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Abstract 

 

Decentralizing HIV/AIDS care in the U.S. based on Social Determinants 

of Health 

 

 

José Vázquez-Ruelas, M.P.Aff. 

The University of Texas at Austin, 2016 

 

Supervisor:  David W. Springer 

 

It has been almost 40 years since the first cases of HIV/AIDS were recorded in the late 

1970s and early 1980s.  In the US, political action and medical treatment has shifted 

HIV/AIDS from a deadly infection with no treatment, to a manageable and preventable 

disease.  Yet, current infection rates reflect the continued challenge.  This report is 

comprised of two sections.  The first section, Social Determinants of Health Model and 

HIV/AIDS, provides a brief trajectory of the HIV/AIDS epidemic in the US.  The second 

section, Decentralizing Care, presents a process for how a medical service organization 

primarily devoted to HIV/AIDS services may decentralize care to other locations, with 

the intention to increase access to HIV/AIDS services and reducing stigma.   
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Introduction 

It has been almost 40 years since the first cases of HIV/AIDS were recorded in the 

late 1970s and early 1980s.  Images of frenzy result when considering the epidemic’s early 

history, with its exponential spread and unknown virus characteristics.  HIV/AIDS was 

initially described as a lung infection affecting gay men.1  Cases of this new infection were 

soon diagnosed in other sub-groups including hemophiliacs and intravenous drug users and 

quickly crossed geographical boundaries, resulting in a global pandemic that continues 

today.2   

In the US, government action and innovation in medical treatment have shifted 

HIV/AIDS from being a non-treatable infection, to a manageable and preventable disease.  

Yet, continued incidence rates reflect the remaining challenge for how to confront the 

epidemic.  The social determinants of health model uncovers factors contributing to 

incidence rates.  Decentralizing care from one medical center to others can address factors 

such as limited access to medical services and stigma affecting outcomes in testing, 

prevention and viral suppression.   

REPORT ORGANIZATION AND PURPOSE  

This report is comprised of two sections:  Social Determinants of Health Model and 

HIV/AIDS and Decentralizing Care.  The purpose of Social Determinants of Health Model 

and HIV/AIDS is to provide a brief trajectory of the HIV/AIDS epidemic in the US.  The 

section uses the social determinants of health model to highlight some aspects contributing 

to HIV/AIDS incidence and prevalence.  Decentralizing Care is for leadership teams 

working in HIV/AIDS medical care in US urban settings.  The purpose of Decentralizing 

Care is to present a process for how a medical service organization primarily devoted to 

HIV/AIDS services may experiment with extending services to other locations.  The 
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process is a practical guide for leadership teams accounting for identification of priority 

service areas, development of feedback mechanisms for process improvement and 

implications of decentralizing care.   

METHODS   

This report was informed by secondary literature on the history of HIV/AIDS, early 

government action, advances in medical treatment, sociocultural dynamics and the work 

of medical centers offering HIV/AIDS treatment in the US.  For this report, qualitative 

methods were used to inform perspective on HIV/AIDS medical services and included 

observations at one team meeting and key informant interviews with members of the 

management team at the David Powell Health Center in Austin, Texas.3
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Social Determinants of Health Model and HIV/AIDS 

The World Health Organization describes social determinants of health (SDH) as 

“the conditions in which people are born, grow, work, live, and age, and the wider set of 

forces and systems shaping the conditions of daily life.”  These forces include economic, 

social and political factors.4  Identifying SDH assists in analyzing the trajectory and 

persistence of HIV/AIDS.   

Figure 1 displays a model of SDH.5  The first level is comprised of biological traits 

that an individual may or may not have control in changing, such as a hereditary disease 

that has no cure.  The model extends to the second level, which are lifestyle factors, or 

behavioral actions contributing to health status.  Lifestyle factors could be a preference for 

a vegan diet or smoking.  The third level considers social context, linking the individual 

with other people.  The vegan may cook with other vegans, or the smoker have friends and 

family who smoke.  The fourth layer is institutional or built environment with potential to 

alter health outcomes.  Living in a food desert affects a vegan’s access to ingredients and 

no availability of smoking cessation programs may produce a lost opportunity for a smoker 

to quit.   

The fifth and final layer accounts for broader structures such as the economy and 

government.  Access to healthcare is at the fourth layer, with policies from economic or 

government structures facilitating or restricting access to healthcare at the fifth layer; living 

in a country with government mandated universal healthcare may produce different health 

outcomes from others that do not.   Greater social and cultural dynamics are also at the fifth 

level, should these be sex and gender roles, or racial dynamics affecting health status.  
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Figure 1 - Social Determinants of Health Model 

 

Figure accessed from:  NHS Education for Scotland. 2016. “Introducing the Wider Determinants of 

Health.” Accessed June 4. http://www.bridgingthegap.scot.nhs.uk/understanding-health-

inequalities/introducing-the-wider-determinants-of-health.aspx. 

 

The SDH model has been briefly described.  The SDH model can be applied to 

various contexts, illustrating interaction of the various levels and useful for identifying and 

categorizing risk and protective factors affecting health outcomes.  The CDC provides a 

listing of risk and protective factors for youth violence including IQ level and family and 

peer relationships.6  The listing for youth violence risk and protective factors is a base to 

consider risk and protective factors affecting health outcomes for other communities.   

More relevant to the discussion of HIV/AIDS, the SDH model can be applied to 

identify protective and risk factors experienced by a population vulnerable to HIV/AIDS, 

  1        2          3           4            5  

http://www.bridgingthegap.scot.nhs.uk/understanding-health-inequalities/introducing-the-wider-determinants-of-health.aspx
http://www.bridgingthegap.scot.nhs.uk/understanding-health-inequalities/introducing-the-wider-determinants-of-health.aspx
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the gay community.  For the gay community, experienced homophobia is cultivated at the 

third level through social and community networks, and reinforced at the fourth level in 

living and working conditions and the fifth level through discriminatory legislation; today, 

it is estimated that being gay is illegal in 74 countries and punishable by death in ten.7   A 

country like Brazil can be deceiving, first in recognizing strides in equal rights allowing 

gay couples to adopt children, to legalizing same-sex marriage in 2013.8  Yet, an estimated 

1,600 deaths resulting from hate attacks within the last four and a half years and ranking 

as “the world’s deadliest place for lesbians, gays, bisexuals and transgender people.”9  

Discriminatory laws or customs fuel an environment of structural violence10 and serve as 

risk factors for negative health outcomes ranging from psychological distress and potential 

for direct physical violence.    Protective factors in a context of violence are possibly legal 

counsel, community support groups or public health intervention programs.    

To summarize, using the SDH model and identifying protective and risk factors 

assists in considering how to achieve health equity, particularly in areas with disparate 

health outcomes linked to items ranging from unstable housing, to unsafe neighborhoods.11  

For the remainder of this report, the SDH model is used in the context of HIV/AIDS to 

account for protective factors resulting from progress at the political and scientific level, 

identify challenges and explain care decentralization as an innovative intervention at the 

local medical center level.    

HIV/AIDS:  BRIEF SUMMARY OF US GOVERNMENT RESPONSE  

In the 1980s scientists isolated the HIV virus but by 1987, it is estimated that 20,000 

Americans had died from AIDS.  The US government took action by initiating an AIDS 

education campaign in the late 1980s.  In 1990, Congress enacted the Americans with 

Disabilities Act, which prohibited discrimination against those living with disabilities 
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including people with HIV/AIDS.12, 13  That same year, the Ryan White Comprehensive 

AIDS Resources Emergency Act passed, intended to assist jurisdictions and health 

organizations by providing financial support for direct medical and other support services 

to people with HIV/AIDS.14   

Forwarding to recent years, the US produced its first comprehensive HIV/AIDS 

plan in 2010 titled the National HIV/AIDS Strategy (NHAS).  Primary goals of the NHAS 

are to “reduce new HIV infections; increase access to care and improve health outcomes; 

and reduce HIV-related health disparities.”15  The same year was significant with the 

passage of the Affordable Care Act (ACA), increasing access to services for those living 

with HIV and those at-risk for contracting the infection.16, 17   

In 2013, President Obama issued the HIV Care Continuum Initiative (HCCI), an 

executive order addressing the primary goals of the NHAS.18  The initiative directs federal 

departments to review what is referred to as the ‘HIV care continuum,’ (HCC) in 

implementing the NHAS.  The HCC is comprised of the various steps leading to viral 

suppression and includes HIV diagnosis, access/linkage to care, retention in care and 

prescription of antiretroviral therapy.19   

People living with HIV or AIDS can access health and other support services 

through programs including: Medicaid, Medicare, the Ryan White Program, the Housing 

Opportunities for Persons with HIV/AIDS Program and social security income programs 

for disabled persons.20  Federal government spending for HIV in 2014 was $29.5 billion 

dollars.  The $29.5 billion was for: care (55%), cash and housing assistance (10%), research 

(9%), prevention (3%) and addressing the global epidemic (22%).21  Total health 

expenditures for the same year were at $3.0 trillion dollars.22, 23   

Government action serves as a protective factor contributing to positive health 

outcomes.  Accounting for the SDH model, legislation in programming for prevention, 
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treatment and support services, targets living and working conditions for HIV/AIDS 

community members.  Apart from government support, another major protective factor in 

HIV prevention and viral suppression is innovation in medical treatment.   

HIV/AIDS:  SCIENTIFIC PROGRESS AND TREATMENT INNOVATION   

Experimentation with various drug regimens resulted in approval of the first 

antiretroviral drug for HIV/AIDS by the Federal Drug Administration (FDA) in 1987 

called zidovudine or AZT.24  Challenges with AZT included potential for drug resistance, 

adherence and burden for patients to continue other drug intake treating HIV symptoms 

and prevention of opportunistic infections.25  

By the mid-1990s, a new drug treatment called HAART (highly active 

antiretroviral therapy)26 was approved by the FDA.  HAART combined the use of various 

drugs with potential to reduce viral load, inhibit virus reproduction and even reverse 

immune system damage.27  Like AZT, challenges for people treated under HAART 

continued through strict drug regimen with some people taking as many as 20 pills per day 

and some medications requiring specific conditions for when and how to take.28 

The positive effects of HAART began to materialize, even with issues in adherence 

and possibility for disease mutation and drug resistance.29  In 1997, the CDC greatly 

attributed a 47% decrease in AIDS related deaths to the new form of treatment.30  Figure 2 

compares death rates from HIV and AIDS for the years 1987-2010.  There is a noticeable 

drop in mortality rates during the timeframe when HAART treatment was introduced for 

both deaths related to Stage 3 AIDS,31 and deaths due to HIV Infection.   
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Figure 2 - Mortality rates for HIV and AIDS, 1987-2010  

 

 

 

Figure accessed from:  HHS CDC NCHHSTP DHAP. 2013. Mortality Slide Series. 

http://www.cdc.gov/hiv/pdf/statistics_surveillance_hiv_mortality.pdf.  Data source:  Compilation of death 

certificates by the National Center for Health Statistics (NCHS) for all 50 US states and the District of 

Columbia, years 1987-2010.  More from NCHS here:  CDC, and National Center for Health Statistics. 2016. 

“Mortality Data.” CDC. February 16. http://www.cdc.gov/nchs/nvss/deaths.htm. 

 

 

 

 

 

 

http://www.cdc.gov/hiv/pdf/statistics_surveillance_hiv_mortality.pdf
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Truven Health Analytics (THA) estimated net-economic benefits of HAART and 

other treatments for HIV/AIDS from 1996-2010.  THA calculated morbidity, life years 

gained and economic benefits in the US.32, 33  Figure 3 presents premature deaths avoided 

at about 862,000 and life years gained at about 28 million.   

 

Figure 3 – Age-adjusted death rates for HIV disease in the US 1987-2010, Actual 

versus Projected  

 

Figure accessed from:  Lacey, Michael J, George J Hanna, Jeffrey D Miller, Talia S Foster, and Mason W 

Russell. 2014. Impact of Pharmaceutical Innovation in HIV/AIDS Treatment during the Highly Active 

Antiretroviral Therapy (HAART) Era in the US, 1987-2010:  An Epidemiologic and Cost-impact Modeling 

Case Study. Truven Health Analytics, Inc. http://truvenhealth.com/Portals/0/Assets/Life-Sciences/White-

Papers/pharma-innovation-hiv-aids-treatment.pdf. 

 

http://truvenhealth.com/Portals/0/Assets/Life-Sciences/White-Papers/pharma-innovation-hiv-aids-treatment.pdf
http://truvenhealth.com/Portals/0/Assets/Life-Sciences/White-Papers/pharma-innovation-hiv-aids-treatment.pdf
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Figure 4 compliments premature deaths avoided with a timeline of reduced 

hospitalization rates from 1993-2012.  There was a peak in hospitalizations for 1995 and a 

downward trend to follow.  Figure 5 accounts for reduction in life years lost from 1990-

2010.  As with hospitalization rates, there is a reduction in life years lost after 1995, 

suggesting the benefits of HAART and other treatments in producing positive health 

outcomes.   

 

Figure 4 - Hospitalization Rates per 100,000 for HIV-Related Infections in US, 1993-

2012 

Figure accessed from:  Lacey, Michael J, George J Hanna, Jeffrey D Miller, Talia S Foster, and Mason W 

Russell. 2014. Impact of Pharmaceutical Innovation in HIV/AIDS Treatment during the Highly Active 

Antiretroviral Therapy (HAART) Era in the US, 1987-2010:  An Epidemiologic and Cost-impact Modeling 

Case Study. Truven Health Analytics, Inc. http://truvenhealth.com/Portals/0/Assets/Life-Sciences/White-

Papers/pharma-innovation-hiv-aids-treatment.pdf 

http://truvenhealth.com/Portals/0/Assets/Life-Sciences/White-Papers/pharma-innovation-hiv-aids-treatment.pdf
http://truvenhealth.com/Portals/0/Assets/Life-Sciences/White-Papers/pharma-innovation-hiv-aids-treatment.pdf
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Figure 5 - Age-adjusted years of potential life lost (YPLL) before age 75 among 

persons who lived with HIV/AIDS per 100,000 population in US, 1990-

2010 

 

Figure accessed from:  Lacey, Michael J, George J Hanna, Jeffrey D Miller, Talia S Foster, and Mason W 

Russell. 2014. Impact of Pharmaceutical Innovation in HIV/AIDS Treatment during the Highly Active 

Antiretroviral Therapy (HAART) Era in the US, 1987-2010:  An Epidemiologic and Cost-Impact Modeling 

Case Study. Truven Health Analytics, Inc. http://truvenhealth.com/Portals/0/Assets/Life-Sciences/White-

Papers/pharma-innovation-hiv-aids-treatment.pdf. 

THA calculated a net economic benefit (NEB) of HAART and other treatment from 

1996-2010 at $615 billion.  The $615 billion NEB results when subtracting the cumulative 

value of increased wages earned ($857B), to costs of HIV/AIDS treatments, including 

HAART ($126B) and non-HAART ($116B).34   
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Antiretroviral therapy is a protective factor for patients leading to better health 

outcomes through increased life expectancy and reducing risk for HIV transmission to 

others. Today, there are more than 25 FDA approved antiretroviral medications from six 

drug classes targeting HIV differently35, 36  and medications such as Atripla, approved by 

the FDA in 2006, simplify regimen by combining more than one medication in one pill 

taken once a day.37  Preventative treatment is also an option.  PrEP, or pre-exposure 

prophylaxis, is medication for those at high-risk of contracting HIV.  PrEP combines two 

HIV medications and is approved for daily use, lowering risk of HIV infection from sex 

and injection drug use by about 90% and 70% respectively.38  PEP (post-exposure 

prophylaxis) is also available, intended for use within 72 hours of HIV exposure or 

potential infection.39  The variety in treatment options gives medical providers and patients 

the flexibility to select the appropriate drug regimen accounting for items such as other 

health conditions, lifestyle and cost.40 

HIV/AIDS: INCIDENCE FIGURES AND WHO IS AFFECTED  

The SDH model frames how political action and medical treatment in the US serve 

as protective factors generating positive health outcomes.  The result for individuals and 

health care providers has been a shift in HIV/AIDS, from deadly infection with no 

treatment, to one that is manageable and preventable.  Although, the challenge remains 

noted through continuing incidence rates and to better understand risk factors it is important 

to know who is affected.   

The CDC estimates that 1.2 million people are living with HIV in the US and about 

150,000 are not aware of their infection.41  The total number of HIV infections in the US 

has increased with annual incidence rates at about 50,000 each year.  About 44,073 people 
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were diagnosed with HIV and about 20,896 were diagnosed with AIDS in 2014.  Deaths 

directly attributed to HIV for 2013 were 6,955.42 

The disproportionate distribution of HIV/AIDS is noted when accounting for 

gender, sexual orientation, mode of transmission, race, age and geographic location.  The 

groups most affected by HIV are gay, bisexual or other men who have sex with men.43  

Figure 6 shows predicted HIV incidence rates for men who have sex with men.  Black men 

represent the majority of predicted infections in younger subgroups.  White men have 

greater representation in the 35 and higher age groups.  For the figure, the asterisk above 

“Hispanic/Latino” notes that Hispanics and Latinos can be of any race.    

Figure 6 – Estimated HIV Diagnoses Among Men Who Have Sex with Men, by 

Race/Ethnicity and Age at Diagnosis, 2014—United States   

Figure accessed from:  CDC. 2016. “HIV among African American Gay and Bisexual Men.” CDC. 

February 4. http://www.cdc.gov/hiv/group/msm/bmsm.html.  Source:  

CDC/OID/NCHHSTP/DHAP/HICSB. 2015. HIV Surveillance Report, 2014. Vol. 26. 

http://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillance-report-us.pdf.   
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Accounting for the estimated 44,073 new cases of HIV for 2014 referenced above, 

29,418, or 83% of new cases among all males, were for gay, bisexual and men who have 

sex with men.  For the same year, injection drug users represented 6% and women 

represented 19% of estimated new HIV infections.  For women, 87% of infections were 

attributed to heterosexual contact.  Overall, representation for HIV contraction through 

heterosexual contact was estimated at 24%.44   

Blacks and Hispanics experience the greatest burden accounting for about 44% and 

23% of new HIV infections in 2014 respectively.  Disproportionate impact results when 

considering that for 2014, Blacks represented about 12% of the US population, and 

Hispanics, 17%.45  Figures 7 and 8 display shifts in estimated new incidence rates by groups 

for 2010 and 2014 accounting for race.   
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Figure 7 - Estimated New HIV infections in the United States, 2010, for most 

Affected Subpopulations  

 

Figure accessed from:  CDC. 2015. HIV in the United States: At A Glance. 

http://www.cdc.gov/hiv/pdf/statistics_basics_ataglance_factsheet.pdf.  Source:  CDC. 2012. Estimated HIV 

Incidence in the United States, 2007 through 2010.  HIV Surveillance Supplemental Report. Vol. 17 (No. 4). 

http://www.cdc.gov/hiv/pdf/statistics_hssr_vol_17_no_4.pdf. 

Figure 8- Estimated New HIV Diagnoses in the United States for the Most-Affected 

Subpopulations, 2014  

 
Figure accessed from:  CDC. 2016. “HIV among African Americans.” CDC. February 4. 

http://www.cdc.gov/hiv/group/racialethnic/africanamericans/.  Source:  

CDC/OID/NCHHSTP/DHAP/HICSB. 2015. HIV Surveillance Report, 2014. Vol. 26. 

http://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillance-report-us.pdf.   

 

http://www.cdc.gov/hiv/pdf/statistics_basics_ataglance_factsheet.pdf
http://www.cdc.gov/hiv/group/racialethnic/africanamericans/
http://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillance-report-us.pdf
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Figure 9 shows the estimated distribution of HIV incidence rates by age for 2013.  

The highest incidence is for the 20-24 age group, dropping and continuing for older groups.  

Most HIV/AIDS intervention programs appear to target younger populations.  

Interestingly, the CDC estimates that 18% (8,575) of new HIV cases and 27% (7,108) of 

AIDS diagnoses in the US for 2013 were among people 50 years old and over.  Social 

indicators predict possible HIV contraction for older sub-group populations, including 

lower perception of HIV risk when re-entering the dating scene after being widowed or 

divorced; lack of condom use among women who are not concerned about getting 

pregnant; the availability of erectile dysfunction treatment and increased sexual activity; 

and less openness in discussing sexual activity or drug use with medical providers.46   

 

Figure 9 – Estimated Diagnoses of HIV Infection by Age, 2013, United States  

 

Figure accessed from:  CDC. 2016. “HIV among People Aged 50 and over.” CDC. April 4. 

http://www.cdc.gov/hiv/group/age/olderamericans/index.html.  Source:  CDC. 2015. HIV Surveillance 

Report, 2013. Vol. 25. http://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillance-report-vol-

25.pdf. 

http://www.cdc.gov/hiv/group/age/olderamericans/index.html
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 Figure 10 shows geographic distribution of HIV infection in 2014.  Predicted 

lifetime chance of infection by geographic location is available in Figure 11 with those in 

southern states disproportionately affected.     

 

Figure 10 - Rates of HIV Diagnoses Among Adults and Adolescent in the US in 

2014, by State 

 

 
Figure accessed from:  CDC. 2016. “HIV and AIDS in the United States by Geographic Distribution.” 

CDC. May 25. http://www.cdc.gov/hiv/statistics/overview/geographicdistribution.html.  Source:  

CDC/OID/NCHHSTP/DHAP/HICSB. 2015. HIV Surveillance Report, 2014. Vol. 26. 

http://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillance-report-us.pdf.     

 

 

 

 

 

 

http://www.cdc.gov/hiv/statistics/overview/geographicdistribution.html
http://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillance-report-us.pdf
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Figure 11 - Lifetime Risk of HIV Diagnosis, by State 

 
 

Figure accessed from:  CDC. 2016. “HIV and AIDS in the United States by Geographic Distribution.” 

CDC. May 25. http://www.cdc.gov/hiv/statistics/overview/geographicdistribution.html.  Source:  CDC. 

2016. “Lifetime Risk of HIV Diagnosis.” CDC. February 23. 

http://www.cdc.gov/nchhstp/newsroom/2016/croi-press-release-risk.html.   

 

 

 

 

 

 

 

 

 

 

 

 

http://www.cdc.gov/hiv/statistics/overview/geographicdistribution.html
http://www.cdc.gov/nchhstp/newsroom/2016/croi-press-release-risk.html
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LINGERING CHALLENGES    

Figure 12 provides the HIV Care Continuum (HCC), referenced in the government 

response section above.  The HCC displays how reduction in viral load is attempted, 

starting with diagnosis, care provision and prescription of treatment.  Ideally, if person tests 

positive for HIV, they continue to care, receive treatment and achieve viral suppression.   

Less representation at each phase of the HCC reflects lingering challenges in HIV 

prevention, treatment and viral suppression.  The burden is shared between vulnerable and 

HIV positive individuals and healthcare systems.  Figure 13 identifies components 

continuing disparity and shows interventions focused on access and provision of services, 

which complement the HCC model. Considering the SDH model, identified challenges in 

HIV/AIDS prevention and treatment are access to services and stigma.   

 

Figure 12 - HIV Care Continuum 

 

 

Figure accessed from:  US Department of Health and Human Services. 2015. “HIV/AIDS Care 

Continuum.” AIDS.GOV. June 3. https://www.aids.gov/federal-resources/policies/care-continuum/. 
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Figure 13 - HIV Infection as a Chronic Disease  

 
 

 

Figure source:  Deeks, Steven G, Sharon R Lewin, and Diane V Havlir. 2013. “The End of AIDS: HIV 

Infection as a Chronic Disease.” The Lancet 382 (9903). Elsevier BV: 1526, fig. 1. doi:10.1016/s0140-

6736(13)61809-7.   
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Barriers to Access 

Access to health services is in the living and working conditions level of the SDH 

model.  From late diagnoses to viral suppression, lack of access to healthcare affects each 

phase of the HCC.  Poor access to HIV/AIDS health care services is particularly sensitive 

since HIV positive people can continue infecting others or rapidly deteriorate if viral load 

is not suppressed.  Structurally, access to health services like HIV testing or access to PrEP 

may be limited due to residence in rural areas that do not have HIV/AIDS services or living 

in urban settings lacking reliable public transportation.  Access to care includes availability 

of healthcare provision.  For healthcare providers, the challenge is in providing services 

while facing resource constraints and complexity in treating an ageing HIV/AIDS 

population experiencing the onset of other chronic diseases and general drug toxicity 

affecting treatment and viral suppression.47   

Stigma 

Stigma may result when items like labeling and status loss occur within a power 

structure.48, 49  Like homophobia, perceptions of HIV/AIDS and resulting stigma can be 

cultivated at the sociocultural level and reinforced at other levels of the SDH model like 

living and working conditions.  HIV/AIDS stigma may a combination of the fear a positive 

individual may experience in considering blaming and rejection from society after 

disclosing status, coupled with the threat felt by those that are not HIV positive due to 

limited understanding about the virus.50  Earnshaw and Chaudoir note stigma related to 

HIV as major barrier to prevention and treatment.51  Turan et al. suggest that stigma 

produces feelings of less social support or loneliness, which contribute to depressive 

symptoms leading to low HIV/AIDS drug therapy adherence.52   
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SECTION CONCLUSION   

This section used the SDH model to provide a brief historical trajectory of the 

HIV/AIDS epidemic.  Government action and treatment for HIV/AIDS has produced better 

health outcomes.  Those at-risk can access preventative treatment, while those that are HIV 

positive can consider their infection a manageable chronic disease.  The burdens for society 

at-large are complications in managing infection due to potential drug resistance and onset 

of other chronic diseases, and continuing incidence rates which grow the overall prevalence 

of HIV/AIDS.  At the structural and social level, limited access to care and stigma 

contribute to incidence and prevalence.  The analysis presented in this section will continue 

to the next and consider how access to services and stigma may be addressed by medical 

health centers in the US through decentralizing care.  
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Decentralizing Care  

This report considers decentralizing care as an area of opportunity accounting for 

the Social Determinants of Health model presented in the first section to increase access to 

medical services and reduce stigma.  This section is intended for an HIV/AIDS medical 

service organization interested in extending its services to other locations.  The HIV/AIDS 

medical service organization may be a stand-alone clinic that has no relationship with other 

clinics, or a clinic that is a part of a larger clinical structure, where other clinics do not offer 

HIV/AIDS services.   

Decentralizing care might be simply providing HIV testing and counseling 

services at a different location, or a more robust extension of services to include 

treatment with an HIV/AIDS provider and access to medications at the other location.  

The hypothesis is that decentralizing HIV/AIDS services from one location to others will 

increase access to medical services and reduce stigma.  The result is favorable health 

outcomes with reduction for new cases of HIV and suppressed viral loads for those living 

with HIV/AIDS.   

INCREASING ACCESS AND REDUCING STIGMA   

International case studies of HIV/AIDS medical centers illustrate benefits of 

decentralizing medical care.  Bedelu et al. highlight outcomes in HIV/AIDS services 

decentralization in a rural South African sub district.  In the traditional South African 

model, HIV/AIDS treatment is provided at hospitals.  The availability of antiretroviral 

treatment only at hospitals limits access.  What further affects access to care is shortage of 

trained staff; it is estimated that physician-patient ratio for the particular sub district is five 
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physicians per 100,000 people.  HIV/AIDS services were introduced at local clinics for 

this sub district, complimented by capacity building through training and mentoring nurses 

and community health workers, who served a direct-service role in the new model.  The 

new model resulted in greater and faster linkage to treatment and stronger retention in care.  

First-year outcomes from the new model starting in 2004 showed that 2% of people were 

lost for follow-up at clinics, compared to 19% at the hospital and in 2006, 95% coverage 

was achieved with 2,200 patients obtaining HIV/AIDS treatment in the sub district.53  

A different study in South Africa considered patient perspective for health services 

decentralization.  For this study, decentralizing HIV/AIDS services was a “down-referral 

process,” where stable patients would be referred to local primary health clinics, relieving 

human resource constraints at health centers traditionally providing HIV/AIDS services.    

Mukora et al. conducted focus groups with patients receiving HIV treatment.  Participants 

identified closer proximity, lower transportation costs and saving time as positives in 

accessing health services at a nearby primary health clinic.54   

In Cambodia, resource constraints in addressing both the HIV/AIDS epidemic and 

growing burden for chronic diseases such as hypertension and diabetes, led to 

experimenting with an integrative care model.55  Doctors without Borders and the 

Cambodian Ministry of Health integrated HIV/AIDS services with diabetes and 

hypertension care at clinics for two provincial capitals.  9,149 patients visited these new 

integrative care clinics from March 2002 to December 2005, of which 4,793 had HIV.  72% 

of those who were HIV positive needed HIV treatment at their first visit and 2,497 initiated 

treatment.  Apart from inflow and starting treatment, retention in care was also measured 

with 87.7% of HIV patients on treatment engaged in care at 24 months.56  Janssens et al. 

consider continued inflow of both HIV and diabetic patients to these clinics, displayed in 

Figure 14, as acceptance for the new integrative care model.  Acceptance of the new model 
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may reflect reduced or less stigma as patient populations access services and interact with 

each other at the same location.57   

 

Figure 14-Inflow of new patients in chronic disease clinics, Cambodia  

 
 

Figure source:  Janssens, B., W. Van Damme, B. Raleigh, J. Gupta, S. Khem, K. Soy Ty, M.C. Vun, N. 

Ford, and R. Zachariah. 2007. “Offering Integrated Care for HIV/AIDS, Diabetes and Hypertension within 

Chronic Disease Clinics in Cambodia.” Bulletin of the World Health Organization 85 (11). World Health 

Organization: 880–85. doi:10.1590/S0042-96862007001100015.  

 

Extending HIV/AIDS to other health service locations allows greater access to 

testing and treatment to both undiagnosed and diagnosed residents.  Better targeting occurs 

for people who would otherwise go without testing due to limitations in transportation, or 

limited knowledge about the location of a testing center.  For patients already diagnosed 

with HIV/AIDS, increased access to providers and medications contributes to retention, or 

engagement in care and reduced viral loads as discussed for the HIV Care Continuum in 

the first section.  The intended outcomes in reducing stigma are clear with less internal 

http://www.ncbi.nlm.nih.gov/core/lw/2.0/html/tileshop_pmc/tileshop_pmc_inline.html?title=Click on image to zoom&p=PMC3&id=2636263_06-036574-F1.jpg
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shaming experienced by the person wanting to test for, or diagnosed with, HIV/AIDS and 

greater communal support towards individuals with HIV/AIDS. With decreased stigma at 

the individual and societal level, there is the potential for better health outcomes as people 

feel motivated and supported to be tested, adhere to treatments and remain in care. 

DECENTRALIZING HEALTHCARE:  WILL IT WORK?      

The World Bank (TWB) writes that “Proponents of decentralization suggest that 

the benefits of such a policy are improved efficiency and quality of services.”58  The 

question for US HIV/AIDS medical service centers is whether a decentralized model of 

care will actually work.  Programmatically, decentralizing care is as an area of opportunity 

to increase access to health services and reduce stigma, but not immune to risk.  TWB also 

discusses limitations to decentralization including not having the right human or financial 

capital and lacking a level of care at a location that has not traditionally served a particular 

population.59   

Limitations discussed by TWB can be reframed as challenges.  A limitation has the 

connotation of a shortfall, whereas a challenge may have a solution.  Challenges, whether 

internally through human resource capacity or organizational structure, to the external with 

government policy and funding and general patient acceptability, need to be addressed in 

the planning stages of a decentralized care model.  The promoted thought should be that 

positive health outcomes may result from decentralizing care from one HIV/AIDS medical 

center to other locations.  Therefore, instead of considering if decentralizing care will work 

and be successful, the more practical question is how an HIV/AIDS medical care center 

can experiment with decentralizing care.   
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DECENTRALIZATION MODEL 

Large-scale decentralization of HIV/AIDS services from one health center to others 

presents logistical challenges.  If done too soon, large-scale decentralization may not 

carefully consider policy and procedure alignment at other service locations.  Large-scale 

decentralization requires months of careful analysis to assure all services appropriately 

integrate with another model.  To mitigate risks of large-scale decentralization, this report 

presents a decentralization model experimenting with phasing some HIV/AIDS services to 

other locations.     

The model is for consideration and ownership by medical center leadership, which 

could be a lead manager, or someone else designated in a leadership role at a HIV/AIDS 

clinic.60   Figure 15 displays the steps in the model: contemplation and initiating dialogue, 

developing a planning committee, analog search, setting goals, defining priority services, 

identifying other service location, rollout service, evaluate results and modify process.   

Figure 15 - Decentralization Model   
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Contemplation and Initiating Dialogue  

Contemplation is the first step intended for the lead manager to reflect and note 

challenges and risks in decentralizing HIV/AIDS services.  Hill and Lynn identify a variety 

of challenges public managers may face including situations influenced by, or that have 

solutions outside of the authority of said manager, felt pressure to satisfy particular 

expectations and organizational culture.61  Considering the Social Determinants of Health 

model presented in the previous section, a challenge at the macro level might be funding 

mechanisms coming from the federal or state government.  At the micro level, accounting 

for how transportation might affect patient ability to access services at a different site.   

Questions include: Does our organization have the capacity to extend care services to other 

sites?  If care decentralization is initiated, what might inhibit progress?  What might be 

sources of resistance, both internally and externally?  The purpose of this step is not to be 

bogged down by the challenges, rather recognizing what could be potential barriers and 

how these may be overcome.   

After addressing bigger picture questions, the next step is preparing for dialogue.  

Fernandez and Rainey provide eight factors for leaders wanting to enact change.  Factors 

relevant in this step are “ensuring the need” and “providing a plan.”62  Prior to initiating 

dialogue, a lead manager should determine responses to why decentralizing HIV/AIDS care 

from one medical center to another is important.  The need in decentralizing care could be 

increased HIV incidence levels in a geographic area close in proximity to a medical center 

not offering HIV/AIDS services.  Apart from why, responses to how should also be thought 

out.  The process in this section can be used to model how care decentralization can occur.     

The second part to this step is initiating dialogue with staff members and patients.  

Initiating dialogue is not just including the topic of decentralizing care during staff 

meetings or quickly pitching to patients in the waiting room.  Isaacs describes dialogue as 
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“a conversation in which people think together in relationship.”63  Dialogue stems from an 

initial conversation where someone filters what they do and do not agree with.  After 

filtering, dialogue results when “suspending” own perspectives and remaining open in 

conversation.64  Dialogue differs from negotiation intending to reach agreement and is 

instead an approach to express ideas and developing a communal thinking process.65  In 

brief, dialogue is for including staff and patients to generate new ideas, reduce resistance 

and increase buy-in to experimenting with care decentralization.   

Develop Planning Committee  

Assuming there is general interest by both staff and patients in experimenting with 

care decentralization, the next step is to form a planning committee.  The planning 

committee could be restricted to the lead manager at an HIV/AIDS medical center, a higher 

supervising staff member such as a COO, a medical provider and two or more patients.66 

Medical center administration will present feasibility information related to reorganizing 

structure accounting for items such as human resources and finances.  Health care providers 

will give insight on health services at other locations.   Patients should be engaged to 

consider interest in obtaining services at a different location, particularly general 

acceptability of a new organizational structure with focus on perception for better access 

to services and reduced stigma.  This planning committee will steer the process by 

addressing logistics in decentralizing services starting with identifying an analog and 

drafting short and long-term goals.   

Search for Analog  

 The planning committee should work to identify analogs and perform analysis for 

what HIV/AIDS medical care looks like in other cities and states.  The list of analogs will 

provide potential models in decentralizing care.  Table 1 provides a brief listing of 
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HIV/AIDS medical centers, their services and a glimpse at organizational structure.  The 

David Powell Health Center is listed because of direct interaction with management staff 

during the research phase of this report.  Legacy Community Health, Thomas Street Health 

Center, Southwest CARE Center and Special Immunology Associates were included 

because of similarities in geographic location to the David Powell Health Center; the first 

two located in Texas and the other two serving communities in southwestern states.  The 

Ruth M. Rothstein CORE Center was included because it was a top ten US HIV/AIDS 

treatment center in a listing posted by Newsmax in 2010; the same listing included health 

centers in San Francisco, Miami and Washington, D.C.67   

Table 1 is useful in noting organizational variance.  Some health centers appear to 

continue as stand-alone HIV/AIDS clinics, others are a part of larger clinical system, with 

other non-HIV/AIDS service locations, and some offer an integrative care model with 

services other than HIV/AIDS provided in one location.   

The planning committee can prioritize a variety of indicators to develop a list of 

analogs including:  cities or states in similar geographic region or experiencing similar 

incidence rates; serving urban or rural locations; patient demographics, such as age, race, 

sex and primary modes for transmission; funding mechanisms, particularly after the 

Affordable Care Act diversifying patient funding options;68 and organizational history and 

structure.  A focused question for the latter is how local government, community members 

and other organizations were engaged and collaborative in developing and facilitating the 

new health provision model.  After identifying a list of analogs, it would be relevant to 

contact the other medical organizations and consider site visits to better understand 

organization model and continue in process of decentralizing care.   
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Table 1 – Brief Listing of US HIV/AIDS Medical Service Centers69  

David Powell Health Center, Austin, TX 

Services:  Primary Care; Psychiatry; On-site Pharmacy; Behavioral Health; Nutrition70 

Notes / Organizational Structure:  David Powell Health Center is a part of a larger 

clinical structure, CommUnityCare Health Centers in Austin.71   

 

Legacy Community Health, Houston, TX 

Services:  Primary Care; Eye Care; Case Management; Medication Adherence 

Counseling; Educational Workshops; Financial Assistance; Wellness Services72 

Notes / Organizational Structure:  Larger clinical system.  Perhaps the one closest to an 

integrative care model in this analysis.73   

 

Thomas Street Health Center, Houston, TX 

Services:  Primary and Specialty Care; Oncology, Endocrinology; Pain Management; 

Dermatology, Rheumatology; Women’s Health; Adolescent Health; ENT; Neurology, 

Hepatitis C; Case Management; Pharmacy; Physical Therapy, Psychiatry and 

Counseling74 

Notes / Organizational Structure:  A part of the larger Harris Health System in Houston, 

with other locations providing primary care, same day clinics, specialty care, hospitals, 

emergency care and school-based clinics.75   

 

Southwest CARE Center, Albuquerque and Santa Fe, New Mexico 

Services:  Primary Care; Hepatitis C; Family Medicine; Women’s Health; Travel 

Medicine; Infusion; Pharmacy76 

Notes / Organizational Structure:  Not all sites offer the same services.  One location in 

Albuquerque and one in Santa Fe provide speciality services with HIV and Hepatatis C 

testing and treatment.  Location in Santa Fe offers clinical research.77   

 

Special Immunology Associates (SIA), Tucson, AZ 

Services:  Primary Care; Behavioral Health; Education on New Treatments78 

Notes / Organizational Structure: Clinic is a part of a larger system, El Rio Community 

Health Center.79 

The Ruth M. Rothstein CORE Center, Chicago, IL  

Services:  Primary and Specialty Care; Dental Care; Social and Support Services; 

Prevention and Education Programs; Opportunity for Clinical Trial Participation80 

Notes / Organizational Structure:  Follows a ‘one-stop-shop’ model for patients.  

Includes pediatric and adolescent medicine.81 
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Goal Setting   

Goals will help track progress of the decentralization process and as Whetten and 

Cameron frame it, “The purpose for establishing clear goals is so that every person on the 

team can give a similar answer to the question:  What are we trying to achieve?”82  

According to Whetten and Cameron, two types of goals characterize high-performing 

teams, SMART and Everest goals.  SMART stands for:  Specific, Measurable Aligned, 

Realistic, Time-bound. 83  For the purposes of decentralizing care, a SMART goal would 

be in contrast to a goal such as “Our clinic will eradicate HIV infection for this geographic 

area,” to “Our clinic will increase HIV preventative measures by providing PrEP 

medication to at least 10 new patients at a new service location by the end of the month.”  

The latter is relatively specific, measurable through medication provision, aligned with 

general purpose in proving health services, is logistically realistic and has an assigned time.  

Other SMART goal examples are a target figure for the number of patients referred to a 

particular support service organization outside of the medical center every two weeks, or 

even reduction in viral load by a certain percentage for new patients at other locations 

measured every six months.  

Everest goals are visionary, long-term, or far-fetched goals that are not 

immediately attainable.  This type of goal setting is to engage and excite the planning 

committee in the process.84  Examples for this type of goal are reaching 99% of estimated 

HIV/AIDS population within a geographic service area or achieving a stigma-free 

community.  Another example is becoming the leader, or gold-standard model in 

decentralizing HIV/AIDS medical service delivery. To summarize, the purpose of goal 
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setting is two-fold, allowing the planning committee to both envision success and later 

measure it.     

Define Priority Service Areas  

Once goals are drafted, the next step is to define a list of priority services areas 

feasible for decentralization at another location.  HIV/AIDS medical centers offer tailored 

medical and social support services to meet the needs of the patient population.  A non-

HIV/AIDS primary care facility may have similar medical and social support services to 

an HIV/AIDS medical center.  The missing component is the “specialty” factor resulting 

from HIV/AIDS service delivery, whether through particular care or available support 

services.   

 For this step, the planning committee might acknowledge the unfeasibility of a 

large-scale decentralization for all services from an HIV/AIDS medical center to another 

that has not traditionally served the particular population.  Experimenting with gradually 

decentralizing some services builds capacity at other locations, as medical and support staff 

become accustomed to additional or tailored services.  Priority services might include:  

access to medications through on-site pharmacy, laboratory testing, social support services, 

or simply having convenient appointment slots available.  The planning committee should 

rank priority service areas and compare to those services offered at other locations.  The 

list of potential sites narrows if access to medications is high priority, and only two of all 

other locations have on-site pharmacies.   

Identify Other Service Locations  

Identifying priority service areas narrows the search for another health center 

location.  Further strategy by the planning committee includes consideration for geographic 

need, staff support and patient acceptability.   
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With intention to increase access to services, another medical center should be 

located near areas of high HIV/AIDS incidence or prevalence.  County or city records can 

determine areas with high HIV/AIDS incidence or prevalence.  Another option is internally 

reviewing patient charts and tallying zip code frequencies.   

For staff, support is defined as availability and acceptability to work with additional 

services.  In alignment with priority service areas, another location may be removed from 

consideration should social work support be identified as high priority but not available at 

the other location.  Another factor is staff acceptability.  Staff at a current HIV/AIDS clinic 

may be well accustomed to serving the population.  What about the attitudes and 

perceptions of staff at other locations in working with HIV/AIDS patients?  Gauging 

acceptance in providing HIV/AIDS care is relevant for administrative, medical and support 

staff.  An option for feedback is an internal anonymous survey with location as the only 

link between response and participant.85   

Will HIV/AIDS patients feel comfortable accessing services at a different location?  

The question goes beyond logistics in accessing services through something like 

transportation.  Like understanding staff acceptability in providing HIV/AIDS care, patient 

perception of a new setting and interactions with a different staff and a diverse patient 

population is important.   

Patient perspective, particularly with a vulnerable subgroup population such as gay, 

bisexual and men who have sex with men, is significant especially after tragic events such 

as the 2016 shooting at an Orlando club.86, 87  Clubs serving a predominantly gay 

demographic are considered safe spaces where gay people can interact and show 

affection.88  For the LGBTQ community, feelings of support and acceptance in places of 

leisure and entertainment, and health services spaces may not be different.  When accessing 

services at a different location is pitched, it may be welcomed by the patient, but after an 
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act of hate like the shooting at the club, the individual may reflect and soberly remember 

that their sexual orientation, gender, or HIV status, are not welcomed or accepted in all 

places.  The shortcoming to selecting the wrong health center to decentralize care is 

possible increased stigma should a patient not feel welcomed at another facility.  A mixed 

data collection approach is suggested to understand patient perspective using surveys, one-

on-one interviews or focus groups.   

Rollout Services     

After identifying a location to decentralize care, the next step for the planning 

committee is the actual rollout.  Hypothetically, the planning committee has selected two 

locations after rigorous assessment for geographic need and patient acceptability; survey 

results indicated that staff at both sites were very open and willing to serve HIV/AIDS 

patients.  Due to current capacity limitations, one location will offer HIV testing and 

counseling and the other location will offer both HIV testing and counseling and because 

it has a pharmacy, provide treatment including PrEP and PEP.  Patients will be referred to 

the main HIV/AIDS medical center should they need more tailored medical or support 

services.   

In acknowledging organizational diversity for individual medical centers, this 

report does not provide a step-by-step logistical model for how the actual rollout process 

is approached.  Instead, a few suggestions for the planning committee’s consideration are 

provided starting with inclusion of the lead manager and relevant staff at the other location.  

The augmented planning committee can engage in the following: account for resources 

such as staff availability; return to goal setting by identifying measures for success linked 

to the particular service areas at new site; developing a timeline including when policies 

and procedures at the new site will be updated; determine how patient population is 
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informed of additional services, through newsletter or other marketing scheme; and actual 

date for when new services will be launched and by who.    

Evaluate Results & Modify Process  

This step provides the planning committee the opportunity to evaluate outputs and 

compare to goals.  After evaluating results, the planning committee can determine whether 

the decentralization process should continue.  The service may be retracted if predicted 

outputs are not produced; for example, if there are no HIV/AIDS patients seeking 

medications at another location within a specified period.  If the service is producing 

desired outcomes, there is potential to modify and scale the service, phase-in additional 

services to the same location or replicate services at other locations.  Evaluating outputs 

engages the planning committee with staff and patients at the other service location.  

Opportunity for data collection is available by administering a survey, or hosting focus 

groups with staff and patients to consider success and continuing challenges.   
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SECTION CONCLUSION   

Decentralizing care is an innovative mechanism intended to produce better health 

outcomes by increasing access to services and reducing stigma.  The process outlined in 

this section provided a logistical guide informing experimentation and feasibility of care 

decentralization.  The decentralization model is captured in Figure 16 and begins with the 

lead manager in an interpersonal phase to consider HIV/AIDS care decentralization and 

possible challenges.  After contemplation, the lead manager initiates dialogue with internal 

staff and engages with patients to continue in communal conversation.89  Should 

experimenting with decentralizing care be of interest, the next step is forming a planning 

committee with the purpose of steering the decentralization process starting by searching 

and drafting a list of analogs and goal setting.  Once goals are set, the planning committee 

acknowledges unfeasibility of large-scale decentralization and instead drafts a list of 

priority service areas for availability at the other location.  Identification of the other service 

location is narrowed by identifying feasibility of phasing-in chosen priority service area 

and considering geographic distribution of HIV/AIDS, staff support and patient 

acceptability.  Extending a particular service engages staff at the other site to modify and 

tailor a unique rollout approach.  Finally, the planning committee evaluates the 

decentralization and rollout process to either cease activity or modify and pursue 

opportunity to replicate or scale services.  
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Figure 16 - Visual summary of decentralization process  
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Appendix A 

 

The following is a listing of questions used to guide key informant interviews with 

leadership staff at the David Powell Health Center in Austin, Texas.   

 
1. Tell me about your involvement (personal history) in the area of HIV/AIDS services.90 

 
2. What are current trends in the HIV/AIDS epidemic?   

 
3. How does the prevalence of HIV/AIDS in Austin compare or differ to that of other urban 

areas such as Houston, or rural areas in Texas?   

 
4. What are resources HIV/AIDS patients are lacking?  

 
5. What are barriers faced by HIV/AIDS patients in accessing services?   

 
6. What are resources HIV/AIDS service providers are lacking?  

 
7. What are barriers faced by HIV/AIDS organizations in providing services?   

 
8. What are limitations in government support for HIV/AIDS service providers?   

 
9. What are limitations in funding support for HIV/AIDS service providers?   

 
10. Where will HIV/AIDS services be in 5, 10, 20 years?   

 

 

 

 

 

 

 



 40 

1 A detailed timeline of HIV/AIDS from 1981-2015 accessed here:  US Department of Health and Human 

Services. 2015. “A Timeline of HIV/AIDS.” AIDS.GOV. https://www.aids.gov/hiv-aids-basics/hiv-aids-

101/aids-timeline/. 
2 Whiteside, Alan, and Ebooks Corporation. 2008. HIV/AIDS:  A Very Short Introduction. Oxford: Oxford 

University Press, UK.   
3 The Institutional Review Board at The University of Texas at Austin approved a proposal to attend 

management meetings and conduct informal interviews with the management team at the David Powell 

Health Center, a specialty clinic offering HIV/AIDS medical treatment in Austin, Texas.  Notes were taken 

for comments pertaining to challenges faced by both patients and service providers and the future of 

HIV/AIDS care.  This report does not include qualitative or quantitative analysis for commentary from staff 

at the David Powell Health Center.  See Appendix A for a list of guiding questions.   
4 WHO. 2016. “Social Determinants of Health.” World Health Organization. World Health Organization. 

May 30. http://www.who.int/social_determinants/en/. 
5 Numbers 1-5 are not a part of the original figure.  The numbers were added for reader reference as figure 

is described.   
6 CDC. 2016. “Youth Violence: Risk and Protective Factors.” CDC. May 11. 

http://www.cdc.gov/ViolencePrevention/youthviolence/riskprotectivefactors.html. 
7 The Editorial Board. 2016. “The Orlando Attack and Its Global Echoes.” The Opinion Pages, June 15. 

http://www.nytimes.com/2016/06/15/opinion/the-orlando-attack-and-its-global-echoes.html?ref=nyt-

es&_r=0. 
8 Jacobs, Andrew. 2016. “Brazil Is Confronting an Epidemic of Anti-Gay Violence.” Americas, July 6. 

http://www.nytimes.com/2016/07/06/world/americas/brazil-anti-gay-violence.html. 
9 Ibid.   
10 More on structural violence from source here:  Burtle, Adam. 2010. “What Is Structural Violence?” 

Structural Violence. http://www.structuralviolence.org/structural-violence/. 
11 CDC. 2015. “Social Determinants of Health.” CDC. October 19. 

http://www.cdc.gov/socialdeterminants/. 
12 For a detailed chronological history of HIV/AIDS see the source:  Clamor., “A History of HIV/AIDS.” 

http://search.proquest.com.ezproxy.lib.utexas.edu/docview/223169332/fulltext/A1CF2E8310A540C9PQ/1

?accountid=7118.   
13 United States Department of Justice and Civil Rights Division. 2013. “Introduction to the ADA.” 

ADA.gov. May 17. https://www.ada.gov/ada_intro.htm. 
14 More about Ryan White funding here:  US Department of Health and Human Services. 2016. “About the 

Ryan White HIV/AIDS Program.” Health Resources and Services Administration. Accessed July 22. 

http://hab.hrsa.gov/abouthab/aboutprogram.html. 
15 Kaiser Family Foundation. 2014. “The HIV/AIDS Epidemic in the United States.” KFF.org. April 7. 

http://kff.org/hivaids/fact-sheet/the-hivaids-epidemic-in-the-united-states/. 
16 Ibid.  
17 More on the ACA and Ryan White Funding here:  US Department of Health and Human Services, and 

Health Resources and Services Administration. 2013. Key Provisions of the Affordable Care Act for the 

Ryan White HIV/AIDS Program. http://hab.hrsa.gov/affordablecareact/keyprovisions.pdf. 
18 Kaiser Family Foundation. 2014. “The HIV/AIDS Epidemic in the United States.” 
19 US Department of Health and Human Services. 2015. “HIV/AIDS Care Continuum.” AIDS.GOV. June 3. 

https://www.aids.gov/federal-resources/policies/care-continuum/. 
20 Kaiser Family Foundation. 2014. “The HIV/AIDS Epidemic in the United States.” 
21 Ibid.   
22CDC. 2016. “Health Expenditures.” CDC. July 6. http://www.cdc.gov/nchs/fastats/health-expenditures.htm. 
23US Department of Health and Human Services, and Centers for Medicare and Medicaid Services. 2015. 

“National Health Expenditure Data Historical.” March 12. https://www.cms.gov/Research-Statistics-Data-and-

Systems/Statistics-Trends-and-Reports/NationalHealthExpendData/NationalHealthAccountsHistorical.html. 

 



 41 

 
24 U.S. Department of Health and Human Services. 2015. “A Timeline of HIV/AIDS.”  
25 Gracia Jones, Sande. (2009) 2014. “Looking Inside the Pill Bottle The Evolution of HIV Antiretroviral 

Combination Drug Therapy.” In HIV/AIDS: Global Frontiers in Prevention/intervention, by Renee T 

White, Cynthia Pope, and White T Renee, 151–152. United States: Routledge. 
26 HAART is also referred to as ART, or antiretroviral therapy.   
27 Gracia, “Looking Inside the Pill Bottle The Evolution of HIV Antiretroviral Combination Drug 

Therapy,” 152-154. 
28 Ibid., 154-155. 
29 Ibid., 155-159. 
30 U.S. Department of Health and Human Services. 2015. “A Timeline of HIV/AIDS.”  
31 HIV infection is noted in three stages:  acute infection, clinical latency and AIDS.  Acute infection is the 

on-set of flu like symptoms 2-4 weeks after initial infection for some people and high levels of the virus 

reproduction in the body.  Clinical latency is where there may be no symptoms, but the virus continues 

reproducing itself in the body. The final stage, or Stage 3, is AIDS, where CD4 cell count has dropped from 

a healthy count of 500-1,600 cells, to 200 or less, or the person has one or more opportunistic infections.  

More information from source here:  US Department of Health and Human Services. 2015. “Stages of HIV 

Infection.” AIDS.GOV. August 27. https://www.aids.gov/hiv-aids-basics/just-diagnosed-with-hiv-aids/hiv-

in-your-body/stages-of-hiv/. 
32 Lacey, Michael J, George J Hanna, Jeffrey D Miller, Talia S Foster, and Mason W Russell. 2014. Impact 

of Pharmaceutical Innovation in HIV/AIDS Treatment during the Highly Active Antiretroviral Therapy 

(HAART) Era in the US, 1987-2010:  An Epidemiologic and Cost-Impact Modeling Case Study. Truven 

Health Analytics, Inc. http://truvenhealth.com/Portals/0/Assets/Life-Sciences/White-Papers/pharma-

innovation-hiv-aids-treatment.pdf. 
33 PhRMA. 2016. “Antiretroviral Treatments and Ensuing Innovations Prevent Almost 900, 000 Premature 

HIV/AIDS Deaths.” PhRMA Innovation Hub. Accessed June 17. http://innovation.org/antiretroviral-

treatments-and-ensuing-innovations-prevent-almost-900-000-premature-hiv/aids-deaths. 
34 Lacey et al., Impact of Pharmaceutical Innovation in HIV/AIDS Treatment…  
35 US Department of Health and Human Services. 2016. “Guidelines for the Use of Antiretroviral Agents in 

HIV-1-Infected Adults and Adolescents.” AIDS Info. Accessed June 8. 

https://aidsinfo.nih.gov/guidelines/html/1/adult-and-adolescent-arv-guidelines/11/what-to-start. 
36 US Department of Health and Human Services. 2015. “Overview of HIV Treatments.” AIDS.GOV. 

August 13. https://www.aids.gov/hiv-aids-basics/just-diagnosed-with-hiv-aids/treatment-options/overview-

of-hiv-treatments/. 
37 Gracia, “Looking Inside the Pill Bottle The Evolution of HIV Antiretroviral Combination Drug 

Therapy,” 159. 
38 More on PrEP from source here:  CDC. 2016. “PrEP.” CDC. April 12. 

http://www.cdc.gov/hiv/basics/prep.html. 
39 More on PEP from source here:  CDC. 2016. “PEP.” CDC. April 15. 

http://www.cdc.gov/hiv/basics/pep.html. 
40 US Department of Health and Human Services. “Overview of HIV Treatments.”  
41 The CDC indicates that one in eight people are not aware of their infection.  The 150,000 figure for those 

who are unaware of infection results from taking the estimated 1.2 million people living with HIV and 

dividing by eight.  The 1.2 million figure fluctuates on the CDC webpage, with one line indicating 

1,218,400, suggesting that the figure for those unaware of infection may differ depending on what is used 

as the overall estimate for HIV infection.  The resulting figure for those who are unaware of infection, 

regardless for what is used as the overall figure, remains within the 150,000 count range.  Latest data 

available for those living with HIV is from 2012.  More from the CDC on HIV/AIDS here:  CDC. 2016. 

“HIV in the United States: At A Glance.” CDC. July 11. 

http://www.cdc.gov/hiv/statistics/overview/ataglance.html. 



 42 

 
42 In reviewing mortality rates, it is relevant to note cause of death for those with HIV, since death may be a 

result of AIDS, or due to something else.  More on HIV/AIDS morbidity and mortality rates here:  CDC. 

2016. “HIV in the United States: At A Glance.”  
43 The distribution of HIV/AIDS by race for gay, bisexual and men who have sex with men varied from 2005-

2014.  Whites experienced an 18% decline, while Hispanic/Latinos and African Americans increased in 

diagnoses by 24% and 22% respectively.  Read more here:  CDC. 2016. “HIV in the United States: At A 

Glance.”  
44 From 2005-2014, women, injection drug users and heterosexuals experienced a decline in HIV 

diagnoses.  More rates may be accessed here:  CDC. 2016. “HIV in the United States: At A Glance.”  
45 Ibid.   
46 CDC. 2016. “HIV among People Aged 50 and over.” CDC. April 4. 

http://www.cdc.gov/hiv/group/age/olderamericans/index.html. 
47 Deeks, Steven G, Sharon R Lewin, and Diane V Havlir. 2013. “The End of AIDS: HIV Infection as a 

Chronic Disease.” The Lancet 382 (9903). Elsevier BV: 1525–33. doi:10.1016/s0140-6736(13)61809-7. 
48 Link, Bruce G., and Jo C. Phelan. 2001. “Conceptualizing Stigma.” Annual Review of Sociology 27 (1). 

Annual Reviews: 363–85. doi:10.1146/annurev.soc.27.1.363. 
49 Earnshaw and Chaudoir provide a brief analysis of stigma frameworks and how stigma pertains to 

HIV/AIDS.  More on stigma and HIV here:  Earnshaw, Valerie A., and Stephenie R. Chaudoir. 2009. 

“From Conceptualizing to Measuring HIV Stigma: A Review of HIV Stigma Mechanism Measures.” AIDS 

and Behavior 13 (6). Springer Science + Business Media: 1160–77. doi:10.1007/s10461-009-9593-3.      
50 Gilbert and Walker discuss findings from a study in South Africa noting stigma and how it may affect 

disclosure, treatment and adherence for people living with HIV or AIDS.  More from the source here:  

Gilbert, Leah, and Liz Walker. 2010. “‘My Biggest Fear Was That People Would Reject Me Once They 

Knew My Status…’: Stigma as Experienced by Patients in an HIV/AIDS Clinic in Johannesburg, South 

Africa.” Health & Social Care in the Community 18 (2). Wiley-Blackwell: 139–46. doi:10.1111/j.1365-

2524.2009.00881.x. 
51 Earnshaw and Chaudoir. “From Conceptualizing to Measuring HIV Stigma: A Review of HIV Stigma 

Mechanism Measures.”   
52 Turan, Bulent, Whitney Smith, Mardge H. Cohen, Tracey E. Wilson, Adaora A. Adimora, Daniel 

Merenstein, Adebola Adedimeji, et al. 2016. “Mechanisms for the Negative Effects of Internalized HIV-

Related Stigma on Antiretroviral Therapy Adherence in Women.” JAIDS Journal of Acquired Immune 

Deficiency Syndromes 72 (2). Ovid Technologies (Wolters Kluwer Health): 198–205. 

doi:10.1097/qai.0000000000000948. 
53 Bedelu, Martha, Nathan Ford, Katherine Hilderbrand, and Hermann Reuter. 2007. “Implementing 

Antiretroviral Therapy in Rural Communities: The Lusikisiki Model of Decentralized HIV/AIDS Care.” 

Journal of Infectious Diseases 196 (Supplement 3). Oxford University Press: 464–68. doi:10.1086/521114. 
54 Respondents in the study by Mukora et al. also suggest the preference for a centralized model including 

less stigma and access to other services.  More from the study here:  Mukora, Rachel, Salome 

Charalambous, Maysoon Dahab, Robin Hamilton, and Alan Karstaedt. 2011. “A Study of Patient Attitudes 

towards Decentralisation of HIV Care in an Urban Clinic in South Africa.” BMC Health Services Research 

11 (1). Springer Nature: 205. doi:10.1186/1472-6963-11-205. 
55 In doing research for this report, the interpretation is that integrating and decentralizing health care 

services is similar.  The difference may be conceptual, with integrative care being an infusion within a 

clinical structure through the addition of new services and decentralizing care being more about shifting 

services from one location to another, both intending  to increase service provision.   
56 Janssens, B., W. Van Damme, B. Raleigh, J. Gupta, S. Khem, K. Soy Ty, M.C. Vun, N. Ford, and R. 

Zachariah. 2007. “Offering Integrated Care for HIV/AIDS, Diabetes and Hypertension within Chronic 

Disease Clinics in Cambodia.” Bulletin of the World Health Organization 85 (11). World Health 

Organization: 880–85. doi:10.1590/S0042-96862007001100015. 
57 Ibid.   

 



 43 

 
58 The World Bank presents decentralization at the broader governmental level and considers health 

decentralization by groups like a Ministry of Health.  A similar frame can be applied to a local clinic that 

does not fall under immediate jurisdiction of local, state or federal government.  More from the source here:  

The World Bank Group. 2004. “Health Systems - Decentralization.” The World Bank. April 11. 

http://web.worldbank.org/WBSITE/EXTERNAL/TOPICS/EXTHEALTHNUTRITIONANDPOPULATIO

N/EXTHSD/0,,contentMDK:20190818~menuPK:438810~pagePK:148956~piPK:216618~theSitePK:3767

93,00.html. 
59 Ibid.   
60 For the remainder of this report, the person designated as taking the lead is referred to as the lead 

manager.   
61 Hill, Carolyn J, and Laurence E Lynn. 2009. Public Management: A Three-Dimensional Approach. 

Washington, D.C.: CQ Press: 19-23 
62 Other factors relevant for consideration in the contemplation phase are “ensuring top-management 

support and commitment” and “institutionalizing change.”  More from source here:  Fernandez, Sergio, and 

Hal G. Rainey. 2006. “Managing Successful Organizational Change in the Public Sector.” Public 

Administration Review 66 (2). Wiley-Blackwell: 168–76. doi:10.1111/j.1540-6210.2006.00570.x. 
63 Isaacs, William. 1999. Dialogue and the Art of Thinking Together: A Pioneering Approach to 

Communicating in Business and in Life. New York: DOUBLEDAY:  19  
64 Ibid.:  37-41 
65 Ibid.:  19 
66 Planning committee membership figure is arbitrary, although it is recommended that the initial group 

remain small for communication and coordination purposes.   
67 Newsmax. 2010. “HIV/AIDS: Top Ten Treatment Centers.” FastFeatures, September 17.  Accessed June 

4.  http://www.newsmax.com/FastFeatures/treatmentcenterforHIV/2010/09/17/id/370631/. 
68 US Department of Health and Human Services, and Health Resources and Services Administration.  Key 

Provisions of the Affordable Care Act for the Ryan White HIV/AIDS Program.  
69 List of services noted from medical center websites as available on June 4, 2016.  Other services may be 

offered.  Furthermore, the listing should not be considered comprehensive or representative of what is 

available for HIV/AIDS medical and support service provision in the US.   
70 CommUnityCare Health Centers. 2008. “CommUnityCare: Locations: David Powell Health Center.” 

Accessed June 4.  http://communitycaretx.org/locations/davidpowell.html. 
71 CommUnityCare Health Centers. 2008. “CommUnityCare: About: History.” 

http://communitycaretx.org/about/history.html. 
72 Legacy Community Health. 2016. “HIV/STD Screening & Treatment – Legacy Community Health.” 

Accessed June 4. http://www.legacycommunityhealth.org/services/hivstd-screening-treatment/. 
73 Legacy Community Health. 2016. “About Us – Legacy Community Health.” Accessed June 4. 

http://www.legacycommunityhealth.org/about-us/. 
74 Harris Health. 2016. “Thomas Street Health Center.” Accessed June 4. 

https://www.harrishealth.org/en/services/locations/pages/thomas-street-health-center.aspx. 
75 Harris Health. 2016. “Harris Health System Locations.” Accessed June 4. 

https://www.harrishealth.org/en/services/locations/pages/default.aspx. 
76 Southwest Care Center. 2016. “Medical Services.” Accessed June 4. https://southwestcare.org/medical-

clinic/. 
77 Southwest Care Center. 2016. “Contact Us.” Accessed June 4.  https://southwestcare.org/contact-

us/#family. 
78 El Rio Community Health Center. 2016. “Specialized Care Locations.” Accessed June 4. 

http://www.elrio.org/patient-services/specialized-care/. 
79 El Rio Community Health Center. 2016. “Contact Us Locations.” Accessed June 4. 

http://www.elrio.org/contact-us/#locations. 

https://www.harrishealth.org/en/services/locations/pages/default.aspx


 44 

 
80 Cook County Health and Hospitals System. 2016. “About Us – Cook County Health and Hospitals 

System.” Accessed June 4.  http://www.cookcountyhhs.org/locations/ruth-m-rothstein-core-center/about-

us/. 
81 Cook County Health and Hospitals System. 2016. “Patient & Visitor Services – Cook County Health and 

Hospitals System.” Accessed June 4.  http://www.cookcountyhhs.org/locations/ruth-m-rothstein-core-

center/patient-visitor-services/. 
82 Whetten, David A., and Kim S Cameron. 2010. Developing Management Skills. 8th ed. New Jersey: Prentice 

Hall. 

http://www.wnycollegeconnection.com/documents/Skills%20Gap/Developing%20Management%20Skills.pdf.:  

509  
83 Ibid.:  509-510 
84 Ibid.:  510 
85 If a particular location meets the set criteria, and feedback from a survey indicates lack of understanding 

for HIV/AIDS, the planning committee can follow-up with informational sessions.  These follow-up sessions 

could focus on the realities for modes of transmission, social and cultural barriers to accessing care, or legal 

frameworks available for HIV/AIDS patients.  Administering a pre and post survey for information sessions 

measuring knowledge and personal acceptance in serving HIV/AIDS patients is relevant.   
86 Mazzetti, Mark, Eric Lichtblau, and Alan Blinder. 2016. “Omar Mateen, an ‘Americanized Guy,’ Shows 

Threat of Lone Terrorists.” The New York Times, June 13.  Accessed June 26.  

http://www.nytimes.com/2016/06/14/us/politics/orlando-shooting-omar-

mateen.html?action=click&pgtype=Homepage&clickSource=story-heading&module=span-abc-

region&region=span-abc-region&WT.nav=span-abc-region. 
87 Bruni, Frank Brunl. 2016. “The Scope of the Orlando Carnage.” The Opinion Pages, June 13.  Accessed 

June 26.  http://www.nytimes.com/2016/06/13/opinion/the-scope-of-the-orlando-carnage.html. 
88 Lea, Toby, John de Wit, and Robert Reynolds. 2015. “‘Post-Gay’ yet? The Relevance of the Lesbian and 

Gay Scene to Same-Sex Attracted Young People in Contemporary Australia.” Journal of Homosexuality 62 

(9). Informa UK: 1264–85. doi:10.1080/00918369.2015.1037139. 
89 A limitation for this report was not formally accounting for the perspective of the patient population.  

Further analysis by a planning committee should include engagement of the HIV/AIDS patient population 

to gather opinion in obtaining medical treatment at different locations and perspective of non-HIV infected 

patients and their acceptability in obtaining services with those that are HIV positive at the same location.   
90 Responses to this question were not recorded.  Question intended to develop rapport with interviewees.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 45 

 

Bibliography  

 

Bedelu, Martha, Nathan Ford, Katherine Hilderbrand, and Hermann Reuter. 2007. 

“Implementing Antiretroviral Therapy in Rural Communities: The Lusikisiki Model 

of Decentralized HIV/AIDS Care.” Journal of Infectious Diseases 196 (Supplement 

3). Oxford University Press: 464–68. doi:10.1086/521114. 

 

Bruni, Frank Brunl. 2016. “The Scope of the Orlando Carnage.” The Opinion Pages, June 

13. http://www.nytimes.com/2016/06/13/opinion/the-scope-of-the-orlando-

carnage.html. 

 

Burtle, Adam. 2010. “What Is Structural Violence?” Structural Violence. 

http://www.structuralviolence.org/structural-violence/. 

 

CDC. 2012. Estimated HIV Incidence in the United States, 2007 through 2010.  HIV 

Surveillance Supplemental Report. Vol. 17 (No. 4). 

http://www.cdc.gov/hiv/pdf/statistics_hssr_vol_17_no_4.pdf. 

 

———. 2015. HIV Surveillance Report, 2013. Vol. 25. 

http://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillance-report-

vol-25.pdf. 

 

———. 2015. “HIV in the United States: At A Glance.” CDC. September 29. 

http://www.cdc.gov/hiv/statistics/overview/ataglance.html. 

 

———. 2015. “Social Determinants of Health.” CDC. October 19. 

http://www.cdc.gov/socialdeterminants/. 

 

———. 2016. “HIV among African American Gay and Bisexual Men.” CDC. February 

4. http://www.cdc.gov/hiv/group/msm/bmsm.html. 

 

———. 2016. “HIV among African Americans.” CDC. February 4. 

http://www.cdc.gov/hiv/group/racialethnic/africanamericans/. 

 

CDC, and National Center for Health Statistics. 2016. “Mortality Data.” CDC. February 

16. http://www.cdc.gov/nchs/nvss/deaths.htm. 

 

CDC. 2016. “Lifetime Risk of HIV Diagnosis.” CDC. February 23. 

http://www.cdc.gov/nchhstp/newsroom/2016/croi-press-release-risk.html. 

 

 

http://www.nytimes.com/2016/06/13/opinion/the-scope-of-the-orlando-carnage.html
http://www.nytimes.com/2016/06/13/opinion/the-scope-of-the-orlando-carnage.html
http://www.structuralviolence.org/structural-violence/
http://www.cdc.gov/hiv/pdf/statistics_hssr_vol_17_no_4.pdf
http://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillance-report-vol-25.pdf
http://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillance-report-vol-25.pdf
http://www.cdc.gov/hiv/statistics/overview/ataglance.html
http://www.cdc.gov/socialdeterminants/
http://www.cdc.gov/hiv/group/msm/bmsm.html
http://www.cdc.gov/hiv/group/racialethnic/africanamericans/
http://www.cdc.gov/nchs/nvss/deaths.htm
http://www.cdc.gov/nchhstp/newsroom/2016/croi-press-release-risk.html


 46 

 

———. 2016. “HIV among People Aged 50 and over.” CDC. April 4. 

http://www.cdc.gov/hiv/group/age/olderamericans/index.html. 

 

———. 2016. “PrEP.” CDC. April 12. http://www.cdc.gov/hiv/basics/prep.html. 

 

———. 2016. “PEP.” CDC. April 15. http://www.cdc.gov/hiv/basics/pep.html. 

 

———. 2016. “Youth Violence: Risk and Protective Factors.” CDC. May 11. 

http://www.cdc.gov/ViolencePrevention/youthviolence/riskprotectivefactors.html. 

 

———. 2016. “HIV and AIDS in the United States by Geographic Distribution.” CDC. 

May 25. http://www.cdc.gov/hiv/statistics/overview/geographicdistribution.html. 

 

———. 2016. “Health Expenditures.” CDC. July 6. 

http://www.cdc.gov/nchs/fastats/health-expenditures.htm. 

 

———. 2016. “HIV in the United States: At A Glance.” CDC. July 11. 

http://www.cdc.gov/hiv/statistics/overview/ataglance.html. 

 

CDC/OID/NCHHSTP/DHAP/HICSB. 2015. HIV Surveillance Report, 2014. Vol. 26. 

http://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillance-report-

us.pdf. 

 

Clamor. 2005. “A History of HIV/AIDS.” 33, July. 

http://search.proquest.com.ezproxy.lib.utexas.edu/docview/223169332/fulltext/A1CF

2E8310A540C9PQ/1?accountid=7118. 

 

CommUnityCare Health Centers. 2008. “CommUnityCare: Locations: David Powell 

Health Center.” http://communitycaretx.org/locations/davidpowell.html. 

 

———. 2008. “CommUnityCare: About: History.” 

http://communitycaretx.org/about/history.html. 

 

Cook County Health and Hospitals System. 2016. “About Us – Cook County Health and 

Hospitals System.” http://www.cookcountyhhs.org/locations/ruth-m-rothstein-core-

center/about-us/. 

 

———. 2016. “Patient & Visitor Services – Cook County Health and Hospitals System.” 

http://www.cookcountyhhs.org/locations/ruth-m-rothstein-core-center/patient-visitor-

services/. 

 

http://www.cdc.gov/hiv/group/age/olderamericans/index.html
http://www.cdc.gov/hiv/basics/prep.html
http://www.cdc.gov/hiv/basics/pep.html
http://www.cdc.gov/ViolencePrevention/youthviolence/riskprotectivefactors.html
http://www.cdc.gov/hiv/statistics/overview/geographicdistribution.html
http://www.cdc.gov/nchs/fastats/health-expenditures.htm
http://www.cdc.gov/hiv/statistics/overview/ataglance.html
http://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillance-report-us.pdf
http://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillance-report-us.pdf
http://search.proquest.com.ezproxy.lib.utexas.edu/docview/223169332/fulltext/A1CF2E8310A540C9PQ/1?accountid=7118
http://search.proquest.com.ezproxy.lib.utexas.edu/docview/223169332/fulltext/A1CF2E8310A540C9PQ/1?accountid=7118
http://communitycaretx.org/locations/davidpowell.html
http://communitycaretx.org/about/history.html
http://www.cookcountyhhs.org/locations/ruth-m-rothstein-core-center/about-us/
http://www.cookcountyhhs.org/locations/ruth-m-rothstein-core-center/about-us/
http://www.cookcountyhhs.org/locations/ruth-m-rothstein-core-center/patient-visitor-services/
http://www.cookcountyhhs.org/locations/ruth-m-rothstein-core-center/patient-visitor-services/


 47 

 

———. 2016. “Funded Projects & Research – Cook County Health and Hospitals 

System.” http://www.cookcountyhhs.org/locations/ruth-m-rothstein-core-

center/funded-projects/. 

 

Decentralization Thematic Team. 2016. “Decentralization and Healthcare.” Accessed 

June 11. http://www.ciesin.columbia.edu/decentralization/English/Issues/Health.html. 

 

Deeks, Steven G, Sharon R Lewin, and Diane V Havlir. 2013. “The End of AIDS: HIV 

Infection as a Chronic Disease.” The Lancet 382 (9903). Elsevier BV: 1525–33. 

doi:10.1016/s0140-6736(13)61809-7. 

 

 

Earnshaw, Valerie A., and Stephenie R. Chaudoir. 2009. “From Conceptualizing to 

Measuring HIV Stigma: A Review of HIV Stigma Mechanism Measures.” AIDS and 

Behavior 13 (6). Springer Science + Business Media: 1160–77. doi:10.1007/s10461-

009-9593-3. 

 

Earnshaw, Valerie A., Laramie R. Smith, Stephenie R. Chaudoir, K. Rivet Amico, and 

Michael M. Copenhaver. 2013. “HIV Stigma Mechanisms and Well-Being among 

PLWH: A Test of the HIV Stigma Framework.” AIDS and Behavior 17 (5). Springer 

Science + Business Media: 1785–95. doi:10.1007/s10461-013-0437-9. 

 

El Rio Community Health Center. 2016. “Specialized Care Locations.” Accessed June 4. 

http://www.elrio.org/patient-services/specialized-care/. 

 

———. 2016. “Contact Us Locations.” Accessed June 4. http://www.elrio.org/contact-

us/#locations. 

 

Gilbert, Leah, and Liz Walker. 2010. “‘My Biggest Fear Was That People Would Reject 

Me Once They Knew My Status…’: Stigma as Experienced by Patients in an 

HIV/AIDS Clinic in Johannesburg, South Africa.” Health & Social Care in the 

Community 18 (2). Wiley-Blackwell: 139–46. doi:10.1111/j.1365-

2524.2009.00881.x. 

 

Gracia Jones, Sande. (2009) 2014. “Looking Inside the Pill Bottle The Evolution of HIV 

Antiretroviral Combination Drug Therapy.” In HIV/AIDS: Global Frontiers in 

Prevention/intervention, by Renee T White, Cynthia Pope, and White T Renee, 151–

63. United States: Routledge. 

 

Harris Health. 2016. “Thomas Street Health Center.” Accessed June 4. 

https://www.harrishealth.org/en/services/locations/pages/thomas-street-health-

center.aspx. 

 

http://www.cookcountyhhs.org/locations/ruth-m-rothstein-core-center/funded-projects/
http://www.cookcountyhhs.org/locations/ruth-m-rothstein-core-center/funded-projects/
http://www.ciesin.columbia.edu/decentralization/English/Issues/Health.html
http://www.elrio.org/patient-services/specialized-care/
http://www.elrio.org/contact-us/#locations
http://www.elrio.org/contact-us/#locations
https://www.harrishealth.org/en/services/locations/pages/thomas-street-health-center.aspx
https://www.harrishealth.org/en/services/locations/pages/thomas-street-health-center.aspx


 48 

 

———. 2016. “Harris Health System Locations.” Accessed June 4. 

https://www.harrishealth.org/en/services/locations/pages/default.aspx. 

 

HHS CDC NCHHSTP DHAP. 2013. Mortality Slide Series. 

http://www.cdc.gov/hiv/pdf/statistics_surveillance_hiv_mortality.pdf. 

 

Hill, Carolyn J, and Laurence E Lynn. 2009. Public Management: A Three-Dimensional 

Approach. Washington, D.C.: CQ Press. 

 

Isaacs, William. 1999. Dialogue and the Art of Thinking Together: A Pioneering 

Approach to Communicating in Business and in Life. New York: DOUBLEDAY. 

 

Jacobs, Andrew. 2016. “Brazil Is Confronting an Epidemic of Anti-Gay Violence.” 

Americas, July 6. http://www.nytimes.com/2016/07/06/world/americas/brazil-anti-

gay-violence.html. 

 

Janssens, B., W. Van Damme, B. Raleigh, J. Gupta, S. Khem, K. Soy Ty, M.C. Vun, N. 

Ford, and R. Zachariah. 2007. “Offering Integrated Care for HIV/AIDS, Diabetes and 

Hypertension within Chronic Disease Clinics in Cambodia.” Bulletin of the World 

Health Organization 85 (11). World Health Organization: 880–85. 

doi:10.1590/S0042-96862007001100015. 

 

Kaiser Family Foundation. 2014. “The HIV/AIDS Epidemic in the United States.” 

KFF.org. April 7. http://kff.org/hivaids/fact-sheet/the-hivaids-epidemic-in-the-united-

states/. 

 

Lacey, Michael J, George J Hanna, Jeffrey D Miller, Talia S Foster, and Mason W 

Russell. 2014. Impact of Pharmaceutical Innovation in HIV/AIDS Treatment during 

the Highly Active Antiretroviral Therapy (HAART) Era in the US, 1987-2010:  An 

Epidemiologic and Cost-Impact Modeling Case Study. Truven Health Analytics, Inc. 

http://truvenhealth.com/Portals/0/Assets/Life-Sciences/White-Papers/pharma-

innovation-hiv-aids-treatment.pdf. 

 

Lea, Toby, John de Wit, and Robert Reynolds. 2015. “‘Post-Gay’ yet? The Relevance of 

the Lesbian and Gay Scene to Same-Sex Attracted Young People in Contemporary 

Australia.” Journal of Homosexuality 62 (9). Informa UK: 1264–85. 

doi:10.1080/00918369.2015.1037139. 

 

Legacy Community Health. 2016. “About Us – Legacy Community Health.” 

http://www.legacycommunityhealth.org/about-us/. 

 

 

https://www.harrishealth.org/en/services/locations/pages/default.aspx
http://www.cdc.gov/hiv/pdf/statistics_surveillance_hiv_mortality.pdf
http://www.nytimes.com/2016/07/06/world/americas/brazil-anti-gay-violence.html
http://www.nytimes.com/2016/07/06/world/americas/brazil-anti-gay-violence.html
http://kff.org/hivaids/fact-sheet/the-hivaids-epidemic-in-the-united-states/
http://kff.org/hivaids/fact-sheet/the-hivaids-epidemic-in-the-united-states/
http://truvenhealth.com/Portals/0/Assets/Life-Sciences/White-Papers/pharma-innovation-hiv-aids-treatment.pdf
http://truvenhealth.com/Portals/0/Assets/Life-Sciences/White-Papers/pharma-innovation-hiv-aids-treatment.pdf
http://www.legacycommunityhealth.org/about-us/


 49 

 

———. 2016. “HIV/STD Screening & Treatment – Legacy Community Health.” 

http://www.legacycommunityhealth.org/services/hivstd-screening-treatment/. 

 

 

Link, Bruce G., and Jo C. Phelan. 2001. “Conceptualizing Stigma.” Annual Review of 

Sociology 27 (1). Annual Reviews: 363–85. doi:10.1146/annurev.soc.27.1.363. 

 

Logie, C., and T.M. Gadalla. 2009. “Meta-Analysis of Health and Demographic 

Correlates of Stigma towards People Living with HIV.” AIDS Care 21 (6). Informa 

UK: 742–53. doi:10.1080/09540120802511877. 

 

Mazzetti, Mark, Eric Lichtblau, and Alan Blinder. 2016. “Omar Mateen, an 

‘Americanized Guy,’ Shows Threat of Lone Terrorists.” The New York Times, June 

13. http://www.nytimes.com/2016/06/14/us/politics/orlando-shooting-omar-

mateen.html?action=click&pgtype=Homepage&clickSource=story-

heading&module=span-abc-region&region=span-abc-region&WT.nav=span-abc-

region. 

 

Mukora, Rachel, Salome Charalambous, Maysoon Dahab, Robin Hamilton, and Alan 

Karstaedt. 2011. “A Study of Patient Attitudes towards Decentralisation of HIV Care 

in an Urban Clinic in South Africa.” BMC Health Services Research 11 (1). Springer 

Nature: 205. doi:10.1186/1472-6963-11-205. 

 

NHS Education for Scotland. 2016. “Introducing the Wider Determinants of Health.” 

Accessed June 4. http://www.bridgingthegap.scot.nhs.uk/understanding-health-

inequalities/introducing-the-wider-determinants-of-health.aspx. 

 

PhRMA. 2016. “Antiretroviral Treatments and Ensuing Innovations Prevent Almost 900, 

000 Premature HIV/AIDS Deaths.” PhRMA Innovation Hub. Accessed June 17. 

http://innovation.org/antiretroviral-treatments-and-ensuing-innovations-prevent-

almost-900-000-premature-hiv/aids-deaths. 

 

Reynolds, Lucy. 2011. “HIV as a Chronic Disease Considerations for Service Planning in 

Resource-Poor Settings.” Globalization and Health 7 (1). Springer Nature: 35. 

doi:10.1186/1744-8603-7-35. 

 

Southwest Care Center. 2016. “Medical Services.” https://southwestcare.org/medical-

clinic/. 

 

———. 2016. “Contact Us.” https://southwestcare.org/contact-us/#family. 

 

http://www.legacycommunityhealth.org/services/hivstd-screening-treatment/
http://www.nytimes.com/2016/06/14/us/politics/orlando-shooting-omar-mateen.html?action=click&pgtype=Homepage&clickSource=story-heading&module=span-abc-region&region=span-abc-region&WT.nav=span-abc-region
http://www.nytimes.com/2016/06/14/us/politics/orlando-shooting-omar-mateen.html?action=click&pgtype=Homepage&clickSource=story-heading&module=span-abc-region&region=span-abc-region&WT.nav=span-abc-region
http://www.nytimes.com/2016/06/14/us/politics/orlando-shooting-omar-mateen.html?action=click&pgtype=Homepage&clickSource=story-heading&module=span-abc-region&region=span-abc-region&WT.nav=span-abc-region
http://www.nytimes.com/2016/06/14/us/politics/orlando-shooting-omar-mateen.html?action=click&pgtype=Homepage&clickSource=story-heading&module=span-abc-region&region=span-abc-region&WT.nav=span-abc-region
http://www.bridgingthegap.scot.nhs.uk/understanding-health-inequalities/introducing-the-wider-determinants-of-health.aspx
http://www.bridgingthegap.scot.nhs.uk/understanding-health-inequalities/introducing-the-wider-determinants-of-health.aspx
http://innovation.org/antiretroviral-treatments-and-ensuing-innovations-prevent-almost-900-000-premature-hiv/aids-deaths
http://innovation.org/antiretroviral-treatments-and-ensuing-innovations-prevent-almost-900-000-premature-hiv/aids-deaths
https://southwestcare.org/medical-clinic/
https://southwestcare.org/medical-clinic/
https://southwestcare.org/contact-us/#family


 50 

 

The Editorial Board. 2016. “The Orlando Attack and Its Global Echoes.” The Opinion 

Pages, June 15. http://www.nytimes.com/2016/06/15/opinion/the-orlando-attack-and-

its-global-echoes.html?ref=nyt-es&_r=0. 

 

The World Bank Group. 2004. “Health Systems - Decentralization.” The World Bank. 

April 11. 

http://web.worldbank.org/WBSITE/EXTERNAL/TOPICS/EXTHEALTHNUTRITIO

NANDPOPULATION/EXTHSD/0,,contentMDK:20190818~menuPK:438810~page

PK:148956~piPK:216618~theSitePK:376793,00.html. 

 

Turan, Bulent, Whitney Smith, Mardge H. Cohen, Tracey E. Wilson, Adaora A. 

Adimora, Daniel Merenstein, Adebola Adedimeji, et al. 2016. “Mechanisms for the 

Negative Effects of Internalized HIV-Related Stigma on Antiretroviral Therapy 

Adherence in Women.” JAIDS Journal of Acquired Immune Deficiency Syndromes 

72 (2). Ovid Technologies (Wolters Kluwer Health): 198–205. 

doi:10.1097/qai.0000000000000948. 

 

United States Department of Justice and Civil Rights Division. 2013. “Introduction to the 

ADA.” ADA.gov. May 17. https://www.ada.gov/ada_intro.htm. 

 

U.S. Department of Health and Human Services. 2015. “A Timeline of HIV/AIDS.” 

AIDS.GOV. https://www.aids.gov/hiv-aids-basics/hiv-aids-101/aids-timeline/. 

 

———. 2015. “HIV/AIDS Care Continuum.” AIDS.GOV. June 3. 

https://www.aids.gov/federal-resources/policies/care-continuum/. 

 

———. 2015. “Overview of HIV Treatments.” AIDS.GOV. August 13. 

https://www.aids.gov/hiv-aids-basics/just-diagnosed-with-hiv-aids/treatment-

options/overview-of-hiv-treatments/. 

 

———. 2015. “Stages of HIV Infection.” AIDS.GOV. August 27. 

https://www.aids.gov/hiv-aids-basics/just-diagnosed-with-hiv-aids/hiv-in-your-

body/stages-of-hiv/. 

 

———. 2016. “About the Ryan White HIV/AIDS Program.” Health Resources and 

Services Administration HIV/AIDS Programs. Accessed June 3. 

http://hab.hrsa.gov/abouthab/aboutprogram.html. 

 

———. 2016. “Guidelines for the Use of Antiretroviral Agents in HIV-1-Infected Adults 

and Adolescents.” AIDS Info. Accessed June 8. 

https://aidsinfo.nih.gov/guidelines/html/1/adult-and-adolescent-arv-

guidelines/11/what-to-start. 

 

http://www.nytimes.com/2016/06/15/opinion/the-orlando-attack-and-its-global-echoes.html?ref=nyt-es&_r=0
http://www.nytimes.com/2016/06/15/opinion/the-orlando-attack-and-its-global-echoes.html?ref=nyt-es&_r=0
http://web.worldbank.org/WBSITE/EXTERNAL/TOPICS/EXTHEALTHNUTRITIONANDPOPULATION/EXTHSD/0,,contentMDK:20190818~menuPK:438810~pagePK:148956~piPK:216618~theSitePK:376793,00.html
http://web.worldbank.org/WBSITE/EXTERNAL/TOPICS/EXTHEALTHNUTRITIONANDPOPULATION/EXTHSD/0,,contentMDK:20190818~menuPK:438810~pagePK:148956~piPK:216618~theSitePK:376793,00.html
http://web.worldbank.org/WBSITE/EXTERNAL/TOPICS/EXTHEALTHNUTRITIONANDPOPULATION/EXTHSD/0,,contentMDK:20190818~menuPK:438810~pagePK:148956~piPK:216618~theSitePK:376793,00.html
https://www.ada.gov/ada_intro.htm
https://www.aids.gov/hiv-aids-basics/hiv-aids-101/aids-timeline/
https://www.aids.gov/federal-resources/policies/care-continuum/
https://www.aids.gov/hiv-aids-basics/just-diagnosed-with-hiv-aids/treatment-options/overview-of-hiv-treatments/
https://www.aids.gov/hiv-aids-basics/just-diagnosed-with-hiv-aids/treatment-options/overview-of-hiv-treatments/
https://www.aids.gov/hiv-aids-basics/just-diagnosed-with-hiv-aids/hiv-in-your-body/stages-of-hiv/
https://www.aids.gov/hiv-aids-basics/just-diagnosed-with-hiv-aids/hiv-in-your-body/stages-of-hiv/
http://hab.hrsa.gov/abouthab/aboutprogram.html
https://aidsinfo.nih.gov/guidelines/html/1/adult-and-adolescent-arv-guidelines/11/what-to-start
https://aidsinfo.nih.gov/guidelines/html/1/adult-and-adolescent-arv-guidelines/11/what-to-start


 51 

 

———. 2016. “About the Ryan White HIV/AIDS Program.” Health Resources and 

Services Administration. Accessed July 22. 

http://hab.hrsa.gov/abouthab/aboutprogram.html. 

 

US Department of Health and Human Services, and Centers for Medicare and Medicaid 

Services. 2015. “National Health Expenditure Data Historical.” March 12. 

https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-

Reports/NationalHealthExpendData/NationalHealthAccountsHistorical.html. 

 

US Department of Health and Human Services, and Health Resources and Services 

Administration. 2013. Key Provisions of the Affordable Care Act for the Ryan White 

HIV/AIDS Program. http://hab.hrsa.gov/affordablecareact/keyprovisions.pdf. 

 

Whetten, David A., and Kim S Cameron. 2010. Developing Management Skills. 8th ed. 

New Jersey: Prentice Hall. 

http://www.wnycollegeconnection.com/documents/Skills%20Gap/Developing%20M

anagement%20Skills.pdf. 

 

Whiteside, Alan, and Ebooks Corporation. 2008. HIV/AIDS:  A Very Short Introduction. 

Oxford: Oxford University Press, UK. 

 

WHO. 2016. “Social Determinants of Health.” World Health Organization. World Health 

Organization. May 30. http://www.who.int/social_determinants/en/. 

 

“Who We Are.” 2016. Austin PrEP Access Project. Accessed June 17. 

http://www.austinprepaccessproject.org/who-we-are.html. 

 

 

 
 

http://hab.hrsa.gov/abouthab/aboutprogram.html
https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/NationalHealthExpendData/NationalHealthAccountsHistorical.html
https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/NationalHealthExpendData/NationalHealthAccountsHistorical.html
http://hab.hrsa.gov/affordablecareact/keyprovisions.pdf
http://www.wnycollegeconnection.com/documents/Skills%20Gap/Developing%20Management%20Skills.pdf
http://www.wnycollegeconnection.com/documents/Skills%20Gap/Developing%20Management%20Skills.pdf
http://www.who.int/social_determinants/en/

