 and 51.2% in 2005) were used to calculate the statewide unreportable lab data.  These results are based on the results of testing individuals rather than total test results.  Unreportable results for this year are not available at this time.  And unreportable HIV and CD4 test results for past two years cannot be separated into results for individual years or results for separate tests.  
Reportable 2006 lab data are matched with either HARS or with pre-2006 reported lab data, which include unique codes.  HARS data represent name-based AIDS reporting and Unnamed Test Code (UTC) reporting for HIV.  The pre-2006 reported lab data represent persons who were aware of their HIV/AIDS status prior to 2006.  If these pre-2006 data matched with reportable 2006 lab data it would indicate that these individuals were aware of their HIV/AIDS status and had received care services in 2006.  In the data collection process, the pre-2006 lab data are de-duplicated with HARS.  Lab data contain unique codes.  Unique codes are defined as the codes used by the Hawaii Seropositivity and Medical Management (HSPAMM) Program and Hawaii AIDS Clinic Trials Unit (ACTU).  The State-funded HSPAMM Program provides HIV-related lab tests twice a year for all clients regardless of income, insurance status, race or any other condition.  ACTU also provides care services (including lab tests) for all its clients.  These clients have their own primary doctors and join these programs in private doctor offices.  After completing doctor-ordered HIV-related tests, the labs send reportable test results to the Hawaii AIDS Surveillance Program, HSPAMM or ACTU, and the doctor’s office.  After doctors receive the results, they send the patient’s bill to either of these two coded programs for reimbursements.  The Hawaii AIDS Surveillance Program receives test result reports with coded identifiers unique to HSPAMM or ACTU programs rather than by name or UTC.   Because these lab results are reported using unique code modes and are subsequently entered into HARS using UTC or name modes, the unique HSPAMM or ACTU codes cannot be matched with the name or UTC identifiers in HARS, however clients of HSPAMM and/or ACTU do receive care services in physician offices.   These clients identified with unique codes account for fifty-four percent (54%) of total reportable lab data in 2006.  
To solve this problem, Hawaii uses unique lab codes from 2006 to match with pre-2006 lab results reported by unique codes for HIV and CD4 data.  It is still a possibility that tests were ordered for these clients in 2006 using name and UTC.  Since this may result in over-counting of persons who are in care, the Hawaii Department of Health conducted a survey in 2005 to estimate the duplication between the tests ordered by unique codes and tests ordered with client’s name.
The questionnaire was sent to the physicians participating in the HSPAMM and ACTU programs.  The providers were asked for the number and percentage of their clients for whom lab tests had been ordered using name and code during 2005, and excluded those using only code or only client’s name.  A total of six doctors were surveyed.   The return rate was 100%.  These six doctors account for 59% of HSPAMM clients during 2005.  The average duplication rate (using name and code for one client during 2005) for HSPAMM clients was 58.9%.  Among these six doctors, there are three doctors who took care of 24.3% of ACTU clients.  The average duplication rate for ACTU clients is 15.4%.  These numbers were used to make a downward adjustment for unique codes matched with pre-2006 lab data.   

The STD/AIDS Prevention Branch is not able to obtain data from the State Medicaid Program or the Federal Medicare Program or from AIDS services organizations.  The STD/AIDS Prevention Branch was unable to obtain client level data from the Department of Veterans Affairs (VA).  Therefore, no VA data have been included in this estimate.  Care pattern data in the Unmet Need Framework Table thus represent unduplicated data from HARS and lab, as well as data in the HSPAMM and ACTU programs.

Estimates of people in care
People Living with AIDS (PLWA) in care:
HARS and pre-2006 lab data matched with the 2006 lab data:  414 matched.  

Pre-2006 HSPAMM lab data matched with the 2006 HSPAMM lab data: 76 matched.  With a downward adjustment with a duplication rate of 58.9%, the total match is 31.  [31 = 76 x (1-58.9%)]

Pre-2006 ACTU lab data matched with the 2006 ACTU lab data: 8 matched.  With a downward adjustment with a duplication rate of 15.4%, the total match is 7.  [7 = 8 x (1-15.4%)]
Match subtotal:  447 matched [447 = 414 + 31 + 7], based on the matched totals with the downward adjustment between programs for duplications.

Total: 894 clients [894 = 447 + 447] in care, which represent the subtotal of 447 matched cases plus the 50.0% upward adjustment for 447 unreported lab cases [447= 447 x 0.50/0.50]. 

People Living with HIV (non-AIDS) (PLWH) in care:
HARS and pre-2006 lab data matched with the 2006 lab data:  206 matched.  

Pre-2006 HSPAMM lab data matched with the 2006 lab HSPAMM data: 151 matched.  With a downward adjustment with a duplication rate of 58.9%, the total match is 62.  [62 = 151 x (1-58.9%)]

Pre-2006 ACTU lab data matched with the 2006 ACTU lab data: 16 matched. With a downward adjustment with a duplication rate of 15.4%, the total match is 14.  [14 = 16 x (1-15.4%)]

Match subtotal:  282 matched [282 = 206 + 62 +14], based on the matched totals with the downward adjustment between programs for duplications.

Total: 564 clients [564=282 + 282] in care, which represent the subtotal of 282 matched cases plus the 50.0% upward adjustment for 282 unreported lab cases [282= 282 x 0.50/0.50]. 

Note: HARS data and pre-2006 lab data are not duplicated.  For matching with the 2006 lab data, the pre-2006 lab CD4 data matching is prior to the pre-2006 lab HIV data matching.  Once the data in the 2006 lab data set are matched, these data are no longer to be used to match again.

Total People Living with HIV (non AIDS) or AIDS (PLWAH) in care:
PLWA + PLWH = 894 + 564 = 1,458 clients

Estimates of unmet need: 

PLWA not in care:  1,291 (AIDS prevalence--HARS) – 894 (PLWA in care) = 397 persons (30.8%).

PLWH not in care:  1,300 (HIV prevalence --CDC mid-point) – 564 (PLWH in care) = 736 persons (56.7%).

PLWHA not in care:  2,591 (HIV and AIDS prevalence) -1,458 (PLWAH in care) = 1,134 persons (43.8%).

Summary 

An estimated total of 1,134 people or 43.8% of People Living with HIV/AIDS in Hawaii were not in care during 2006.  Unmet need was higher for People Living with HIV (non-AIDS), who had an unmet need of 56.7% (736 /1,300 people), as compared to 30.8% (397/1,291 people) for People Living with AIDS.

Limitations: 
Hawaii is not able to separate the proportions for unrepeatable lab test results for HIV tests and CD4 tests from DLS and use one proportion to adjust the results for PLWH and PLWA, which may result in over- or under– stating the proportion of PLWH (non-AIDS) in care.  Surveillance data have not been matched against the 2006 national death records so there is a possibility that there has been an increase in number of PLWA.  As the varying health services systems in Hawaii use different client coding methods, counting a total of number unduplicated clients in care across all systems is very difficult.  Hawaii HSPAMM and ACTU programs are coded programs that do not allow for linkage between the client code and the client name.  Although the 2005 survey allowed an elimination of the duplication between the care programs and the HIV/AIDS Surveillance Program, it is possible that some double counting of patients in care still occurs.  Using RIDR file to estimate the out-migration may lead to under counting HIV/AIDS prevalence because it is possible for these out-migration individuals to return to Hawaii without receiving care during that time period.  Also, it was not able to re-estimate the RIDR file in 2006.  Though Hawaii has had a UTC HIV reporting system for over five (5) years, this system remains challenged and HIV reporting is incomplete.  This may result in under-counting of patients in care.  Hawaii implemented named HIV reporting in March 2008, which includes full CD4 level lab reporting and undetectable and detectable HIV viral load reporting.  It is hoped this will lead to improved estimates of unmet need in the future. 
Demographic Analysis and Assessment: 

Although unable to make a full demographic analysis of unmet need due to the methodology employed to determine that unmet need, a preliminary analysis of Hawaii’s unmet need was possible by comparing the overall demographic data of the persons living with HIV/AIDS who were aware of their status with the demographic data submitted by the HSPAMM Program and AIDS services organizations (ASOs) statewide under contract with the Hawaii Department of Health (see Table 1).  Information on Ryan White clients is included here for reference but not for purposes of the analysis because information on these clients is included in the ASO data.  
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Table 1.

  Demographic Data Among Programs, Hawaii, 2006

#1 HIV

1

&AIDS 

Surveillance Prevalent

#2:HSPAMM

#3: ASO                           

(Ryan White and not-

Ryan White Clients)

#4: Ryan White Clients        

in ASO


Caveat:  deduplication between clients occurs within each program.  Client counts between programs have not been unduplicated.  An estimate on these duplicated rates was not available at the time of the writing of this application.  Due to limitations, this analysis should be viewed as very preliminary for unmet need. 

There was an estimated total of two thousand five hundred ninety-one (2,591) individuals living with HIV/AIDS in Hawaii in 2006 who were aware of their HIV/AIDS status.  This prevalence estimate was derived from the Hawaii HIV/AIDS Surveillance Program’s statewide population database and the CDC midpoint estimate for HIV (non-AIDS).  There were eight hundred thirty-nine (839) unduplicated individuals receiving care in the HSPAMM Program.  A total of one thousand six hundred eighty-four (1,684) unduplicated individuals received care services at ASOs, one thousand four hundred forty-four (1,444) of whom received Ryan White services and two hundred forty (240) of whom did not receive Ryan White services. 

As compared to the data from the 2005 unmet need Demographic Analysis and Assessments, the number of the individuals who were aware of their status in 2006 increased from 2,473 in 2005 to 2,591 in 2006, an increase of 4.77%.  Individuals who received services from HSPAMM also increased, from 811 in 2005 to 839 in 2006, an increase of 3.45%.  However, this increase in the HSPAMM program was less than the increase in the overall HIV/AIDS-aware population.  By comparison, the number of clients receiving services in ASOs increased dramatically from 1,160 in 2005 to 1,684 in 2006, an increase of 45.17%.  Moreover, the numbers of clients who received Ryan White services from ASOs were increasing more, from 888 in 2005 to 1,444 in 2006, an increase of 62.61%.  It appears that more individuals are getting services in ASOs through Ryan White funding or non-Ryan White funding. 
GAPS IN CARE 

As identified in the recently completed needs assessment, the following represent gaps in services, i.e. service areas where the levels of services provided are inadequate to meet the perceived needs of individuals with HIV/AIDS.   (Note: The following is not in any priority order)

· Lack of quality HIV/AIDS medical care in rural areas.
· Lack of access to affordable HIV medications.
· Lack of affordable housing.
· Lack of dental care services for individuals with HIV/AIDS.
· Lack of providers who are able to deal with the complexities of services to individuals with multiple diagnoses.  There is a need for better care coordination between providers of HIV services and providers of other medical/social support services for multiply diagnosed individuals.
· Lack of intensive, specialized field-based services, outreach, and case management for multiply diagnosed individuals, including specialized service delivery approach for specific populations.

PREVENTION NEEDS


In late 2008, the Hawaii HIV/AIDS Community Planning Group (CPG) identified six (6) high-risk population groups as their priority populations to receive funding for prevention services.  Listed in order of priority, these population groups are:  HIV-positive individuals; men who have sex with men (MSM); men who have sex with men/injecting drug users (MSM/IDU); injecting drug users (IDU); women at risk; and transgendered individuals at risk of contracting HIV.  

For 2009, the CPG plans to prioritize selected interventions and strategies that may be utilized for these high-risk populations to prevent the transmission of HIV.  The following are the interventions and strategies that had been selected by the HIV Prevention Services CPG in 2006 (these are not listed in priority order):  individual-level interventions (ILI); group-level interventions (GLI); outreach (OR); prevention case management (PCM); counseling, testing, and referral (CTR); health communication/public information (HC/PI); community-level intervention (CLI); and sterile syringe exchange program (SEP).

The HIV Prevention Services CPG further prioritized strategies and interventions for each of the six (6) prioritized populations on the Island of Oahu and for the Neighbor Islands, which include the islands of Kauai, Maui, Molokai, Lanai, and Hawaii.  The following is the prioritized list of at-risk populations and the prioritized interventions and strategies for each population for 2006.  The interventions and strategies are listed in priority order.

The Island of Oahu
HIV-Positive Individuals
MSM/IDU:  individual-level intervention; prevention case management; health communication/public information; community-level intervention; group-level intervention.

MSM:  individual-level intervention; group-level intervention; prevention case management; health communication/public information; community-level intervention.

IDU:  individual-level intervention; health communication/public information; prevention case management; group-level intervention; community-level intervention.

Transgender-At-Risk:  individual-level intervention; group-level intervention; prevention case management; health communication/public information; community-level intervention.

Women:  individual-level intervention; group-level intervention; prevention case management; health communication/public information; community-level intervention. 

MSM/IDU:  syringe exchange program; outreach; counseling, testing, and referral; individual-level intervention; health communication/public information; prevention case management; group-level intervention; community-level intervention.

MSM:  outreach; counseling, testing, and referral; individual-level intervention; community-level intervention; group-level intervention; health communication/public information; prevention case management.

IDU:  syringe exchange program; outreach; counseling, testing, and referral; group-level intervention; individual-level intervention; prevention case management; health communication/public information; community-level intervention.

Transgendered-At-Risk:  outreach; counseling, testing, and referral; group-level intervention; individual-level intervention; community-level intervention;  health communication/public information; prevention case management. 

Women-At-Risk:  outreach; counseling, testing, and referral; group-level intervention and individual-level intervention; prevention case management; health communication/public information; community-level intervention.

The Neighbor Islands
HIV-Positive Individuals
MSM/IDU:  individual-level intervention; prevention case management; health communication/public information; community-level intervention and group-level intervention.

MSM:  individual-level intervention; group-level intervention; prevention case management; health communication/public information; community-level intervention.

IDU:  individual-level intervention; prevention case management; health communication/public information; group-level intervention; community-level intervention.

Transgendered-At-Risk:  individual-level intervention; group-level intervention; prevention case management; health communication/public information; community-level intervention.

Women:  individual-level intervention; group-level intervention; prevention case management; health communication/public information; community-level intervention. 

MSM/IDU:  syringe exchange program; outreach; counseling, testing, and referral; individual-level intervention; health communication/public information; prevention case management; group-level intervention; community-level intervention.

MSM:  outreach; counseling, testing, and referral; individual-level intervention; community-level intervention; group-level intervention; health communication/public information; prevention case management.

IDU:  syringe exchange program; outreach; counseling, testing, and referral; individual-level intervention; prevention case management;  group-level intervention; health communication/public information; community-level intervention.

Transgendered-At-Risk:  outreach; counseling, testing, and referral; individual-level intervention; group-level intervention; community-level intervention;  health communication/public information; prevention case management. 

Women-At-Risk:  outreach; counseling, testing, and referral; group-level intervention; individual-level intervention; health communication/public information; community-level intervention; prevention case management.

DESCRIPTION OF THE CURRENT CONTINUUM OF CARE
The following is a list of the State- and Federal-funded HIV/AIDS care services currently accessible to qualified HIV-positive individuals, their families, and significant others in their lives in the State of Hawaii:  HIV/AIDS drug treatments, HIV/AIDS early intervention services, health insurance continuation services, outpatient/ambulatory health services, oral health care services, medical case management services, HIV/AIDS housing assistance services, home health care services, mental health services, substance abuse treatment services, emergency financial assistance, food bank/home delivered meals services, medical transportation services, psychological support services. 

RESOURCE INVENTORY
The following is a list of the HIV care services being provided in Hawaii by the Hawaii Department of Health through a combination of State and Federal funds:

In Ryan White HIV/AIDS Program Fiscal Year 2008, Ryan White HIV/AIDS Program Part B funds have been allocated in Hawaii as follows:



AIDS Drug Assistance Program

$1,859,066



ADAP Access/Monitoring


$     75,000




Health Insurance Continuation Program
$   123,000


Core Medical Services


Outpatient/ambulatory health service
s
$   113,141



Oral health care services:


$   194,983


Health insurance premium assistance

$     36,286



Home health care services


$       1,265



Mental health services



$     37,342



Medical case management services

$     60,000



Substance abuse treatment services

$       4,797



Support Services


Emergency financial assistance

$      61,289



Food bank/home delivered meals

$    143,888


Housing services



$    186,939


Medical transportation services

$      26,639


Psychological support services

$          595


Home health care services:


$          800






       Total
$ 2,924,230
In addition to federal HIV care services funding, represented by the Ryan White HIV/AIDS Program grant, the Hawaii Department of Health allocates the following levels of State funds for HIV care services in State FY 2009:



AIDS Drug Assistance Program


$   440,535



Hawaii Seropositivity and Medical Management



Program (HIV early intervention services)

$   490,000


Case management and support services statewide:
$1,484,043



HIV/AIDS housing assistance services statewide:
$   436,928



Hawaii AIDS Education Training Center:

$     83,775






        Total

$ 2,935,281

The Ryan White HIV/AIDS Program Part C grantee in Hawaii has allocated its Part C grant award as follows:



Early intervention services



$    200,648



Clinical quality management program

$      18,726



Other 






$      24,375







Total

$    243,750
PROFILE OF RYAN WHITE CARE ACT FUNDED PROVIDERS
The following is a list of the HIV care services providers providing Ryan White HIV/AIDS Treatment Modernization Act of 2006 HIV/AIDS care services in Hawaii:


Gregory House Programs:  housing assistance service; emergency financial assistance.


Hawaii AIDS Clinical Research Project:  primary medical care.

Hawaii Island HIV/AIDS Foundation:  primary medical care; substance abuse treatment services; oral health care services; mental health services; provision of health insurance; case management services; emergency financial assistance; food bank/home delivered meals/nutritional supplements; transportation assistance services; housing related services.

Life Foundation:  primary medical care; oral health care services; provision of health insurance; case management services; emergency financial assistance; transportation assistance services; housing related services.

Malama Pono - HIV/AIDS Service Agency of Kauai:  primary medical care; substance abuse treatment services; oral health care services; home health care services; mental health services; provision of health insurance; case management services; housing assistance services; emergency financial assistance; food bank/home delivered meals/nutritional supplements; transportation assistance services; housing related services.

Maui AIDS Foundation:  primary medical care; substance abuse treatment services; oral health care services; home health care services; mental health services; provision of health insurance; case management services; housing assistance services; emergency financial assistance; food bank/home delivered meals/nutritional supplements; transportation assistance services; client advocacy.

Save The FoodBasket, Inc.:  food bank/home delivered meals/nutritional supplements.

Waikiki Health Center:  primary medical care; mental health services; psychological support services.

BARRIERS TO CARE
To identify barriers to care, AIDS services organizations on each of the Neighbor Islands and on Oahu that receive federal and/or state funds to provide HIV care services, including the Ryan White HIV/AIDS Program Part C grantee on Oahu, were asked for their impressions of what constituted barriers to services based on their experiences working with persons living with HIV/AIDS.  The following represents their input.


Kauai  


Over the past few years, the Ryan White HIV/AIDS Program care services provider on Kauai has very strongly attempted to reduce the perceived barriers to care for individuals living with HIV/AIDS.  This provider’s efforts have resulted in very few actual barriers which prevent individuals living with HIV/AIDS from being able to access services at the agency. 


The service provider is unaware of any individual in need of services who is not able to reach the agency.  The agency is aware of three (3) individuals who have died over the last three (3) years who did not access services at the agency.  They also did not access medical care.  The agency believes that denial of the disease manifested itself and prevented these individuals from approaching the provider, though this reaction is not limited to HIV/AIDS.  In fact, on Kauai, this phenomenon is significantly greater in individuals with diabetes and cancer.

  
Individuals with HIV/AIDS on Kauai who are accessing HIV/AIDS care services are a much more diverse group than three (3) years ago when the majority was white males.  Now, more than a quarter are Asian/Pacific Islanders and Hispanic, and fifteen percent (15%) are females.  If barriers prevented access to services for these groups three (3) years ago, they do not appear to do so now.  The provider is aware of individuals living with HIV/AIDS who do not access services because they are too affluent and do not meet income criteria.  These individuals are able to adequately care for themselves.  This appears to be a function of the change in medical management of the disease.  


Regarding HIV/AIDS, stigma remains strong on the island.  The majority of this provider’s clients enter the agency through the side entrance rather than the front door as a result of their perception that the disease is stigmatized.  Nevertheless, they do enter the agency to access care services.  Stigma may inhibit access but does not prevent it.   


There are two (2) areas that are seen by the provider as barriers to care.  First is the relatively small amount of funds available to the agency under the Ryan White HIV/AIDS Program grant.  Clients needs cause the agency to go through the funds quite rapidly.  In fact, at just over six (6) months into the current Ryan White fiscal year, the provider already needs to adjust its planned budget.  Second is the requirement that seventy-five percent (75%) of the total Ryan White HIV/AIDS Program grant award must be expended on core medical services.  On Kauai, many of the agency’s clients have adequate medical insurance coverage although many are poorly covered for dental care.  Most clients’ needs seem to focus on needs of daily living:  food, transportation, utilities.    


Hawaii Island

Lack of physicians and quality medical care


In the past two (2) years, the Island of Hawaii has been dramatically impacted by the loss of many physicians in all areas of expertise.  This is well documented and has been attributed to the low reimbursements from the primary health insurer, the Hawaii Medical Services Association.  Additionally, both Hilo and Kona Hospitals are extremely old, poorly maintained, and because of state funding restrictions, have been force to cut staff dramatically.  Care for specialty areas such as HIV/AIDS, liver, heart, orthopedic, skin, and almost any other area of specialized care must be sought off island.  Recruitment of new doctors has been unsuccessful; and fundraising efforts to bring the hospitals up to an acceptable level of competency have also not been successful.  North Hawaii Community Hospital has also gone through a major crisis in the last year with replacement of its managing director and entire Board of Directors.  Staff has been cut and services diminished.  The Bay Clinic, a primary health provider on the east side of the island, continues its reorganization and continues to be under stress to acquire and maintain a range of competent medical professionals from doctors and nurses to clinical support staff.


The AIDS services organization on the island anticipates further stressors with the changes to Medicaid being initiated recently as well as all Medicare programs.  A recent survey of physicians by this organization found less than one percent (1%) of physicians willing to accept new patients with Medicaid or Medicare.


Transportation 

The lack of transportation for clients is a major barrier to accessing care on the Big Island.  Even with a free bus service, the service is so limited and time consuming that it may as well not exist.  Many clients both in Hilo and Kona are thirty to fifty (30-50) miles away from medical treatment.  In an emergency it can take up to one hour for an ambulance just to get to the individual, if it comes at all.  The rural districts of Puna and Ocean View are seriously impacted.  With the limited Ryan White funding available for transportation, agency personnel are having difficulty getting people in to see their physicians, for social service, and for food.


Mental health/substance abuse treatment 

The Island of Hawaii has so few psychologists, psychiatrists, and other mental health service providers that it is almost impossible to get people the treatment they need.  Those who have the ability and willingness to work with HIV-positive and gay men are an even smaller subset of that group.  Most mental health providers feel an inability to deal with these specific issues due to lack of experience. The AIDS service organization has an arrangement and an ongoing program with a psychologist who sees patients both in Hilo and Kona on a monthly basis.  The agency has seen a dramatic improvement in the mental health of those individuals receiving this high quality therapy.   Additionally, substance abuse treatment is very limited and very hard to access especially for local residents.


The role of case management in the rural areas has become increasingly important.  The agency is the only source of help for confusing and sometimes almost non-existent benefits counseling.  Through its efforts, ninety-five percent (95%) of its clients receive some kind of assistance to promote their health and well-being.  Nurses are on the front line of medical care and work closely with the few local physicians willing to work with people with HIV and with the doctors from the University of Hawaii medical school’s clinical trials program who conduct visits monthly both in Hilo and Kona.  A capable case management team makes a significant difference for individual clients and for the health of the entire group.  Services are currently being provided to more than two hundred (200) individuals on a regular basis and find that aggressive case management helps to avoid health and social crises that have impacted people with HIV living in rural areas.


Maui
Lack of adequate professional health care:  there is a noted lack of professional health care providers in Maui County.  There are only a few physicians who are experienced, trained and/or comfortable delivering HIV/AIDS medical care in the county.  Lack of access to appropriate HIV care and treatment, especially when unusual HIV-related complications arise are challenging and present additional barriers to access.

Multiple diagnoses:  increased number of clients living with HIV/AIDS are presenting with substance abuse issues and mental health challenges.  There have been more individuals presenting with substance abuse issues and mental health disorders.  These present barriers to accessing medical, mental health, case management services.  There is lack of providers for people with HIV/AIDS who also are challenged with substance abuse issues and mental health.

Fear of stigma and discrimination:  given that Maui County is rural in nature and is a closely-knit community, there are still fear of HIV-related discrimination and stigma.  There is also fear of stigma and discrimination related to sexual orientation and substance abuse, particularly among individuals who have grown up in the community and have many family members in the general Maui community.  Fear of discrimination and related stigma (due to HIV/AIDS or sexual orientation) are prominent components of barriers to accessing care, particularly those in the local and native Hawaiian population.


Oahu
Barriers that inhibit the ability of HIV positive people to live as healthfully and comfortably as possible with HIV and AIDS - with the goal that they can ultimately survive AIDS and outlive the epidemic – include:
· Mental illness, depression and other psychological conditions;
· Addiction to alcohol and drugs, both legal and illegal;
· Lack of sufficient income;
· Lack of education;
· Low self-esteem;
· Inability to effectively advocate for oneself;
· Disabling cultural-based behavioral and value patterns;
· The external environment of shame and stigma.
Other conditions that might usually be included in the foregoing list of impediments might more properly be viewed as the results or symptoms of the impeding factors listed above.  These include:

· Lack of decent, affordable housing;
· Lack of health insurance;
· Lack of affordable dental care;
· Inability to derive maximum benefits from medications;
· Unemployment if physically capable of working;
· Inability to maintain physical health;
· Lack of sufficient food;
· Lack of effective transportation;
· Incarceration and recidivism;
· Domestic violence;
· Unwanted or ill advised pregnancy.
In late 2007, in an effort to reduce expenditures, the Hawaii Department of Human Services shifted the Aged, Blind, and Disabled population from fee-for-service (FFS) Medicaid into managed care plans.   Most HIV Early Intervention Services (EIS) clients of the Part C grantee will be required to convert to a new managed care plan and select one of the two contractors.  It is anticipated that this switch to managed-care may result in problems in the continuity of care with patients losing benefits, having less than ideal formularies, or losing coverage altogether.  
 


Statewide Housing
Lack of adequate funding and/or Section 8 vouchers:  there is a lack of adequate funding to meet the needs and demands for housing assistance services for people with HIV/AIDS.  Also, due to increased real estate values and skyrocketing rents, many people are being squeezed out of the rental market.  Additionally, federal Department of Housing and Urban Development  (HUD) funds for rental assistance programs can only be used on dwellings that meet specific quality standards thereby eliminating some dwellings (and potential participants).  Rents for federally subsidized rental assistance are based on the HUD-published Fair Market Rents (FMR).  The published FMR's do not reflect the true market in this geographic region.  Regarding Section 8, there is a long waiting list, over three (3) years, in obtaining Section 8 Certificate for rental, thereby reducing this avenue for accessing rental assistance.  Further impacting access to housing is the reduction of funds available from the Ryan White CARE Act for housing assistance services, thus reducing the number of people who can be provided assistance through this funding source. 

Coordination of services:  HIV/AIDS case management services are not being offered or provided on a consistent basis.  There is a lack of coordinated and collaborative effort between HIV/AIDS service providers.  Shared clients frequently lack the support of a designated lead case manager.  Further compounding the issue is when a client has a crisis issue or a situation arises, there is confusion over which agency is or should be the designated lead agency.

Multiple diagnoses:  increased number of clients (people living with HIV/AIDS) presenting with substance abuse issues and mental health challenges.  There have been more individuals presenting with substance abuse issues and mental health disorders, thus presenting barriers to providing rental assistance through the HUD-funded Housing Opportunities For Persons With AIDS programs and other mainstream rental assistance programs.  There is a lack of support for persons with HIV/AIDS and substance abuse issues or mental health challenges. 
Section 2
WHERE DO WE NEED TO GO:  WHAT SYSTEM OF CARE DO WE WANT?


Continuum of Care for High Quality Core Services
The continuum of care in Hawaii is defined as a system of services which is intended to prevent the transmission of HIV to individuals who are HIV-negative, and to prevent mortality in individuals who are HIV-positive.

For those individuals who are HIV-negative, or who are unaware of their HIV status, the continuum of care seeks to prevent new infections.  The system primarily targets individuals at high risk for HIV, other sexually transmitted diseases (STD), and viral hepatitis.  These individuals include, but are not limited to, men who have sex with men (MSM), injection drug users (IDU), MSM in combination with IDU, transgendered individuals, and women at risk.  For these individuals, the continuum has available counseling and testing services and outreach services.  For individuals who have been tested and who have tested negative, the continuum has available individual level interventions, group level interventions, community level interventions, and syringe exchange services to help them remain HIV-negative.  Also available to these individuals are HIV Counseling/Testing/Referral (CTR) services, STD screening services, and hepatitis testing and vaccination services.  The focus of these activities is to keep these individuals free from HIV and other STDs.

Individuals who test positive for HIV are also able to access HIV CTR services, STD screening services, and hepatitis testing and vaccination services.  However, these individuals also are referred for services intended to prevent the progression of the disease.  Among these services are the core and support services identified by the Ryan White HIV/AIDS Program.  Also available to these individuals are prevention education services, advocacy services, and Partner Counseling and Referral Services.  For individuals in whom the disease has progressed to the point where more intense care is required, the HIV Community Care Program, an in-home support services program of the Hawaii Department of Human Services, home health services, and hospice services are available.  In addition to the services intended to prevent mortality from the disease, HIV-positive individuals also have available the Prevention For Positives Program.  This program is similar to HIV prevention case management services where the individual receives more individualized and focused services designed to prevent the transmission of HIV from the HIV-positive individual to other individuals, both HIV-negative and HIV-positive.

Although the preceding continuum of care is described in a linear fashion, any individual may move from one side of the continuum to another.  For example, an HIV-positive individual, while receiving HIV care services such as primary medical care or case management services or housing assistance services, could still access HIV prevention services such as the syringe exchange program or individual level intervention services or hepatitis testing services.  Access points on the continuum are fluid and flexible.  An individual may move forward or back on the continuum as his or her individual situation or as circumstances require.

Section 3
HOW WILL WE GET THERE:  HOW DOES OUR SYSTEM NEED TO CHANGE TO ASSURE AVAILABILITY OF AND ACCESSIBILITY TO CORE SERVICES?


The mission of the STD/AIDS Prevention Branch of the Hawaii Department of Health is to assure the accessibility and delivery of client-centered, non-judgmental, and comprehensive HIV/AIDS prevention and care services for all persons at risk for, and for all persons infected and affected by HIV/AIDS in Hawaii.  The following goals and objectives were adopted to accomplish this mission.  These goals and objectives were developed based on the results of the needs assessment conducted in 2004.  At the time of the writing of this state plan update, the Hawaii HIV/AIDS Community Planning Group had not had the opportunity to prioritize the needs identified by the needs assessment completed in 2008.  The goal of the Hawaii HIV/AIDS Community Planning Group is to prioritize the needs in 2009.  When this task is completed, the following goals and objectives shall be updated and amended to reflect those prioritized needs.  

Short Term Goals and Objectives - Service Delivery
Goal 1.
All identified individuals living with HIV/AIDS shall have access to primary health care and support services.




Objective 1:
By the end of State Fiscal Year 2009, six hundred (600) individuals living with HIV/AIDS on the Island of Oahu shall receive medical case management and support services.





Activity:
The STD/AIDS Prevention Branch of the Hawaii Department of Health shall, through a purchase of service (POS) contract for medical case management and support services, provide services to six hundred (600) individuals living with HIV/AIDS on the Island of Oahu.




Objective 2: 
By the end of State Fiscal Year 2009, one hundred eighty (180) individuals living with HIV/AIDS on the Island of Hawaii shall receive medical case management and support services.





Activity:
The STD/AIDS Prevention Branch of the Hawaii Department of Health shall, through a POS contract for case management and support services, provide services to one hundred eighty (180) individuals living with HIV/AIDS on the Island of Hawaii.




Objective 3:
By the end of State Fiscal Year 2009, one hundred sixty-five (165) individuals living with HIV/AIDS on the Island of Maui shall receive medical case management and support services.





Activity:
The STD/AIDS Prevention Branch of the Hawaii Department of Health shall, through a POS contract for case management and support services, provide services to one hundred sixty-five (165) individuals living with HIV/AIDS on the Island of Maui.




Objective 4:
By the end of State Fiscal Year 2009, fifty-five (55) individuals living with HIV/AIDS on the Island of Kauai shall receive case management and support services.





Activity:
The STD/AIDS Prevention Branch of the Hawaii Department of Health shall, through a POS contract for case management and support services, provide services to fifty-five (55) individuals living with HIV/AIDS on the Island of Kauai.




Objective 5:
During the Ryan White CARE Act Fiscal Year 2009, one thousand two hundred (1,200) individuals living with HIV/AIDS shall receive Federally-funded primary medical care and/or support services statewide.





Activity:
The STD/AIDS Prevention Branch of the Hawaii Department of Health shall, through a POS contract, provide Ryan White HIV/AIDS Treatment Modernization Act of 2006 Part B HIV care services statewide.  Services shall include, but not be limited to:  primary medical care, substance abuse treatment services, oral health services, home health care services, mental health services, health insurance continuation, medical case management services, housing assistance services, emergency financial assistance, food bank/home delivered meals, transportation assistance.  

Goal 2:

All individuals living with HIV/AIDS who have no other means to access HIV/AIDS medications shall receive HIV/AIDS medication treatments.




Objective 1:
At the end of State Fiscal Year 2009, fifty one (51) individuals with HIV/AIDS who have no other means to access HIV/AIDS drug treatments and who meet enrollment criteria shall receive State-funded HIV/AIDS medications from the HIV Drug Assistance Program.




Objective 2:
At the end of Ryan White HIV/AIDS Program Fiscal Year 2009, three hundred sixty (360) individuals with HIV/AIDS who have no other means to access HIV/AIDS drug treatments and who meet enrollment criteria shall receive Federally-funded HIV/AIDS medications from the HIV Drug Assistance Program.




Objective 3:
At the end of State Fiscal Year 2009, individuals with HIV/AIDS shall be provided assistance to enroll in Medicare prior to enrolling in the HIV Drug Assistance Program.





Activity:
All individuals eligible for Medicare must apply for the Medicare Part D program before they may apply for enrollment in the HIV Drug Assistance Program.  Case management service providers shall assist eligible individuals to enroll in Medicare Part D.

Goal 3:

All individuals with HIV/AIDS who can no longer afford private health insurance coverage as a result of losing his or her job due to the progression of the disease shall be provided financial assistance to maintain his or her health insurance coverage.




Objective 1:
STD/AIDS Prevention Branch H-COBRA Program shall pay premiums to continue health insurance coverage under federal COBRA program for forty (40) eligible individuals in Ryan White HIV/AIDS Program Fiscal Year 2009. 





Activity:
The H-COBRA Program shall provide services to forty (40) eligible individuals in Ryan White HIV/AIDS Program Fiscal Year 2009.

Goal 4:

Individuals with HIV/AIDS in need of housing assistance shall be appropriately housed. 




Objective 1:
Rental assistance services for individuals with HIV/AIDS shall be available statewide in State Fiscal Year 2009.





Activity:
The STD/AIDS Prevention Branch shall, through one POS contract for housing assistance services statewide, provide rental assistance for one hundred twenty (120) individuals with HIV/AIDS in State Fiscal Year 2009.




Objective 2:
A permanent housing facility for ten (10) individuals with HIV/AIDS shall be maintained in State Fiscal Year 2009.





Activity:
The STD/AIDS Prevention Branch shall, as part of one POS contract for housing assistance services statewide, provide for the establishment and operation of a permanent housing facility for ten (10) individuals with HIV/AIDS in State FY 2009.




Objective 3:
At least sixty (60) individuals with HIV/AIDS shall receive emergency housing assistance in State Fiscal Year 2009.





Activity:
The STD/AIDS Prevention Branch shall, as part of one POS contract for housing assistance services statewide, provide emergency housing assistance services for sixty (60) individuals with HIV/AIDS in State FY 2009.




Objective 4:
At least twenty-five (25) individuals with HIV/AIDS shall be provided temporary shelter in State Fiscal Year 2009.





Activity:
The STD/AIDS Prevention Branch shall, as part of one POS contract for housing assistance services statewide, provide temporary shelter services for twenty-five (25) individuals with HIV/AIDS in State FY 2009.




Objective 5:
A minimum of ninety-five (95) individuals with HIV/AIDS shall be provided housing coordination services in State Fiscal Year 2009.





Activity:
The STD/AIDS Prevention Branch shall, as part of one POS contract for housing assistance services statewide, provide housing coordination services for ninety-five (95) individuals with HIV/AIDS in State FY 2009.

Short Term Goals and Objectives - Community Planning
Goal 5:

A statewide comprehensive HIV/AIDS services plan shall be developed by the end of 2009.




Objective 1:
The currently separate “Statewide HIV Prevention Services Plan” and the “State of Hawaii HIV/AIDS Care Services Comprehensive Plan:  2009-2012" shall be rewritten into a single statewide comprehensive HIV/AIDS services plan.





Activity 1:
The Hawaii HIV/AIDS Community Planning Group shall continue to complete prioritization of prevention interventions and strategies by mid-2009.  





Activity 2:
By the end of 2009, the Hawaii HIV/AIDS Community Planning Group shall complete prioritization of the results of the HIV/AIDS care services needs assessment conducted in 2008.  

Long Term Goals and Objectives
Goal 1:

Meet all requirements for collecting and reporting of client level data as required by the Ryan White HIV/AIDS Treatment Modernization Act of 2006.




Objective 1:
Complete development of a new electronic data collection system by the end of 2009.





Activity 1:
The STD/AIDS Prevention Branch of the Hawaii Department of Health shall, in partnership with the AIDS Community Care Team and the Life Foundation, complete the development of a new electronic data collection system that shall be capable of collecting and reporting client level data to the Health Resources and Service Administration of the U.S. Department of Health and Hunan Services.  

Section 4
HOW WILL WE MONITOR OUR PROGRESS:   HOW WILL WE EVALUATE OUR PROGRESS IN MEETING OUR SHORT- AND LONG- TERM GOALS?
The Hawaii Department of Health and the Hawaii HIV/AIDS Community Planning Group shall monitor progress toward meeting Hawaii's short-term and long-term goals through the following:

Electronic Data Reporting System
The STD/AIDS Prevention Branch of the Hawaii Department of Health currently utilizes the ReggieHAWAII data collection system to track and monitor the delivery of HIV/AIDS care services.  All Hawaii Department of Health contractors providing HIV/AIDS care services are required to participate in this data collection system.  The system collects demographic information on clients, as well as tracks the number and types of services provided to clients.  Utilizing this system, the Hawaii Department of Health is able to monitor the progress toward achieving contract goals and objectives for the number and type of services delivered by each service provider at any time.

Progress Reports
Every contractor of the Hawaii Department of Health providing HIV/AIDS care services is required to submit quarterly progress reports to the STD/AIDS Prevention Branch.  These reports include information on the number of clients served, the types of services provided, the dollar amounts expended for both service provision as well as administrative costs.  In addition to this quantitative data, each contractor is required to submit a narrative of their progress during the immediate-past quarter.  This may include identification of problems encountered that quarter, solutions to those problems, any significant issues that arose, and any other subjects that may affect service delivery.   

Contract Monitoring
The STD/AIDS Prevention Branch of the Hawaii Department of Health conducts site visits to its contractors to monitor progress toward achieving contract objectives and to discuss any issues that have been encountered by the contractor.  During these site visits, staff review physical facilities, individual client records, organizational financial records, expenditure reports, administrative records and documents.  These site visits also provide an opportunity for the Hawaii Department of Health to reconcile the expenditure reports that have been submitted by contractors to the Department for reimbursement by comparing submissions against records located in contractor files.

The Ryan White HIV/AIDS Program Part B HIV care services contractor is responsible for monitoring all Ryan White HIV/AIDS Program Part B HIV care services subcontractor progress toward achieving all Ryan White HIV/AIDS Program Part B programmatic and administrative goals and objectives.  The Ryan White HIV/AIDS Program Part B grantee, the Hawaii Department of Health, monitors the Part B HIV care services contractor's progress through site visits and reviewing narrative progress reports and monthly expenditure reports from the HIV care services consortium contractor.

Quality Assurance
The goal of the quality management program of the STD/AIDS Prevention Branch of the Hawaii Department of Health is to ensure the delivery of quality services to individuals infected and affected with HIV.  The quality management program is intended to measure the degree to which a health service meets or exceeds identified standards and user expectations.
As part of the quality management program, a quality management advisory committee was formed in 2008 to assist staff in developing clinical quality management performance standards, establishing goals and objectives for the quality management program, and providing input from the service delivery level perspective.  The quality management advisory committee includes staff of the State Medicaid Program, case managers from AIDS services organizations statewide, staff of the AIDS Drug Assistance Program, staff of the Ryan White HIV/AIDS Program Part B HIV/AIDS services delivery contractor, staff of the Ryan White HIV/AIDS Program Part C grantee, consumers of HIV/AIDS care services, and staff of the Ryan White HIV/AIDS Program data collection services contractor. 

 In 2008, two staff members were engaged in the development of a quality management program.  These include the STD/AIDS Prevention Branch Planner and HIV Community Planning Specialist.  

To assess and monitor the quality of services provided by HIV/AIDS care services providers, grantee staff selected to initially monitor the following quality management performance indicators included in the quality management plan:  

1) The percentage of clients with HIV infection who have a medical visit to treat their HIV at least every six months.

2) The percentage of clients with HIV infection who have a CD4+ test and a viral load test done at least every six months.

3) The percentage of clients with HIV infection who have a CD4+ count below 200 cells/mm3 who are prescribed PCP prophylaxis, unless contraindicated. 

4) The percentage of pregnant women with HIV infection who receive appropriate antiretroviral therapy during the ante-partum period. 

5) The percentage of clients with HIV infection who are prescribed HAART regimen as medically indicated.

6) The percentage of clients with HIV infection screened for hepatitis C virus infection.

7) The percentage of clients with HIV infection who complete the vaccination series for hepatitis A and B.

8) The percentage of clients applying for state ADAP services who are approved/denied for ADAP services within two weeks of ADAP receiving a complete application.
Data for these reports are provided from the ADAP program in Hawaii and the Ryan White HIV/AIDS Program HIV care services contractor.  Each Ryan White HIV/AIDS Program component maintains a data base to collect Ryan White services utilization information.  The data to monitor quality management performance indicators is based on this utilization information.  Each month, grantee staff shall collect and review data from the ADAP program and AIDS services contractors and review the performance indicators.

CLOSING
The STD/AIDS Prevention Branch of the Hawaii Department of Health and the Hawaii HIV/AIDS Community Planning Group and all other participants in the HIV/AIDS community planning process considers this State Plan a “living document.”  The State Plan must, by necessity, reflect the changing state of the epidemic, the changing conditions of the persons infected and affected by the disease, and the changing attitudes of the community at large toward the disease.  Toward this end, the State Plan is in a state of continual development.  The next major step for the State Plan shall be the development of a Comprehensive State Plan which shall include both HIV/AIDS prevention and HIV/AIDS care issues.  

	1 Note:  the data contained herein refers to AIDS cases only.  Although Hawaii instituted coded HIV reporting in 2003 and named HIV reporting in 2008, the data collected thus far is incomplete and therefore not reliable for epidemiologic purposes.


	1 Special thanks to Tom Sheeran for his assistance with the timeline.





