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Introduction to the Report 
 
 The Oakland Transitional Grant Area (TGA) - encompassing Alameda and Contra 
Costa County, California - continues to be devastated by the crisis of HIV and by the 
complex care, treatment, and support issues it engenders. In 2010, the Oakland TGA 
Collaborative Community Planning Council commissioned a full-scale needs assessment 
which incorporated both questionnaires and focus groups and eventually involved over 
250 persons living with HIV and AIDS. Conducted at a cost of $60,000, the needs 
assessment sought to identify key gaps and barriers across the entire Ryan White 
service system, especially in relation to selected priority populations.  
 
 One of the issues identified in the needs assessment involved the high prevalence 
of medical co-morbidities faced by persons with HIV, including conditions such as 
hepatitis C, heart disease, and renal disease. To gather more information on these co-
morbidities, the Collaborative Community Planning Council in late 2011 commissioned a 
much smaller, $5,000 report designed to gather additional information on the frequency 
of medical co-morbidities among persons living with HIV and how these co-morbidities 
may affect the cost, complexity, and quality of care for persons living with HIV in the 
Oakland TGA. Robert Whirry, an independent program development consultant who 
had been appointed to prepare the 2012 Oakland TGA Comprehensive HIV Services 
Plan, was contracted to prepare the need assessment as part of the larger 
Comprehensive Plan development process. 
 
 Because of its connection to the comprehensive planning process, the medical 
co-morbidities process was overseen by the 2012 Oakland TGA Comprehensive Plan 
Work Group. The Work Group had been formed in December 2011 as a short-term 
subcommittee under the supervision of the Council’s Quality Data and Services Planning 
Committee. The Chair of the Work Group was Loren Jones.  
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 In early 2012, the Work Group discussed the overall substance, structure, and 
parameters of the needs assessment and collected and reviewed preliminary research 
and data collection to identify key medical co-morbidities related to HIV. The group also 
developed an information gathering structure and developed a preliminary outline for 
the assessment as a whole. Based on its research, the group identified five broad 
categories of medical co-morbidities that occur frequently in persons with HIV, grouped 
based on the close association between specific sub-conditions; 
 
 Hepatitis C / renal disease  
 Obesity / diabetes 
 Heart disease / high cholesterol / cardiovascular disease 
 Smoking / lung disease  
 Oral health 
 
 Later in the planning process, the Work Group also identified intimate partner 
violence as a sixth area for research, based upon emerging literature stressing the 
important role of violence and trauma as co-factors for HIV transmission. 
 
 The Work Group decided on a two-part strategy for gathering information 
related to medical co-morbidities and HIV. First, the group commissioned an in-depth 
literature review to identify available information on the frequency and impact of 
medical co-morbidities on persons living with HIV, with a particular focus on persons 
with HIV living in urban areas. While health information is available on the frequency of 
health conditions in the Oakland TGA such as heart disease, renal disease, and diabetes, 
these data are not linked to persons with HIV, and cannot be used to assess the rate of 
medical co-morbidities among persons with HIV in Alameda and Contra Costa Counties. 
 
 Second, using resources identified by the Alameda County Office of AIDS 
Administration, three focus groups were conducted among persons living with HIV. The 
groups were specifically designed to gather information on the impacts of medical co-
morbidities in participants’ lives and to identify ways in which co-morbidities limited or 
complicated access and utilization of care both within and outside of the Ryan White 
HIV system. One focus group involved English-speaking persons living with HIV and AIOS 
(PLWHA) in Oakland; another involved English-speaking PLWHA in Richmond; and a 
third involved Spanish-speaking PLWHA in Oakland. The groups were conducted by Hill 
& Company Communications, using a collaboratively developed questionnaire format. 
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 The report below summarizes the findings of the literature review process 
followed by a summary of the findings of the three focus groups. The report concludes 
with a set of general recommendations related to a response to medical co-morbidities 
in the Oakland TGA. 
 
Part I.  Findings From the Literature 
 
 Mortality among PLWHA 
 
 Numerous studies have documented an overall decline in AIDS-related morbidity 
and mortality since the initiation of the HAART era in the United States and Europe.1 2 3 
However, as antiretroviral therapy has improved the quality of life and life expectancy 
among persons living with HIV and AIDS and PLWHA have begun to live longer lives, 
other chronic co-morbid conditions have become more clinically relevant and the focus 
of care has begun to shift towards these non-HIV co-morbidities. HIV co-morbid 
conditions may result from a variety factors including the toxicity of anti-retroviral 
therapy (ART), chronic inflammation caused by HIV, aging, and lifestyle factors such as 
smoking. These conditions pose health risks for any individual but may be even more 
deleterious for PLWHA.4 5 As a result of medical co-morbidities and their 
disproportionate impact on sub-populations, outcomes for HIV-positive individuals in 
the post-ART era are not determined solely by HIV status, but also by demographic 
factors and individual health behaviors. 
 
 Recent data document not only that mortality among PLWHA has declined but 
that the causes of death in HIV-positive populations have changed over time. Whereas 
AIDS-related opportunistic infections were once the leading causes of mortality, chronic 
diseases that are most prevalent in the general population have now become leading 
causes of death among persons who are HIV-positive. In the HIV Outpatient Study 
(HOPS), for example, deaths per 100 person-years dropped from 7.0 in 1996 to 1.3 in 
2004. At the same time, the proportion of deaths for which there was an AIDS-related 
cause also declined dramatically over that time, from 54% in 1996 to 25% in 2004. The 
most common non-AIDS-related causes of death and their relative frequency in 2004 
were non-AIDS malignancy (17.5%), cardiovascular disease and pulmonary disease (15% 
each), hepatic disease (12.5%) and renal disease (10%). The HOPS research team noted 
that toxicities associated with HIV treatments may have resulted in some non-AIDS-
related deaths, although their data show that even those with a longer history of HAART 
treatment demonstrated longer survival with co-morbid conditions.6 



4 

 

 Incidence/Prevalence of Co-morbidities Among PLWHA Overall 
 
 The co-morbid conditions most commonly documented among PLWHA can vary 
somewhat with time and with other factors such as age, race/ethnicity and hepatitis C 
virus (HCV) status. Overall, the most common non-HIV-related co-morbidities, as 
demonstrated in the Veterans Aging Cohort Study (VACS) and other work, are infection 
with hepatitis C virus (HCV) (35% prevalence in VACS), hypertension (about 32%), 
diabetes (about 13%) and obstructive lung disease (about 12%).7 Renal, vascular and 
pulmonary diseases were positively associated with more advanced HIV disease, 
indicating that these conditions may be caused or worsened by HIV infection. Analyses 
also indicated that HIV status interacted significantly with age: for conditions such as 
liver disease that in general tend to decrease with age, HIV-positive VACS participants 
exhibited a smaller decrease than seronegative participants. For conditions such as 
hypertension, diabetes, vascular disease, renal disease, and pulmonary disease that 
generally increase in prevalence with age, seropositive VACS participants exhibited a 
greater increase than those who were seronegative.8  It thus appears that HIV infection 
may accelerate the aging process and hasten the progression of some co-morbid 
conditions. 
 
 The literature also indicates that as PLWHA age, the prevalence of co-morbidities 
they develop can change. One study found that among 18 to 29-year-olds, the most 
common medically-related co-morbidities and behaviors were tobacco use (30.4%), 
obesity (9.4%), hypercholesterolemia (8.0%), hypertension (7.2%) and hepatitis C 
(5.9%). Tobacco use varied significantly with age, peaking at about 40% in the 40-59 age 
groups and then decreasing to 28.8% in the 60 and over group. While obesity remained 
relatively stable across age groups, the prevalence of all the other conditions increased 
significantly with advancing age. In the oldest age group (persons 60 years and over), 
the most commonly diagnosed conditions were hypertension (67.1%), 
hypercholesterolemia (65.8%), diabetes (28.8%), renal disease (23.3%), coronary artery 
disease (20.5%) and hepatitis C (12.7%).10  
 
 Across age groups, many PLWHA now experience multiple chronic co-morbidities. 
In the Community Health Advisory and Information Network (CHAIN) study cohort, for 
example, over 80% reported at least two conditions and about 25% reported five or 
more. 9 Other work has documented that the number of co-morbid conditions increases 
significantly with advancing age. On average, subjects aged 19 to 29 years had 2.20 
diagnosed co-morbidities, while those older than 60 had 4.52. 10 Individuals who report 
more co-morbidities also use more medical services,9 highlighting the need for medical 
care relating to conditions other than HIV among PLWHA.  
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 Hepatitis C and Renal Disease 
 
 Hepatitis C infection is the most common bloodborne infection in the United 
States, and the leading cause for liver transplantation. It is transmitted primarily by 
exposure to an infected person’s blood through the skin (most commonly through 
injection drug use). 11 Unlike HIV, hepatitis C virus (HCV) is not efficiently transmitted 
through sexual or perinatal exposures. Thus, the HCV prevalence among HIV-positive 
individuals who have a history of injection drug use is much higher than among those 
infected with HIV through sexual exposures.12  
 
 Overall, roughly one quarter to one third of all those infected with HIV are co-
infected with HCV. 11 70 13 Fifty to 80 percent of HIV-positive injection drug users are 
estimated to have HCV.14 HCV prevalence can vary significantly by race/ethnicity and 
other factors. In one large, multi-ethnic cohort of HIV-positive individuals, the highest 
HCV prevalence was found among African American subjects (14.8%), followed by 
Whites (9.6%) and Hispanics (7.6%).15 Participants in the Women’s Interagency HIV 
Study (WIHS), about 80% of whom were women of color, had a much higher HCV 
prevalence rate at 41%.16 Another, smaller study found co-infection with HCV to be 
much more common among HIV-positive subjects who also have either diabetes or 
hypertension: 61.4% of those with a diabetes diagnosis and 52.9% of those with a 
hypertension diagnosis were infected with HCV.17 Among a large group of veterans, 
infection with HCV was extremely common, affecting 45.1% of those who were HIV-
positive as compared to 30.8% of those who were HIV-negative.43 
 
 Co-infection with HIV has been associated with higher HCV viral load18 and can 
accelerate HCV disease progression.19 20 21 Data indicate that those co-infected with 
both HIV and HCV suffer increased mortality, apparently through accelerated liver 
disease.22 Recent treatment recommendations from the HCV-HIV International Panel 
note that clinicians should assess the extent of hepatic fibrosis (liver scarring) present in 
persons with HCV before initiating HCV treatment, as this is the best predictor of disease 
progression.32 However, in those who are co-infected with HIV, serum biochemical 
markers of fibrosis have been demonstrated to be generally less reliable due to factors 
such as the inflammatory reaction resulting from HIV infection and the use of drugs to 
treat HIV that may interfere with some serum markers of fibrosis.23 24 Antiretroviral 
drugs can also lead to chemically-based liver damage (hepatotoxicity) through multiple 
pathways, including direct liver injury and through hypersensitivity reactions involving 
the liver. Nucleoside analogs, non-nucleoside reverse transcriptase inhibitors and most 
protease inhibitors have all demonstrated hepatotoxicities.25 26 27 28 29 30 In addition, 
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some antiretroviral medications can interact with drugs used to treat HCV and may 
increase the risk of side effects such as anemia or neutropenia through overlapping 
toxicities.31 Clinicians are advised to avoid specific combinations of anti-HIV and anti-
HCV drugs precisely to avoid such interactions and toxicities.32  
 
 Obesity and Diabetes 
 
 Obesity is a significant risk factor for diabetes, and overweight and obesity are 
growing problems among PLWHA. While wasting was commonly seen in the earlier days 
of the HIV epidemic, with the advent of HAART patients are living longer and gaining 
weight. Data indicate that overweight and obesity are now more prevalent among 
PLWHA than wasting syndrome, with levels exceeding 60% in some samples. 33 This 
means that the prevalence of obesity among PLWHA is now roughly equivalent to that 
seen in the general population.33 34 As with HIV-negative populations, elevated body 
mass index (BMI) among those infected with HIV is associated with hypertension and 
dyslipidemia, known risk factors for cardiovascular disease.34  
 
 Reducing obesity can be an important part of prevention and treatment of 
diabetes. The US Centers for Disease Control and Prevention (CDC) estimates that 
diabetes affects 11.3% of Americans age 20 and older.35 Untreated or poorly managed 
diabetes can result in severe complications including blindness, limb amputation, and 
death. It also contributes to a number of other health problems, including 
cardiovascular disease, hypertension, kidney disease. and complications during 
pregnancy, and can increase non-HIV morbidity and mortality among those infected 
with HIV.36  
 
 HIV-positive individuals are subject to the same risk factors for developing 
diabetes as those who are HIV-negative, as well as additional risks caused by ART.37 38 39 
40 41  Diabetes prevalence among HIV-positive individuals has been reported in the range 
of 2% to 12%,8 9 16 41 42 although a 2012 study of HIV-positive veterans found an even 
higher diabetes prevalence of 19.5%.43  In the CHAIN cohort of HIV-positive individuals 
in New York City, the large majority (86%) of individuals who reported currently having a 
problem with diabetes were being treated for the condition.9 Treated or untreated, 
recent studies demonstrate that about one-third to one-half of HIV-positive patients 
with diabetes fail to meet American Diabetes Association goals for diabetes control as 
measured by HbA1c levels.44 45 46 Poor control of diabetes has been directly associated 
with poor control of HIV-1 RNA; it may be that individuals who do not adhere to their 
ART regimen are also less likely to adhere to their diabetes therapy, resulting in poor 
control of both conditions.17  
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 Hypertension, High Cholesterol, and Cardiovascular Disease (CVD) 
 
 Hypertension is an important risk factor for cardiovascular disease (CVD), and is 
common among those infected with HIV; prevalence estimates range roughly from 20% 
to 33%.9 16 47 In a number of studies, hypertension prevalence estimates for HIV-infected 
individuals have been similar to those found among matched HIV-negative control 
subjects and the general population.16 17 48 As in the general population, hypertension 
prevalence among PLWHA is higher among African Americans than other ethnic groups9 
and increases with age; rates as high as 56.4% have been reported in HIV-positive 
African American men above the age of 50. 47 Fewer than half of HIV-positive 
hypertensive subjects in one recent study met goals for blood pressure control,44 a 
finding that is similar to study results assessing the proportion of general hypertensive 
subjects who have their condition under control (35%).49 Poor hypertension control has 
been significantly associated with poor control of HIV-1 RNA, possibly because those 
with poor adherence to HIV therapy are more likely to demonstrate poor adherence to 
hypertension therapy.17  
 
 Elevated cholesterol is an additional important risk factor for cardiovascular 
disease, and there is mounting evidence that high cholesterol and triglycerides are 
adverse side effects of HIV antiretroviral therapy.50 51 Armah and colleagues’ study of 
veterans found that among those who were infected with HIV, 11.2% had high high-
density lipoprotein cholesterol (HDL cholesterol, the so-called “good” cholesterol); 
10.4% had high or very high low-density lipoprotein cholesterol (LDL cholesterol, or the 
so-called “bad” cholesterol); and 22.7% had high or very high triglycerides, which 
significantly raise the risk of heart disease. All of these values were significantly higher 
than those found among HIV-negative subjects.43 In the CHAIN cohort, over a quarter of 
respondents reported current problems with high cholesterol yet a third of these were 
not being treated for the condition,9 placing them at increased risk for CVD. 
 
 CVD is an increasingly common cause of morbidity and mortality among PLWHA. 
Studies have shown that, relative to those who are not HIV-infected, HIV-positive 
individuals face greater CVD risk due to their HIV, the use of certain antiretrovirals, and 
the prevalence of lower levels of high density lipoprotein cholesterol.52 53 54 55 56 57 The 
HOPS study looked at rates of hospitalizations for cardiovascular disease over time, and 
found that after controlling for age and demographic factors, cardiovascular disease 
incidence rates have remained stable.70 The Veterans Aging Cohort Study found the 
prevalence of cardiovascular disease to be 12.8% among HIV-positive veterans as 
compared to 6.3% among those who were HIV-negative,43 and that vascular disease was 
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associated with low CD4 count and detectable viral load. Additionally, VACS data 
indicate that age interacts with HIV status as it relates to vascular disease, suggesting 
that vascular disease may be exacerbated by infection with HIV. 8   
 
 Smoking and Lung Disease 
 
 Current smoking prevalence among U.S. adults is 19.3%.58 Prevalence among 
PLWHA, however, is much higher, in the range of 40% to 60%.9 33 43 59 60 For all 
individuals regardless of HIV status, smoking contributes to a number of negative health 
outcomes, including pneumonia, vascular disease, lung cancer, and obstructive lung 
disease. HIV-positive smokers face additional risks beyond those affecting seronegative 
smokers, however. Daily use of tobacco can diminish PLWHA’s immune and virologic 
response to antiretroviral therapy by as much as 40%.61 PLWHA who smoke are also 
significantly more likely to experience respiratory symptoms than seronegative 
smokers.62 HIV-positive smokers have an elevated risk of developing a number of 
pulmonary diseases including bacterial pneumonia, emphysema, invasive pneumococcal 
disease, and chronic obstructive lung disease (COPD). 63 64 65 66 PLWHA are also at 
increased risk for developing lung cancer independent of smoking status; in the ALIVE 
study, even after adjusting for smoking exposure, HIV infection was associated with a 
3.5-fold increase in risk for lung cancer.67 Smoking also impacts the health-related 
quality of life of PLWHA, with current smokers reporting lower levels of quality of life 
compared to HIV-positive former and never smokers.68 Evidence indicates that among 
PLWHA, current smokers also report greater higher rates of HIV-related symptoms as 
compared to nonsmokers.65  

 
 Like their seronegative counterparts, HIV-positive individuals enjoy health 
benefits when they quit smoking. In a multi-national study of over 33,000 HIV-positive 
participants, those who quit smoking experienced a significant decrease in risk for 
myocardial infarction and coronary heart disease; all-cause mortality among former 
smokers was essentially the same as for people who never smoked.69 
 
 Pulmonary disease is responsible for a significant proportion of hospitalizations 
among PLWHA. In one large study, the diagnoses documented at hospitalization that 
had the highest incidence were pulmonary disease (1.99 per 100 person-years) and 
cardiovascular disease (1.60 per 100 person-years). While overall incidence rates either 
declined or remained stable over time, chronic conditions such as these were much 
more common as a percentage of all diagnoses associated with hospitalizations because 
the incidence of AIDS-defining opportunistic infections decreased substantially.70 
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 Oral Health and HIV 
 
 Oral health problems are common among people living with HIV/AIDS. PLWHA 
experience a high incidence of general oral health problems such as dental decay, 
cavities, gingivitis) as well as other oral health problems that are directly related to HIV 
infection. Studies estimate that between 32% and 46% percent of PLWHA will have at 
least one major HIV-related oral health problem during the course of their infection, 
including bacterial, viral, and fungal infections; cancer; and ulcers.71 Poor oral health can 
impede food intake and nutrition, leading to poor absorption of HIV medications and 
leaving PLWHA susceptible to progression of their disease.72 HIV medications 
themselves can also lead to negative side effects such as dry mouth, which can 
predispose PLWHA to dental decay, periodontal disease, and fungal infections.73 
Bacterial infections such as dental decay and periodontal disease that begin in the 
mouth can escalate to systemic infections that can harm the heart and other organs if 
not treated, particularly in PLWHA with severely compromised immune systems. In 
extreme situations, poor oral health can adversely affect quality of life and limit career 
opportunities and social contact as result of facial appearance and odor. 
 
 Several studies have documented high rates of unmet oral health care needs and 
low utilization of oral health services among PLWHA, in most cases because of a lack of 
HIV-specific dental care coupled with inadequate support for dental and oral health care 
services for low-income individuals.71 The HIV Cost and Services Utilization Study 
(HCSUS) found that 58% of PLWHA did not receive regular dental care.74 More recent 
studies covering specific U.S. regions have reported similar findings, such as a study in 
North Carolina which found that 64% of PLWHA had unmet dental needs.71 Not only 
does the literature suggest that PLWHA have more unmet oral health care needs than 
the general population but it also suggests that PLWHA have more unmet oral health 
care needs than unmet medical needs. 71 74  Certain sub-categories of PLWHA such as 
people of color (especially women and those without dental insurance) are also less 
likely to receive oral health care than others living with HIV. 71  Key barriers faced by 
PLWHA in terms of accessing oral health care include a lack of insurance; limited 
incomes; a lack of providers; HIV-related stigma among mainstream dental providers; 
and limited awareness of HIV-specific oral health manifestations.75  
 
 On July 1, 2009, adult dental services were eliminated from the California State 
Medicaid / Medi-Cal budget as a result of the state’s ongoing fiscal crisis. The loss of 
dental services was critical to our region since this benefit contributes to the 
comprehensive care for HIV positive individuals. The Ryan White Part A-funded HIV 
Dental Care Program provides support for dental services for HIV positive individuals 
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living in Alameda County who do not have dental insurance, including persons who 
formerly received dental coverage Medicaid or Medi-Cal. In Alameda County, total of six 
public and private clinics provide services through the HIV Dental Program. However, 
these providers have been overwhelmed with the increased number of patients 
requesting dental care and treatment. A preliminary analysis conducted in 2011 
suggested that fewer than 10% of previously covered Medicaid / Medi-Cal patients with 
HIV may be able to access dental care services through the existing system. 
 
 In late 2011, the Alameda County Office of AIDS Administration received a 
technical assistance grant through the US Health Resources and Services Administration 
(HRSA) HIV/AIDS Bureau to more closely investigate this issue. Through this grant, a 
dental consultant - Dr. David Reznik -is currently conducting a series of site visits to the 
Oakland TGA to assess the level of need for oral health care and produce 
recommendations for addressing oral health care access gaps in the region. The 
consultant’s initial visit was conducted in early 2012 and resulted in a brief summary of 
HIV-specific dental care services provided to low-income PLWHA. The second site visit 
was initially scheduled for the spring of 2012 but is now scheduled to be conducted 
from September 10 - 12, 2012. This secondary visit is expected to produce a more 
concrete series of recommendations for addressing the HIV oral health care crisis in the 
Oakland TGA.  

 
 Intimate Partner Violence 
 
 The 2010 National Intimate Partner and Sexual Violence Survey (NIPSVS) 
estimated that more than one-third of American women and one-quarter of American 
men have experienced intimate partner violence (IPV) in their lifetime, including rape, 
physical violence and/or stalking by an intimate partner. Among these victims, 16% of 
males and 63% of females reported symptoms of post-traumatic stress disorder (PTSD). 
In California, the NIPSVS estimated that over 4.5 million women and 3.7 million men 
have experienced IPV in their lifetime.76  
 
 There are multiple links between IPV and HIV. The World Health Organization 
notes that violence can expose women to HIV infection and progression through: a) 
trauma that provides a portal of entry for the virus; b) inhibition of the ability to 
negotiate safer sex; c) decreased access to HIV/AIDS information and testing; d) fear of 
HIV-positive status disclosure; and e) decreased access to treatment and support 
services.77 These same factors can affect male victims of intimate partner violence as 
well. Compared to those in the overall population, HIV-positive women are more likely 
to have experienced sexual or IPV78 and are disproportionately affected by PTSD.79 One 
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small study found that relative to seronegative women who have not experienced IPV, 
HIV-positive women were three to seven times more likely to report negative health 
outcomes such as depression, anxiety and suicidal ideation and that they were 12.5 
times as likely to report ever attempting suicide.80  
 
 Trauma and PTSD both also contribute to negative health outcomes for HIV-
positive women (and in some cases for men as well), including medication non-
adherence, antiretroviral failure, and higher mortality.81 82 83 84 85  An increasingly large 
body of literature documents that these factors also contribute to increases in HIV 
transmission risk behaviors among HIV-positive individuals, such as reporting sex with a 
partner whose status is negative or unknown and inconsistent condom use.85 86 87 88 89  
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Part II.  Focus Group Findings 
 
 From February 24 - 29, 2012, Hill and Company Communications conducted a 
series of three 1½-hour focus groups designed to gather information on the impacts of 
medical co-morbidities on persons living with HIV and AIDS in both Alameda and Contra 
Costa County. Because they included a relatively small number of total participants, the 
focus groups were not intended to provide a statistically reliable cross-sampling of 
persons living with HIV in the TGA. Instead, the groups were intended to complement 
the literature by providing greater insight into the personal experiences of low-income 
persons living with HIV in dealing with and seeking treatment for medical co-
morbidities. The dates, locations, and participants in the focus group were as follows: 
 
 Focus Group # 1 took place in Richmond on February 24, 2012. A total of 10 

individuals participated in the focus group, including 3 females and 7 males. Eight 
participants were African American, one was Latino, and one was Native 
American/White. Of the participants, 100% were unemployed and 80% were 
disabled. 70% of participants were between the ages of 41 and 50 while the 
remaining 30% of participants were age 40 and under. Participants in the group had 
been HIV-positive for an average of 16 years.  
 

 Focus Group # 2 consisted of monolingual Spanish-speaking persons living with HIV. 
The group was held in Oakland on February 28, 2012. The group included 10 
Spanish-speaking participants – 5 females and 5 males. Of the participants, 80% 
were unemployed; 50% were disabled; 50% were 51 to 60 years of age; and 40% 
were 41 to 50 years of age. Participants had been HIV-positive for an average of 14.2 
years. 6 participants were from Mexico, while the remaining 4 participants were 
from El Salvador, Guatemala, Colombia, and France.  
 

 Focus Group # 3 took place in Oakland on February 29, 2012 and consisted of 10 
total participants – 6 females, 3 males, and 1 transgender person. 7 participants 
were African Americans; 1 was White; 1 was multi-racial; and 1 was Asian. Of the 
participants, 90% were unemployed and 60% were disabled. Participants 
represented a broad range of ages, with 40% of participants between the ages of 41 
and 50 years; 20% between the ages of 31 and 40; and 20% were between the ages 
of 51 and 60. Additionally, 1 participant was in the 21 to 30 age group while 1 was in 
the 61 to 70 age group. Participants had been HIV+ for an average of 11 years.  
 

 Key findings from the three focus groups included the following: 
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 Virtually all focus group participants reported that they were living with one or more 
HIV medical co-morbidities. These included high frequencies of high blood pressure, 
high cholesterol, obesity, heart ailments, and diabetes and lower frequencies of 
hepatitis C, respiratory disease related to smoking, kidney disease, and sleeping 
disorders. Many participants noted that they were dealing with mental health issues 
such as depression, although these were outside the assessment’s focus on physical 
co-morbidities. 
 

 Participants generally agreed that their personal physicians addressed and treated 
their existing co-morbidities fairly well. Many participants stated that they see other 
doctors - usually specialists - to obtain care for one or more of their co-morbidity 
issues. Women frequently noted a preference for specialists to deal with co-
morbidities because of increase sensitivity to women’s health issues.  
 

 The most frequent negative comment related to primary medical care involved the 
fact that participants felt that their physicians did not spend adequate time with 
them to discuss their co-morbid health care issues. Some participants noted that 
doctors did not always seem to listen to or trust the health care information they 
were providing in regard to their co-morbidities. In one group, African American and 
Latino participants were shocked to learn that a white male and an Asian male spent 
as long as 45 minutes with their physician during a typical visit, an experience that 
none of the other participants had had. 
 

 Some participants noted that their doctors had not done a thorough job of sharing 
information about other health care services that might be available to address their 
co-morbid conditions. Participants were concerned that there could be additional 
services available to address their physical co-morbidities of which they were 
unaware. 
 

 The primary barrier to accessing care for physical co-morbidities involved the 
difficulty in obtaining timely appointments from primary and specialty care 
physicians. Some participants also noted difficulties when trying to call and talk to 
their case managers. Participants believed that some of these difficulties may be 
attributable to funding cutbacks in both Medi-Cal and the Ryan White systems. 
 

 Participants were highly satisfied with their physicians’ knowledge of their HIV and 
co-morbidity medications and the potential negative interactions among those 
medications.   
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 Some participants expressed a desire for greater integration of HIV and co-morbidity 
specialist care. One participant mentioned that she was referred to a specialist by 
her primary care doctor and the specialist had no idea why she was in his office. 
 

 Very few participants had spoken to a registered dietician regarding nutrition or 
dietary issues related to their medical co-morbidities. However, most participants 
whose treatment involved dietary modifications (such as diabetes and heart disease) 
had discussed these modifications with their primary care physician. 
 

 The topic of dental care generated a great deal of conversation and strong feelings 
among participants. In general, participants had deeply negative feelings regarding 
the availability of dental care for low-income persons for HIV, with no significant 
gender differences in relation to these responses. Many participants discussed the 
health care inequities that persons of color face in regard to accessing and obtaining 
needed oral health services 
 

 Across all three focus groups, a central complaint in regard to oral health care 
involved the fact that in almost all cases in which there is a problem with a tooth, 
dentists recommend extraction as the only solution. This includes recommending 
extractions when the only problem is a cavity that needs a filling. Conversely, 
preventive dentistry is almost never discussed and almost never available as an 
option for patients and participants overall felt a sense of hopelessness in regard to 
the possibility of ever receiving adequate preventive oral health care services. 
 

 The key suggested improvement to expand care for medical co-morbidities would be 
for doctors to become better listeners and to spend more individual time with each 
patient. At the same time, participants were aware that diminished resources usually 
do not give providers this luxury.  
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Part III.  General Recommendations 
 
 As noted above, this brief report is intended to summarize key medical co-
morbidities related to HIV/AIDS and the potential impact of these conditions on HIV 
care and access issues and is not a comprehensive survey of client needs in the Oakland 
TGA. Nevertheless, some significant themes emerged from the project that may be of 
value in assessing and planning HIV services in the region. 
 
 The lack of access to adequate dental and oral health services for persons with HIV 

remains a serious health problem for the Oakland TGA. This problem, however, is 
not limited to persons with HIV but extends to nearly all low-income people living in 
our region. Ensuring adequate oral health care services - including regular preventive 
dentistry - will require concerted action along many fronts, including the 
reinstatement of dental care benefits for persons who are eligible for Medicare and 
Medicaid. The Planning Council should also review and consider upcoming findings 
and recommendations that will grow out of the oral health care study currently 
being conducted in the Oakland TGA by Dr. David Reznik.  
 

 Increased coordination between primary HIV care physicians and specialty care 
physicians could increase the quality of response to medical co-morbidities in 
persons with HIV. Impending changes in the health care delivery system may hasten 
this increased coordination. 
 

 Increased access to dietary and nutritional support services could be a useful tool in 
helping address co-morbidities such as obesity, diabetes, and heart disease in 
persons with HIV. 
 

 The provision of smoking cessation counseling and referrals should be an integral 
component of primary HIV medical sessions for PLWHA who smoke. 
 

 Hepatitis C testing should continue to be offered in conjunction with rapid HIV 
testing wherever possible, and HIV clinical providers should continue to integrate 
expanded patient counseling and treatment options in regard to hepatitis C. 
 

 HIV specialty clinics and providers should be aware of the full range of potential 
treatment and reimbursement options available to their patients in other public and 
private programs and facilities. 
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 Current and future implementation of the Affordable Care Act (ACT) will have 
significant implications for access to and delivery of care for medical co-morbidities. The 
Oakland TGA Collaborative Community Planning Council should continue to assess the 
impact of health care reform on access to and coordination of care for HIV-related 
medical co-morbidities. This could include providing advocacy for increased funding in 
key areas. 
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