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FOREWORD
Programming for prevention and care of the Human Immunodeficiency Virus
(HIV) has been an integral part of Nebraska Health and Human Services (HHS)
activities for over a decade. Since January 1994, the department has implemented
an ongoing, comprehensive planning process to improve the effectiveness of the
HIV prevention and care programs of the department by strengthening the
scientific basis and community relevance and by developing an HIV prevention
and care plan that best represents the needs of populations infected with or at risk
for HIV. The department is committed to a program that incorporates the views
and perspectives of groups at risk for HIV infection, for whom the programs are
intended, as well as providers of HIV prevention and care services.
The Comprehensive Plan is a product of dedicated individuals who have adopted
three principles:
⇒

Focus decision making at the state and local levels;

⇒

Involve affected communities in decision making; and

⇒

Use profiles of communities at risk and research effective prevention
and care strategies for informed decision making.

The department has been fortunate to participate in a process involving so many
individuals concerned about the health and well being of the citizens of Nebraska.
Sincerely,

Dan Cillissen
Administrator
Office of Disease Prevention and Health Promotion
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INTRODUCTION
PROGRAM OVERVIEW
The HIV/AIDS Prevention, Ryan White Title II, and Hepatitis Programs are part of the
Nebraska Health and Human Services System (HHSS). The Health and Human Services
System is comprised of three distinct agencies: Services, Regulation and Licensure, and
Finance and Support. The HIV/AIDS Prevention, Ryan White Title II, and Hepatitis Programs
operate under the Services branch.
The HIV/AIDS Prevention Program includes:
¾ Health Education and Risk Reduction
¾ Counseling Testing Referral / Partner Counseling and Referral
¾ Subgrant Management and Special Projects
¾ Public Information and Education
¾ Assessment and Evaluation
¾ Community Planning
The Ryan White Title II Program includes:
¾ AIDS Drug Assistance Program (ADAP)
¾ Client Services
¾ HIV Case Management
The Hepatitis Prevention Program includes:
¾ Hepatitis Education
¾ Counseling and Testing
¾ Harm Reduction
The glue that connects the HIV/AIDS Prevention, Ryan White Title II, and Hepatitis Prevention
Programs is the Nebraska HIV CARE and Prevention Consortium (NHCPC). The NHCPC is a
statewide community planning group that merges the prevention and care initiatives.
AIDS Surveillance (collection of data, reporting, and tracking morbidity) and Sexually
Transmitted Disease services (investigations, data collection, partner notification, and
morbidity tracking) are administered under the Regulation and Licensure agency of the
Nebraska Health and Human Services System.
Close communication between all these programs ensures unified efforts, cross collaboration,
and best use of shared resources.

ORIGINS AND PURPOSE OF
HIV PREVENTION COMMUNITY PLANNING
In 1993, the Centers for Disease Control and Prevention (CDC) directed states and localities
that receive funding for HIV prevention to conduct a community planning process. HIV
Prevention Community Planning was built around the following principles:
¾ HIV Prevention Community Planning reflects an open, candid, and participatory process, in
which differences in cultural and ethnic background, perspective, and experience are
essential and valued.
¾ HIV Prevention Community Planning is characterized by shared priority setting between
health departments administering and awarding HIV prevention funds and the communities
for whom the prevention services are intended.
¾ Priority setting accomplished through a community planning process produces programs
that are responsive to high priority, community-validated needs within defined populations.
Persons at risk for HIV infection and persons with HIV infection play a key role in identifying
prevention needs not adequately met by existing programs and in planning for needed
services that are culturally appropriate. HIV prevention programs developed with input
from affected communities are likely to be successful in garnering the necessary public
support for effective implementation and in preventing the transmission of HIV infection.
In 2003, the CDC set three major goals for HIV Prevention Community Planning. These goals
are:
1. Community planning supports broad-based community participation in HIV prevention
planning.
2. Community planning identifies priority HIV prevention needs (a set of priority target
populations and interventions for each identified target population) in each jurisdiction.
3. Community planning ensures that HIV prevention resources target priority populations
and interventions set forth in the comprehensive HIV prevention plan.
Comprehensive Planning Process: Prevention
To ensure that the HIV Prevention Community Planning process is carried out in a
participatory manner, the CDC expects community planning groups (CPGs) to address the
following Guiding Principles of HIV Prevention Community Planning:
1.
2.
3.
4.

The health department and community planning group must work collaboratively
to develop a comprehensive HIV prevention plan for the jurisdiction.
The community planning process must reflect an open, candid, and participatory
process, in which differences in cultural and ethnic background, perspective, and
experience are essential and valued.
The community planning process must involve representatives of populations at
greatest risk for HIV infection and persons living with HIV (PLWHA).
The fundamental tenets of community planning are parity, inclusion, and
representation (often referred to as PIR).
 Parity is defined as the ability of members to equally participate and
carry out planning tasks and duties.
 Inclusion is defined as meaningful involvement of members in the
process with an active voice in decision making.

5.
6.
7.
8.
9.
10.

 Representation is defined as the act of serving as an official member
reflecting the perspective of a specific community.
An inclusive community planning process includes representatives of varying
races and ethnicities, genders, sexual orientation, ages, and other characteristics
such as varying educational backgrounds, professions, and expertise.
The community planning process must actively encourage and seek out
community participation.
Nominations for membership should be solicited through an open process, and
candidate selection should be based on criteria established by the health
department and the community planning group.
An evidence-based process for setting priorities among target populations should
be based on the epidemiological profile and the community services assessment.
Priority setting for target populations must address populations for which HIV
prevention will have the greatest impact.
The set of prevention interventions and activities for prioritized target populations
should have the potential to prevent the greatest number of new infections.

ORIGINS AND PURPOSE OF HIV CARE PLANNING
Title II of the Ryan White CARE Act requires states to develop a comprehensive plan for the
organization and delivery of HIV care and support services to be funded. This plan is
integrated into Nebraska’s annual Title II application. The CARE Act also requires states to
coordinate the development of a Statewide Coordinated Statement of Need (SCSN). States
are expected to provide the following planning-related information in describing the use of Title
II funding.
¾ The purpose for which the state intends to use Title II funding to include services and
activities to be provided, and an explanation of how the state would maximize the quality of
health and support services available to all PLWHA.
¾ How funded services will be coordinated with related services (to include other Ryan White
funded entities) for individuals with HIV disease.
¾ How the allocation and use of resources are consistent or not with the SCSN.
Comprehensive Planning Process: CARE
Utilizing epidemiological data and needs assessment information, the comprehensive planning
process examines the HIV care needs for the state and assesses the resources available to
meet those needs and to overcome barriers to service provision. The comprehensive plan
sets annual goals while addressing the vision and values that guide the development of a
comprehensive system of care and support services.
WHAT IS A COMPREHENSIVE HIV PREVENTION PLAN?
In 1994, the Centers for Disease Control and Prevention (CDC) mandated that all programs
receiving HIV prevention funds implement a comprehensive community planning process. The
plan is developed using a process in which state health departments, community
representatives, and members of the identified risk populations all participate. That community
planning process is now a key component of national prevention efforts. The role of those
involved is twofold. The community planning group, regardless of structure, is charged with:
1) identifying and prioritizing target populations for HIV prevention which reflect the
epidemiological makeup of the respective area; and
2) identifying prevention interventions based on sound behavioral theory, which are
anticipated to be programmatically cost effective in working with the priority
populations.
Through the community planning process, the plan identifies persons at increased risk and
interventions used in reaching those populations. The community planning group is expected
to regularly review, revise, and refine community plans indicated by new or enhanced
surveillance data, intervention research, needs assessment, resource inventory, program
policy, or technological transferring of information.
The essential elements of a Comprehensive HIV Prevention Plan include:

¾ Epidemiological Profile: describes the impact of the HIV epidemic in the jurisdiction and
provides the foundation for prioritizing target populations;
¾ Community Services Assessment: describes the prevention needs of populations at risk
for HIV infection, the prevention activities/interventions implemented to address these
needs, and service gaps;
¾ Prioritized Target Populations: focuses on the set of target populations (identified through
the epidemiologic profile and community services assessment) that require prevention
efforts due to high rates of HIV infection and high incidence of risky behavior;
¾ Appropriate Science-Based Prevention Activities/Interventions: a set of prevention
activities/interventions (based on intervention effectiveness and cultural/ethnic
appropriateness) necessary to reduce transmission in prioritized target populations; and
¾ Letter of Concurrence/Concurrence with Reservations/Non-Concurrence: describes via a
written response from the CPG whether the health department application does or does
not, and to what degree, agree with the priorities set forth in the Comprehensive HIV
Prevention Plan.
Additional components of the Comprehensive HIV Prevention Plan include information related
to the Ryan White Title II, Hepatitis Prevention, and Sexually Transmitted Disease Programs.
Ryan White Title II Program
The purpose of the Ryan White Title II Program is to provide funding for the following program
areas:




The AIDS Drug Assistance Program (ADAP) – providing therapeutic medications for the
treatment of HIV infection.
Direct Emergency Assistance – providing support services such as housing, utilities,
transportation, food, and insurance premium payment assistance.
Comprehensive case management services – providing access to Ryan White funded
services and assistance in accessing other eligible services for qualified clients.

Nebraska’s Ryan White Title II program is administered by the Nebraska Department of Health
and Human Services. The program provides the above services to individuals who reside in
the state, meet financial eligibility requirements, and have no other access to the above
services.

The Ryan White Title II program is funded through federal Ryan White CARE Act legislation.
The Health Resources and Services Administration (HRSA) is the federal entity responsible for
the administration of Ryan White funding. Ryan White Title II funding is allocated to all fifty
states and U.S. Territories through formula funding.
Hepatitis Prevention Program
The purpose of the Hepatitis Prevention Program is to reduce the transmission of Viral
Hepatitis by integrating the Centers for Disease Control and Prevention (CDC) guidelines into
existing disease prevention programs that share the same risk factors and transmission modes
as Viral Hepatitis. Federal funding from the CDC enables the program to work with community
based organizations, health departments, and educational institutions; thus enabling providing
continuing education of health care professionals, counseling and testing of high-risk
populations, and harm reduction concepts. The majority of program funds are used to provide
technical educational updates for health care professionals and prevention messages to highrisk populations.
The CDC has estimated that one out of every three people infected with HIV is also infected
with the Hepatitis C virus (HCV). The presence of the Hepatitis C virus and HIV in a client can
impact the treatment and management of both HCV and AIDS.
Co-infection with the AIDS virus and the Hepatitis C virus has been associated with higher
titers of the Hepatitis C virus, a more rapid progression to liver disease, and an increase risk
for cirrhosis of the liver. Since highly active antiretroviral therapy and prophylaxis treatment for
opportunistic infections have increased the life span of AIDS patients, Hepatitis C related liver
disease has become a major cause of hospital admissions and is the leading cause of death
among AIDS patients.
Sexually Transmitted Disease Program
The goal of the Nebraska Sexually Transmitted Disease (STD) Program is to control and
prevent sexually transmitted diseases and reduce the burden and cost of these infections. The
program assists state, local, and community efforts to help prevent the spread of chlamydia,
gonorrhea, syphilis, hepatitis, and other STDs.
STD reports are strictly confidential. In Nebraska, as in most states, syphilis, gonorrhea,
HIV/AIDS, and chlamydia are reported to the appropriate health department. Laboratories and
health care providers provide the health department with information for controlling and
preventing sexually transmitted diseases. Prompt reporting and accurate information is
important for clients that may need treatment, for identifying sex partners who may be infected,
and for monitoring disease trends.

Health professionals interview infected people to identify, locate, and treat sex partners, to
ensure proper treatment, and to provide information to help prevent re-infection. Testing
people who have no signs or symptoms of illness is important in the control of STDs. The
Nebraska Infertility Prevention Program works with cooperating family planning and health
care facilities throughout the state, testing 30,000 persons per year for chlamydia and
gonorrhea.
The program makes available the latest guidelines regarding sexually transmitted diseases
and their diagnosis and treatment to the STD health care providers in Nebraska. Information,
educational materials, and posters are distributed to screening sites and community agencies.

WHAT BEHAVIORS PLACE A PERSON “AT RISK” FOR HIV?
The behaviors that place a person at risk for HIV include: anal sex involving either men or
women without a condom; vaginal sex without a condom; oral sex without protection; sharing
needles when injecting drugs; and home tattooing and piercing using non-sterile needles.
Commonly identified populations at risk for HIV include: men who have sex with men (MSM),
high risk heterosexuals (HRH), injecting drug users (IDU), and men who have sex with men
who are injecting drug users (MSM/IDU).
HIV is not transmitted through hugging, kissing, massage, shaking hands, or living in the same
house with someone who has HIV.

WHO IS THE PLAN INTENDED FOR?
This plan is intended as a guide for HIV prevention and care workers throughout Nebraska.
It is meant to be a resource and tool for communities as they organize prevention strategies to
stem the HIV/AIDS epidemic in Nebraska.
Individuals who are affected by, or interested in, HIV prevention will find this to be a useful tool
to help plan for the critical HIV/AIDS prevention work that is so needed to reduce the incidence
of HIV/AIDS infections in Nebraska.
The information found in this plan will give individuals, organizations, and communities a better
understanding of the HIV/AIDS prevention strategies and of the challenges that face Nebraska
as we fight the HIV/AIDS epidemic.
This plan is for anyone interested or impacted by HIV/AIDS in Nebraska.
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HISTORY OF THE NHCPC
The Nebraska Health and Human Services (HHS) HIV Prevention Program initiated a
comprehensive community based participatory planning process in February 1994. Although
there was no formalized process prior to that time, the HIV Prevention Program sought input
related to prevention planning from community based providers and consumers. The process
began with a forum of approximately 50 individuals impacted by, providing service to, or acting
as resources for HIV related issues. The forum resulted in the creation of six regional planning
groups, corresponding geographically with the six state health planning regions, and one
statewide planning body. The statewide planning body was composed of 26 members
including: two representatives from each regional group (12); two from each of the 5 risk
populations determined by the epidemiological profile (10); two members at large (2); and two
co-chairs, a state (HHS) co-chair and a community co-chair (2).
All six regional planning groups held their initial meetings during June 1994, with members
selected after an extensive recruitment effort. Members were selected through a confidential
nomination process, based upon parity, inclusion, and representation, as well as consideration
of professional expertise needed to accomplish goals for prevention and care. Regional
planning group membership averaged 15-20 persons, with slightly larger membership in the
two areas of the state with the majority of the population.
The first fourteen months of Nebraska’s community planning process proved challenging to
both community participants and Nebraska Health and Human Services staff. Four HHS staff
members acted as liaisons to the six regional groups, with technical assistance from three
regionally based community health nurses as needed.

In late 1995, lengthy discussion was held at the statewide planning group meeting to discuss
the purpose of the statewide planning body and how the role of the statewide group differed
from that of the regional groups. A part of the discussion involved an estimated cost-benefit
analysis. The result of the meeting was to disband the statewide planning body and leave
primary planning efforts at the regional level. All participants recognized the need for the
statewide coordination and communication that resulted in the creation of a formal standing
subcommittee composed of regional co-chairs, regional community health nurses, and the
State Community Planning Coordinator. In January of 1996, the HHS HIV Program
Administrator re-assigned job positions by program function, resulting in one staff being
identified to coordinate the entire community planning process. These changes supported a
consolidated, yet specialized, communication network statewide and provided for more
frequent and timely exchanges between regions and the HHS HIV Prevention Program.
From 1996 through 1999, the six regional planning groups met on a regular basis, depending
upon their structure and bylaws. The regional co-chairs met about six times per year as a
group to coordinate their efforts. Technical assistance was provided by internal and external
sources as needed. Nebraska is a large rural state with 400 plus miles between the east and
west borders, so great effort was made to ensure that all co-chairs shared the burden of travel
by rotating the meetings across the state.
The regional planning groups were highly committed to the principles of community planning
and did their best to achieve and maintain parity, inclusion, and representation; participate in
setting priority populations and interventions; facilitate needs assessment, etc. However, the
level of expertise and time needed to reach the outcomes desired by HHS and CDC became
increasingly difficult for the regional groups. The fluidity of the regional groups significantly
slowed the process, even though the new ideas, opinions, and information were of great value.
The regional groups were also having difficulty staying motivated about planning in a low
incidence state and few providers had the capacity to actually implement the interventions that
were recommended.
During this time, the Ryan White Title II Consortia groups were experiencing many of the same
challenges as the regional groups. The two meetings were being held “back to back”. During
1998, the Ryan White Title II Consortia and the Regional Planning groups formally merged at
the community level. Even though there was not a push on the national level to begin merging
CARE and Prevention initiatives, Nebraska felt the need to do so. At the HIV Community
Planning Leadership Summit in 1998, discussion began to reevaluate the community planning
process in Nebraska. That meeting was the springboard for the restructuring of the CARE
Consortia and community planning groups for Nebraska, which occurred over the next two
years. Detailed analysis of multiple plans for consolidation and structure occurred over this
time before the final structure was selected. Approximately nine months of development and
transition time occurred before the first meeting of the Nebraska HIV CARE and Prevention
Consortium (NHCPC) was held in March 2000.

The first meeting of the Nebraska HIV CARE and Prevention Consortium (NHCPC), in March
2000, began with an orientation to the Nebraska Health and Human Services HIV Prevention
Program. Orientation included staff introductions, an overview of program functions and
organizational structure, the history of the community planning initiative and the Ryan White
Title II program, and the work of the Consortium. During the meeting, the purpose for the
creation of the NHCPC, the objectives for the NHCPC, review of draft bylaws, operational
guidelines, committee structures, and administrative issues (such as expense reimbursement
and meeting logistics) were discussed. Members were provided orientation manuals which
included the CDC Community Planning Guidance, the Ryan White CARE Act, general
background information, the 1999 Comprehensive Plan, the current Statewide Coordinated
Statement of Need (SCSN), the current Epidemiological Profile, general information on
Robert's Rules of Order, organizational charts, member rosters, and instructions for expense
reimbursement.
To ensure continuity and accountability in the community planning process, members ratified
Bylaws (Attachment #1) and Operational Guidelines (Attachment #2) for the NHCPC in March
2000. These documents are reviewed and updated as needed at any regular or special
meeting of the NHCPC. Written notice of the proposed changes are distributed to each
member at least ten calendar days prior to the date of the next regular or special meeting.
Changes require a two-thirds majority vote of the NHCPC members present.
NHCPC MISSION AND PURPOSE
The overall mission of the Nebraska HIV CARE and Prevention Consortium is to develop a
Comprehensive HIV Care and Prevention Plan for the State of Nebraska. The plan will identify
specific strategies and interventions that are responsive to validated needs within defined
target populations. This mission will be accomplished in collaboration with the Nebraska
Health and Human Services, HIV Prevention and Ryan White Title II Programs, the National
Centers for Disease Control and Prevention (CDC), and the Health Resources and Services
Administration (HRSA).
The purpose of the NHCPC is to act in an advisory capacity to the Nebraska Health and
Human Services, HIV Prevention and Ryan White Programs. Through this advisory
relationship, the HIV Prevention and Ryan White Programs will respond to the care and
prevention issues affecting those at risk for becoming HIV infected, as well as those who are
currently living with HIV/AIDS. A Hepatitis Prevention Program was added in 2002.
Integration of Hepatitis prevention education with HIV prevention has become an integral part
of the overall program.

NEBRASKA DEMOGRAPHICS
The Nebraska HIV CARE and Prevention Consortium (NHCPC) has been structured to be
mindful of parity, inclusion, and representation. Factors such as race/ethnicity, geographic
areas, risk behaviors, professional expertise, and affected and infected populations are
considered when structuring the organization (Attachment #3). Additionally, Nebraska is a
large rural state with a growing minority population. According to the United States Census
Bureau 2000 census, Nebraska’s total population is 1,711,263. Of the total Nebraska
population, 5.5% are Hispanic or Latino, 4% are Black or African American, 1.3% are Asian,
1% are American Indian and Alaska Native, and less than 1% are Native Hawaiian and Other
Pacific Islander.
The large geographic area of Nebraska creates unique challenges for service providers.
Successful public health initiatives in the areas of prevention and care/treatment issues require
attention to service availability, gaps/barriers to services, and participation by those residing in
the community. The social norms, values, and resources may vary according to each area of
the state and its proximity to other communities. These issues support the need for
geographically diverse representation in the planning process. Issues must be prioritized
based on a number of factors including economic feasibility, programmatic effectiveness,
community acceptance, existing capacity for implementation, and the like. These issues
support the need for geographic representatives to ensure the process is inclusive of the
needs of all affected Nebraskans.
THE CURRENT NHCPC
The NHCPC currently allows up to 38 positions. The members are classified as either
"standing" positions or "elected" positions.
Standing positions are filled by persons required by federal funding and administrative
recommendation to ensure specific expertise, which is critical to HIV prevention and care
through public health forums. Persons identified to serve in these positions are appointed by
the HIV Program Administrator upon recommendation by members or HIV Prevention Program
staff. These positions comprise no more than 1/3 of the total membership.
The elected positions represent related functional areas, persons directly impacted by the
epidemic, and geographic representatives. Persons identified to serve in these positions are
determined by the Membership Committee of the NHCPC based on the current HIV
epidemiological profile of the state and on the principles of parity, inclusion, and
representation.

The Membership Committee assesses the need for specific classification positions for the
NHCPC periodically and makes recommendations to the full membership to coincide with
future elections. These members comprise the remaining 2/3 of the membership. Of that 2/3,
six regional representatives are elected by their respective regional community planning group.
The membership positions of the NHCPC (Attachment #4) are:
NOTE: Currently, there are three slots open and awaiting specific designation in 2004.

Regional Representatives
(represent the six regions)

Populations at Risk
(represent at-risk populations)

•
•
•
•
•
•

•
•
•
•
•
•

Central Region
Eastern Region
Northern Region
Southeast Region
Southwest Region
Western Region

•

Injecting Drug User
MSM – Rural (+ or -)
MSM – Urban (+ or -)
MSM of Color
Person Living with HIV or AIDS (2)
Red Ribbon Community
(HIV Positive persons advisory
group)
Woman at Risk – Affected or Infected

Community Stakeholders
(represent community organizations)

Standing Positions
(represent key functions for the process)

•
•
•
•
•

•
•

•
•

City / County Health Department
Counseling and Testing
HIV Case Management
Mental Health / Substance Abuse
Minority Community Based
Organization (CBO)
Minority HIV Impacted
Prevention Subgrantee

•
•
•
•
•
•
•
•
•

Adolescent and School Health (NDOE)
Ryan White AIDS Drug Assistance
Program (ADAP)
Behavioral Health (2)
Direct Provision for STDs
Epidemiologist
Medicaid Issues
State Community Co-Chair
State Corrections
State HIV Program Administrator
(Ex-Officio)
Ryan White State Title II Program
Manager
Ryan White Title III Coordinator (2)

Nominations for membership to the NHCPC are solicited through an open process and
candidates are selected based on criteria established by the NHCPC and the HHS HIV
Prevention Program. The nomination and selection of new NHCPC members by the
Membership Committee occurs in a timely manner to avoid vacant positions or disruptions in
planning. In addition, the recruitment process for membership in the HIV prevention
community planning process is proactive to ensure that socio-economically marginalized
groups and groups that are underserved by existing HIV prevention programs are represented.
The NHCPC actively recruits new members who represent a variety of perspectives of those
affected by HIV and includes racial/ethnic, age, and geographic diversity of the state.
Members represent the affected community in terms of race/ethnicity, gender/gender identity,
sexual orientation, and geographic distribution.
A wide variety of areas of expertise are available to the NHCPC, both through its membership
and HHS HIV Prevention Program staff involved in the planning process. Members are
selected using the following criteria:
¾ The nominee reflects the characteristics of the current and projected epidemic (as
documented by the epidemiologic profile) in terms of age, gender, race, ethnicity, and
socio-economic status, geographic distribution (urban and rural residence), and risk for HIV
infection.
¾ The nominee represents one or more of the following constituencies:
a. state and local health departments, including HIV prevention and STD
treatment programs;
b. state and local education agencies;
c. epidemiology;
d. behavioral and social sciences;
e. program evaluation;
f. health planning;
g. consumer or public;
h. other relevant agencies (e.g. substance abuse, mental health, corrections).
¾ The nominee is able to fulfill the commitments to the work of the NHCPC.
¾ The nominee is able to relay pertinent information between the NHCPC and his/her
constituency in the community.
To assure needed input without the NHCPC becoming too large to function, the NHCPC seeks
additional avenues for obtaining input on community HIV prevention needs/care and priorities
such as conducting focus groups and key informant interviews.
The application process to fill an elected position on the NHCPC is administered and
monitored by the Membership Committee, with assistance from the State Co-Chair.
Applications for membership are available at each NHCPC meeting, from the Chair and State
Liaison of the Membership Committee, State Co-Chair, and on the HHS HIV Prevention
Program website at www.hhs.state.ne.us/dpc/HIV.htm (Attachment #5).

A cover letter is attached to applications outlining each vacancy or upcoming position
availability, so applicants are aware if a position category is applicable to them. All completed
applications are submitted to the State Co-Chair for duplication and filing purposes. The State
Co-Chair submits copies of the applications to the State Liaison of the Membership Committee
for review. The State Liaison coordinates with the Chair of the Membership Committee to
conduct a conference call with all members of the committee to discuss applications and
determine who will be placed on the ballot for elections. The State Liaison notifies the State
Co-Chair of the final slate of nominees. The State Co-Chair constructs the ballots and
elections are held at the next regular NHCPC meeting.
Members serve for a period of three years, except for standing members, whose service is
indefinite until such time as they deem they can no longer serve. Members are elected at the
last official NHCPC meeting of the calendar year and take office on January 1 of the following
year. Terms expire on December 31. Members of the NHCPC may not serve more than two
consecutive terms.
The NHCPC is directed by two co-chairs. The State Co-Chair is appointed by the HIV
Program Administrator. The second, Community Co-Chair, is elected by the NHCPC
membership at the third official meeting of the calendar year and takes office on January 1 of
the following year. Terms expire on December 31. The Community Co-Chair serves for a
period of two years. He/she shall not serve more than two consecutive terms. The
Community Co-Chair must be a member of the NHCPC for six months prior to election.
Active participation from members on the NHCPC is critical for the work to be accomplished in
a timely and efficient manner. The membership structure of the NHCPC is designed to bring
new voices to the “table” on a rotating basis to allow for comprehensive involvement by the
community. Because the number of meetings for the NHCPC and its standing committees will
be limited, it is important that all members are prepared to fully participate at each meeting.
New members are provided an orientation session prior to their attendance at their first
meeting. The Membership Committee, in collaboration with the NHCPC Co-Chairs, provides
orientation sessions as needed for new members joining the group. A verbal orientation, along
with an orientation guide (Attachment #6) and membership manual, is given to each new
member.
Any individual member currently serving on the NHCPC may request update training or
technical assistance if such training/assistance is felt to be needed to more fully participate or
understand the community planning process. The Membership Committee, with the
assistance of the NHCPC Co-Chairs, facilitates access to the requested training as appropriate
and upon approval by the HHS HIV Prevention Program.
The Nebraska HIV CARE and Prevention Consortium (NHCPC) has met at least four times per
year since its inception in March 2000. The work of the NHCPC is primarily accomplished in
the committee meetings. Time is set aside during the NHCPC meeting for committees to
meet. The agenda for the quarterly meetings is distributed at least 10 days prior to each
meeting and public notices are distributed statewide and posted in accordance with Nebraska
Open Meeting Laws.

In making recommendations to HHS, the NHCPC must operate in compliance with all
applicable state and local conflict of interest laws. In order to safeguard NHCPC
recommendations from potential conflict of interest, each member discloses any and all
professional and/or personal affiliations with agencies that may pursue funding. An annual
Disclosure of Conflict of Interest Statement (Attachment #7) is completed by each member and
kept on file with the Community Planning Coordinator. On issues where a member's affiliate is
the potential recipient of funds, that member may not vote on that issue or formally review that
affiliate's request for funds or other supports.
The NHCPC has five standing committees. Each standing committee has a State Liaison
appointed by the HIV Program Administrator. The role of the liaison is to facilitate the work of
the committee and serve as a resource for materials, information, direction, and provide
technical assistance as needed.
All members of the NHCPC are expected to serve on a committee during their term of
membership. Supporting the NHCPC philosophy of broadening community involvement to
ensure parity, inclusion, and representation in all aspects of the process, persons outside the
NHCPC membership may be solicited to participate on committees and
ad hoc groups or task forces. Each committee elects a chair, who must be a member for six
months prior to election, to direct the activities of the committee. The committee chair must be
a current member of the NHCPC and ensures the committee operates under the Bylaws and
Operational Guidelines.

The NHCPC standing committees and purposes of each are as follows:

Assessment and Evaluation Committee
¾ Review and identify strengths and weaknesses and provide recommendations
regarding prevention and care evaluation and assessment processes and results.
Care Services Committee
¾ Review the continuum of services provided by the Ryan White Title II Program and
provide feedback to the Ryan White Program regarding adequacy of services.
¾ Provide recommendations to the Title II Program regarding the addition/deletion of
provided services.
¾ Research and provide information, as necessary, to identify additional services and
assist in their procurement as necessary.
¾ Assist in the development of additional resources for service provision.

Interventions Committee
¾ Utilize statewide needs assessment information for the purpose of identifying,
prioritizing, and recommending behavioral interventions for funding with HIV
prevention funds. Effectiveness and support for these interventions should be
based in behavioral change theory, be cost effective, and compatible with the
norms, values, and relevance for the communities where they will be introduced.

Membership Committee
¾ Recruit elected members and orient all participants. The committee will solicit new
members under the guiding principles of achieving parity, inclusion, and
representation of the epidemic for the NHCPC. Personal knowledge and expertise
will be sought for positions, which contribute critical information to the development
of a comprehensive HIV care and prevention plan.

Public Information Committee
¾ To review proposed educational materials, to discuss media and education that is
made available to communities, make recommendations for educational materials,
and participate in the development of a public information plan.

The NHCPC Co-Chairs, to fulfill time-limited objectives, may, as needed, designate
ad hoc groups. Chairpersons for ad hoc groups are appointed by the NHCPC Co-Chairs and
report to the NHCPC Co-Chairs for the duration of the appointment. The Chairpersons for ad
hoc groups must be members of the NHCPC.
Ad Hoc committees are appointed to meet special needs or complete special tasks as
identified by Nebraska HIV CARE and Prevention Consortium members. In 2001, a Priority
Populations Ad Hoc committee was formed and charged with the task of developing a more
objective, systematic approach to defining priority populations. A second Ad Hoc committee
was appointed to review the Bylaws and Operational Guidelines of NHCPC and recommend
changes to the membership. Both committees were retired once their task was completed.
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Overview
The average yearly rate of AIDS from 1998-2002 (based on 2000 population) was 4.1 per
100,000 in Nebraska. The rates for males were about 3.6 times that for females (6.5/100,000
compared with 1.8/100,000). By race/ethnicity, rates were highest for blacks (28.1/100,000)
and lowest for whites (2.5/100,000). The rates for black males and females (37.8/100,000 and
18.7/100,000 respectively) were higher than for all other groups.
The average yearly rate of HIV in Nebraska from 1998-2002 (based on 2000 population) was
3.3 per 100,000. The rates for males were about 2.7 times that for females (4.8/100,000
compared with 1.8/100,000). By race/ethnicity, rates were highest for blacks (22.8/100,000),
followed by American Indians/ Alaska Natives (14.9/100,000), Hispanics and Latinos
(9.1/100,000), and other races/ethnicities. Rates were lowest for whites (2.0/100,000). The
rates for both black males and black females were higher than for all other groups (both
22.8/100,000).
Gender
From 1998-2002, AIDS was diagnosed for 350 persons in Nebraska. Of these, 274 (78%)
were male and 76 (22%) were female. Most of those diagnosed with AIDS, 187 (53%), were
white, while 95 (27%) were Black/African American. From 1998-2002, the AIDS rates for
males were about 3.6 times that for females (6.5/100,000 compared with 1.8/100,000).
From 1998-2002, HIV was diagnosed for 281 persons, of whom 201 (72%) were male and 80
(28%) were female.
Race/Ethnicity
By race/ethnicity, for AIDS cases reported between 1998-2002, there were 187 (53%) white,
95 (27%) African American, and 56 (16%) Hispanic or Latino ethnicity. The remaining 12
cases were American Indians/ Alaska Natives and Asians/ Native Hawaiians/ Pacific Islanders.
By race/ethnicity, for HIV cases reported between 1998-2002, there were 148 (53%) white, 77
(27%) Black/African American, 43 (15%) Hispanic or Latino ethnicity. The remaining 13
diagnoses were for American Indians/Alaska Natives and Asians/Native Hawaiians/Pacific
Islanders.

Age Group
From 1998-2002, most AIDS diagnoses in Nebraska (74%) were for persons aged 25-44
years, followed by 45-64 year olds (21%). Among males, 75% of those diagnosed with AIDS
were 25-44 year olds; for females, 68% of those diagnosed with AIDS were in this age group.

Thirteen to 24 year olds comprised 8% of females who were diagnosed with AIDS, but only 1%
of males who were diagnosed with AIDS.
From 1998-2002, most HIV diagnoses (70%) were for persons aged 25-44 years, followed by
13-24 year olds (18%). The proportions of diagnoses across age groups were similar among
males and females.
Risk Exposure
By risk exposure category, 145 (41%) persons were classified as infected through male-tomale sex, 52 (15%) through heterosexual contact, 46 (13%) though injection drug use, and 69
(20%) through an unknown risk. The other group consisted of transplants/transfusions,
hemophilia, and mother with/at risk for HIV infection. Among the 274 males with AIDS, the
predominant mode of exposure was male-to-male sex (53%), followed by unknown risks (16%)
and the combination of both male-to-male sex and injection drug use (11%). Among the 76
females with AIDS, the predominant mode of exposure was heterosexual contact (39%),
followed by unknown risks (32%) and injection drug use (26%).
Male-to-male sex was the most predominant risk exposure category for persons diagnosed
with HIV between 1998 and 2002. One hundred fifteen (41%) persons reported male-to-male
sex as their risk exposure, followed by 53 (19%) who reported heterosexual contact, 28 (10%)
who reported injection drug use, and 70 (25%) who reported an unknown risk. The “Other” risk
category included transplants/transfusions, and mother with/at risk for HIV infection. Among
the 201 males with HIV infection, the predominant mode of exposure was male-to-male sex
(57%), followed by unknown risks (19%) and heterosexual contact (9%). Among the 80
females with HIV infection, the predominant mode of exposure was heterosexual contact
(44%), followed by unknown risks (39%) and injection drug use (14%).
Living with HIV/AIDS
The number of persons living with HIV/AIDS in Nebraska increased each year from 1998 to
2002. At the end of 2002, a total of 1,091 persons were known to be living with HIV/AIDS in
Nebraska, 559 (51%) of whom had a diagnosis of AIDS.
The number of males and females living with HIV infection and AIDS has increased at similar
rates over time. As of December 2002, 860 males and 231 females were living with HIV
infection or AIDS in Nebraska, representing 50% and 85% increases respectively since 1998.
The number of Nebraskans living with HIV infection and AIDS has increased at similar rates for
the three most predominant races/ethnicities over time. As of December 2002, 670 whites (not
Hispanic or Latino), 263 blacks/African Americans (not Hispanic or Latino), and 128
Hispanics/Latinos were living with HIV infection or AIDS in Nebraska, representing 40%, 85%,
and 103% increases respectively since 1998.
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Geography
From 1998 through 2002, 631 persons were reported with HIV or AIDS in 43 Nebraska
counties. Douglas County and Lancaster County, the two most populous counties in Nebraska
with 42% of the total population, reported a total of 470 HIV or AIDS cases or 74% of the total
cases combined. Seventy-one percent of the AIDS cases diagnosed between 1998 to 2002,
reside in Douglas and Lancaster counties, while 79% of the HIV cases reside there.
¾ Douglas County by itself represents 27% of the state’s population. In addition, it represents
59% of the AIDS cases diagnosed between 1998 to 2002, and 63% of the HIV cases.
¾ Lancaster County comprises 14.6% of the state’s population and accounts for 13% of the
AIDS cases diagnosed between 1998 to 2002, and 15% of the HIV cases.
The remainder of the counties in Nebraska is comparatively rural, with smaller populations.
AIDS cases among these more rural counties represent 28% of the AIDS cases, and 22% of
the HIV cases. The remaining counties in Nebraska with HIV and AIDS cases diagnosed
between 1998 to 2002 reported between 1 and 20 cases.
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COMPARISON OF AIDS CASES REPORTED
From January to December of 2002 and 2003

AGE
< 13
13 - 19
20 - 29
30 - 39
40 - 49
50 +
Total

Jan – Dec 2002
# of cases % of cases
0
0%
0
0%
8
11 %
32
45 %
22
31 %
9
13 %
71
100 %

Jan – Dec 2003
# of cases
% of cases
0
0%
0
0%
7
12 %
32
53 %
14
23 %
7
12 %
60
100 %

RACE
White
African American
Hispanic
Asian/Pacific Islander
Native American
Total

# of cases
34
28
7
0
2
71

% of cases
48 %
39 %
10 %
0%
3%
100 %

# of cases
28
13
15
2
2
60

% of cases
47 %
22 %
25 %
3%
3%
100 %

SEX
Male
Female
Total

# of cases
53
18
71

% of cases
75 %
25 %
100 %

# of cases
48
12
60

% of cases
80 %
20 %
100 %

EXPOSURE
CATEGORY
MSM
IDU
MSM / IDU
Treatment of Hemophilia
Heterosexual Contact
Transfusion
No identified risk
Parent at Risk
Total

# of cases

% of cases

# of cases

% of cases

YEAR OF AIDS
DIAGNOSIS
1990
1999
2000
2001
2002
2003
Total

# of cases

% of cases

0
1
1
7
62
n/a
71

0%
1%
1%
10 %
88 %
n/a
100 %

30
9
5
0
8
1
18
0
71

42 %
13 %
7%
0%
11 %
1%
25 %
0%
100 %

21
8
5
0
9
0
17
0
60
# of cases

Totals may be < or > than 100% due to rounding

2
0
0
0
9
49
60

35 %
13 %
8%
0%
15 %
0%
28 %
0%
100 %
% of cases
3%
0%
1%
0%
15 %
82 %
100 %

2003 AIDS TRENDS
Reported AIDS cases decreased 15% in 2003, compared to the number reported in 2002.
Sixty cases were reported January through December 2003, compared to 71 cases reported in
the same months in 2002.
Care must be taken in interpreting the percentages that follow in
this report. The number of HIV and AIDS cases in Nebraska is
small, which results in wide fluctuations among the percentages.
¾ Most of the cases reported in 2003, 32 of 60 cases (53%), were in their 30's. The
remaining cases were distributed as follows: seven (12%) were 20-29 years old; 14 (23%)
were 40-49 years old; and 7 (12%) were 50 years of age of older. There were not any
AIDS cases reported in persons 13 to 19 years of age, or in children under 13 years of age
in 2003.
¾ The number of AIDS cases reported among persons of color remained stable in 2003.
Thirty-two (53%) persons of color were reported in 2003, which was similar to the 37 (52%)
cases reported in 2002. African-American AIDS cases decreased from 28 (39%) in 2002,
to 13 (22%) in 2003. Hispanic AIDS cases increased from 7 (10%) in 2002 to 15 (25%) in
2003. Asian/Pacific Islanders AIDS cases increased from 0 cases in 2002 to 2 (3%) cases
in 2003. Two (3%) of the AIDS cases reported in 2003 were Native American, which is the
same number as reported in 2002.
¾ AIDS cases among females decreased in 2003. Twelve (20%) of the 60 AIDS cases
reported in 2003 were female, compared to the 18 (25%) of the 71 AIDS cases reported in
2002.
¾ Only small changes occurred in the risk behaviors reported for AIDS cases in 2003. The
most common risk behavior was men who have sex with men (MSM), 21 (35%) in 2003, a
decrease from the 30 (42%) cases reported in 2002. Of the remaining AIDS cases, 8
(13%) were injecting drug users (IDU), 5 (8%) reported MSM/IDU, and 9 (15%) were
related to heterosexual contact. There were no cases related to the treatment for
hemophilia or receipt of blood products. Seventeen (28%) cases were reported with no risk
specified at the time of diagnosis. These cases will be investigated in an attempt to further
ascertain how they may have acquired HIV disease, as resources allow
¾ There were no pediatric AIDS cases reported in 2001, or in 2000. The most recent
pediatric case was reported in 1999.
¾ The majority of the 60 AIDS cases reported in 2003 were diagnosed in that year. Fifty
(83%) cases were diagnosed in 2003, 9 (15%) cases were diagnosed in 2002, and one
case (2%) was diagnosed in 1990.

2003 HIV TRENDS
The year 2003 was the eighth full year of HIV reporting, since it went into effect July 1995. Forty-seven
HIV cases were reported in 2003, which is the same number reported in 2002.
Care must be taken in interpreting the percentages that follow in this
report. The number of HIV and AIDS cases in Nebraska is small, which
results in wide fluctuations among the percentages.
¾ HIV cases among persons 30-39 years old used to be the largest age group for HIV cases. For the
first time in the history of HIV reporting in Nebraska, the percentage of HIV cases who were 20 to
29 years old at the time of diagnosis was the largest age group. 36 %, compared to 28% for the 30
to 39 year olds. Persons who were 30 to 39 years old decreased from 18 (38%) in 2002 to 13
(28%) in 2003. Persons 40 to 49 years old represented 9 cases (19%) of the HIV cases, which was
the same as in 2002. Teenagers, 13 to 19 years old, increased from 1 (2%) case reported in 2002
to 4 (9%) cases in 2003. There was only one case reported among children under 13 years of age
in 2003.
¾ The percentage of females reported with HIV in 2003 was similar in 2002. Eleven (23%) cases
were female in 2003, compared to 13 (28%) in 2002.
¾ HIV cases among persons of color increased slightly in 2003 compared to 2002. They represented
24 (51%) of the cases reported in 2002, and increased to 28 (59%) of the cases reported in 2003.
HIV cases among whites decreased slightly in 2003, from 23 (49%) in 2002 to 19 (40%) in 2003
cases. African-American HIV cases increased slightly in 2003, from 12 (26%) in 2002 to 15 (32%)
reported in 2003. The percentage of Hispanic HIV cases remained the same: 9 (19%) of the cases
in 2003, and 11 (23%) in 2002. Three cases were reported as Asian/Pacific Islander, and 1 case
was reported as Native American.

¾ The risk behaviors for cases reported in 2003 were similar to those reported in 2002. Men who
have sex with men (MSM) was again the largest rist behavior reported, 19 38%). Two (4%) cases
reported use of injecting drugs (IDU). The combined risk of MSMs and IDUs represented 2 (4%)
cases. There were also only 2 (4%) cases of heterosexual contact reported. There were no cases
reported related to the treatment for hemophilia. Two cases (4%) reported a transfusion-related risk
in 2003. Cases with no identified risk (NIR) at the time of report increased in 2003 from 13 (28%)
reported in 2002 to 20 (43%) in 2003. These cases will be investigated, as resources allow, in an
attempt to further ascertain how they may have acquired HIV disease. There was 1 pediatric case
(a child under 13 years of age) reported in 2003, and none reported in 2002.

¾ Of the 47 cases of HIV reported in 2003, the majority represented a recent HIV diagnosis, with 32
(68%) actually being diagnosed with HIV infection in 2003. Twelve (26%) cases were diagnosed in
2002. The remaining 6% of the cases were diagnosed between 1992 and 1999.

COMPARISON OF HIV CASES REPORTED
From January to December of 2002 and 2003
AGE
< 13
13 – 19
20 – 29
30 – 39
40 – 49
50 +
Total

Jan – Dec 2002
# of cases
% of cases
0
0%
1
2%
16
34 %
18
38 %
9
19 %
3
6%
47
100 %

Jan – Dec 2003
# of cases
% of cases
1
2%
4
9%
17
36 %
13
28 %
9
19 %
3
6%
47
100 %

RACE
White
African American
Hispanic
Asian/Pacific Islander
Native American
Unknown
Total

# of cases
23
12
11
0
1
0
47

% of cases
49 %
26 %
23 %
0%
2%
0%
100 %

# of cases
19
15
9
3
1
0
47

% of cases
40 %
32 %
19 %
6%
2%
0%
100 %

SEX
Male
Female
Total

# of cases
34
13
47

% of cases
72 %
28 %
100 %

# of cases
36
11
47

% of cases
77 %
23 %
100 %

EXPOSURE
CATEGORY
MSM
IDU
MSM / IDU
Treatment of Hemophilia
Heterosexual Contact
Transfusion
No identified risk
Parent at Risk
Total

# of cases

% of cases

# of cases

% of cases

20
5
4
0
5
0
13
0
47

43 %
11 %
9%
0%
11 %
0%
28 %
0%
100 %

18
2
2
0
2
2
20
1
47

38 %
4%
4%
0%
4%
4%
43 %
2%
100 %

YEAR OF HIV
DIAGNOSIS
1992
1996
1997
1998
1999
2000
2001
2002
2003
Total

# of cases

% of cases

# of cases

% of cases

0%
0%
2%
2%
0%
2%
26 %
68 %
n/a
100 %

1
1
0
0
1
0
0
12
32
47

2%
2%
0%
0%
2%
0%
0%
26 %
68 %
100 %

0
0
1
1
0
1
12
32
n/a
47

Totals may be < or > than 100% due to rounding

COMMUNITY SERVICES
ASSESSMENT DATA
LATINO ASSESSMENT
AFRICAN AMERICAN ASSESSMENT
INJECTION DRUG USER ASSESSMENT
YOUTH ASSESSMENT
PANHANDLE NATIVE AMERICAN ASSESSMENT
NATIVE AMERICAN ASSESSMENT
MEN WHO HAVE SEX WITH MEN (MSM) ASSESSMENT
REGIONAL ASSESSMENTS
REGIONAL ASSESSMENT OF PEOPLE LIVING WITH AIDS
(PLWA)
SURVEY OF PEOPLE LIVING WITH HIV/AIDS IN NEBRASKA
RYAN WHITE CLIENT SATISFACTION SURVEY
HOUSING SURVEY OF HIV POSITIVE PERSONS
NEBRASKA HIV/AIDS HOUSING PLAN
STATEWIDE COORDINATED STATEMENT OF NEED (SCSN)

COMMUNITY SERVICES ASSESSMENT DATA
During 1999 - 2003, several assessments were completed, including Latino, African American,
Injection Drug Use, Youth, Native American, Men Who Have Sex With Men, Ryan White,
PLWA, housing needs, and regional groups.
LATINO ASSESSMENT
Emilia González-Clements, using the Rapid Assessment, Response and Evaluation (RARE)
model, completed the Latino Assessment. The RARE model was adapted to fit the unique
population of rural, mobile, possibly undocumented, immigrant Latinos living in a large state,
and to fit Nebraska. Due to the uncertain immigration status of some of the Latinos, and the
extreme sensitivity of the topic of HIV, the research team created a "culture broker" group of 5
individuals to help the team reach the Latinos. The “brokers” are individuals trusted by the
immigrant Latino population.
The purpose of the Latino Assessment was to discover information about at-risk Latinos
concerning beliefs and behaviors with consequences relevant to HIV infection. This
information could be used as a basis for developing prevention intervention strategies.
The Latino Assessment was conducted with immigrant Latinos in Norfolk, Grand Island, and
the South Sioux City area. These are communities in Nebraska where there has been an
influx of Latinos over the past ten years. Even though the population of Latinos in Nebraska is
small, there has been an increase of over 250%, according to the 2000 Census.
The model used seeks information that describes the people, times, places, and
socio-cultural processes of HIV risk-taking and protective behaviors. Key research questions
included:
• Who are the key vulnerable groups?
• What are their exact risk behaviors?
• Where do these risks occur?
• When? (extent, frequency, time pattern)
• Why do individuals engage in risk behaviors? (beliefs, knowledge, values)
• How can risks be avoided or reduced?
There were several levels of “findings”. In the findings about immigrant Latinos, there are
three main sets of factors relevant to HIV infection:
1. Cultural beliefs and behaviors, including gender roles
2. Situational factors, such as poverty and undocumented status
3. Social factors, such as cross-cultural interactions in health care delivery
Latino cultures do not generally recognize “gay” men. Male and female roles, while changing,
are specific about sexual activity and consequences. The “macho” ideal allows men more
freedom socially and sexually. Religious teachings, whether Roman Catholic or evangelical,
are specific about roles and activities of the genders, and do not condone “gay” behaviors.
MSM activity may not be seen as homosexual behavior, but may occur because of situational
factors such as being alone in a new country.

Two cultural characteristics, embarrassment and shame (concerning talk about sexual topics),
and the reluctance to disclose easily to non-family members, must be taken into account for
prevention interventions. Two other important issues are the lack of focus on preventive
health, and the freedom of expendable income (facilitates drug use).
As part of the Latino Assessment, a special questionnaire that focused on the state of HIV and
services in Nebraska was given to the Crisis Response Team. Five findings are especially
significant:
1. There is denial in Nebraska communities about HIV in general.
2. The immigrant Latino population is not generally knowledgeable about HIV,
transmission, services, etc.
3. Some health care workers need training in HIV/AIDS information and services.
4. Language is a serious barrier to information and services.
5. Prevention strategies must include the substance abuse context.
Generally, intervention strategies should be developed to include other social issues (such as
poverty), and be integrated with community based organizations (not just health care specific
locations), deal with “settling in” issues, and be consistent and long term.
An ideal is for Latinos to connect with someone who is bilingual/bicultural that can provide
information and services. Research data indicate that immigrant Latinos fear rejection by their
cultural community, and when they seek assistance, often travel to another town to protect
their confidentiality.
What follows is a summary of the findings in the research that was conducted on immigrant
Latinos in Norfolk, Grand Island, and South Sioux City. It should be noted that during the
research, it was often stressed that everyone is at risk.

Who is vulnerable?
Norfolk: females, promiscuous males, youth, drug and alcohol users,
homosexuals
Grand Island: teens, young males, substance users, some females
South Sioux City: MSM, single males, youth, heterosexual females
Risk behavior
Norfolk: drug (methamphetamine, cocaine, marijuana) and alcohol abuse
among all age groups
Grand Island: drug (methamphetamine, cocaine, heroin) and alcohol abuse,
unprotected and anal sex
South Sioux City: unprotected sex with both male and female, females having
sex with partner with other partners, youth having anal sex that is considered
“virgin sex”, females selling sex for money or drugs, young Latinas seek older
males because of status it affords them, drug (methamphetamine, marijuana,
inhalants) and alcohol abuse
Where / When it occurs
Norfolk: homes, certain streets, certain parks, empty lots, packing plant, certain
bars, summertime is most active time
Grand Island: city parks, many bars, homes, certain parking lot, truck plaza,
certain streets, weekends, summertime and payday most active
South Sioux City: bars, dance halls, parks, swimming pools, homes, IBP,
parking lots, not seasonal but mostly at night
Why engage in risk behaviors
Norfolk: youth feel invincible, lots of ignorance about HIV, attitude that “it
doesn’t happen here or to me”, curiosity about sex, peer pressure, loneliness,
boredom, lack of self esteem, lack of education, not sober enough to make safe
decision, machismo idea of conquest
Grand Island: lack of awareness and knowledge, loneliness, feeling of
invincibility, addictions, stress, language
South Sioux City: do not know their behaviors are placing them at risk or don’t
care, “it won’t happen to me” attitude, Latino “machismo”, loneliness, substance
abuse, depression, females have little control in their relationships, female
behaviors may be due to economic need, language barrier, underlying beliefs,
social rules within community
How to avoid or reduce risk
Norfolk: comprehensive sex education, support from local hospitals and
physicians, more church involvement, cultural education, a Wellness Clinic,
more facilities, more research
Grand Island: need for a needle exchange program, education, testing, and
counseling, go to homes to teach everything including condom use, use
language at a level that can be understood, a community center for immigrants
and minorities that provides health education, ESL classes, recreation
South Sioux City: bilingual services and information, need interpreters, bilingual
outreach workers to reach migrant workers and transient populations are not
currently being reached

During the process of the research for the Latino assessment, populations from the broader
community were identified to be at risk. In Norfolk, it was noted that Latinos were not the only
population at risk. Other populations at risk included African American youth (especially 12
years and older), MSMs, Native Americans, and IV drug users. Drug and alcohol use was
indicated to be a risk behavior across all age groups and ethnicity. In Grand Island, individuals
at risk in addition to the Latino population include IV drug users, youth and homosexuals.
Abuse of drugs and alcohol is an ever-increasing problem. In the South Sioux City area,
populations at risk besides the Latino population include IV drug and alcohol users, youth
(from teen to college students), men who have sex with men, Hispanic males (married or
single), heterosexual females (either through their partners or by their own activities), and
Vietnamese males. Alcohol and drug use and unprotected sex with multiple partners are the
most troublesome risk behaviors.
AFRICAN AMERICAN ASSESSMENT
Valda Ford conducted a study of African Americans from February through May 2001 in
Omaha. The purpose of the project was to determine the level of knowledge about HIV/AIDS
health seeking and risk-taking behaviors in the adult African American community. Two paper
and pencil instruments were used: The Condom Knowledge Survey and a Population Based
Assessment of African Americans and Health-Seeking Behaviors Regarding HIV/AIDS
Questionnaire. Focus groups were also conducted with gay males and female sex workers.
The study found that in the general African American population there is little understanding of
the impact HIV/AIDS is having on the African American communities in the United States, let
alone in Nebraska. Knowledge of HIV/AIDS by the persons participating in the gay focus
group was generally very good. There are many African Americans that do not know how HIV
is transmitted, think that there are visible signs that will identify a person with HIV/AIDS, do not
know how to properly use a condom, and think that water is sufficient for cleaning needles.
The subject of HIV/AIDS is taboo in the African American community in Omaha. Participants
related that many African Americans do not think that HIV will touch their lives and that it is not
their problem. This attitude is apparently echoed in some faith communities. There is a fear
among gay African American men that seeking information about HIV is not possible without
identifying their sexual orientation. Many gay men and female sex workers obtain health
related information from magazines, radio, TV, the Internet, friends, family, and the barber or
beauty shop. One of the biggest issues identified was confidentiality in the health care setting.
For many African Americans, health care issues are less of a concern than survival. The
participants identified that education about sex and HIV/AIDS needed to begin with young
people, but must be targeted to all age groups. The education needs to be included in the
schools, churches, community organizations and media, and must be culturally appropriate.
INJECTION DRUG USER ASSESSMENT
The Nebraska Community Identification Project (NCIP) was a collaborative community
identification project, which utilized the assistance of HIV prevention service providers and
substance abuse service providers in contact with injecting drug users (IDU) located in

Nebraska. NCIP was conducted in five areas of the state from April 1999 to April 2001:
Central Nebraska (Grand Island, Hastings, Kearney); Omaha; Macy / Niobrara; Western
Nebraska (Scottsbluff, Gering); and North Central Nebraska (Norfolk, Columbus). Wendy L.
McCarty, MA Ed., Project Coordinator, conducted the overall project in conjunction with the
Central Nebraska Council on Alcoholism, Grand Island.
The goal of NCIP was twofold: to identify baseline norms, values and attitudes among IDUs
and to collect information for the future planning and development of HIV prevention programs
in Nebraska. A survey instrument was developed through Essential Strategies of Denver,
Colorado. It consisted of 49 questions and was printed in two versions – one for use with IDUs
currently involved with a treatment setting and one for IDUs not involved with a treatment
setting and who were currently injecting drugs.
A total of 338 injecting drug users participated in this project, with 161 involved in treatment
programs and 177 actively injecting at the time of the interview. Of the 338 participants, 211
were male, 124 were female, and 3 identified as transgender. The majority was white;
however, in the Macy / Niobrara project all respondents were Native American. It is interesting
to note that in the Omaha project, the majority in treatment were white, while the majority in the
active group were African American. Also, 16% of the participants from the Western Nebraska
project were Hispanic and 14% of the North Central Nebraska project participants identified as
Latino. The average age of the participants was 36 years and the majority had a high school
education. Those who were involved in a treatment program typically had received more
education than those in the active group.
The majority of participants reported incomes in the $2,000/month range with the exception of
Central Nebraska and North Central Nebraska; 50% of participants from these areas reported
income levels at or below the poverty level. The majority of participants in the treatment group
reported to be married, while there were higher percentages of divorce and separation in the
active group. The average number of experiences the participants had had with a treatment
setting was three, and the most common types of treatment were Alcoholics Anonymous and
Narcotics Anonymous.
The average age of initiating drug use varied according to regions. The average age of
initiation was 24 in the Western Nebraska project, 16.5 in Central Nebraska, 28 in
Macy/Niobrara, 20 in Omaha, and 19 in North Central Nebraska. In all regions, the most
commonly cited reasons for initiating injection drug use was “influence from friends” and
curiosity. All regions cited methamphetamine and cocaine as the injecting drugs most used,
and the frequency of use was 2-3 times per week and daily. It should be noted that alcohol
and marijuana were cited as the most used non-injecting drugs in all regions.
The most frequent source of obtaining needles was by purchasing them from a grocery store
or pharmacy, and the second most frequent source was from friends who used drugs. In the
Macy/Niobrara group, “diabetics” were cited as the primary source of obtaining their needles.
The majority of participants in all the regions had shared or purchased drugs with someone
else and knew others who were injecting drugs in their hometowns. In the active group,
however, drug use seemed to be most likely done alone by half of the participants. The
majority of the participants stated they knew between 11-19 people in their hometown who
injected drugs. The majority of participants in Omaha and Central Nebraska knew 40-49 other

injecting drug users in their hometowns. Homes and apartments were cited as the most
frequent places where drug injectors hang out, followed by bars and motels.
In four out of the five regions, the majority of participants had used another person’s needles
for injecting drugs. The majority of the participants in all regions reported sharing cookers,
cotton, or rinse water with someone else, as well as having used substances other than bleach
to clean needles.
During the past 12 months, the majority had engaged in sex and the majority had engaged in
sex with multiple partners. Condoms for any form of sexual activity (vaginal, anal, or oral)
were not favored or used, particularly when engaging in oral sex.
The majority of participants had obtained an HIV test and the majority had tested multiple
times. The percentage that had tested for HIV was higher in the treatment group. The most
frequent reasons cited for not having been tested were “fear”, “don’t want to know”, and “no
need – I’m married”. Nine percent of the total participants had tested positive for HIV -– 6
individuals in the treatment group and 24 individuals in the active group. Other diseases most
frequently cited as “having been told they have” were Chlamydia, Hepatitis B and C, skin
infections related to injection (abscesses, cellulitis), and Gonorrhea.
The majority of participants felt injectors were not informed about HIV risk behaviors and the
majority saw the need for more information about HIV risks. Face to face meetings were
identified as the best method to deliver this information, followed by pamphlets and an
anonymous hotline. The majority of respondents state former injectors, followed by health care
workers, were the best people to administer this information to injectors. The majority of
participants from all regions felt that they and other injecting drug users would visit a drop-in
center to get bleach kits, condoms, and information about preventing HIV and Hepatitis C.
Those unwilling to visit a drop-in center cited fear, confidentiality, shame, embarrassment, and
lack of trust.
YOUTH ASSESSMENT
Emilia González-Clements, using the Rapid Assessment, Response and Evaluation (RARE)
model, completed the Youth Assessment. The RARE model was adapted to fit the unique
beliefs and behaviors of the youth population in Nebraska. Youth encompass many cultures
and social groups, making them a complex dynamic to study.
The purpose of the Youth Assessment was to discover information about at-risk youth
concerning beliefs and behaviors with consequences relevant to HIV infection. This
information could be used as a basis for developing prevention intervention strategies.
The Youth Assessment was conducted in Omaha, Lincoln, and the Tri-Cities (Grand Island,
Hastings, Kearney). A statewide advisory group was created to define the research
communities. Additional communities in the sample include Malcolm, Norfolk, Macy, and
Walthill. Over 100 individuals (vulnerable populations, health care workers/agency personnel,
and community members) were contacted for participation. Of these, 75 were included in the
research and of that, 25 were youth between the ages of 12 and 24.

The model used seeks information that describes the people, times, places, and
socio-cultural processes of HIV risk-taking and protective behaviors. Key research questions
included:
• Who are the key vulnerable groups?
• What are their exact risk behaviors?
• Where do these risks occur?
• When? (extent, frequency, time pattern)
• Why do individuals engage in risk behaviors? (beliefs, knowledge, values)
• How can risks be avoided or reduced?
There were several levels of "findings". The Crisis Response Team (CRT) responded to a
special, added questionnaire that focused on the state of HIV and services in Nebraska. Six
findings are especially significant:
1. Because Nebraska is a low incidence state, community members just don't feel AIDS
can happen here. Even though it is a low incidence state, it is also a lower knowledge
state, and creates the potential for high risk behavior.
2. There is an increase in AIDS cases among youth ages 20-29 which indicates that there
was a lot of risk behavior as youth.
3. Youth are mis-educated about HIV in general and risk behavior. For example, there is
a lot of belief that oral sex is not sex. Abstinence programs contribute to knowledge
deterioration. It is a state law to provide HIV education to youth, but differences in
school policy and grade level are instances in which students are not getting the
education.
4. The disease is growing faster among youth, women, and minorities, especially young
African Americans. There is no national standard for reporting of ethnicity in AIDS
surveillance and, therefore, AIDS cases among Native Americans are under-counted.
5. Education is the key when it comes to informing the youth population about the causes
and treatments of HIV. Though youth are susceptible, some are getting "prevention
burnout" or rebellion.
6. There is a need for culturally specific strategies for the divergent populations found in
the state (Latinos, Somalis, and Sudanese).
Youth reported two main risky behaviors and one awareness fact relevant to HIV infection:
• unprotected sex
• multiple sex partners, sex experimenting
• myths that one cannot get infected through unprotected oral sex
There is a definite dichotomy between urban and rural youth in the state regarding HIV and
AIDS. The epidemiological data shows that a majority of HIV and AIDS cases are documented
in the larger metropolitan areas of the state (i.e. Lincoln and Omaha), followed by the smaller
communities, and then the more rural areas. Most people interviewed in rural settings felt that
"…it's pretty clean here". A key informant in the same rural community indicated that there
were indeed cases present, which perpetuates the feeling in rural communities and the stigma
associated with HIV that "we're a close knit community, if someone had it, everyone would
know". For the people in settings like this "there is a lot of fear and stigma related to the
disease. People who are HIV+ are very reluctant to share any information, and are in a
constant state of anxiety".

Another situational factor is poverty and the fact that low-income individuals are more
concerned about short term needs and finding ways to satisfy them. Although this does not
apply to youth directly, youth who come from low income, poverty stricken homes do not have
the advantage of insurance and medical care. Finally, for the population in general, in
Nebraska, there is a considerable amount of stigma in the state regarding HIV/AIDS and
sexual behavior or other associated risks.
What follows is a summary of the findings in the research that was conducted. It should be
noted that during the research, it was often stressed that everyone is at risk.
As mentioned previously, there are many different categories of youth in the state and a
majority of youth in general are at risk. The research team found that youth behaviors could
be organized in the following categories:
• situational
• sexual
• substance abuse
• psycho-social
• cultural
Under the sub-category "situational", the team found that there are instances of youth at risk
because "they have more freedom". This is the case of juniors and seniors in high school and
college students who typically do not have any adult supervision. Lack of supervision is also
noted with middle and junior high school students, especially on weekends. Children in homes
without stable, secure caring families or trusted adults present, which also include homeless, is
another group at high risk. Another situation is that of gang initiates where "young women are
trying to be a part of a gang by sleeping with male gang members". One last situation is youth
found in low income settings, who, besides not being able to afford treatment, preventative
care, or insurance, may also have low self esteem. This category of youth is also mentioned in
the psycho-social category as well.
Sexual behaviors include any and all engaging in unprotected sex and is not isolated to
heterosexual males and females, but also includes gay males who are not protecting
themselves. Unprotected sex includes anal, vaginal, and oral. There is a strong belief in the
youth community that "oral sex is not sex". Heterosexual males and females are also at risk
for other reasons: e.g. "young males that have a lot of partners…and males do not like to use
condoms". Another sub-category that is of interest are those engaged in sexual
experimentation, which includes sex parties, sharing partners, and a recent trends of
bisexuality, especially in young women who "see it as status, it's cool, or identification".
Substance abuse and risk associated among youth includes alcohol and drugs ("drugs are
much cheaper and can be cooked anywhere").

The psycho-social characteristics are hard to explain as they lie in the psyche of youth and are
not readily visible on the surface, but in their internal behavior. Some of the findings include:
• invincibility among youth: "It can't happen to me"
• bloodletting (includes cutting): "Kids who are depressed engage in intentional
slashing. This is treated as severe depression with mental health referrals made
and is preventable in this population"
• Scarring and tattooing: "Young people are not depressed and the intent is more
decorative than injurious". The problem is that self-tattooing and scarring is done in
bathrooms, playgrounds, and hallways; places and tools that are not always sanitary
• Youth with low self esteem, such as "young women in general who use sex to fill a
void in their own lives”
• Youth from low income families
• Homeless youth who have no means for preventative care or treatment
Minorities were mentioned in a few cases because "they [may] come from broken or
dysfunctional families" and "a lot of African Americans come from single homes, no male role
model, and their siblings may come from more than one father".
Exact risk behaviors can be organized into the following categories:
• drugs
• sex
• psychological
• other
Under the category "drugs", there were many illicit substances that youth are taking, including
the following:
methamphetamine
IDU (heroin, cocaine, meth)
marijuana
date rape drugs
ecstasy
speed
mushrooms
crack
alcohol
Sex sub-categories include:
unprotected or unsafe sex
current bisexuality trend
premarital sex
homosexual activity
oral sex
multiple sex partners
not knowing how to use a condom or to negotiate for safe sex
Psychological categories include:
looking for self esteem
invincibility
games of chance where you can "one up" someone
males not wanting to wear a condom
One informant did mention an important preventative category that youth are not involved in,
getting a regular annual checkup.

Risky behavior occurs everywhere. The most often mentioned places were homes, parties,
and cars. Informants also offered some more specific locations that are as follows:
alleys
shooting galleries
pasture parties
bars
parks
abandoned homes/farmhouses
schools
lakes
truck and rest stops
"in the country"
"where mom and dad are not"
mall
skating rinks
dorm rooms
motels
raves
restrooms
elevators
concerts
parking lots
parent's homes (parent may be home)
In addition, risky behaviors occur anytime. Some of the more specific times include:
after school
nights
warmer weather or a warm place during cold weather
weekends when there is more time to socialize
tied to the time of the month i.e. payday or the first of the month
3:30 to 5:30, the timeframe when school is out and parents are still at work
summer, when school is out and there are more activities
after any major event such as prom, sports, etc
school vacations such as spring/fall break
Friday and Saturday night
Within the youth population, there is an incredible amount of denial, low self esteem issues,
and lack of education about HIV and the feeling of invincibility that is, “[HIV] can't happen to
me". Some youth do know that there are consequences, but there is also a great deal of
ignorance. "People still think they can believe someone if they tell them they are clean".
Youth who do know there are consequences maintain the same attitudes because "they feel
that they can do anything and they are powerful because their whole life is in their hands" and
"they feel they are supermen".
Ironically, peers are the main source of information for youth and peer groups were one of the
priority interventions mentioned. However, peer pressure leads to an increased level of risk
taking. Informants told the team "peer pressure to fit in", "to gain respect from peers", "to
prove to friends", and "we are teens; we’re supposed to do this". Other informants cited social
norms, such as drug and alcohol abuse. In fact, some told the team that "alcohol is easier to
get than cigarettes" and "sex is everywhere". Finally, "parents may be involved in the same
behavior", so sometimes there are not positive influences in the home.

Media plays a very significant role because it is everywhere: billboards, TV, radio, and the
Internet. Some comments included, "the media makes it look cool and shows none of the
consequences" and "in their childhood, if they see sex on TV or at home they might think it's
ok". The media plays an even bigger role for women, as it degrades them (beer commercials)
and "there is a lot of pressure on women to look a certain way".
The majority of informants said risks could be avoided or reduced through education.
Education by far was the most noted way to reduce the risk associated with HIV. Education in
the form of a longer curriculum in the schools, health promotion, peer educators (which
promoted youth empowerment) must link HIV education with associated risks, such as drug
and alcohol use. There was an extensive discussion from informants on having parents
involved in their children's lives and that youth need positive role models, not only in the home,
but elsewhere. Education is needed not only in the schools, but also at church, home, and
extra-curricular activities.
The curriculum needs to be fun and have a reward. Suggestions include:
• make it real to them
• use a lot of visuals, to see the stages of HIV and AIDS
• be honest about the issues, no sugar coating (i.e. the analogy of the flower to the
vagina); tell it like it is.
• find a way to make it personal and build trusting relationships and rapport and find a
link between behavior and action
• do not preach, as this can lead to rebellion
Informants felt that education should start early, as early as kindergarten. Additionally,
education of youth that oral sex is indeed sex. Teach about the tools needed to protect
oneself, as well as education about responsible choices. Make birth control and condoms
more available in communities. Finally, rural youth suffer from isolation. By networking youth
across the state vis-à-vis an Internet portal that is private, youth can obtain accurate and useful
information.
PANHANDLE NATIVE AMERICAN ASSESSMENT
In 2003, Western Community Health Resources (WCHR) conducted a project to increase the
number of HIV positive Native Americans accessing medical care in the Nebraska Panhandle.
This project was funded through Ryan White Title II Minority AIDS Institute (MAI) funding.
WCHR applied for funding for this project in 2002 and at that time, one HIV positive Native
American enrolled in the WCHR Ryan White Title III program. As of December 2003, there are
three HIV positive Native Americans enrolled in the WCHR Ryan White Title III program.

In the initial proposal, there were three outcomes and eight objectives established. They are
as follows:
Outcome Measure #1: Train five (5) Native American cultural gatekeepers in a
survey/interview training
Objective #1: Identify and contract with five (5) Native American cultural
gatekeepers to participate in the survey/interview training and to conduct surveys
with high risk Native Americans
Objective #2: Develop training materials and survey
Outcome Measure #2: Deliver surveys to fifty (50) high risk Native Americans in
western Nebraska and surrounding area
Objective #1: Fifty (50) high risk Native Americans will have an increased
awareness of the local medical services available to HIV positive individuals and
how to access those services
Objective #2: Develop feedback process for completed surveys to be delivered
from cultural gatekeepers to project staff
Objective #3: Develop reimbursement process for survey participants
Outcome Measure #3: Increase from one (1) to three (3) the number of HIV positive
Native Americans enrolled in the WCHR Ryan White Title III program
Objective #1: Hire a new Outreach Worker with Ryan White Title III funds
Objective #2: Compile information from Phase One and Phase Two surveys and
present information to Ryan White Title III Advisory Group and Outreach Worker
Objective #3: Outreach Worker will make 100 contacts with high risk members of
the Native American community
A total of 65 high risk Native Americans were surveyed. Of the 65 surveys, 45 were completed
in the field by the Native American cultural gatekeepers and 20 were completed in either detox
centers or in WCHR offices by WCHR staff. The results from the survey are:
¾ 37% of those surveyed (24 of 65) said they had traded sex for alcohol and drugs in the
past year. Most of this activity was taking place in and around Whiteclay, Nebraska.
¾ 66% of those surveyed (43 of 65) said they had unprotected sex with multiple partners
in the past year. This reflects anecdotal evidence collected in the Panhandle about
unprotected sex with multiple partners taking place within the Native American
community.
¾ 11% of those surveyed (7 of 65) said they shared needles with someone in the past
year. Of those seven (7), three (3) were men and four (4) were women. None of the
men have ever tested for HIV. Three (3) of the four (4) women had tested for HIV.
¾ 55% (30 of 54) reported they had been tested at least once for HIV.
¾ 79% of those who reported they had not tested for HIV (19 of 24) said they had not
tested because they did not think they needed to be tested.
¾ 21% of those surveyed (14 of 65) reported they had previously been diagnosed with an
STD. 78% of those fourteen (14) reported they have been tested for HIV. It appears
then that most individuals who have STDs are also being screened for HIV.

The increased enrollment of Native Americans in the WCHR Ryan White Title III program
cannot be attributed solely to this project. However, the efforts of this project to increase
awareness of HIV within the Native American community to facilitate access to CARE Services
has certainly played a role in the increased enrollment. Discussions with providers, as well as
word of mouth within the Native American community, have helped get the word out that HIV
positive Native Americans can access quality medical care in western Nebraska.
NATIVE AMERICAN ASSESSMENT
Emilia González-Clements, using the Rapid Assessment, Response and Evaluation (RARE)
model, completed the Native American Assessment. The RARE model was adapted to fit the
unique beliefs and behaviors of the Native American population of Nebraska.
The purpose of the research is to identify Nebraska’s Native populations and their health
beliefs and behaviors as background for potential HIV-prevention activities. The resulting
report will be utilized by the Interventions Committee of the NHCPC as part of their
investigation of potential interventions that are effective and culturally/linguistically appropriate.
The research focused on the Native populations in Nebraska that have tribal headquarters in
the state. The four groups are the Santee, the Winnebago, the Omaha, and the Ponca. The
Lakota do not have a tribal headquarters in the state. However, due to the signifcant numbers
of Lakota living in Nebraska, the project included them as well. According to the 2000 Census,
the native population in Nebraska is 22,764 individuals from 128 tribes.
Research methods included key informant interviews, short follow-up surveys, and literature
reviews. An important source of information is data provided by national tribal health
organizations, such as the AIDS Education & Training Centers National Resource Center
(AETC) and National Native American AIDS Prevention Center (NNAAPC).
Four of DSAI’s seven researchers were members of local tribes. The other three were applied
anthropologists. The research team included a “cultural broker” who provided a native
perspective and recommendations for the project. A Tribal Advisory Group (TAG) advised the
research team. The TAG is comprised of the tribal medical directors and members of the state
health department’s Tribal Health Coalition.
Two main issues, the complexity of the study population and the sensitivity of the research
topic, dominated the research limitations. After obtaining tribal permission to conduct the
research, the team identified the sample populations. The diversity of the Native population
immediately became apparent. The initial tribal categories for the samples were not adequate.
That is, a sample of “50 Omaha” did not differentiate between those Omaha living on their
reservation and urban Omahas, whose beliefs and behaviors may be different. “Omaha”
identify is based on decent from an Omaha father, and earlier research report that 45 tribes
had married into the Omaha Tribe by 1961. There are many Indian individuals who have a
father from one tribe and a mother from another tribe. “Self-identification” is the criteria the
team followed, by asking "What’s your tribe?”, as advised by our cultural brokers. Other issues
included trust and cooperation with researchers, mobility of the population, and distrust of use
of research findings.

The research included three literature reviews: 1) national native initiatives in HIV prevention,
2) national Native guidelines for working with Natives and HIV, and 3) national information on
Native prevention interventions. The goal was to gather information that may be of use with
native populations in general because of the 128 tribes represented in Nebraska. Information
about the four main Nebraska tribes came from the interviews and conversations with Natives
living in Nebraska.
The guidelines included discussions on native values and beliefs important to understanding
behaviors and as a framework for prevention. Preliminary findings about Native initiatives in
the fight against HIV/AIDS include three models centered around Native values and a locallyreplicated methodology for addressing health issues.
Findings of interview data indicate that:
•
•
•
•
•
•
•
•
•
•

•
•
•
•
•
•
•
•
•

Colonization and acculturation (impact on a dominant culture on traditional beliefs and
behaviors) have and continue to shape Native lives.
Interventions should be Native-specific, with Native staff.
There are urban and rural differences among Native populations.
There is much high-risk behavior, including alcohol abuse.
There is limited awareness of HIV.
There is much fear about contacting HIV.
HIV is seen by some as a “punishment” for “something bad they or their family did.”
[People] should not talk about an illness or the illness will happen to them.
Interventions should feature an egalitarian relationship between staff and program
participants.
There are cultural factors important for prevention, including
o caring for future generations of descendents
o a feeling of responsibility for the preservation of humanity
o the role of elders as teachers for youth
There is a pattern of individuals infected elsewhere returning to the reservation for late
stage treatment and to await death.
Among the Lakota, there is a value of non-interference, which could have implications
for interventions.
The Ponca have experienced greater culture-loss in Nebraska’s Native populations and
are more dispersed.
One-on-one counseling with Native counselors is most effective.
Omahas still have very traditional values compared to other tribes.
Native community events are useful for HIV education purposes.
Native populations include many individuals living in poverty, with its attendant impact.
“There are ‘a people’ [i.e., a tribe] and some of the people are gay; that is natural.”
People feel “panic” at the thought of HIV, even health care professionals.

MEN WHO HAVE SEX WITH MEN (MSM) ASSESSMENT
Emilia González-Clements, using the Rapid Assessment, Response and Evaluation (RARE)
model, completed the Men Who Have Sex With Men (MSM) Assessment. The RARE model
was adapted to fit the unique beliefs and behaviors of the MSM population of Nebraska.
MSMs encompass many cultures and social groups, making them a complex dynamic to
study.
The purpose of the MSM Assessment was to discover information about at-risk MSMs
concerning beliefs and behaviors with consequences relevant to HIV/AIDS infection. This
information could be used as a basis for developing prevention intervention strategies.
The MSM Assessment was conducted in Omaha, Lincoln, and the Tri-Cities area (Grand
Island, Hastings, Kearney). These communities were chosen from the responses of the
telephone surveys to the Crisis Response Team (CRT). Although multiple cities were
mentioned, the majority focused on the previously mentioned three communities. These cities
not only correlate with the statistics on numbers of HIV/AIDS cases found in these counties,
but have also seen a rapid growth in Latino and other minority populations. Finally, these
counties provide an even geographic sample of the state, especially in the eastern portion of
Nebraska where population density is greater.
The model used seeks information that describes the people, times, places, and
socio-cultural processes of HIV risk-taking and protective behaviors. Key research questions
included:
• Who are the key vulnerable groups?
• What are their exact risk behaviors?
• Where do these risks occur?
• When? (extent, frequency, time pattern)
• Why do individuals engage in risk behaviors? (beliefs, knowledge, values)
• How can risks be avoided or reduced?
There were several levels of “findings”. The CRT responded to a special, added questionnaire
that focused on the state of HIV and services in Nebraska. Five findings are especially
significant:
1. "It, (HIV/AIDS) is a big city problem" according to accounts heard by the CRT
members. Because Nebraska is a low incidence state, community members just
don't feel AIDS can happen here.
2. There is a high degree of stigma in the state with regard to MSMs and sexual
behavior.
3. The disease is growing faster among youth, women, and minorities, especially
young African Americans. There is no national standard for reporting of ethnicity in
AIDS surveillance and, therefore, AIDS cases among Native Americans are under
counted.
4. Education is the key when it comes to informing the MSM population about the
causes and treatments of HIV, though some are getting "prevention burnout" and
are tired of hearing about it all the time.
5. There is a need for culturally specific strategies, as when they are developed, they
are usually directed to the white gay community, recreational sex, or the bar scene

MSMs reported two main risky behaviors and one fact relevant to HIV infection:
• Unprotected sex
• Unprotected anal sex
• Knowledge that one can get infected through unprotected oral sex
MSM activity may not be seen as homosexual behavior, but may occur because of situational,
social, or cultural factors. Some of these factors include male prostitution, forced to stay in the
closet because of the stigma associated with being gay in Nebraska, situational factors such
as no "gay sex" occurring in the prison system even though male-male encounters are
happening. Another factor is that MSM is a "hidden" culture in that risky behaviors occur at
places outside the home such as parks, road side stops, and places that harbor "glory holes".
Intervention strategies should be developed to include other social issues (e.g. poverty), be
integrated with community-based organizations (not just health care-specific locations), deal
with "settling in" issues, and be consistent and long-term ("7 times to hear a message and lead
to action").
Overall knowledge about HIV transmission, treatment, and care is relatively high in the state
among the MSM population. But because of the quality of care and advances in medications,
AIDS is not talked about as much and the level of awareness has gone down to a point. Youth
are aware, but feel the medications will prevent the disease and some feel that you can take
certain drugs, like the morning after pill, and will not get infected. The dichotomy in age
awareness is also apparent as older MSMs were bombarded with information in the late 1980's
and early 1990's and feel that the same level of information is not the same today.

What follows is a summary of the findings in the research that was conducted in Omaha,
Lincoln, and the Tri-Cities. It should be noted that during the research, it was often stressed
that everyone is at risk.
Who is vulnerable?
Omaha: young people, especially those who have anonymous sex; sex
workers; clubbers/ravers/partiers; substance abusers; minorities, especially
African Americans, Hispanics, Native Americans, Sudanese; mentally ill; MSMs
who don't identify as gay
Lincoln: youth; Latinos; African Americans; Native Americans; MSMs; IV drug
users, Sudanese; other
Tri-Cities: youth; IV drug users; MSMs; minority groups, especially Hispanics
and African Americans

Risk behavior
Omaha: unprotected oral and anal sex ("barebacking"); drugs: alcohol, cocaine
(crack and coke), crank, heroin, meth, and ecstasy; male prostitution; mental
illness; anonymous sex
Lincoln: drugs: ecstasy, cocaine, marijuana, meth, alcohol, heroin, mixing
Viagra with ecstasy (sextasy); unprotected sex; unprotected anal sex; oral sex
and the knowledge of how it is indeed unsafe when unprotected
Tri-Cities: unprotected, anonymous sex; drugs: alcohol and meth; needleswapping; sex with both males and females; pornography; lack of negotiation
skills

Where / When it occurs
Omaha: anywhere; "hotspots": certain parks, downtown bars, truck stops, liquor
stores, public bathrooms; hotels where drugs and sex are purchased; home;
evenings during spring and summer is the most active time
Lincoln: rest areas on I-80; parks; bars; after hours parties; homes; elementary
schools; university bathrooms; cruising areas and prostitution around the
Capitol; alleys; glory holes; malls; certain retail and convenience stores;
evenings during spring and summer is the most active time
Tri-Cities: parks; restrooms; glory holes; adult bookstores; cruising areas and
prostitution; sex parties; bathhouses; college and academic year and in summer
months are more active, especially on Friday and Saturday nights

Why engage in risk behaviors
Omaha: it is more pleasurable; they are horny and don't think; under the
influence of drugs and alcohol; poor judgment; poor decision making ability for
those who are mentally ill; take the risk as a thrill; don't think it is a problem
because they haven't seen anyone die of it; pessimistic view of the future
Lincoln: thrill of carnal pleasure; just don’t care; it is not an issue of love but
money or a place to spend the night; feel invincible; HIV will not happen to
them; societal pressures; may not understand their risky behavior
Tri-Cities: "won't happen to me" attitude; drug/alcohol abuse; increased sexual
pleasure and stamina; because they're "closeted" - sexual anxiety; low self
esteem - don't care; can't legally marry

How to avoid or reduce risk
Omaha: education; validation for the gay community; reduced stigma; policy
changes against discrimination; funding for mental illness; reform in the prison
and immigration systems
Lincoln: education; condom distribution and instruction on proper condom use;
funding for services; research: cultural, social, medical; fundraising; prevention;
testing; use of visual media to relay messages (e.g. graphic posters); changing
legislation (e.g. abstinence only, Defense of Marriage Act)
Tri-Cities: more education to all people that is consistent; meetings/peer groups;
church and community support for gay/lesbian groups; leader or activist to take
charge in the communities to encourage attention to the issues; sexual
addiction treatment; publicize the issue some more to "scare the public";
drug/alcohol treatment programs; peer support from peers who are protecting
themselves

During the process of the research for the MSM Assessment, populations from the broader
community were identified to be at risk. Respondents from all the research areas describe the
same risky behaviors, general community denial and disapproval, involvement of alcohol/drug
use, and issues of mental illness and sex workers. They also discussed the fatalistic or
unrealistic beliefs of young MSMs and the increasing numbers of people of color becoming
infected with HIV. They also agree on the negative messages and potential impact of the
"Abstinence Only" approach. That is, school children will not get factual information about
risks for HIV or information about safe practices.
REGIONAL ASSESSMENTS
From October 2001 through January 2002, assessments were completed in each of the six
regions of the state to determine the needs of each region. Individuals that are members of
the Regional Community Planning Groups participated in the survey. What follows are the
survey results.
Each of the six regions identified needs that are unique for their region related to HIV/AIDS. In
the majority of the regions, the following issues were presented:
¾ People don’t understand that HIV is around; there is denial and resistance to education and
information; there is lack of education on basic HIV knowledge; social stigma occurs due to
ignorance.
¾ Abstinence Only education in the schools is a problem, as well as the conservative political
atmosphere.
¾ There are cultural and language barriers and many communities are lacking resources for
minority populations.
¾ People have difficulty visiting the testing sites because of confidentiality issues and the
stigma associated with HIV.
Each region identified the following needs unique to their region.
Panhandle
 most rural region
 schools have Abstinence Only education
 girls 10-11 years old are getting pregnant
 STD rates continue to increase
 lack of resources for the Native American community
Southwest / Great Plains
 a very large region with no centralized location to meet
 lacking resources for the Hispanic / Latino community

Central
 high incidence of IV drug use, including methamphetamine
 Hepatitis C is skyrocketing
 resources for the Hispanic / Latino community are lacking
 have a large influx of Vietnamese and are lacking resources to work with them
Northern
 need for knowledgeable medical providers, including dentists, that will treat HIV positive
people
 lacking resources for Hispanic / Latino, Sudanese, and African American communities
Southeast
 Lincoln is the largest re-settlement community for immigrants in the state, but lack
resources for Hispanic / Latino, Sudanese, and African American communities
Midlands
 most heavily populated area of the state and has both urban and rural issues
 have a military community
 high level of prostitution
 high use of illegal drugs
 high minority population, including African American, Native American, Sudanese,
Asian, and Hispanic / Latino, with a lack of resources for these populations
 a large unidentified MSM population
Specific categories of information were collected from each regional group. The responses are
summarized as follows:
¾ The majority of the regions reported the following risk behaviors and groups at risk.
• The teen / adolescent population is having unprotected sex with multiple partners, and
using alcohol and illegal drugs. Many teens (as young as 13) are diagnosed with STDs.
The teens lack the knowledge about sex, STDs, and HIV. The teens are aware of HIV,
but do not think that it is in their community or that it will affect them. They believe that it
is “no big deal” to get HIV because there are medications available now for treatment of
AIDS.
• Women having unprotected heterosexual sex. May have a partner that has not
disclosed his bisexuality.
• High use of alcohol and illegal drugs (methamphetamine, cocaine, marijuana, ketamine)
in all populations.
• Men who have sex with men are relaxing their safer sex practices.
• Heterosexuals recently divorced or widowed individuals 40 to 60 years old having
unprotected sex; lacking knowledge of HIV.
¾ The regions identified the populations most affected, impacted, concerned and/or at risk as:
• The majority identified school aged youth and teens into the early 20s,
Hispanic /Latino males and females, young women, and all MSMs.

¾ During the assessment, the question was asked: how does culture, language, values, and
norms affect the HIV epidemic in this region?
• The majority of the regions thought that they were not meeting the needs of the
Hispanic / Latino population.
• The Hispanic / Latino culture condones males having sex with males if the wife is not
present.
• Talking openly about sex in the Hispanic / Latino culture is not considered appropriate,
and the cultural norms often prevent women from talking with their partners about using
a condom.
¾ Language was found to be a big barrier to education, treatment, and prevention of HIV.
• Many in the Hispanic / Latino culture do not seek services because they are unable to
convey their needs due to the inability to overcome the language barrier.
• Qualified translators are not available, and it is too embarrassing for family members to
serve as translators.
• There is also a mistrust and lack of confidence in the health care system.
• When survival is the issue, people are not concerned with issues surrounding the
prevention of HIV. Survival is a very real issue for many Hispanic / Latino individuals
and families.
¾ The regional groups were asked what prevention messages will those identified to be at
risk listen to, and what is the best way to reach those at risk with messages, aimed at
awareness, knowledge, and the need for behavior change?
• The majority replied that peer educators, role models, and parents should be providing
the prevention messages.
• Prevention education should include the correct information and integrate HIV with other
programs, since it is such a controversial subject.
• Using individuals that are close to the age group and culture that is trying to be
impacted, using simple language, getting into the school systems, and utilizing the
gatekeepers of the community will help in reaching persons at risk.
¾ The regional groups were asked about what a prevention program should look like.
• They believe that the school systems and teachers should be knowledgeable about
HIV/AIDS and human sexuality; that parental involvement is extremely important; that
women must be empowered to have control over their lives; and that PLWA must
become more involved with the education of the community.
• The prevention programs must be language and culturally sensitive.
¾ The regional groups believe that there are barriers and gaps that hamper meeting the HIV
care and prevention needs in their regions.
• The gaps and barriers identified include: language, culture, conservative thinking,
Abstinence Only policies in the schools, controversy over who should educate the
children, and parents believing that their children will not be affected.
• There is a lack of medical personnel that are trained and knowledgeable about HIV and
there is a general lack of knowledge in the community about HIV.

•

Individuals who have been engaging in risky behaviors may not want to know whether
or not they are infected, or may be in denial, or fear the results and are concerned about
confidentiality, so delay getting tested.

¾ In the regions, individuals obtain their HIV education from sources such as the counseling
and testing sites, the Nebraska AIDS Project, county health departments, the infectious
disease physicians, and the Internet.
• Most of the regions believed that once diagnosis was made, the education was
excellent.
• There were a few barriers to education including: Abstinence Only policies, lack of a
healthy view of sexuality, the mindset that HIV is not in my community, complacency
about the fact that there are fewer deaths, parents believing “it won’t happen to my
child”, and availability of information that is culturally and linguistically appropriate.

REGIONAL ASSESSMENT OF PERSONS LIVING WITH AIDS (PLWA)
An assessment of Persons Living with AIDS (PLWA) was conducted from October 2001
through January 2002 in four of the six regions. A total of 27 PLWA, 18 male and 9 female (2
females were adolescents), participated in the assessment.
What are the risk behaviors and who is at risk?
Panhandle: Everybody is at risk. Teens are having casual sex and think nothing of it.
Don’t have to have a boyfriend or girlfriend to have sex. Many times teens have no
discussion about protection before having sex. Drugs and alcohol are available at teen
parties.
Southeast: Teens as young as 13 are having unprotected sex. Kids say they don’t
need to use a condom because they have sex with “clean” people. Use of alcohol and
illegal drugs.
Central: Everyone is at risk. Young people have nothing to do, so do drugs, alcohol,
and have unprotected sex. MSM just “coming out” raped at party.
Everyone concerned about pregnancy, but not about STDs or HIV. Getting information
to kids a problem with Abstinence Only programs in schools.
Northern: Everyone is at risk. Children are at risk if they don’t get information about
HIV.

How does culture, language, values, and norms affect the HIV epidemic in your
region?
Panhandle: Language is an issue. Written materials for Latinos lacking or not up to
date. Many faith communities do not accept HIV positive people. Homophobia is alive
and well.
Southeast: Little or no HIV educational opportunities for Latinos in their native
language. African Americans want to ignore HIV and homosexuality. HIV cannot be
discussed in the Catholic church here.
Central: No one wants to talk about HIV. People think HIV doesn’t happen in rural
areas. Many people believe that HIV is someone else’s problem and that HIV is just a
“gay” disease.
Northern: Lack of medical personnel that understand and speak Spanish. There is a
strong religious community that looks upon individuals with HIV as having sinned.
What are the prevention and care needs in their region?
The majority stated that stigma, prejudice, and homophobia are alive and well in Nebraska.
The medical personnel in the rural areas need more education and understanding about
HIV, and they are in need of bilingual personnel. This includes RNs, dentists, and mental
health providers. It is very difficult for non-English speaking individuals to communicate
with medical providers that do not speak Spanish. Medical personnel need to know that
“they will not get HIV if they touch me”.
It is often difficult to get in the schools to provide comprehensive education about HIV, so
there needs to be progress to try to work with churches or other organizations to provide
comprehensive sex education. Need to have individuals who are HIV positive go into the
schools to talk, so that the kids understand that HIV affects everything in your life, that it is
difficult to plan ahead because you don’t know if there is a future, or if you will ever have
sex again.
What are the gaps and barriers to prevention and care?
The PLWA responded that there is a lack of understanding that so many issues are related
to and impact HIV in their lives, but the programs that provide financial assistance
sometimes do not understand that. Most of the PLWA feel that there is a lack of knowledge
in the medical community about HIV, especially outside of Lincoln and Omaha. The
distance that needs to be traveled to access medical care is a barrier to care as well as the
lack of medical providers in areas outside of Lincoln and Omaha that will provide services
to clients with HIV. An additional barrier is language, when the client does not speak or
understand English and the medical provider does not speak the client’s language.
Interpreters in the rural areas are very difficult to find.
Other barriers identified by the PLWA include education about HIV, how it is transmitted
and how to protect yourself from getting HIV. Abstinence Only education does not work.
Education about HIV needs to begin early in the schools, churches, or at home. The
education needs to include information about alcohol and drugs.

Where did you get your information about HIV/AIDS when newly diagnosed?
Most responded they received education from the counseling and testing site, the
physician, the Nebraska AIDS Project, the National AIDS hotline, and books and
magazines. Most of the PLWA agreed that once they were diagnosed, getting education
was not an issue. However, prior to that time, they found a lack of educational resources.
From the perspective of the PLWA, many physicians, as well as emergency room and
hospital personnel, lack information about HIV/AIDS and are in need of additional
education and understanding about the disease and issues related to HIV.
What changes have the PLWA have seen in the HIV epidemic over the last 20 years?
They responded that there is a better understanding and tolerance toward gay individuals.
Nonetheless, there is concern that there is more complacency about HIV since there are
medications that are keeping people alive. They are concerned that teens are not too
worried about HIV as they have heard about it all of their lives and it is no big deal because
the medications are helping people live longer. They are noticing that there are more HIV
positive individuals with children, and more HIV positive women, so HIV is more that just a
gay disease anymore.
SURVEY OF PEOPLE LIVING WITH HIV/AIDS IN NEBRASKA
The purpose of the People Living with HIV/AIDS survey was to gather information about the
quality, accessibility, and availability of services for people living with HIV or AIDS (PLWH/A) in
Nebraska. The survey results were intended to help the Ryan White
Title II and Title III programs improve services for PLWH/A in Nebraska. Forty-two PLWH/A
that attended the 2001 HHS HIV Prevention/Ryan White PLWA Retreat and Conference
completed the survey. Most of the survey questions dealt with PLWH/A medical and dental
care needs and services.
The following is a brief summary of the questions and responses about medical and dental
care needs and services.
¾ When asked to “describe the overall quality of your medical care”, 41 out of 42 persons
responded as follows:

14 excellent

9 very good

12 good

4 fair

2 poor
¾ Seventy percent (28) of the respondents said that an HIV specialist was their primary
health care provider and would treat them for conditions other than HIV when necessary.
Twenty percent (8) said that a general practice physician acted as their primary care
physician. The remaining 10% (5) considered a physician assistant or nurse practitioner,
any available hospital or clinic site, or the VA Infectious Disease Clinic as their primary care
physician.

¾ The respondents were asked “how far from your home is your primary health care
provider”. Thirty-two responded that they traveled up to an hour. Nine responded that they
traveled up to 3 hours
¾ The respondents rated their primary health care provider’s knowledge of HIV/AIDS
treatment, with 14 as excellent, 19 as very good, 8 as good, and 1 as fair.
¾ The survey asked the PLWH/A where they went for primary dental care, with 14 going to a
local private dentist, 7 going to a public health clinic (Creighton Dental School and NHS
Dental School), 4 traveled to a dentist more than 20 miles away,
10 went to UNMC, UNO or the Dental College, and 7 do not seek dental care. The reasons
identified for not using a local dentist were: did not feel comfortable with local dentists,
could not find anyone knowledgeable enough about my condition, no dentist within 20
miles, and believe refused treatment because of HIV status or ability to pay.
¾ The PLWH/A were asked what services were needed during the past year, and whether the
service was accessed locally or had to travel for the service, or could not get the service.
The following table summarizes the responses.
Service

# Needing

# Obtained
locally

# Obtained 20 +
miles away

# Unable to
access

Social Work / Case Management

27

19

4

0

Outpatient Medical Care

28

18

6

1

Home Health Care

8

5

1

2

Hospice Care

2

1

0

0

Pharmacy / Medications

38

22

10

0

Counseling / Support Group

28

13

4

5

Nutritional Services

15

7

0

3

Rehabilitation Services

7

4

0

2

Drug / Alcohol Treatment

6

2

0

1

Child Care

3

0

0

1

Advocacy

13

5

1

2

Emergency Financial Assistance

27

11

2

6

Food Bank Services

18

9

1

3

Housing Services

17

8

2

2

Transportation to Care

16

8

1

3

Legal Assistance

10

4

1

2

¾ The Persons Living with HIV/AIDS were asked, “what are the biggest needs, gaps, and
barriers for services in Nebraska?” The needs most often identified include: housing, food,
financial assistance for utilities and other living assistance, financial assistance for medical
expenses not related to HIV/AIDS, transportation, access to all health related services
(medical, dental, medications, vision, mental health), more support groups, help for people
that do not qualify for Ryan White, and an end to discrimination related to HIV/AIDS.
¾ In answer to the question “what are the biggest gaps in service delivery?” the PLWH/A
reported: discrimination, lack of education about HIV/AIDS, travel distances, housing
assistance, mental health services, assistance for medical problems unrelated to HIV/AIDS,
adequate financial assistance, assistance for certain minority groups, and communication
between HHS and CBO.
¾ When PLWH/A were asked “what do you think are the biggest barriers to services that you
need?” responses included: poverty, transportation, travel across large state, lack of
services such as mental health, lack of communication, language barrier, lack of knowledge
about HIV/AIDS, fear, some church communities, and not enough financial assistance to go
around.
¾ What types of services do you think the Ryan White CARE Act covers for persons with
HIV? The respondents replied: medications, housing, utilities, transportation, food, medical
assistance, any HIV/AIDS related issues, and only for people with a low income.
¾ The survey asked, “In the last year have you used any of the following Ryan White CARE
Act services?” There were 29 respondents to this question, and are identified below.
AIDS Drug Assistance Program
Housing Assistance
Transportation Assistance
Mental Health Care
Health Care
Dental Care
Utility Assistance
Food Assistance
Insurance Premium Assistance
Substance Abuse Treatment

9
6
9
4
4
10
4
4
2
0

¾ How well are people in Nebraska educated about HIV disease? The answers from the
PLWH/A survey are identified below.
Very poorly
Poorly
Adequately

2
20
9

Well
Very well

7
2

¾ What types of risky behaviors are people in Nebraska engaging in? The responses of the
PLWH/A survey are identified below:
Oral sex without a latex condom
Anal sex without a latex condom
Vaginal sex without a latex condom
Sharing needles and works
Other risk behaviors
rimming; not using a condom
because it doesn’t facilitate
enjoyment; feel condoms are
not reliable

29
25
24
14
4

¾ If there were one thing that the state of Nebraska could do to help prevent others from
getting infected with HIV, what would it be?
The overwhelming response was education. The survey respondents said that
education should be increased in middle schools and high schools and should not be
Abstinence Only. In addition to education in the schools, it should be provided in the
media and the churches. The education should talk about risk behaviors and how to
reduce the risks, and work to reduce the shame and fear associated with HIV and
people living with HIV and AIDS.

DEMOGRAPHICS OF RESPONDENTS
N = 42
EDUCATION
Grade School
High School
GED
Technical Degree
College
Graduate School
No Response
RACE
Native American
African American / Black
Black
Hispanic / Latino
Caucasian / White
Other
No response

2
33
3
7
16
2
4
1
1
1
2
32
1
4

AGE
18 or under
19 – 25
26 – 35
36 – 45
46 – 55
Over 55
No response

0
0
5
16
9
3
9

GENDER
Male
Female
No Response

32
6
4

RYAN WHITE CLIENT SATISFACTION SURVEY
The Ryan White funded programs first joint survey to determine client satisfaction with Ryan
White funded services was conducted in the Fall of 2001. The Nebraska Department of Health
and Human Services receives funding as a Title II grantee through of the Ryan White CARE
Act. The University of Nebraska Medical Center, located in Omaha, and Western Community
Health Resources, located in Chadron, receive funding as grantees through the Title III of the
Ryan White CARE Act.
Ryan White funded services are those services which are provided by either Title II or Title III.
These services include: primary healthcare, dental care, mental health care, substance abuse
treatment, home health care, case management services, direct emergency assistance
(housing, utilities, etc.), insurance premium payment assistance, transportation, and the AIDS
Drug Assistance Program (ADAP).
Both Title II and Title III grantees rely on networks of service providers for statewide service
provision. The Nebraska AIDS Project, a Title II and Title III sub-grantee, plays an important
role in providing case management for clients infected with HIV disease by providing the
linkage to health care and support services. It is important to recognize their efforts in the
completion of this report.
Client addresses were submitted from the State Title II program, both Title III programs, ADAP,
and Nebraska AIDS Project, then collated by the State Title II Program Manager. Duplicate
addresses were reviewed to attempt to send surveys to the most recent client address. It is
important to note the transitional nature of clients as evidenced by the high number of
unopened surveys returned. This may in itself be an indicator of housing permanency issues
experienced by clients.
Five hundred surveys (including 30 surveys translated into Spanish) were sent out to clients
statewide. Of these, 88 surveys (17%) were returned unopened and non-deliverable. One
hundred twenty-five surveys (25%) were completed and returned. Further broken down, of the
30 Spanish surveys mailed, 9 surveys (30%) were returned unopened and non-deliverable,
and 8 surveys (26%) were completed and returned.

Demographically, for those surveys completed, males completed 65% (81) and females
completed 31% (39). Four-percent (5) did not indicate a gender preference on the survey.
The following is an age breakdown of respondents:
Respondents by Age
N = 125
Age Range
24-30
31-40
41-50
51-60
61-70
70+
Unknown

Percentage of Total
14.1%
37.6%
26.4%
13.6%
2.4%
0.8%
4.8%

Responses
18
47
33
17
3
1
6

Geographically, responses were received from at least 25 Nebraska counties as well as one
county in Wyoming and two counties in Iowa. Of the responses received, 42.4% (53) of clients
resided in Douglas County and 10.4% (13) resided in Lancaster County. Both Douglas and
Lancaster Counties include the major population centers (Omaha/Lincoln) of Nebraska. The
following is a breakdown of counties from which responses were received.
Respondents by County
N = 125
County
Adams
Antelope
Buffalo
Butte
Cass
Cedar
Cherry
Dakota
Dawson
Dodge

Responses
1
1
2
1
2
2
1
1
3
2

County
Responses
Douglas
53
Gosper
1
Hall
6
Harlan
1
Kimball
1
Lancaster
13
Lincoln
2
Madison
3
Platte
2
Saline
1

County Responses
Sarpy
1
Scotts Bluff
4
Sioux
1
Thayer
1
Wayne
1
Goshen (WY)
Pottawatamie (IA)
USA
Unknown

1
2
9
6

It is important to note that not all clients answered every question, meaning response rates for
any one question may not equal the total number (N=125) of responses received. The
following is a summary of the data collected.
Medical Care
The questions about medical care centered on proximity to HIV related medical care, the
extent clients felt their medical condition and treatment plans were explained to them, client
inclusion in decisions about treatment and care, and the extent at which clients felt they were
receiving quality care and treatment.


The majority of clients either agreed (66%) or somewhat agreed (21%) that HIV related
medical services were near by and accessible without any trouble. The percentage of
clients who disagreed was 13%.



The majority of clients surveyed (84%) felt their medical condition and treatment plans were
explained and understood, with a smaller number of clients (14%) only somewhat agreeing
with this statement. The percentage of clients who disagreed with this statement was 2%.



In terms of the extent which clients felt they were included in treatment and care decisions,
the majority of clients (82%) agreed that they were included in decisions, with a smaller
percentage of clients (10%) who somewhat agreed with this statement. The percentage of
clients who disagreed with this statement was 2%.



Finally, a large majority of clients (82%) felt they are getting quality care and treatment, with
a smaller percentage of clients (15%) somewhat agreeing. The percentage of clients who
disagreed with this statement was 2%.

Dental Care
Questions regarding dental care involved access to dental providers, ability to get a dental
appointment, and the extent that dental needs were explained and understood.


Regarding access to dental providers, the majority of clients responding (52%) agreed that
dental services were near their home and/or that they could get to them without any
trouble. A smaller percentage (13%) somewhat agreed. The percentage of clients who
disagreed with this statement was 14%. There were a significant number of clients (21%)
who indicated that they did not use dental services or the question did not apply to them.



The majority of clients reporting (48%) indicated they were able to get a dental appointment
without any trouble, with a smaller number of clients (15%) somewhat agreeing to this
statement. The percentage of clients disagreeing with this statement was 12.5%. A
significant number of clients (29%) indicated that they did not use dental services or the
question did not apply to them.

Dental Care (continued)


For the question regarding the extent that dental needs and care were explained by
providers and understood by clients, the majority of clients (58%) indicated that they agreed
with this statement. A smaller percentage of clients (10%) somewhat agreed. The
percentage of clients disagreeing with this statement was 8%. The percentage of clients
who indicated they did not use dental services or the question did not apply to them was
23%.

Nutrition
Questions regarding nutrition centered on the extent that nutritional needs were explained and
nutritional services offered, when clients needed help or had questions, and was access to a
nutritionist by phone or in a clients home town easy to obtain.


The majority of clients responding (50%) agreed that nutritional needs were explained and
offered as needed. A smaller percentage (23%) somewhat agreed with this statement.
The percentage of clients disagreeing with this statement was 10%. The percentage of
clients indicating that they did not use nutritional services or the question did not apply to
them was 18%.



For the question regarding the extent that a nutritionist was easily accessible either in their
home town or by phone, the majority of clients responding (44%) agreed that a nutritionist
was easily accessed, with a smaller percentage (16%) of clients somewhat agreeing with
this statement. The percentage of clients who disagreed was 14%. The percentage of
clients indicating that they did not use nutritional services or the question did not apply to
them was 27%.

Mental Health
Questions regarding mental health revolved around access to information about mental health
services, access to mental health services, access to substance abuse treatment, and access
to emergency services for mental health/substance abuse issues.


The majority of clients responding (46%) agreed that they were provided information about
mental health services, or if they asked about services their provider talked about these
services as part of the client’s care plan. A smaller percentage of clients (11%) somewhat
agreed with this statement. The percentage of clients who disagreed was 13%. The
percentage of clients who indicated that they did not use these services or the question did
not apply to them was 30%.

Mental Health (continued)


The majority of clients responding (43%) agreed that they were able to get mental health
services without any trouble in their area. A smaller percentage of clients (10%) somewhat
agreed with this statement. The percentage of clients who disagreed with this statement
was 9%. The percentage of clients who indicated that they did not use these services or
the question did not apply to them was 38%.



Regarding trouble free access to substance abuse treatment in the area in which a client
lives, the majority of clients responding (75%) indicated that they did not use substance
abuse services or these services did not apply to them. For clients who did access
services, 13% of clients agreed that access was trouble free, with 5% of respondents
somewhat agreeing to this statement. The percentage of clients who disagreed with this
statement was 7%.



If clients had a mental health/substance abuse emergency did clients know who and how to
contact someone in their area? The majority of clients responding (67%) agreed to
knowing who and how to call someone in their area, with a smaller number of clients (15%)
somewhat agreeing. The percentage of clients who disagreed with this statement was 7%,
while the percentage of clients who answered that they did not use or the question did not
apply to them was 11%.

Medications
Questions involving medications revolved around the extent that medication information was
explained, the importance of taking medication, resource people available for questions or
concerns about medications, filling of medication prescriptions, and the extent to which a
client’s different health care providers knew of each other and coordinated medication.


When a client is given a new medication the question was asked if they agreed that their
provider or nurse explained what the medicine was for, side effects, and how to take the
medicine. The majority of clients responding (78%) agreed that this information is
presented to them, with a smaller number of clients (9%) somewhat agreeing to this
statement. A small percentage of clients (3%) disagreed and 10% of clients responding did
not use this assistance or the question did not apply to them.



Clients were asked about the importance of taking medicines the correct way, the extent that it was explained to them,
and their understanding of the importance of following directions. The majority of clients responding (82%) agreed that
this information was explained to them, with a smaller percentage of clients (10%) indicating that they somewhat agreed
that this was happening. Less than 1% of clients (1) indicated that they disagreed with this statement. The percentage of
clients who indicated they did not use this



Medications (continued)



Were clients given a name and phone number of someone to call if they had questions or
concerns about their medications? The majority of clients responding (76%) agreed that
this information was provided to them, with a small percentage of clients (6%) somewhat
agreeing to this statement. Less than 1% of clients (1) disagreed that they were given
contact information. The percentage of clients who indicated they did not use or the
question did not apply was 7%.



The majority of clients responding (86%) indicated they had a way to get their medications
filled/refilled, with a small percentage of clients (4%) indicating they somewhat agreed with
this statement. Equal percentages of clients (5%) disagreed with this statement, or
indicated they did not use this assistance or the question did not apply to them.



For clients who received medications from several different providers for different medical
problems, the statement was made that these providers know about each other and
coordinate medications. The majority of clients (60%) agreed with this statement, while a
small number of clients (4%) somewhat agreed with this statement. The percentage of
clients who disagreed with this statement was 6%, with 28% of respondents indicating they
did not use different providers or the question did not apply to them.

Other/Special Assistance
Clients were asked about other special needs (translation services, physical/handicap needs,
unable to read, etc.) and the extent that these needs were addressed properly and politely by
appropriate professionals.


Of those respondents to this question (N=123), 60% indicated that they did not use these
services or the question did not apply to them, and 24% indicated that they agreed that if
they had special needs they felt their needs were/would be addressed in a proper and
polite way. Finally, 9% of those responding somewhat agreed with this statement, with 7%
of respondents disagreeing.



A question was asked regarding translation/interpretation services and the extent that the
translator/interpreter was comfortable to be around. Of those respondents who answered
this question (N=122), the majority (74%) indicated they did not use translation or
interpretation services, or the question did not apply to them and 18% indicated they
agreed that the translator/interpreter was comfortable to be around and acted
professionally. Finally, 5% of respondents somewhat agreed with this statement, with 2%
of respondents disagreeing with this statement.

Case Management Services
Questions regarding case management services revolved around the services clients received
in the past 12 months, the length of time it takes for case managers to return calls, and case
manager knowledge about HIV issues and client situations. Clients were also asked about
what services were most important to them, and the length of travel to access different
services. Finally, clients were asked to share any comments or concerns they may have about
medical care, services received, or staff they work with.


Clients were asked to mark all the services that they had received through a case manager
during the past 12 months. The services clients could choose from were utilities,
insurance, housing, food, transportation, none, or indicate other services which were not
listed. The following is a breakdown of the service provided and the number of
respondents reporting they had utilized the service in the past year:

Service Category
Utilities
Insurance
Transportation
Housing
Food
No Services

# of Clients Utilizing Service
32
19
24
28
27
49



Of those clients who answered other, 13 clients responded: 2 reporting “gas,”
4 respondents reported “Dental,” and 7 respondents reported “Co-Pay medications.” It is
important to note that clients were asked to choose all of the services they may have
utilized, therefore there will be duplication of numbers in instances where clients utilize
more than one service.



Regarding case management services, clients were asked when attempting to contact their
case manager, how long it takes for their case manager to return their call. Of those clients
responding (N=123), 42% indicated that calls were returned with in ½ day, with 26%
reporting calls returned within one day. Further, 5% of respondents indicated calls were
returned within one week. Finally, 9% of respondents indicated “other”, with 17% indicating
they did not use a case manager.



Clients were asked to assess the knowledge of their case manager regarding HIV issues
and the client’s personal situation. Of those clients responding (N=120), 64% agreed and
12% somewhat agreed that their case manager knew a lot about HIV issues and their
personal situation. Further, 8% of respondents disagreed that their case manager was
knowledgeable about HIV and the client’s situation, with 17% reporting that they did not use
case management or the question did not apply.

Case Management Services (continued)
Of those services available, clients were asked to select from the list of services the top five
services they felt were most important to them. They were then asked to rank them from one
to five based on the importance they placed on those services currently provided (1 being the
most important). The following is a ranking based on the number of clients who ranked the
service as the top priority:
1.
2.
3.
4.
5.
6.
7.

Way to get HIV medicine
Way to get medical/health care
Help with medical co-pays
Way to get housing
Way to get dental care
Transportation to medical services
Help with utilities and insurance premiums (tie)

The structure of this question makes it difficult to assess the extent individuals view as their
priorities when assessed as a group. There were two ways of interpreting this question. First,
the aforementioned ranking by the number of individuals who ranked a service category as
number one, and the following, which is a ranking based on the number of individuals who
ranked services as #1, #2, #3 and so forth:
1. Way to get HIV medicine
2. Way to get medical/health care
3. Way to get dental care
4. Help with medical co-pays
5. Transportation to medical services
The second interpretation only allows for the top five choices. It also does not take into
consideration that services may be ranked the highest in more than one ranking, meaning
“Way to get medical/health care” may be ranked both second and third, however, the higher
ranking is chosen allowing for the second highest ranking (dental care) being selected as #3.
Clients were able to select an “other” category and write in any services which were not
available for selection. While some of the written comments were actually provided in the
rankings, these are some of the comments written in by clients:
•
•
•
•
•
•
•
•

Help to get a job
Help with food
Keeping house clean
Voucher for medical appointments is great
Personal support of others in same situation
Confidentiality
Rent
ll services are important for me to see – Thanks!

Clients who must travel to obtain services were asked how far they travel (one way) to a
number of services. On the following page is a breakdown per service category indicating the
number of miles clients travel to services and the percentage of clients based on the number of
responses (N) received.

Miles Traveled for Services
Medical Care (N=113)
<10 miles
56%
10-20 miles 12%
21-45 miles 10%

46- 75 miles
76-100 miles
101-150 miles

6%
5%
4%

151-200 miles 4%
201-300 miles 2%
300+ miles
<1%

Dental Care (N=84)
<10 miles
70%
10-20 miles 13%
21-45 miles
6%

46-75 miles
76-100 miles
101-150 miles

4%
6%
1%

151-200 miles N.R.
201-300 miles N.R.
300+ miles
N.R.

Case Manager (N=92)
<10 miles
58%
10-20 miles 11%
21-45 miles 18%

46-75 miles
76-100 miles
101-150 miles

8%
3%
1%

151-200 miles N.R
201-300 miles N.R.
300+ miles
N.R.

Drug/Alcohol Treatment (N=12)
<10 miles
58%
10-20 miles 25%
21-45 miles 17%

46-75 miles
76-100 miles
101-150 miles

N.R.
N.R.
N.R.

151-200 miles N.R.
201-300 miles N.R.
300+ miles
N.R.

Food Bank (N=32)
<10 miles
59%
10-20 miles 13%
21-45 miles 22%

46-75 miles
76-100 miles
101-150 miles

17%
N.R.
N.R.

151-200 miles N.R.
201-300 miles N.R.
300+ miles
N.R.

Support Group (N=54)
<10 miles
57%
10-20 miles
4%
21-45 miles 31%

46-75 miles
4%
76-100 miles
4%
101-150 miles N.R.

151-200 miles N.R.
201-300 miles N.R.
300+ miles
N.R.

Mental Health (N=41)
<10 miles
61%
10-20 miles 15%
21-45 miles 12%

46-75 miles
76-100 miles
101-150 miles

7%
2%
2%

151-200 miles N.R.
201-300 miles N.R.
300+ miles
N.R.

Other Social Services (N=17)
<10 miles
35%
10-20 miles 41%
21-45 miles 18%

46-75 miles
76-100 miles
101-150 miles

6%
N.R.
N.R.

151-200 miles N.R.
201-300 miles N.R.
300+ miles
N.R.

Other-List Services (N=1)
35 Miles to Chiropractor

The final portion of the Client Satisfaction Survey asked clients to rate, on a 1 to 3 scale
(1=Always, 2=Sometimes, and 3=Never), how clients viewed their experiences interacting with
their primary care doctor, staff nurse, physician’s assistant, office staff receptionist, lab staff,
pharmacy staff, case manager, dentist, and mental health provider. Due to the complexity of
the matrix utilized for analysis, it is difficult to summarize findings in the aggregate for each
category.


Generally, clients responded strongly in a favorable manner regarding their treatment and
interactions with service providers.

Finally, clients were given the opportunity, in two separate questions, to share any additional
comments/concerns they may have about their medical care, services they receive, or staff
who work with them.
Summary
The 2001 Nebraska Ryan White “All Titles” Survey presented clients with the opportunity to
provide feedback on their perception of satisfaction with services offered by Ryan White Titled
entities and funded agencies in the State. One hundred twenty five clients chose to utilize this
opportunity.
Generally, clients responded favorably to those services provided by Title II, Title III, and the
AIDS Drug Assistance Program. Some issues brought out by consumer comments revolve
around access to care and support services as well as access to information and knowledge
about the services available through Ryan White. Some issues may be improved through
communication about services through case management, however some services, such as
access to medical care in remote areas, may only be partly resolved due to the cost of
providing access to services to limited numbers of clients in these areas.
Finally, the next consumer satisfaction survey was conducted in CY 2003 and focused on
issues of concern brought out through this survey. The construction of the survey tool should
be refined to allow for easier tabulation of results through automated means.

HOUSING SURVEY OF HIV POSITIVE PERSONS
The Nebraska Health and Human Services HIV Prevention / Ryan White Program completed a
housing survey in early 2002. A total of 360 surveys were distributed to HIV positive persons
through the Nebraska AIDS Project (NAP), the Ryan White Title III clinic at UNMC, and the
Charles Drew Health Center. Of the 215 surveys that were returned, almost all respondents
cited housing problems at some point during their infection. It was disturbing to find that 39%,
or 84 persons, report having been homeless at some time since their positive diagnosis. In
addition, 67% reported that within the last 12 months some type of housing assistance,
problem, or need existed. Urban or rural residency had no impact on this report.
The tables below indicate the numbers of responses to the question “During the last 12
months, have you resided in or experienced any of the following situations”:
Needed assistance with heat or utilities
Needed assistance to prevent homelessness
Moved in with friends or relatives
Let other move in to help with expenses
Sold car / belongings to pay expenses
Lived in transitional housing
Hospitalized with HIV / AIDS related illness
More than one night in car or on street
Harassed by neighbors - moved

Faced eviction
Heat / utilities cut off
Moved; couldn’t pay rent
In emergency shelter
In psychiatric facility

33
30
21
9
13

70
59
50
41
39
4
32
11
15

Phone service cut off
Experienced abuse
In jail or prison
In substance abuse facility

47
15
12
7

¾ Focus groups of NAP case managers, held in January 2002, revealed 90% of their cases
could have benefited from some type of housing and utility assistance. The 2001 PLWA
Survey, completed by the Ryan White Title II program, documented 40% of the 42
responding needed specific housing services. Both groups further reported it could take
from four months to several years to qualify for disability coverage leaving many consumers
in abject poverty. Housing authority surveys confirm it takes from two months to 18
months, in some areas, to acquire Section 8 or public housing in the urban areas and from
4 weeks to one year in the rural areas. Both professionals and consumers report it is
difficult to acquire and maintain stable housing due to the following documented barriers:
lack of low income housing stock, high utility costs, transportation issues, budgeting by
consumers, poor choices by consumers, mental health issues, and barriers to access to
services due to limitations of case management staffing patterns. The PLWA Housing
survey revealed that only 53% actually had a functioning car. This is not surprising given
the income levels reported: 67% below $1000 per month, 28% below $500 per month, and
44% with SSDI or SSI as their only income source. This has multiple impacts on the 33%
of respondents reported living and/or supporting family units.

Data compiled statewide by NAP case managers based on their case load as of April 2002
(541 clients) revealed the following:
 clients homeless or near homeless – 35%
 clients referred to homeless shelters or transitional housing – 21%
 clients needing rental assistance to maintain housing – 38%
 clients needing utility assistance – 34%
 clients needing transportation – 32%
 client had a mental health diagnosis – 31%
 average client income per month – $662.
The data collected paint the beginning of a clear, but not comprehensive, picture of needs:
 Housing options across the state are desperately needed with a combination of short
and long-term options. Long-term may be a better option for the more rural areas.
National documented data estimates set the preliminary numbers at 15% or 86
PLWA/HIV and 25% or 131 PLWA/HIV, for a total of 217 needing assistance in a 12month period. Preliminary data shows these estimates to be low.
 Transportation and access to mental health services are limited due to the huge
expanse of the rural areas.
 Housing resources are limited, and to some extent, “hidden” from consumers.
 PLWA/HIV need information, stability, and the ability to make good choices in their
personal and living situations to ensure consistent health care across time.
 A complete assessment involving a broad spectrum of stakeholders with an outcome of
a long-term housing plan is needed to ensure all providers are on the same page.

NEBRASKA HIV/AIDS HOUSING PLAN
In 2003, AIDS Housing of Washington completed a Nebraska HIV/AIDS Housing Plan for the
Nebraska Department of Health and Human Services. The Nebraska HIV/AIDS Housing Plan
is the culmination of a nine-month planning process that brought together a wide range of
community stakeholders to consider and plan for the housing needs of Nebraskans living with
HIV/AIDS and their families. Housing and services providers, people living with HIV/AIDS, and
others statewide participated in the needs assessment process and provided input and
feedback on the Nebraska HIV/AIDS Housing Plan.
Given the dynamic nature of HIV disease and other factors that affect HIV/AIDS housing
planning, it is essential to regularly reassess the needs of people living with HIV/AIDS and the
most appropriate strategies to meet those needs. It is intended that the plan be built upon,
revised, and expanded as current objectives and new gaps and needs emerge.
Community Participation in the Needs Assessment Process
The Nebraska Department of Health and Human Services convened the needs assessment
and planning process and invited a broad range of community stakeholders to participate. A
Steering Committee was formed in February 2003 to oversee and guide the needs
assessment and planning process. The committee was comprised of people living with
HIV/AIDS and representatives from community-based organizations that provide housing and
services to people with low incomes and/or special needs.
In addition to participating in Steering Committee meetings, people living with HIV/AIDS
participated in the needs assessment process through a housing survey and consumer focus
groups. In 2002, a total of 215 people living with HIV/AIDS completed a housing survey that
posed questions about individuals' housing histories, needs, and preferences. People living
with HIV/AIDS from around the state participated in focus groups, which allowed participants to
discuss their housing situations, needs, and preferences in more detail than the survey had
allowed.
Interviews were held with key stakeholders from throughout the state, including case
managers, housing and services providers, housing developers, government representatives,
clinical social workers, medical providers, and other concerned community members, including
members of the Steering Committee. These stakeholders were identified as those most
knowledgeable, as well as able to provide leadership on related issues in the future.

The Context of HIV/AIDS Housing in Nebraska
As medical advances are helping people with HIV/AIDS live longer lives, there are now more
people living with HIV/AIDS - who are particularly in need of related assistance - than ever
before.
At the end of 2002, a total of 1,112 Nebraskans were living with HIV/AIDS, including 557
people living with AIDS and another 555 people living with HIV who had not been diagnosed
with AIDS. People of color are disproportionately impacted by HIV/AIDS in Nebraska,
particularly African Americans. Compared to just six percent (6%) of the state's population,
almost one-quarter (24%) of those living with HIV/AIDS are African Americans. Increasingly,
younger people are affected by HIV/AIDS. While less than one-quarter of those living with
AIDS are under 30 years old, 40% of those living with HIV are in this age group.
People living with HIV/AIDS in Nebraska experience many of the same challenges as other
Nebraskans, especially those with low incomes. These difficulties include finding affordable,
good quality housing, overcoming geographic barriers to access medical care, services, and
employment, and limited employment opportunities in many areas.
Many people have difficulty paying housing costs. More than a quarter of those who
responded to the housing survey had incomes less than $500 per month, which is below
poverty level. Slightly more than one-third of respondents were "severely housing cost
burdened," paying more than half of their income for housing, while just 12% had regular
assistance paying their housing costs. In addition, 15% had faced eviction in the past year and
39% had been homeless since testing positive for HIV.
Across Nebraska, many people living with HIV/AIDS continue to hide their health status in fear
of the negative impact disclosure may have on their families, employment, health insurance,
housing, and physical safety. This affects the willingness of people living with HIV/AIDS to
reach out for support and assistance, especially people living in smaller communities, rural
settings, and culturally based communities.
There are two major federal programs dedicated to serving the needs of people living with
HIV/AIDS that can be used for housing. The Housing Opportunities for Persons with AIDS
(HOPWA) program administered by the U.S. Department of Housing and Urban Development
(HUD) is the primary source of funding dedicated to meeting the housing needs of people
living with HIV/AIDS. Nebraska is not eligible to receive a formula allocation of HOPWA funds
because less than 1,500 cumulative cases of AIDS have been reported statewide. However,
in June 2003, the Nebraska Department of Health and Human Services partnered with the
Nebraska AIDS Project and other community stakeholders to submit an application for
HOPWA Competitive Funds, which proposed a range of housing initiatives. In February 2004,
the Nebraska Department of Health and Human Services was awarded $1,357,192 for the
Health Empowerment Acquired Regionally Through Housing (HEARTH) project. The
HEARTH project will serve clients statewide by providing direct housing assistance,
comprehensive case management, mental health services, transportation, and housing
information services. This is the first time Nebraska has received this Housing Opportunities
for Persons with AIDS (HOPWA) grant.

Nebraska receives funding dedicated to serving people living with HIV/AIDS from the U.S.
Department of Health and Human Resources and Services Administration's (HRSA) Ryan
White CARE Act. Although these funds allow for the provision of many valuable services, they
alone cannot and should not be the sole source of support for people living with HIV/AIDS.
Data compiled by the Steering Committee on critical issues in housing people with HIV/AIDS
revealed the following:
1) Stigma and discrimination seriously impact access to housing
• the fear of being stigmatized affects individuals' willingness to access needed
services
• there is a lack of understanding on the part of some service providers of the need
for and importance of confidentiality related to HIV and the impact that fear of
disclosure has on the willingness of people living with HIV/AIDS to access
services for which they may be eligible
• fear of HIV/AIDS on the part of service providers and community members
impacts the ability of people living with the disease to access jobs, housing, and
services
• the lack of community education about HIV/AIDS impacts the acceptance of
people living with the disease
• gay, lesbian, bisexual, and transgender Nebraskans experience stigma and
discrimination based on their sexual orientation, regardless of their HIV status
2) Lack of appropriate affordable housing options
• there is a lack of affordable, safe, decent, and appropriate housing that limits
access to the full continuum of housing options for people living with HIV/AIDS
• there is limited funding available to support the creation and maintenance of
needed programs
• housing providers and HIV/AIDS service providers need to increase collaboration
• people living with HIV/AIDS and service providers need more information about
and awareness of available housing options
3) Access to and availability of all necessary support services
• the housing and related service needs of people living with HIV/AIDS have
changed and expanded as people are living with the disease
• it is challenging to meet the needs of an increasingly diverse population of people
living with HIV/AIDS
• not all clients understand the role of case managers and that through accessing
case management support their needs are more likely to be anticipated and met
to avoid crisis
• linkages between housing and all necessary support services are lacking for
many people living with HIV/AIDS, including both those in need of housing and
those who are housed
• there is a lack of transportation options for people in both urban and rural areas
of the state
• a lack of medical, dental, and case management services to adequately address
the global needs of persons living with HIV/AIDS was identified

4) Financial issues for people living with HIV/AIDS
• due to the physical challenges faced by people living with HIV/AIDS and the
inability of many to maintain employment, poverty is a significant barrier to
obtaining and maintaining adequate housing and accessing needed services and
information
• some people living with HIV/AIDS have high medical expenses, which impacts
their financial situation and credit rating and subsequently limits their access to
certain housing options
• people living with HIV/AIDS and service providers need more information about
and awareness of training and employment opportunities available to disabled
persons
Strategies were developed to address the critical issues described above. They are as
follows:
Stigma and Discrimination Seriously Impact Access to Housing
 Educate community stakeholders about HIV disease and the impact of HIV/AIDS in
Nebraska in order to increase awareness and acceptance of people living with HIV/AIDS
and to dispel myths about HIV/AIDS and Nebraskans who live with the disease.
 Increase housing stability and access to housing resources for people living with HIV/AIDS
by educating them about fair housing laws and standard operating procedures of housing
authorities as they relate to confidentiality and the disclosure of disability status. Explore
and develop strategies to ensure people living with HIV/AIDS have the information they
need about their housing rights in order to avoid experiences of discrimination in housing.
Lack of Appropriate Affordable Housing Options
 Increase affordable housing units accessible to people living with HIV/AIDS.
 Increase opportunities for emergency housing solutions generally and improve access to
assistance for persons living with HIV/AIDS.
 Increase housing stability and access to housing resources for people living with HIV/AIDS
through education.
 Develop a comprehensive listing of HIV/AIDS services available in Nebraska, including
eligibility criteria and contact information. Increase awareness of programs and guidelines
by widely distributing this listing to housing and service providers throughout the state.
Make the material available in forms and locations such that people could access relevant
information without disclosing their HIV status.
Access to and Availability of All Necessary Support Services
 Educate people living with HIV/AIDS about the services available through the HIV/AIDS
service system and the other services systems in the state.
 Advocate for additional case management services for people living with HIV/AIDS in order
to increase the support available to each client through this system.
 Explore opportunities to develop a comprehensive peer-to-peer mentoring program to
assist people living with HIV/AIDS to access housing and services and to provide peer
support to those living with the disease.
 Increase resources available to people living with HIV/AIDS who have mental health and/or
substance use issues by maintaining and enhancing linkages between AIDS service
providers and mental health and substance use treatment providers.






Increase access to appropriate services for people who are monolingual (in a language
other than English) by ensuring the availability of translated materials and access to
translators. Increase volunteerism among people who are bilingual. Maintain and enhance
linkages between AIDS service providers and agencies currently serving monolingual
populations.
Develop additional transportation options in order to increase access to medical and
support services for people living with HIV/AIDS.
Increase the availability of support services to people living in rural areas of the state.

Financial Issues for People Living with HIV/AIDS
 Enhance economic opportunities for persons living with HIV/AIDS to support housing
stability. Develop and enhance linkages between AIDS service providers and employment
and job training programs in Nebraska, including Vocational Rehabilitation, Workforce
Development, and the Ticket-to-Work program.
The implementation of effective initiatives and programs relies on increased community
knowledge, successful partnerships, and continued assessment and planning. The
stakeholders involved in this process have an ongoing commitment to addressing all the
identified needs through further action planning, increased collaboration and partnerships, and
securing new sources of funding to support programs.
STATEWIDE COORDINATED STATEMENT OF NEED (SCSN)
The purpose for the development of a Statewide Coordinated Statement of Need in Nebraska
is twofold:
1. To increase the effectiveness in serving persons with HIV disease in Nebraska through
the three Ryan White funded entities in the state by identifying common unmet needs
and barriers to receiving services.
2. To increase and improve coordination of services provided to persons and their families
living with HIV disease. The process for accomplishing this purpose is based on current
HIV and AIDS epidemiological information, information collected from consumers, and
data compiled from services provided by Ryan White Funded entities in the State.
The Statewide Coordinated Statement of Need, completed in 2001, identified gaps and
barriers, whether real or perceived, to service delivery for persons living with HIV and AIDS
(PLWH/A). The following are the gaps and barriers identified and listed in order of priority.
Geographic Distance to Providers
¾ For individuals living in rural areas, access to health care and support services can involve
several hours of travel. HIV medical specialists are predominantly in the eastern part of the
state.

Affordable Health Care
¾ Chronically ill individuals often lack sufficient employment to maintain health insurance. For
the unemployed, options are limited to Medicaid / Medicare, COBRA, or Ryan White funded
services. Ryan White does not cover in-patient care.
Lack of Health Care Providers
¾ Especially in rural parts of the state, there is a lack of primary care providers, dentists, and
mental health professionals willing to treat HIV positive individuals.
Lack of Mental Health/Substance Abuse Services
¾ Insufficient services available, especially in rural areas.
Lack of Affordable Housing
¾ Low-income housing is scarce in rural areas. Lack of resources and programs for qualified
individuals to access housing in smaller municipalities. Fear of disclosure of HIV status to
landlords or neighbors.
Confidentiality
¾ Both clients and case management providers acknowledge that confidentiality of a client’s
request involves disclosure of status. This is especially evident in small towns where
communities are close knit and residents know each other. Confidentiality concerns are
also expressed in a client’s decision to access health care outside of his/her community for
fear of disclosure of status.
Lack of Transportation
¾ Public transportation services are limited in both urban and rural areas.
Access to Medications
¾ Clients taking medications are limited to formulary restrictions when accessing ADAP,
which may not be adequate for client’s particular medical condition. Clients covered by
Medicaid or private insurance are faced with co-pays.
Lack of Income/Back to Work Issues
¾ Clients who are chronically ill lack financial resources to maintain self-sufficiency and often
have to depend on family, friends, human services, and government for assistance. There
is also a lack of educational and job-training opportunities for individuals who want to reenter the work force.

Lack of Accessible Case Management Services
¾ Clients often must travel to access case management, especially in rural areas of the state.
Lack of Knowledge Regarding the Availability of Ryan White Services
¾ There is a lack of information available to clients about case management and Ryan White
services.
The future focus of Statewide coordination on the basis of identified gaps and barriers
in care and services to individuals infected with HIV disease are represented in broad
statewide goals.
Increased Access to Care
¾ Increase the number of service providers with emphasis on rural settings where the need is
greatest. With Nebraska being a predominately rural State with a low population base
there will always be a “distance” factor between clients and services. Increasing
transportation availability and options to clients will also improve access to care.
Affordable Healthcare
¾ Provide access to affordable healthcare consistent with current treatment guidelines
through coordination of healthcare services between Titles as well as providing assistance
to clients in maintaining health insurance as well as providing assistance to clients who
qualify for services through Medicaid or Medicare.
Affordable, Safe Housing
¾ Improve access to affordable, safe housing through coordination and referrals for qualified
clients to state and local housing authorities. Pursue funding through “Housing
Opportunities for People With AIDS” (HOPWA) to provide additional funding and case
management for housing issues.
Access to Medications
¾ Increase access to a broad range of medications to treat HIV and related illnesses.
Coordinate funding between Titles to maximize the variety and amount of medications
available to clients. Guarantee access to medications for current clients through utilization
of additional funding streams to include State funding and ADAP supplemental funding.
Access to Case Management
¾ Continue to jointly fund case management services increasing access where appropriate
with available funding. Provide information to case managers regarding the variety and
availability of services for eligible clients. Provide training where necessary to case
managers regarding new information, processes or procedures.

Evaluation and Quality Management
¾ Improve evaluation efforts through joint planning and evaluation where appropriate (i.e.
needs assessments, satisfaction surveys). Utilize joint data collection where appropriate
and share data between entities. Implement case management standards as a basis for
evaluation of case manager performance and to identify emerging issues in case
management. Utilize case management software for data collection and sharing of data
between Titles (with appropriate releases in place).
In addition to those gaps and barriers identified previously, emerging issues, which are or will
impact Ryan White funded entities in the future, are identified.
Continued Funding for CARE Act Supported Services
¾ As noted in FY 2001 appropriations, especially in the area of ADAP, Federal funding is not
keeping pace with the increase in new ADAP clients. In addition, the cost of HIV
therapeutics continues to be high.
Increase in Minority Participation in Ryan White Funded Programs
¾ The increase of minorities in need of services, to include Hispanic and African
immigrants/refugees, Native Americans and migrant workers. Support services which are
culturally sensitive and language appropriate are needed. Additionally, services available
to citizens and legal immigrants may not be available to individuals who are undocumented,
presenting additional issues concerning healthcare, housing, and other forms of
governmental assistance.
Funding for Hepatitis C Medications
¾ Increasing numbers of HIV/HCV co-infection and the development of treatment regimens
for HCV put pressure on ADAPs to cover these medications which are more expensive
than current HIV treatment regimens. Alternate funding sources are needed to assist this
emerging population for treatment and medications, which are limited through Ryan White
funded entities.
Rural versus Urban Issues
¾ The issues specific to clients living in rural versus urban areas of the state need to be
identified. Frequently, the financial cost to support a client in a rural area is more than that
of a client living in an urban area. Increasing numbers of rural clients require the
identification of area specific issues, increased funding and services located locally, or at a
minimum regionally.

SUPPLEMENTAL DATA
CARE SERVICES DATA
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SEXUALLY TRANSMITTED DISEASE (STD) DATA
YOUTH RISK BEHAVIOR SURVEILLANCE (YRBS) DATA
BEHAVIORAL RISK FACTOR SURVEY SYSTEM (BRFSS)
DATA
HEALTH STATUS OF RURAL AND ETHNIC MINORITIES
IN NEBRASKA
ELIMINATING RACIAL AND ETHNIC DISPARITIES
IN THE STD PROGRAM
STD SCREENING FOR FEMALES RECEIVING PREGNANCY
TESTS IN REPRODUCTIVE HEALTH FACILITIES
INDIRECT INDICATORS OF RISK FOR
HIV/AIDS INFECTION IN NEBRASKA

SUPPLEMENTAL DATA
During 1999 - 2003, several supplemental data assessments were completed, including CARE
Services, Hepatitis, STDs, YRBS, BFRSS, and Minority Health.
CARE SERVICES DATA
In FY 2003 (April 1, 2003-March 31, 2004), the Ryan White Title II Program provided case
management and direct emergency assistance (housing, utilities, transportation, health
insurance, and food assistance) to 424 unduplicated clients1. Males represented 72% and
females represented 28% of clients served. 57% of clients served were white, 26% were
black, and 17% identifying as Hispanic or other. The majority of clients served (66%) were
between 25-44 years of age. Clients over 45 years of age represented 29%, with clients 20-24
representing 4% of clients served.
In FY 2003, $137,696 in Title II funding provided direct emergency assistance to 261 clients.
The majority of funding (69%) provided housing assistance to clients. The remainder of
funding was utilized for utility assistance (21%), transportation (5%), food (1%), and insurance
premium payment assistance (1%)2.
The following chart shows the three-year trend in direct emergency assistance:
D E A E x p e n d itu r e s
FY 2003
FY 2002
FY 2001
$ 1 3 5 ,0 0 0

$ 1 3 6 ,0 0 0

$ 1 3 7 ,0 0 0

$ 1 3 8 ,0 0 0

$ 1 3 9 ,0 0 0

$ 1 4 0 ,0 0 0

Funding for Direct Emergency assistance has been relatively flat during the past three years.
The following chart shows the number of clients receiving direct emergency assistance during
this same period.

1
2

Total includes all clients receiving at least one case management visit. Direct Emergency Assistance was provided to a portion of total clients reported.
3% of direct emergency assistance was utilized for administrative fees for check writing services and transportation assistance.
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In FY 2003 (April 1, 2003-March 31, 2004), the Ryan White Title II Program also provided
funding for the AIDS Drug Assistance Program (ADAP). This program component provides
formulary medications for the treatment of HIV disease and related opportunistic infections to
qualified clients who have no other access to medications. In FY 2003 a formulary of 101
medications was available to 351 unduplicated clients.
According to the CARE Act Data Report covering calendar year 2003, 78% of clients were
male and 22% female. The majority of clients (74%) were white, 24% black, and 2%
identifying as Asian, Pacific Islander, or American Indian. 20% of clients served identified their
ethnicity as Hispanic or Latino3.
The following charts demonstrate the three-year trend (FY 2001-2003) in ADAP expenditures
and clients served:
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Ethnicity is considered a subset of race for CARE Act Data Reporting; meaning clients identifying as Hispanic or Latino also identify a racial category.

Between FY 2001 and FY 2003 expenditures for ADAP increased 15% from $1,158,625 in FY
2001 to $1,363,248 in FY 3003. In the same period unduplicated ADAP clients increased
almost 20% from 282 clients in FY 2001 to 351 clients served in FY 2003.

HEPATITIS DATA
In March 2004, the Nebraska Hepatitis C Virus (HCV) Prevention Plan was created by
constituents from across Nebraska, representing the professional disciplines involved in the
prevention of Hepatitis C within Nebraska. The purpose of the plan is to outline a
comprehensive and systemic approach that will aid in the prevention of the spread of the
Hepatitis C virus in Nebraska and to limit the progression and complications of Hepatitis C
related chronic liver diseases within Nebraska.
Background
The Hepatitis C virus (HCV) is the most common chronic blood borne infection in the United
States. The Center for Disease Control and Prevention (CDC) estimates one out of every fifty
Americans have been infected with the Hepatitis C virus, 75% of whom have no idea they are
infected with the virus and capable of transmitting it to others. These figures are a
conservative low as the CDC estimates do not take into account the homeless population or
those incarcerated; both of these population groups have a higher percent infection rate than
the general public. Any person infected with the Hepatitis C virus can transmit the virus to
others at any time during the disease process, and there is no vaccine for the prevention of the
Hepatitis C virus. The Center for Disease Control and Prevention (CDC) has predicated a
fourfold increase in chronic Hepatitis C infections by the year 2015.
Hepatitis C and HIV Co-Infection
The CDC has estimated that one out of every three people infected with the Human
Immunodeficiency Virus (HIV) is also infected with the Hepatitis C virus. The presence of the
Hepatitis C virus and HIV in a client can impact both the treatment and management of both
HCV and AIDS. Co-infection with the AIDS virus and the Hepatitis C virus has been
associated with higher titers of the Hepatitis C virus, a more rapid progression to liver disease
and an increased risk for cirrhosis of the liver. Since highly reactive antiretroviral therapy and
prophylaxis treatment for opportunistic infections have increased the life span of AIDS patients,
Hepatitis C related liver disease has become a major cause of hospital admissions and death
among AIDS patients.
Nebraska Hepatitis C Trends
Based on the CDC estimates and 2001 Nebraska census data, statistically there are an
estimated 31,307 Nebraskans currently infected with the Hepatitis C virus. As of December
31, 2003, Nebraska carries only 10,375 on the state epidemiology Hepatitis C roster. It is
estimated that 20,932 Nebraskans are currently unaware that they are infected with the
Hepatitis C virus; 17,792 of which will be chronic and capable of transmitting the disease to
others.

Nebraska HCV Statistical Table
National Average % HCV positive
NE 2003 Census

1.8 %

NE # Potential Positives
31,307

50.0 %
7.5 %
20.0 %
33.0 %

819
12,989
807
601

Statistical Positives for Nebraska High Risk Populations

15,216

NE HCV State Registry Total as of December 31, 2003

10,375

Estimated un-diagnosed Nebraska HCV cases

20,932

1,739,291

HCV Known High Risk Populations
2002 Substance Abuse Treatment Admissions
2000 Nebraska Veteran Population
2004 Nebraska Inmate Population
2003 Nebraska Living with HIV/AIDS

1,638
173,189
4,034
1,822

National HCV Trends

CDC HCV Sources: Based on Sentinel Counties, NHANES III

Injection Drug Use
68%

Unknown 9%

Sexual Contact
18%

Other 1%
Occupational 4%
Hepatitis C Prevention
As there is no vaccine to prevent the Hepatitis C viral infection, prevention of the spread of this
virus is crucial. Because the Hepatitis C virus, the Hepatitis B virus, and the AIDS virus all
have similar risk factors and modes of transmission, the CDC has recommended that
prevention strategies and efforts for these three viruses be combined. Trial projects by the
CDC have shown that by decreasing the spread of the Hepatitis C virus, the spread of HIV and
Hepatitis B virus are also reduced.

A. Primary prevention methods are aimed at decreasing the rate of new cases of HCV and
therefore reducing the transmission rate of the virus to others. Primary prevention methods
consist of any of the following:
 Strategies that decrease sharing of syringes, needles, or works among substance
abusers.
 Strategies that promote liver wellness.
 Strategies that decrease needle sticks & blood exposures among health care
workers.
 Education of medical professionals and substance abuse counselors on HCV
updates and trends.
B. Secondary prevention methods are focused at high-risk populations for HCV, aimed at
identifying current persons infected with HCV and preventing further spread of the virus.
Secondary prevention methods include any of the following:
 HCV education for substance abuse counselors.
 HCV education for sexually transmitted disease (STD) counselors.
 HCV education for Human Immunodeficiency Virus (HIV) counselors.
 Testing of all donated blood products for the presence of HCV.
 Virus inactivation of plasma/blood products at blood centers.
Screening Factors for Hepatitis C
A person with any of the following risk factors should be tested for HCV:
1. Any history of IV drug use, even just one time.
2. Any history of intranasal use of cocaine, even just one time.
3. Any client that tests positive for the AIDS virus.
4. Clients with a history of STDs.
5. Occupational exposure to blood.
6. Clients receiving blood products or tissue donations prior to 1992.
7. Hemophiliacs receiving clotting factors prior to 1987.
8. Clients with high-risk sexual behaviors.
9. Clients showing clinical manifestations indicating impaired liver function.
10. Children born to Hepatitis C positive mothers.
11. Clients with an exposure to a known Hepatitis C source.

Hepatitis C Surveillance
In accordance with “Title 173”, the Hepatitis C virus, in both an acute or chronic form, is
considered a communicable disease that providers and laboratories are required to report to
the Nebraska Health and Human Services epidemiology department. The Viral Hepatitis
surveillance officer for Nebraska Health and Human Service Systems is responsible for
monitoring the spread of HCV in Nebraska and will work closely with the Hepatitis Prevention
Coordinator to identify target populations or areas in Nebraska that demonstrate a need for
investigation or intervention.
Surveillance for newly acquired symptomatic HCV is needed as an ongoing monitor of HCV
activity and can indicate outbreaks of the disease. Investigation of these cases to determine
their characteristics and risk factors provide the best information for monitoring trends in
transmission patterns. Since HCV is a progressive disease, often taking years to identify in a
patient, limitations exist for the use of positive HCV antibody laboratory reports to conduct
surveillance for HCV infections. However, these reports can be an important source from
which state and local health departments can identify HCV infected persons who need
counseling and medical follow-up. Surveillance of chronic HCV cases will play a crucial role in
identifying priority populations or areas of Nebraska needing interventions.
Hepatitis Prevention Future Plans
1. Create a network of HCV support groups across Nebraska, with a trained support group
leader to facilitate each group.
2. Expand the state HCV prevention plan to incorporate HBV and the co-infections of HBV
and HCV with HIV.
3. "Liver Wellness" program initiated into Nebraska's 3rd grade classes.
4. Increase the medical community's awareness regarding the current "Silent Epidemic" of
HCV. This will be done through continuing education opportunities at conferences and
workshops across Nebraska, targeting nurses, substance abuse counselors, public health
officials, and the Nebraska Department of Corrections.
5. Increase public awareness regarding risk factors for HCV through health fairs, public
service announcements, newspaper articles, and coordinated activities during the month of
May, which is Hepatitis Awareness Month, and the month of October, which is national
Liver Awareness Month.
6. In 2003, Nebraska hired a full time Hepatitis surveillance officer who is currently cleaning
up previous databases and incorporating everything into the new National Electronic Data
System required by the CDC.
7. Provide each of the 23 public health departments within Nebraska with a copy of all CDC
guidelines and recommendations related to viral hepatitis.
8. Provide each of the 11 Nebraska Department of Corrections facilities copies of the Viral
Hepatitis curriculum developed by the National Commission on Correctional Health Care.
Each set of the curriculum contains presentations on viral hepatitis for both the inmates and
the staff of a correctional setting.

SEXUALLY TRANSMITTED DISEASE (STD) DATA
Overview
Chlamydia infections are the most frequently reported disease in the United States (about
852,000 in 2002), and in Nebraska (4,810 chlamydia infections accounted for 60% of all
reported STDs cases in 2002). In woman, chlamydial infections are usually unknown and may
result in pelvic inflammatory disease (PID). PID is a major cause of infertility, ectopic
pregnancy, and chronic pelvic pain. As with other inflammatory STDs, chlamydia can facilitate
the transmission of HIV infection two to five fold. Furthermore, pregnant women infected with
chlamydia can pass it on to their infants during delivery and potentially cause infection of the
baby’s eyes and chlamydial pneumonia.
Reported incidence of early syphilis in the United States is at the lowest level since reporting
began in 1941. Nonetheless, outbreaks of syphilis among men who have sex with men have
been reported recently, possibly reflecting an increase in risk behavior associated with
enhanced drug therapy for HIV infection. In Nebraska, one early syphilis case was reported
during the first half of Year 2003. Nebraska is maintaining a low case rate with a projected
syphilis rate for the Year 2003 of 0.2/100,000. Syphilis is a genital ulcerative disease that is
transmitted through direct contact with a syphilis lesion. It has shown to facilitate the
transmission of HIV 10 to 50 times for male to female through vaginal sex and 50 to 300 times
for female to male through vaginal sex. In infant health, syphilis is a factor because
congenitally acquired syphilis can have devastating results. No congenital syphilis was
reported for the first half of 2003.
In calendar year 2000 in the United States, 358,995 cases of gonorrhea were reported,
resulting in a rate of 131 per 100,000 (Nebraska reported 1,572 cases and 92 rate per 100,000
in 2002). As with chlamydia, gonorrhea can facilitate the transmission of HIV infection two to
five fold. During the first half of Year 2003, 688 cases of gonorrhea were reported in Nebraska
(Douglas, Sarpy and Lancaster Counties account for 92% of reported gonorrhea cases). The
projected case rate/100,000 for Year 2003 is 80/100,000.
In Nebraska there were 6,242 reported new cases of STDs in 1999, resulting in an incidence
rate of 364.8 new cases per 100,000 population. The Nebraska figure includes new cases of
chlamydia, gonorrhea, early syphilis, and genital herpes. The overall rate per 100,000
population increased 16% from 364.8 in 1999 to 422.2 in 2003. The highest percent change in
rate per 100,000 population was seen in primary syphilis (from 4 cases in 2002 to 11 cases in
2003), which equates to a 200% increase. Genital herpes numbers are for first episodes only.
Increases in these diseases is due primarily to population growth and an increased use of
screening and more sensitive testing methods of more new infections. Still, many people who
are at risk for these infections are not being tested due to a lack of awareness among health
care providers and limited resources available for proper health care.
Reported Chlamydia, Gonorrhea, and Syphilis Cases Rates 1999-2003

Chlamydia 1999-2003
• Reported rates of new chlamydia infections are much higher among females than males in
the United States, reflecting the larger number of women screened for the disease. In
1999, the rate for females in Nebraska was (398), nearly four times the rate for males
(146).
• Sexually active adolescents in the United States have a high rate of chlamydial infection.
In Nebraska, rates for teens, 15-19 year olds, was the second highest (1204.6) in 2003.
Young aged adults (20-24 year olds) were the highest by far with a rate of 1391.1 in 2003.
• As is the case with STDs in general, chlamydia incidence rates for non-Hispanic African
Americans in Nebraska are much higher than rates for other racial or ethnic groups. Over
a one year period, the rate (1813.3) for non-Hispanic African Americans was about thirteen
times the rate (142.2) for non-Hispanic whites. The rate (420.9) for Hispanic Americans
was more than three times the rate for non-Hispanic whites.
Gonorrhea 1999-2003
• Reported rates of new gonorrhea infections are much higher among females than males in
the United States, reflecting the larger number of women screened for the disease. In
2003, the rate for females in Nebraska was (108.6), 31% higher than the rates for males
(82.6).
• Rates of infection are disproportionately higher in adolescents than in young adults,
especially among racial and ethnic minorities. The highest age specific report of
gonococcal infection occurred among 20-24 year olds in 2003 at a rate of 409.5. The rate
for 15-19 year olds was nearly as high, with a rate of 363.
• Nationwide, the incidence rate for gonorrhea among non-Hispanic African Americans was
thirty times the rate for non-Hispanic whites. The incidence rates for Hispanics and Native
Americans were also much higher than rates for non-Hispanic whites. In Nebraska, the
incidence of gonorrhea was far higher for non-Hispanic African Americans (1047.5) in
2003. This equates to a rate (23.6) that is forty-five times higher than non-Hispanic whites.
Rates for Native Americans (110.6) and Hispanic Americans (48.3) in the state were also
higher than the non-Hispanic white rate.
Syphilis 1999-2003
• In 2000, there were 5,979 reported cases of primary syphilis nationwide or 2.2 cases per
100,000 population. In Nebraska, rates have decreased since the early 1990‘s, with only
eleven cases reported in 2003 with a rate of 0.6. In 1999, the incidence rate for primary
and secondary syphilis reported for non-Hispanic African Americans was 1.4 cases per
100,000, which is approximately twice the rate for non-Hispanic whites (0.6). No cases
were reported for Asian Americans or Hispanics in 2003.

Number of Cases and Incidence Rates (per 100,000 pop) of STDs 1999-2003
1999

2000

2001

2002

2003

% Rate
Change

STD
Chlamydia
Gonorrhea
Pri/Sec
Syphilis
Early
Latent
Syphilis
Genital
Herpes
All STDs

No.
3,616
1,472
6

Rate
211.3
86.0
0.4

No.
3,799
1,537
2

Rate
222.0
89.8
0.1

No.
3,196
1,187
6

Rate
186.8
69.4
0.4

No.
4,595
1,423
4

Rate
268.2
83.1
0.2

No.
4,825
1,664
10

Rate
279.0
96.2
0.6

2002/2003
4.0
15.8
200.0

5

0.3

1

0.1

0

0.0

0

0.0

1

0.1

967

56.5

963

56.3

673

39.3

779

45.5

648

37.5

-17.6

6,242

364.8

6,494

379.5

5,177

302.5

6,934

404.7

7,301

422.2

4.3

Reported Chlamydia, Gonorrhea, and Syphilis Cases and Incidence Rates 2003
In the demographic groups, the Eastern Service Area had the highest reported chlamydia
(3,866), gonorrhea (1,601), and syphilis (8) cases. When reviewing the most populous
counties, Douglas County had the highest reported cases of chlamydia, gonorrhea, and
syphilis. Overall, the most populated areas of Nebraska, such as Lancaster and Douglas
counties, reflect the greatest number of cases, as well as the largest amount of morbidity.

Number of Cases and Incidence Rates (per 100,000 pop) of
Chlamydia, Gonorrhea, and Primary & Secondary Syphilis by
Residence, Age, Gender, and Race/Ethnicity, 2003
DEMOGRAPHIC GROUP
Residence
Western Service Area
Central Service Area
Eastern Service Area
Douglas County
Lancaster County
Sarpy County
Age
<10
10-14
15-19
20-24
25-29
30-34
35-44
45+
Gender
Males
Females
Race
White
Black
American Indian
Asian
Other
Ethnicity
Hispanic

Chlamydia
No.
Rate
288
147.0
671
137.9
3,866
369.3
2,620
554.2
843
327.4
280
216.5

Gonorrhea
No.
Rate
11
5.6
52
10.7
1,601
153.0
1,218
257.0
307
119.2
48
37.1

Pri/Sec Syphilis
No.
Rate
0
0
2
0.4
8
0.8
7
1.5
0
0
1
0.8

14
99
1,596
1,815
644
232
168
36

6.0
78.5
1,204.6
1,391.1
574.2
204.8
66.0
5.8

2
33
481
534
255
123
135
48

0.9
26.2
363.0
409.5
227.4
108.6
53.0
7.7

0
0
0
0
1
3
3
3

0
0
0
0
0.9
2.6
1.2
0.5

1,249
3,489

146.3
398.4

705
951

82.6
108.6

9
1

1.1
0.1

2,268
1,307
129
45
46

142.2
1,813.3
792.4
163.0
92.0

377
755
18
5
8

23.6
1,047.5
110.6
18.1
16.0

9
1
0
0
0

0.6
1.4
0
0
0

436

420.9

50

48.3

0

0

YOUTH RISK BEHAVIOR SURVEILLANCE (YRBS) DATA
Overview
In the United States, 70.8% of all deaths among youth and young adults aged 10-24 years
result from only four causes: motor-vehicle crashes, other unintentional injuries, homicide, and
suicide. Substantial morbidity and social problems also results from the approximately
870,000 pregnancies that occur each year among females aged 15-19 years and the
estimated three million cases of sexually transmitted diseases (STDs) that occur each year
among persons aged 10-19 years.
Among adults aged 25 years and older, 62.9% of all deaths in the United States result from
cardiovascular disease and cancer. Leading causes of morbidity and mortality among all age
groups in the Untied States are related to the following: behaviors that contribute to
unintentional injuries and violence; tobacco use; alcohol and other drug use; sexual behaviors
that contribute to unintended pregnancy and STDs, including HIV infection; unhealthy dietary
behaviors; physical inactivity; and becoming overweight. Behaviors are frequently interrelated
and often are established during youth and extend into adulthood.
To monitor priority health-risk behaviors among youth and young adults in each of these six
categories, CDC developed the Youth Risk Behavioral Surveillance System (YRBSS). YRBSS
includes national, state, and local school-based surveys of students in grades 9-12. Since
1991, national surveys are conducted biennially. Comparable state and local surveys are
conducted in a similar timeframe.
Summary of Results Related to Sexual Behaviors that Contribute to Unintended Pregnancy
and STDs, Including HIV Infection
Nationwide, 46.7% of students had had sexual intercourse during their lifetime, compared to
42.8% of Nebraska students. Nationwide, 7.4% of students had sexual intercourse for the first
time before age 13 years, compared to 5.1% of Nebraska students. In the United States,
14.4% of students had had sexual intercourse during their lifetime with four or more partners,
compared to 12% of Nebraska students. Approximately one third (34.3%) of students
nationwide had had sexual intercourse during the three months preceding the survey (i.e.,
currently sexually active), compared to 31.5% of Nebraska students. Among the 34.3% of
currently sexually active students nationwide, 63% reported that either they or their partner had
used a condom during their last sexual intercourse and 17% reported either they or their
partner had used birth control pills to prevent pregnancy before their last sexual intercourse.
Among the 31.5% of currently sexually active students in Nebraska, 60.2% reported they or
their partner had used a condom during their last sexual intercourse and 21.9% reported they
or their partner had used birth control pills to prevent pregnancy before their last sexual
intercourse. In addition, among the 34.3% of currently sexually active students nationwide,
25.4% had drunk alcohol or used drugs before their last sexual intercourse. In contrast,
among the 31.5% of currently sexually active students in Nebraska, 30.5% had drunk alcohol
or used drugs before their last sexual intercourse - a 5.1% increase over the national average.
Nationwide, 4.2% of students had been pregnant or had gotten someone pregnant, compared
to 3.4% of students in Nebraska. Finally, nationwide 87.9% of students had been taught in
school about AIDS or HIV infection, compared to 85% of Nebraska students.

CDC 2003 Youth Risk Behavior: 9th-12th Grade
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BEHAVIORAL RISK FACTOR SURVEILLANCE SYSTEM (BRFSS) DATA
Overview
¾ The Nebraska Behavioral Risk Factor Surveillance System (BFRSS) has been conducting
surveys annually from 1986 through today for the purpose of collecting data on the
prevalence of major health risk factors among adults residing in the state. Information
gathered in these studies can be used to target health education and risk reduction
activities in order to lower rates of premature death and disability.
¾ This surveillance system is based on a research design developed by the Centers for
Disease Control and Prevention (CDC) and used in all fifty states, the District of Columbia,
and three U.S. territories.
¾ Telephone surveys with 5,921 randomly selected Nebraska residents aged 18 and older
were conducted by the Nebraska Health and Human Services during 1999-2000.
Summary of Results
¾ The majority of adults aged 18 through 64 (88%) stated that, if they had a sexually active
teenager, they would encourage him or her to use a condom. The proportion of
respondents who would encourage this practice for sexually active adolescents was
highest among young adults.

¾ When asked to assess their chances of getting infected with HIV, 6% of Nebraska adults
under age 65 rated their risk as "high" or "medium." Respondents' perceptions of their risk
of infection have decreased somewhat from previous studies, when 8% or 9% considered
themselves at high or medium risk of HIV infection.
¾ Approximately one-third of BRFSS respondents aged 18 to 64 years (34%) said their blood
had been tested for HIV infection (excluding tests they may have had as part of blood
donations).
¾ Nearly three-fourths (72%) of BRFSS respondents aged 18 to 64 years thought that
children should begin learning about HIV/AIDS by the end of sixth grade. A substantial
proportion (27%) felt that education on this topic should begin even earlier - by the end of
third grade. One in ten respondents (10%) did not know or refused to state when children
should start learning about this disease.
¾ Men (7%) were a little more likely than women (5%) to report being at high or medium risk
for getting this disease. Similar proportions of urban (5%) and rural (6%) residents
considered themselves at high or medium risk for contracting HIV.
¾ The proportion of persons at high or medium risk for HIV was similar across educational
levels. Persons with annual household incomes under $20,000 (7%) were slightly more
likely than those with incomes of $50,000 or more per year (5%) to report being at high or
medium risk of contracting HIV infection.
¾ Men (35%) and women (33%) were about equally likely to have had their blood tested for
this infection. One-half of young adults aged 25 to 34 (50%) had ever been tested for HIV.
Among 35 to 44 year olds, 38% reported being screened for infection with the virus, as did
32% of 18 to 24 year olds. The proportion that had been tested was lower among
respondents aged 45 and older.
¾ Reasons for having their blood tested for HIV infection varied, but two-thirds of the
respondents (68%) stated that the HIV blood test was done as a routine requirement of
some kind. They frequently said that it was performed as part of a pregnancy exam, a
routine checkup, or as part of the application for life insurance. Others mentioned that this
test had been done for induction into the military, as preparation for hospitalization or a
surgical procedure, or when applying for health insurance.
¾ One-fourth of the respondents who had been tested (25%) cited reasons that may indicate
that the respondent felt he or she was at increased risk for contracting HIV. Sixteen
percent (16%) had their blood tested "for my own information," while 4% had the test
because they had been exposed to the virus through their occupation.
¾ When asked where they had their last test for HIV, 40% of respondents said a private
physician or HMO did the testing. Fifteen percent (15%) reported being tested for HIV at
the hospital. Other sites frequently mentioned include: military site (10%), home visits by a
nurse or health worker (6%), and insurance company clinics (5%).

¾ Among those ever tested for HIV infection, eight out of ten (81%) indicated that they had
received their test results. Of those who had, however, approximately one-third (32%) said
they had received any counseling or talked with a health professional about the results of
the test.
HEALTH STATUS OF RACIAL AND ETHNIC MINORITIES IN NEBRASKA
Introduction
In September 2003, the Nebraska Office of Minority Health provided health workers with a
comprehensive report, "Health Status of Racial and Ethnic Minorities in Nebraska." Most
Nebraskans enjoy a relatively healthy and good quality of life. There continues, however, to be
significant disparity in the overall health status and quality of life for racial/ethnic minorities in
the state. Since the establishment of the Office of Minority Health in 1992, it has become
increasingly apparent that health care professionals, community advocates, and consumers
must develop effective ways of meeting the challenges presented by our rapidly changing and
culturally diverse society. The information and data outlined below is taken from the section of
the plan on HIV/AIDS.
Overview
In 1981, AIDS was identified as a new infectious disease in the United States. By the end of
2001, the cumulative number of AIDS cases reported to the CDC is more than 816,149
nationwide. Of these, adult and adolescent AIDS cases totaled 807,074, with males
contributing 82.5% or 666,026. Females contributed 141,048 or 17.5%. Furthermore, the
CDC has documented that as of December 31, 2001, 467,910 deaths among people with
AIDS, 462,653 adults and adolescents and 5,257 children under age 13, as well as 360
persons whose age at death were not known. AIDS is now the fifth leading cause of death for
African American men in this age group, according to CDC's HIV/AIDS Statistics, NIAID Fact
Sheet of December 2002.
According to CDC, more people in the U.S. than ever before are living with HIV. As of
December 2002, CDC's latest estimates indicate that 850,000 to 950,000 people in the United
States are currently infected with HIV. However, CDC estimates that one-quarter or 212,5000
to 237,500 of these persons may not be aware of their infection, while 362,827 people in the
U.S. were living with AIDS as of the end of 2001. According to the CDC, of the estimated
15,603 AIDS-related deaths in the U.S. in 2001, approximately 52% were among African
Americans, 29% among whites, 18% among Hispanics, and less than 1% among
Asians/Pacific Islanders and American Indians/Alaska Natives.
Disparities in the rate of infection among certain racial and ethnic groups, particularly high
rates for African Americans and Hispanic Americans, remain a challenge. New treatments
have reduced illness, disability and death due to HIV/AIDS, but lack of access to culturally and
ling

In Nebraska, through June 30, 2003, the total number of AIDS cases reported since record
keeping began in January 1983 was 1,265. Of these, males accounted for 85.6% (1,083) and
females 14.4% (182). A little over two-thirds (867) of all AIDS cases in the state (68.5%)
occurred among African Americans and 9.6% or 121 among Hispanic Americans. Asian
Americans accounted for only eight (8) of the total cases, while Native Americans accounted
for eighteen (18) or 1.4% of all AIDS cases. In retrospect, as of June 30, 2002, the total
number of AIDS cases reported since January 1983 was 1,197.
In 2002, there were a total of 50 HIV and 72 AIDS cases reported in Nebraska. AIDS cases
were at a rate of 4.2 per 100,000 population. To date, a total of 679 persons are known to
have died from AIDS, while 557 are still living, according to the HHS HIV/AIDS Surveillance
Report, December 2002.
Incidence
As is true nationwide, minorities in Nebraska are over-represented among persons who have
HIV or AIDS. Although minorities make up only about 12.7% of the population of the state,
31% of the cumulative AIDS cases through 2002 occurred among minority Nebraskans. In
2002 alone, of the 4,372 new AIDS cases reported, African Americans accounted for 40%,
Hispanics 10%, and Asian Americans less than 4%, while whites account for 47%.
In Nebraska, one year trends by race or ethnicity are difficult to establish because of the small
number of cases reported each year. Thus, average yearly rates for two five year periods will
be compared instead. For white Nebraskans, the average rate of new HIV and AIDS cases
decreased from 6.3 to 4.5 cases per 100,000. Incidence rates of new HIV and AIDS cases
rose for all four racial and ethnic minority groups in the state for 1998-2002 versus 1993-1997.

Nebraska Incidence Rates - HIV/AIDS
By Race and Ethnic Origin
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Among African Americans, the average rate of new HIV and AIDS cases in 1998-2002 was
50.5, up 10.3% from the previous five year period. The HIV/AIDS rate for African Americans is
11.2 times higher than the rate for whites in Nebraska.
HIV/AIDS
Incidence Rates and Relative Risk of Disease
for Nebraska Racial and Ethnic Minority Populations
CATEGORY
HIV/AIDS

Nebraska Total
White
African American
Native American
Asian American
Hispanic American

1993-1997
Incidence
Relative
Rate
Risk
Per 100,000
Population
8.0
6.3
40.2
6.4
14.8
2.4
1.9
0.3
15.9
2.5

1998-2002
Incidence
Relative
Rate
Risk
Per 100,000
Population
7.5
4.5
50.5
11.2
24.2
5.4
6.2
1.4
21.2
4.7

Mortality Rates
The number of deaths due to AIDS has declined nationally with 15,603 deaths occurring in
2001 and 16,672 in 2000. In Nebraska, deaths due to this disease decreased from 61 in 1996
to 33 in 2001, according the Nebraska Vital Statistics Report. Currently, AIDS has moved out
of the top fifteen causes of death for the overall population in the nation and the state.

Nebraska Mortality Rates* - HIV/AIDS
By Race and Ethnic Origin
16

15.2

Rate/100,000 Population

14

1993-1997
1998-2002

12
10
8

6.9

6
4
2

3.5
1.5

3.4

3.2

3.1

2.2
1.3

1.3

2.8

0.8

0
NE Total
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African American Nativ e American

Asian American

Hispanic
American

*Age-adjusted to 2000

For whites, the age-adjusted mortality rate for AIDS declined from the previous five years to
1.3 deaths per 100,000 population for 1998-2002. For African Americans, the 1998-2002 rate
(6.9) is 5.3 times the white rate, though, a decrease of more than 54% from the rate of 15.2 for
1993-1997. For African American males in Nebraska, the current death rate due to HIV/AIDS
is 5.5 times the rate for white males. The mortality rate for Hispanic Nebraskans (2.8)
indicates a slight decline of 17.6% from the rate of 3.4 for 1993-1997, according to the
Nebraska Vital Statistics Report, 1998-2002. Hispanic males are 1.9 times more likely to die of
HIV/AIDS than whites.

HIV/AIDS Mortality Rates and Relative Risk of Mortality
for Nebraska Racial and Ethnic Minority Populations
1993-1997

1998-2002
Relative Risk

Category

Number
of
Deaths

AgeAdjusted*
Mortality
Rate per
100,000
Population

Number
Of
Deaths
Total

Males

HIV/AIDS
Nebraska
Total

277

3.3

White

230

3.1

1.0

1.0

45

15.2

4.9

1

1.3

1
9

African
American
Native
American
Asian
American
Hispanic
American

Relative Risk

Females

AgeAdjusted*
Mortality
Rate per
100,000
Population

Total

Males

Females

123

1.5

1.0

98

1.3

1.0

1.0

1.0

4.5

11.2

21

6.9

5.3

5.5

**

0.4

**

**

2

3.2

2.5

**

**

0.8

0.3

**

**

2

2.2

1.7

**

**

3.4

1.1

1.1

**

10

2.8

2.2

1.9

**

* Age-adjusted to 2000
** Number of deaths less than 5

Years of Potential Life Lost (YPLL) Due to AIDS
Altogether, deaths from AIDS in Nebraska from 1998 to 2002 accounted for an estimated
298.3 years of potential life lost annually among racial and ethnic minority residents of the
state. This number was 0.6 times the YPLL average for AIDS for 1993-1997 (540 years).
YPLL rates have increased for each racial and ethnic group in Nebraska, except for African
Americans, although they still lost 4.7 times as many years of potential life per person due to
HIV/AIDS as whites in the state in 1998-2002. Native Americans lost 2.5 times as many years
of potential life per person as whites in Nebraska, while Hispanics lost 1.9 as many years of
potential life per person.

Years of Potential Life Lost - HIV/AIDS
Based on 75 Productive Years of Life
for Nebraska Racial and Ethnic Minority Population
1993-1997

Category
HIVAIDS
Nebraska Total
White
African American
Native American
Asian American
Hispanic American
Average/Year
(Minorities)

# of Total
YPLL

Age-Adjusted
Rate/100,000

10,415

129.8

8,606
1,718
46
46
350
540

114.2
551.3
57.7
35.1
129.3

1998-2002
Minority
-toWhite
Ratio*

4.8
0.5
0.3
1.1

# of Total
YPLL

Age-Adjusted
Rate/100,000

4,221.0

51.4

3,384.0
706.0
71.0
61.0
355.0
298.3

45.9
216.7
113.4
66.4
86.6

Minority
-toWhite
Ratio*

4.7
2.5
1.4
1.9

*Minority Age-Adjusted YPLL Rate/100,000 divided by White Age-Adjusted YPLL Rate/100,000

Risk Factors For HIV/AIDS Infection
Transmission of HIV occurs primarily in three ways: sexual contact, intravenous drug use, and
perinatal contact with an infected mother. The screening of donated blood since 1985 for HIV
antibodies has nearly eliminated blood transfusions as a risk for acquiring AIDS.
In 1996-2000, 79.4% of 403 total AIDS cases occurred among men. Men who have sex with
men (MSM) represented 59% of all 320 men reported with AIDS. In addition, increasing
numbers of women, children, adolescents and injecting drug users are being infected. The
fastest growing means of HIV transmission, especially among women, is heterosexual contact.
Of the 403 total cases, 20.6% or 83 occurred among Nebraska women, according to the
Nebraska HIV/AIDS Surveillance Report, 2002.
In Nebraska, based on cumulative reported cases of AIDS through 2002, the majority of cases
occurred among MSM (54%). Ten percent (10%) of cases were reported for each of the
following categories: injecting drug use, heterosexual contacts, and risk not identified (RNI),
while 9% of the cases occurred among men who have sex with men and use injectable drugs
(MSM/IDU) as well.

Progress Toward Objectives
It is important to note that while the national data provides a fairly accurate view of HIV/AIDS
trends, they do not include data from persons tested anonymously. Approximately two-thirds
of people living with HIV infection are already tested and are aware of their status. Based on a
decreasing trend, the Nebraska 2010 objective for number of new diagnosed cases of AIDS for
African Americans was set at no more than the rate of 1.0 new cases/100,000 population for
the year. This objective was not achieved based on the average annual incidence for 19982002 of 173 cases, at the rate of 50.5 cases per 100,000.
HIV/AIDS
Baseline, Current Data, and Year 2010 Objectives
for U.S. and Nebraska Racial and Ethnic Minority Populations
Nebraska
Indicator
And
Target
Groups

% Change

Nebraska
Baseline
(1993-1997)

Nebraska
Current
Rate
(1998-2002)

Current
vs.
Baseline
Rates

Nebraska
Year
2010
Objective

U.S.
Current
Rate
(2000)

U.S.
Year
2010
Objective

133 (Cases)*
40.2

173 (Cases)
50.5

25.6 %

1.0

58.1

1.0

54 (Cases)*
15.9

100 (Cases)
21.2

33.3 %

1.0

22.5

1.0

11 (Cases)*
14.8

18 (Cases)
24.2

63.5 %

1.0

9.8

1.0

2 (Cases)*
1.9

7 (Cases)
6.2

226.3 %

1.0

3.4

1.0

Annual Incidence of
Diagnosed HIV/AIDS**
Cases
African Americans (# of
cases) Rate/100,000 Pop.
aged 13+
Hispanic Americans (# of
cases)
Rate/100,000 Pop. aged 13+
Native Americans (# of
cases) Rate/100,000 Pop.
aged 13+
Asian American (# of cases)
Rate/100,000 Pop. aged 13+

*HIV Numbers are incomplete, since HIV reporting did not begin until September 1995
**Includes both HIV and AIDS Cases: Rates, Age-Adjusted to 2000

For Hispanic Americans, the target number was set at no more than the rate 1.00 per 100,000
population of diagnosed new cases of AIDS in the year 2010. Based on 1998-2002 incidence,
the incidence rate was 24.2. The year 2010 objective for AIDS incidence for this population
group was not met.

ELIMINATING RACIAL AND ETHNIC DISPARITIES IN THE STD PROGRAM
The U.S. Healthy People 2010 report uses the amount of clients attending Family Planning
who are diagnosed with chlamydia as a rough estimate of prevalence of chlamydia in the 15 to
24 aged population for all races. Nationwide (calendar year 2002), 5% of females were
infected with chlamydia attending Family Planning Clinics.
During October 1, 2002 - September 30, 2003, the prevalence of positive chlamydia screening
results in black females (13.7%) attending Nebraska Family Planning is 8.7% higher when
compared to the Family Planning national rate of 5%.





The chlamydia rate in black females is 1% higher than the Nebraska 2000 chlamydia
baseline rate of 12.7% and 10.7% higher than the 2010 objective rate of 3%.
Native American females had the third highest chlamydia prevalence rate of 5.6%. This
is lower when compared to the Nebraska 2000 chlamydia baseline rate of 11.4% and
higher when compared to the 2010 objective rate of 3%.
n Hispanic females attending Family Planning, the prevalence of positive chlamydia
screening results of 6.7% is higher when compared to the Nebraska 2000 chlamydia
baseline rate of 5.4% and higher when compared to the 2010 objective rate of 3%.

Chlamydia testing has increased in the minority population by 67% (from 2,651 tests in 2001 to
4,434 in 2002). Overall, 4.8% females 15 to 24 years attending Family Planning sites tested
positive for chlamydia. A reduction of 1.8% is needed to reach the 3% goal of the STD
Program.
Females by Race
Attending Family Planning Sites Ages 15-24
Infected with Chlamydia
Family
Planning
Sites
#
Tested
#
Positive
%
Positive

Black
White
Females Females
Age
Age
15-24
15-24

Asian
Females
Age
15-24

Native
Amer
Females
Age
15-24

Total
Females
Age
15-24

633

12,127

129

36

13,170

87

521

4

2

636

3.1%

5.6%

13.7%

* Other race (22 positives/245 tested)

4.3%

4.8%

Females by Ethnicity
Attending Family Planning Sites Ages 15-24
Infected with Chlamydia

*

Family Hispanic
Not
Planning
Hispanic
Sites
Females
Age
Females
15-24
Age
15-24
#
Tested
1,117
11,765
#
Positive
75
540
%
Positive
6.7%
4.6%

Total
Females
Age
15-24

13,170
636
4.8%

Unknown (21 positives/288

tested)

The U.S. Healthy People 2010 report uses the amount of clients attending Family Planning or
STD clinics who are diagnosed with chlamydia as a rough estimate of prevalence of chlamydia
in the 15 to 24 aged population for all races. Nationwide (calendar year 2002) in females
attending STD Clinics, 12.2% were found to have chlamydia.






During October 1, 2002 - September 30, 2003, the prevalence of positive chlamydia in
black females attending Nebraska STD Clinics was 4.8% higher when compared to the
STD Clinic national rate of 12.2%. When compared to the Nebraska 2000 chlamydia
baseline rate of 17.5%, it was a half of percent lower. The chlamydia rate in black
females is 14% higher when compared to the 2010 objective rate of 3%.
Native American females attending STD Clinics had the second highest chlamydia
prevalence rate of 9.1%. This is 15.9% lower when compared to the Nebraska 2000
chlamydia baseline rate of 25% and 6.1% higher when compared to the 2010 objective
rate of 3%.
In Hispanic females attending STD Clinics, the prevalence of positive chlamydia
screening results of 7.9% is 1.7% lower when compared to the Nebraska 2000
chlamydia baseline rate of 9.6% and 4.9% higher when compared to the 2010 objective
rate of 3%.

Overall, 9.6% females 15 to 24 years attending STD Clinics sites tested positive for chlamydia.
A reduction of 6.3% is needed to go to reach the 3% goal of the STD Program.

Females by Race
Attending STD Clinics Ages 15-24
Infected with Chlamydia
Black
White
Females Females
Age
Age
15-24
15-24

STD
Clinics
#
Tested
#
Positive
%
Positive

Asian
Females
Age
15-24

Native
Amer
Females
Age
15-24

Total
Females
Age
15-24

856

3,646

113

506

5,390

146

281

10

51

517

17%

7.7%

8.8%

9.1%

9.6%

*Other race (29 positives/218 tested)

Females by Ethnicity
Attending STD Clinics Ages 15-24
Infected with Chlamydia
Hispanic
STD
Clinics

#
Tested
#
Positive
%
Positive

Not
Hispanic

Females
Age
Females
15-24
Age
15-24

Total
Females
Age
15-24

809

4,206

5,390

64

416

517

7.9%

9.8%

9.6%

* Unknown (37 positives/375 tested)

The U.S. Healthy People 2010 report uses the amount of clients attending Family Planning or
STD clinics who are diagnosed with chlamydia as a rough estimate of prevalence of chlamydia
in the 15 to 24 aged population for all races. Nationwide (calendar year 2002) in males
attending STD clinics, 15.7% had chlamydia.






The chlamydia rate in black males is (2.4%) higher when compared to the Nebraska
2000 chlamydia baseline rate of 20.1% and 18.5% higher when compared to the 2010
objective rate of 3%.
Native American males attending STD Clinics had the second highest chlamydia
prevalence rate of 13.4%. The chlamydia rate is 12.4% lower when compared to the
Nebraska 2000 chlamydia baseline rate of 25% and the chlamydia rate 10.4% higher
when compared to the 2010 objective rate of 3%.
In Hispanic males attending STD Clinics, the prevalence of positive chlamydia
screening results of 9.8% and is 2.9% lower when compared to the Nebraska 2000
chlamydia baseline rate of 12.7%.

When compared to the 2010 objective rate of 3%, the chlamydia rate is 6.8% higher. Overall,
14.9% males 15 to 24 years attending STD Clinic sites tested positive for chlamydia. A
reduction of 11.9% is needed to go to reach the 3% goal of the STD Program.

Males by Race
Attending STD Clinics Ages 15-24
Infected with Chlamydia
STD
Clinics
#
Tested
#
Positive
%
Positive

Black
Males
Age
15-24

White
Males
Age
15-24

Asian
Males
Age
15-24

Indian
Males
Age
15-24

Total
Males
Age
15-24

1,048

1,509

21

115

2,854

236

161

1

15

426

22.5%

10.7%

* Other race (13 positives/161 tested)

4.7%

13.4% 14.9%

Males by Ethnicity
Attending STD Clinics Ages 15-24
Infected with Chlamydia
Hispanic
STD
Clinics

*
tested)

#
Tested
#
Positive
%
Positive

Males
Age
15-24

Not
Hispanic
Males
Age
15-24

Total
Males
Age
15-24

376

2,359

2,854

37

364

426

9.8%

15.4%

14.9%

Unknown (25 positives/119

Subsequently, having other STDs is an important predictor of becoming HIV infected since
STDs are a marker for behaviors associated with HIV transmission.

STD SCREENING FOR FEMALES RECEIVING PREGNANCY TESTS IN REPRODUCTIVE
HEALTH FACILITIES
During the time period between October 1, 2003 through March 31, 2004, seventy-one
females received urine screening for chlamydia and gonorrhea at the selected six
Reproductive Health Facilities across the State. Of the seventy-one females screened, fiftyseven (80%) were between age groups ten years and twenty years.
 Six females (8.4%) were found positive for chlamydia between the age groups fifteen
years and twenty-four years. Four of the six cases were found between the age groups
ten years and twenty years. Two cases of the six cases were found between the age
groups twenty years and twenty- four years.
 The walk-in females requesting pregnancy tests at Nebraska Reproductive Health Clinic
are potential high-risk clients regardless of race/ethnicity.
 Of the selected six Reproductive Health Facilities across the State, two are in rural
areas (Grand Island and Kearney) and four are in metro areas located in Omaha
(Dodge St, Ames St, Northwest, and Southwest Reproductive Care Health Facilities).
Four of the chlamydia cases were reported from the rural Reproductive Care Health
Facilities.
The overall chlamydia positive rate at the selected six Reproductive Health Facilities across
the State for this time period is greater (8.4%) when compared to calendar year 2002 positive
chlamydia rates in all Reproductive Health Facilities (5%).
In the initial proposal, four objectives and subsequent outcome measures were established.
They are as follows:

Objective #1: By September 30, 2003, forty five hundred women requesting pregnancy tests
at Nebraska Reproductive Health Clinics will be screened for chlamydia and gonorrhea.
Outcome Measure #1: Deliver and provide information on testing and provide supplies
to screening sites.
Outcome Measure #2: Work with Nebraska Public Health Laboratory and Data
Programmer to establish program to monitor.
Outcome Measure #3: Screen eligible women and receive and analyze screening data
from the Nebraska Public Health Laboratory.
Objective #2: By September 30, 2003, 203 cases of chlamydia and 68 gonorrhea cases will
be diagnosed and treated in women seeking pregnancy testing in Nebraska Reproductive
Health Clinics.
Outcome Measure #1: Review data collection systems for chlamydia and gonorrhea
positivity rate.
Outcome Measure #2: Find cost benefit of screening using CDC cost benefit formula.
Outcome Measure #3: Ensure proper treatment and interviewing for infected clients.
Objective #3: By September 30, 2003, forty-five hundred women requesting pregnancy tests
at Nebraska Reproductive Health Clinics will be educated regarding the prevention of STDs.
Outcome Measure #1: Deliver ongoing/updated STD Treatment Guidelines, STD
educational videos, posters, pamphlets, and website information.
Outcome Measure #2: Educate all clients on STDs during exam process.
Objective #4: The quality of at least 95% of specimen submitted will be satisfactory for
testing.
Outcome Measure #1: Satisfactory testing of at least 95%.
Outcome Measure #2: Provide feedback quarterly to providers with number of
satisfactory specimen to test and the percent of satisfactory specimen to test.
Staff of the STD Program discovered from site and telephone visits at Reproductive Health
Facilities that the estimated 13,863 women who received pregnancy tests at Reproductive
Health Facilities without being tested for chlamydia and gonorrhea in calendar year 2002 was
an over estimation.
The estimated 13,863 for calendar year 2002 data base included both women who received
pregnancy tests and new walk-in females who received pregnancy tests at Reproductive
Health Facilities without being tested for chlamydia and gonorrhea.
A request was made by the STD Program Administrator to separate the data base and get the
estimation for new walking in females who received pregnancy tests at Reproductive Health
Facilities without being tested for chlamydia and gonorrhea as soon as possible. We should
sample approximately 1,000 urine tests to compare to overall Reproductive Health Facilities
positive chlamydia rate.

INDIRECT INDICATORS OF RISK FOR HIV/AIDS INFECTION IN NEBRASKA
Executive Summary
The following measures of risk behavior are available in Nebraska to provide important
information on factors that may indirectly affect risk for acquiring or transmitting HIV infection:
•
•
•
•
•

Sexually transmitted disease (STD) rates
Substance abuse
Binge drinking
Unintended pregnancy
Attitudes towards HIV/AIDS

In addition to data from the Nebraska Health and Human Services System, the 2002 National
Survey on Drug use and Health and the Nebraska Behavioral Risk Factor Survey Report 19992000 provide information on these risk behaviors and attitudes.
The 2002 National Survey on Drug Use and Health was conducted by the Department of
Health and Human Services: Substance Abuse and Mental Health Services Administration Office of Applied Studies. This data is from an ongoing survey of the civilian, noninstitutionalized population of the United States aged 12 years or older. Approximately 68,000
persons were interviewed in 2002. Nebraska estimates are based on data collected in 2002
and was developed using small area estimation procedure data in with Nebraska survey data
and were combined with local area county and census block group/tract-level data. For 12-17
year-olds, 756 Nebraskans were selected and 626 responded (weighted interview response
rate = 82.80%). For 18-25 year-olds, 759 Nebraskans were selected and 572 responded
(weighted interview response rate = 75.22%). For 26+ year-olds, 848 Nebraskans were
selected and 628 responded (weighted interview response rate = 74.46%).
The Nebraska Behavioral Risk Factor Survey Report 1999-2000 was conducted by the
Nebraska Risk Factor Surveillance System (BRFSS), Nebraska Health and Human Services
System. BRFSS has been conducting surveys annually since 1986 in order to collect data on
the prevalence of major health risk factors among adults residing in the state. The 1999-2000
report results are based on telephone surveys with 5,921 randomly selected Nebraska
residents aged 18 and older.

Survey Results


Between 1998 and 2002, gonorrhea and chlamydia rates were consistently higher in
females compared with males.



In 2002, illicit drug use was highest among person 18-25 years of age, with 20% reporting
that they had used illicit drugs in the past month.



In 1999, more than one-half of the male respondents aged 18 through 24 (51%) had
participated in binge drinking in the past month, compared to 20% of women in this aged
group.



About two-thirds (67%) of Nebraska women aged 18 to 24 who were currently pregnant or
had been pregnant within the past five years reported that the pregnancy was unintended
(i.e. they wanted to become pregnant later, or they did not want to become pregnant then
or at any time in the future).



The majority of adults aged 18 through 64 (88%) stated that, if they had a sexually active
teenager, they would encourage him or her to use a condom.



When asked to assess their chances of getting infected with HIV, 6% of respondents aged
18-64 years rated their risk as “high” or “medium.”



About one-third of BRFSS respondents aged 18-64 years (34%) said their blood had been
tested for HIV infection (excluding tests they may have had as part of blood donations).

STD Surveillance Data
STD Surveillance data provides information that may help identify the potential occurrence of
high-risk heterosexual behavior. Although increases in STD rates do not directly indicate that
HIV exposure is increasing, these measures may indicate an increase in unprotected sex.

Gonorrhea

Gonorrhea Rate
(per 100,000 persons)

Trends in Gonorrhea Rates* by sex, Nebraska, 1998-2002 (N=6,821)

120.0
Female

100.0
80.0
60.0

Male

40.0
20.0
0.0

1998

1999

2000

2001

2002

Male

64.5

80.6

80.9

60.8

69.2

Female

81.0

95.7

97.9

76.7

95.0

Year of Gonorrhea Report

Source: Nebraska Health and Human Services System, US Bureau of the Census
*Rates were calculated using the most recent available estimated July 1 population for each year (estimated 3/9/2000 for 1998-1999, and
3/10/2004 for 2000-2003)

Between 1998 and 2002, gonorrhea rates were consistently higher in females compared with
males.
Chlamydia
Trends in Chlamydia Rates* by sex, Nebraska, 1998-2002 (N=18,079)

Chlamydia Rate
(per 100,000 persons)

500.0
400.0

Female

300.0
200.0

Male

100.0
0.0

1998

1999

2000

2001

2002

Female

283.1

341.0

348.1

288.6

398.0

Male

64.3

87.4

91.3

79.7

126.0

Year of Chlamydia Report

Source: Nebraska Health and Human Services System, US Bureau of the Census
*Rates were calculated using the most recent available estimated July 1 population for each year (estimated 3/9/2000 for 1998-1999, and
3/10/2004 for 2000-2003)

Between 1998 and 2002, chlamydia rates were consistently and substantially (3.2-4.4 times)
higher in females compared with males.
Substance Abuse Data

M easures of substance abuse for persons aged 12 years and older, by age, Nebraska, 2001
Age Group
Measure
12-17
18-25
26+
Percentages reporting past month use of any illicit drug*

Total

13.44

20.13

5.05

8.11

Percentages reporting past month use of marijuana

8.79

16.13

4.18

6.38

Percentages reporting past year use of cocaine

2.72

7.04

1.40

2.35

Percentages reporting past year use of alcohol

21.64

65.56

55.63

53.37

Percentages reporting past month binge alcohol use

13.29

48.79

22.92

25.58

Percentages reporting perceptions of great risk of having
five or more drinks of an alcoholic beverage once or twice a
week

36.97

25.55

43.29

40.07

Percentages reporting past year dependence or abuse for any
illicit drug or alcohol

10.90

29.10

7.99

11.32

Percentages reporting needing but not receiving treatment
for illicit drug use in the past year

5.41

6.31

1.48

2.60

Average annual rates of first use of marijuana

6.42

5.87

0.02

1.60

Source: 2002 National Survey on Drug use and Health, US Department of Health and Human Services: Substance Abuse and Mental Health
Services Administration- Office of Applied Studies
*Illicit drugs included marijuana/hashish, cocaine (including crack), heroin, inhalants, or any prescription-type psychotherapeutic used
nonmedically.

Selected measures of substance abuse for persons aged 12 years and older, by age, Nebraska, 2001

Percent reporting drug use

24

12-17 yrs

20

18-25 yrs

16

26+ yrs

12
8
4
0
Any illicit drug in past
month*

Marijuana use in past
month

Cocaine in past year

Source: 2002 National Survey on Drug use and Health, US Department of Health and Human Services: Substance Abuse and Mental Health Services
Administration- Office of Applied Studies
*Illicit drugs included marijuana/hashish, cocaine (including crack), heroin, inhalants, or any prescription-type psychotherapeutic used non-medically.

Among the general population in Nebraska interviewed for the 2002 National Survey on Drug
use and Health, eight percent (8%) of persons aged twelve years or older reported using an
illicit drug at least once during the past month. Illicit drugs included marijuana/hashish,
cocaine (including crack), heroin, inhalants, or any prescription-type psychotherapeutic used
non-medically. Regardless of type of illicit drug, drug use was highest among person 18-25
years of age with 20% reporting that they had used illicit drugs in the past month, followed by
20% of the younger age group (12-17 years of age), and 5% the older age group (26+ years).
Binge Drinking
Prevalence of binge drinking by gender and
age, education, and income, aged 18 years
and older, Nebraska, 1999
%
Gender and Age
Male
18-24
51
25-34
37
35-44
31
45-54
19
55-64
12
65-74
4
75+
3
Female
18-24
20
25-34
12
35-44
12
45-54
6
55-64
3
65-74
2
75+
1
Education
Less than HS
14
HS Graduate/GED
16
Some College/Tech
19
College Grad
16
Income
< $20,000
17
$20,000 - $34,999
17
$35,000 - $49,999
22
$50,000 +
16
Source: Nebraska Health & Human Services System:
BRFSS
*Five or more drinks of alcohol on at least one occasion
during the last month

Among respondents aged 18 and older in 1999, a higher
percentage of men than women reported binge drinking,
regardless of age group. Young men were much more
likely than young women to report binge drinking. More
than one-half of the male respondents aged 18 through
24 (51%) had participated in binge drinking in the past
month, compared to 20% of women in this aged group.

The proportion of respondents who reported binge
drinking was fairly constant across all levels of
educational attainment and all income levels.

Unintended Pregnancy

Percent

Unintended pregnancy rates by age of mother, Nebraska, 1999-2000

80
70
60
50
40
30
20
10
0

67

18-24

26

23

25-34

35-44

Age of Mother

Source: Nebraska Health & Human Services System: BRFSS

Use of birth control for women age 18-44,
Nebraska, 1999-2000
%
Using birth control

58

Not sexually active

17

Not using birth control because wish
to become pregnant

5

Not using birth control and at risk for
unintended pregnancy

11

Don't know if using birth control or
did not answer

9

Source: Nebraska Health & Human Services System:
BRFSS

In 1999-2000, Nebraska women aged 18 to 44
who were currently pregnant or had been
pregnant within the past five years were asked
how they felt about becoming pregnant just
before their last or current pregnancy. Of the
respondents, 14% were currently pregnant while
the other 86% had a pregnancy occurring during
the past five years.
Among those aged 19 to 24 at the time of
response, about two-thirds (67%) responded that
the pregnancy was unintended (i.e. they wanted

to become pregnant later, or they did not want to become pregnant then or at any time in the
future). Among the two older age groups of mothers, the proportion reporting unintended
pregnancy was lower (26% of those aged 25-34; 23% of those aged 35-44).

Women aged 18-44 in the 1999-2000 BRFSS were asked whether or not they or their partner
were using any kind of birth control at the time of the survey. Birth control was defined for
them as “having your tubes tied, vasectomy, the pill, condoms, diaphragm, foam, rhythm,
Norplant, shots (Depo-Provera) or any other way to keep from getting pregnant.”
Nearly six of every ten respondents in this age group (58%) said they were currently using a
form of birth control, while 17% reported that they were not sexually active. Five percent were
not using a birth control method because they were attempting to become pregnant. Eleven
percent of the women asked this question were not using birth control for various other
reasons. Nine percent of respondents didn’t know if they were using birth control or didn’t
answer the question. Of the women who reported that they or their partner were currently
using birth control, 14% of respondents reported using condoms to prevent pregnancy.
Attitudes Toward HIV/AIDS
Percentages of respondents who would encourage a sexually active teen to use
condoms, aged 18-64, Nebraska, 1999-2000
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55-64

The majority of adults aged 18 through 64 (88%) stated that, if they had a sexually active
teenager, they would encourage him or her to use a condom. The proportion of respondents
who would actively encourage this practice for sexually active adolescents was highest among
young adults. Among 18-24 year-olds, 96% indicated support for this concept, as did 90 of
respondents in the 25-34 age group. Respondents in the middle age groups (35-54) were
somewhat less likely to do so (87%). Among those aged 55-64, 80% said they would
recommend condom use in these situations.

Perceived chances of getting HIV, aged 18-64, Nebraska, 1999-2000

Low
24%

Medium or High
6%

None
70%
Source: Nebraska Health & Human Services System: BRFSS

When asked to assess their chances of getting infected with HIV, 6% of respondents aged 1864 years rated their risk as “high” or “medium.” About one-fourth (24%) stated their chances of
contracting HIV were “low.” The greatest proportion of respondents (70%) said there was no
chance of them getting infected with HIV. The proportion of respondents who rated their risk of
contracting HIV as “high” or “medium” was fairly constant across all age groups, all levels of
educational attainment and all income levels.
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About one-third of BRFSS respondents aged 18-64 years (34%) said their blood had been
tested for HIV infection (excluding tests they may have had as part of blood donations). Men
and women were about equally likely to have had their blood tested for this infection (35% and
33%, respectively). One-half of young adult respondents aged 25-34 had been tested for HIV.
The proportion that had been tested was lowest among respondents aged 45 and older. The
proportion of respondents who reported being tested for HIV was 41% among those who felt

they were at “high” or “medium” risk of becoming infected with the virus and 40% among those
who felt they were at “low” risk. Among respondents who stated there was no risk of them
becoming infected with HIV, 31% indicated that they had been tested.
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Reasons for having blood tested for HIV infection varied, but two-thirds (68%) of those tested
stated that the HIV test was done as a routine requirement of some kind (e.g. pregnancy
exam, routine checkup, life insurance checkup, etc.). One fourth (25%) of respondents who
had been tested cited reasons that may indicate that the respondent felt he or she was at
increased risk for contracting HIV (e.g. for own information, occupational exposure, illness,
etc.).

GAP ANALYSIS
PEOPLE LIVING WITH HIV/AIDS (PLWA)
MEN WHO HAVE SEX WITH MEN (MSM)
DRUG AND ALCOHOL USERS
HETEROSEXUAL FEMALES
HETEROSEXUAL MALES
NATIVE AMERICANS
YOUTH
HEALTH CARE WORKERS AND MEDICAL
PROVIDERS

GAP ANALYSIS
The assessments completed during 1999 – 2003 identified the needs of the Latino, African
American, Injection Drug User, Youth, Native American, Men Who Have Sex With Men, and
PLWA populations. What follows is a summary of the needs identified, the resources that
Nebraska has to meet those identified needs, and the gaps identified to meet the needs.
The breakdown of populations identified below reflects the major groups identified by the
assessments and their responses as to the groups at risk. Many identified youth within their
broader population, i.e. Latino, African American, etc., hence youth were assigned a separate
category.
PEOPLE LIVING WITH HIV/AIDS (PLWA)
Needs Identified
 treatment and care that is respectful
 culturally and linguistically appropriate
 understanding of HIV/AIDS by health care workers and providers
 safe and adequate housing
 transportation
 adequate nutrition
 negotiation skills
 needle exchange program
 adequate income and resources
Resources
 Nebraska AIDS Project
 Ryan White Title II and Title III Services
 ADAP
 Western Community Health Resources
 Panhandle Community Services
 University of Nebraska Medical Center
 counseling and testing sites across Nebraska
 HHS Medicaid Program
 correctional facilities
 Central Nebraska Council on Alcoholism
 Charles Drew Health Center
 private counseling services
 Nebraska HIV CARE and Prevention Consortium (NHCPC)
 statewide regional community planning groups
 NAF Multicultural Human Development Corporation
 family planning facilities
 city/county/district health departments
 behavioral and mental health facilities

Gaps Identified
 stigma of HIV/AIDS, prejudice, and homophobia, especially in rural areas
 lack of medical and dental providers in rural areas
 lack of transportation, especially in rural areas
 safe, adequate, and affordable housing
 HIV/AIDS education of health care workers and providers
 education and job training for PLWA
 mental health/substance abuse services in rural areas
 perceived lack of assurance and confidentiality
 non-ADAP covered medications
 access to case management services in rural areas
 information about Ryan White services unavailable
MEN WHO HAVE SEX WITH MEN (MSM)
Needs Identified
 HIV/AIDS/STD prevention education
 recreation for young MSM
 drug and alcohol prevention
 faith community involvement
 safe and adequate housing
 bilingual and culturally appropriate services
 transportation
 negotiation skills
 needle exchange program
 adequate nutrition
 adequate income and resources
Resources
 Nebraska AIDS Project
 UNL Health Center – Gay Men’s Support Group
 The Health Coalition
 Panhandle PACT
 Ryan White Title II and Title III Services
 Panhandle Community Services
 Western Community Health Resources
 Calico Spirit Counseling Facilities
 counseling and testing sites across Nebraska
 Nebraska HIV CARE and Prevention Consortium (NHCPC)
 statewide regional community planning groups
 NAF Multicultural Human Development Corporation
 correctional facilities
 behavioral and mental health facilities

Resources (continued)
 private counseling services
 city/county/district health departments
 halfway houses/homeless shelters
Gaps Identified
 bilingual and culturally appropriate prevention services
 HIV/AIDS/STD education
 interpreters for medical and educational services
 mental health
 substance use prevention and treatment services
 safe and adequate housing
DRUG AND ALCOHOL USERS
Needs Identified
 HIV/AIDS prevention education
 counseling and testing
 needle exchange program
 HARM reduction
 negotiation skills
 transportation
 adequate nutrition
 adequate income and resources
Resources
 CenterPointe
 counseling and testing sites across Nebraska
 Central Nebraska Council on Alcoholism
 private counseling services
 Ryan White Title II and Title III Services
 Nebraska HIV CARE and Prevention Consortium (NHCPC)
 statewide regional community planning groups
 correctional facilities
 drug and alcohol treatment centers
 halfway houses/homeless shelters
 family planning facilities
 city/county/district health departments
 behavioral and mental health facilities

Gaps Identified
 mental health services
 drug and alcohol prevention and treatment services
 needle exchange program
 bilingual and culturally appropriate prevention services
 bilingual and culturally appropriate HIV/AIDS/STD education
HETEROSEXUAL FEMALES
Needs Identified
 HIV/AIDS/STD prevention and education
 bilingual and culturally appropriate education and services
 negotiation skills
 adequate income and resources
 safe and adequate housing
 faith community involvement
 transportation
 needle exchange program
 adequate nutrition
Resources
 Lutheran Family Services
 Family Health Services, Inc
 St. Monica’s substance abuse treatment program
 NAF Multicultural Human Development Corporation
 Panhandle Community Services
 Western Community Health Resources
 Nebraska AIDS Project
 Nebraska HIV Care and Prevention Consortium (NHCPC)
 statewide regional community planning groups
 Ryan White Title II and Title III Services
 counseling and testing sites across Nebraska
 correctional facilities
 behavioral and mental health facilities
 private counseling services
 family planning facilities
 city/county/district health departments
 halfway houses/homeless shelters
Gaps Identified
 bilingual and culturally appropriate prevention services
 HIV/AIDS/STD education
 interpreters for medical and educational services
 mental health and substance abuse treatment services
 adequate and safe housing

HETEROSEXUAL MALES
Needs Identified
 HIV/AIDS/STD prevention and education
 drug and alcohol prevention
 counseling and testing
 bilingual and culturally appropriate services
 education for a transient population
 negotiation skills
 needle exchange program
 transportation
 safe and adequate housing
 adequate nutrition
 adequate income and resources
Resources
 Central Nebraska Council on Alcoholism
 private counseling services
 Nebraska AIDS Project
 NAF Multicultural Human Development Corporation
 counseling and testing sites across Nebraska
 Ryan White Title II and Title III Services
 Western Community Health Resources
 Panhandle Community Services
 correctional facilities
 Nebraska HIV CARE and Prevention Consortium (NHCPC)
 statewide regional community planning groups
 family planning facilities
 city/county/district health departments
 behavioral and mental health facilities
Gaps Identified
 bilingual and culturally appropriate prevention services
 bilingual and culturally appropriate HIV/AIDS/STD education
 mental health services
 interpreters
 services for a transient population

NATIVE AMERICANS
Needs Identified
 HIV/AIDS/STD prevention and education
 drug and alcohol prevention
 counseling and testing
 bilingual and culturally appropriate services
 education for a transient population
 negotiation skills
 faith community involvement
 adequate income and resources
 safe and adequate housing
 transportation
 needle exchange program
 adequate nutrition
 Nebraska HIV CARE and Prevention Consortium (NHCPC) representative
Resources
 private counseling services
 Nebraska AIDS Project
 Indian Health Services
 Western Community Health Resources
 Panhandle Community Services
 NAF Multicultural Human Development Corporation
 counseling and testing sites across Nebraska
 Ryan White Title II and Title III Services
 family planning facilities
 city/county/district health departments
 correctional facilities
 behavioral and mental health facilities
 halfway houses/homeless shelters
 Nebraska HIV CARE and Prevention Consortium (NHCPC)
 statewide regional community planning groups
Gaps Identified
 bilingual and culturally appropriate services and education
 HIV/AIDS/STD education that is comprehensive
 mental health and substance abuse prevention and treatment services
 adequate and safe housing

YOUTH
Needs Identified
 HIV/AIDS/STD education that is comprehensive
 drug and alcohol prevention
 recreation
 faith community involvement
 negotiation skills
 transportation
 needle exchange program
 adequate nutrition
 adequate income and resources
Resources
 Lutheran Family Services
 Boys and Girls Homes of Nebraska, Inc
 Love Deliverance Temple Church
 Northeast Nebraska AIDS Prevention Partnership
 YWCA of Lincoln
 Lighthouse
 NAF Multicultural Human Development Corporation
 Family Health Services
 Panhandle Community Services
 Western Community Health Resources
 Nebraska AIDS Project
 Nebraska HIV Care and Prevention Consortium (NHCPC)
 statewide regional community planning groups
 counseling and testing sites across Nebraska
 Ryan White Title II and Title III Services
 behavioral and mental health facilities
 private counseling services
 family planning facilities
 city/county/district health departments
 correctional facilities
 halfway houses/homeless shelters
Gaps Identified
 bilingual and culturally appropriate services and education
 HIV/AIDS/STD education that is comprehensive
 mental health and substance abuse prevention and treatment services
 community centers

As the assessments were conducted in the Regional Advisory Groups and the PLWA Support
Groups in the regions, it was identified that there was a gap in the care offered and provided in
many areas across Nebraska, especially in the rural areas. Therefore, the information below
identifies health care workers and medical providers as part of the Gap Analysis.
HEALTH CARE WORKERS AND MEDICAL PROVIDERS
Needs Identified
 HIV/AIDS/STD education
 cultural awareness
 bilingual health care providers
 interpreters
 conflict resolution skills
 negotiation skills
Resources
 University of Nebraska Medical Center
 Nebraska AIDS Project
 Nebraska HIV CARE and Prevention Consortium (NHCPC)
 statewide regional community planning groups
 infectious disease physicians
 NAF Multicultural Human Development Corporation
 family planning facilities
 city/county/district health departments
 behavioral and mental health facilities
Gaps Identified
 bilingual health care workers and providers
 culturally appropriate care
 lack of knowledge of HIV/AIDS
 lack of medical/dental providers willing to provide care to HIV positive individuals
 lack of substance abuse/mental health providers
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POPULATION PRIORITIZATION PROCESS
PRIORITY POPULATION RESULTS
The Nebraska HIV Care and Prevention Consortium determined the Priority Populations for
2005-2008 at the February 12, 2004 meeting. The top four priority populations are as follows:
POPULATION GROUP IN ORDER OF PRIORITY

POPULATION SUBGROUP

# 1 HIV Positive Persons

Men Who Have Sex With Men (MSM)
Female High Risk Heterosexual (HRH)
Male High Risk Heterosexual (HRH)
(IDU is included with each subpopulation)

# 2 Men Who Have Sex With Men (MSM)

African American ages 20-49
Hispanic ages 20-39
Native American ages 20-29
White ages 20-39

# 3 Female High Risk Heterosexual

African American ages 20-49
White ages 20-39
Hispanic ages 20-39
Native American ages 20-29

#4 Female Injecting Drug Users

African American ages 20-49
Native American ages 30-50+

The populations below are not targeted for prevention funding during this cycle.
It is recognized that interventions are needed for these groups as part of a comprehensive approach.

Male Injecting Drug Users

African American ages 20-49
Native American ages 20-29, 40-49
Hispanic ages 20-29
White ages 20-29

Men Who Sex With Men and Inject Drugs

African American ages 20-39
Native American ages 30-49
White ages 20-29
Hispanic ages 30-39
African American less than 19 yrs

Male High Risk Heterosexual

African American ages 20-39
Native American ages 30-39
Hispanic ages 20-39
White ages 20-29

POPULATION PRIORITIZATION PROCESS (2004)
Preparation for the 2005 population priority setting process began three years ago at the
Nebraska HIV CARE and Consortium (NHCPC) meeting in October 2001. The following
questions provided guidance to the process:
•
•
•
•
•
•

Does the population priority setting process need to be revisited, revised, and
formalized for the 2004 process?
How should priority populations be categorized? By risk transmission? By subpopulations? By both?
Should target populations be defined based on behavioral risk/group designations and
then expanded with demographic data?
What variables should be considered?
Should variables be weighted?
Should the process be translated into an objective mathematical formula?

This work provided the foundation, which was revised and refined during late 2003 and early
2004, for utilization in developing the 2005-2008 prioritization process. An explanation of that
earlier work is included in this comprehensive plan so the reader may understand the depth of
the process utilized to attain the current methodology.
It was clear in late 2003, with the introduction of the Advancing HIV Prevention: New
Strategies for a Changing Epidemic by the Centers for Disease Control (CDC), that there
would not be enough dollars for prevention and that there were likely to be fewer in the future.
It was also clear that HIV prevention efforts had to be focused on people most at risk, so an
additional question was asked during the 2003-2004 prioritization process – How can we
prevent the most infections?
2001-2002
At the October 2001 meeting, NHCPC members discussed examples of variables (factors) that
might be considered when looking at the population priority setting process. Factors discussed
were:
•
•
•
•
•
•
•
•

Estimated live HIV cases/estimated live AIDS cases
Prevalence of predominant risk according to behavioral survey
Average annual rate of increase in AIDS/HIV incidence in the last “X” years
HIV incidence by age
HIV incidence by race/ethnicity as a proportion over the last “X” years
STD rates
Relative size of transmission category in the population
Counseling and testing risk reported prevalence

An ad hoc Priority Populations Committee was created and consisted of 6 NHCPC members; 3
Nebraska Health and Human Services (HSS) staff, including a representative from the
Nebraska HIV Surveillance Program; and one volunteer from a community based organization.
Composition of the committee included an epidemiologist, an HIV case manager, a prevention
sub-grantee, an individual from the AIDS Drug Assistance Program (ADAP), an individual from
a city / county health department, an education specialist from Nebraska’s largest HIV service
provider, the State Community Co-Chair, an individual from the Nebraska HIV Surveillance
Program, the State HIV Program Administrator, and an HIV evaluation coordinator.
The first meeting of the Priority Populations Committee, on November 14, 2001, was to:
1) review the CDC guidance, processes, and rationale;
2) look at material, along with samples from the field, which could better prepare the
members on how to approach this process;
3) brainstorm potential target populations; and
4) brainstorm all possible factors.
Committee members were provided with the document HIV Prevention Planning/Setting HIV
Prevention Priorities – October 2000 created by the Academy for Educational Development
(AED). Members also received copies of priority setting models from a variety of states and
cities. The committee adopted the “Seven Steps In Setting Priorities For Target Populations”
(HIV Prevention Planning/Setting HIV Prevention Priorities – October 2000). For choosing the
factors which would be used to set priorities, the members adopted “Guiding Principles For
Choosing Factors: North Carolina” (HIV Prevention Planning/Setting HIV Prevention Priorities
– October 2000).
Committee members generated a list of all potential target populations and all factors that
could be used to set priorities for target populations. Each committee member was then
tasked with researching data sources for the process of further narrowing the list of target
populations and potential factors for priority setting. Members were requested to contact their
local planning groups, local/county organizations, individuals, and any other resources they
could think of to gather data sources which would be applicable.
At the December 11, 2001 meeting, the list of potential target populations was further
structured and refined utilizing a matrix system that aligned the risk behaviors with the
categories of men, women, and youth. Numerous data sources were presented and reviewed,
ranging from evidence-based sources (i.e. Nebraska HSS Epi Profile; 1999 Nebraska Youth
Risk Behavior Survey; Behavioral Risk Factor Surveillance System – State of Nebraska;
Nebraska 2000 STD Statistics; etc.) to anecdotal data (i.e. regional needs assessment; 2001
Persons Living With AIDS Survey; individual program data; NAF narrative, etc.).

Since Nebraska had not defined factors for setting priorities for target populations in the past,
committee members realized that whatever models they looked at, they would have to make
them specific to Nebraska. Members completed an NHCPC Priority Setting Process Factors
Worksheet modeled after “Worksheet 7: Determine Factors For Target Populations” (HIV
Prevention Community Planning/Setting HIV Prevention Priorities – October 2000). Factors
were listed, definitions assigned to each factor, and data sources aligned to each factor. A
smaller sub-committee was formed consisting of 3 members: the epidemiologist, the HIV
evaluation coordinator, and the State HIV Program Administrator. Their charge was four-fold:
1) assemble the data for each factor listed by committee members;
2) determine the rating information for each factor;
3) develop a rating scale for each factor; and
4) translate the process into an objective mathematical formula.
The sub-committee met numerous times in December to create a matrix utilizing the exposure
risk (MSM, IDU, and Heterosexual) and the sixteen factors/risks associated with transmission
of HIV generated by the committee members at the November and December meetings. The
16 factors/risks associated with transmission of HIV were identified as
bisexual sex
sex for survival
HIV positive
youth/age
mental illness
substance abuse
multiple partners
STDs
unprotected sex
race/ethnicity
homelessness
incarceration
women with high risk partners
Men
youth with high risk partners.
Women
This matrix was predicated on the assumption that there are three major transmission methods
at greatest risk:
1. blood to blood transmission, primarily seen in injecting drug use
2. anal sex, primarily practiced among MSM
3. vaginal sex, primarily practiced among heterosexuals
(It is noted that these are not absolutes, nor are they intended to be. The factors are
those primarily identified by the group.)
The data source was then aligned to the exposure risks and the factors/risks to see if
Nebraska had data to support the factors/risks. The sub-committee narrowed down to five (5)
factors that could be successfully supported by Nebraska data sources:
1. predominant mode/risk factor
2. AIDS prevalence
3. HIV prevalence
4. barriers to reaching the population/difficulty of meeting population needs
5. emerging trends
Once the five (5) factors were identified, the sub-committee members created the rating
information for each factor working with individuals from the Nebraska HSS Surveillance
Program to create a rating scale.

Once the sub-committee had decided which factors to consider, they were ready to determine
the relative importance (weight) of each factor. Since there is no formula that tells which
factors are most important, the sub-committee asked the following questions:
1) How well does this factor demonstrate the prevention needs of the target
population?
2) To what extent does the factor focus on a greater risk for HIV infections among the
target population? (HIV Prevention Community Planning/Setting HIV Prevention
Priorities – October 2000).
Using these two questions as a guide, the sub-committee assigned weights to each factor
based on how important the majority of the group felt each factor was compared to the other
factors. Numeric weights were assigned to each factor on a scale of 1 to 5, with 1 being least
important and 5 being the most important. Utilizing the 3 major exposure risk categories
(MSM, IDU [which was further broken down into MSM / IDU and Heterosexual IDU], and
Heterosexual), the 5 factors, rating information for each factor, rank/scale for each factor, and
an assigned weight for each factor, the sub-committee drafted the first cut of the scoring tables
– Priority Populations Weight Scale – for discussion purposes with the entire Priority
Populations Committee and ultimately the NHCPC group.
On January 7, 2002, the sub-committee presented the draft worksheet “Priority Populations
Weight Scale” to the members of the Priority Populations Committee. The members voted to
adopt the exposure risk categories, the 5 factors, rating information, and rating scale as
presented. Discussion ensued around the factor addressing barriers and members decided to
include the following items under barriers for NHCPC members to rate: access, language,
isolation, providers, and testing. Members then created definitions for each one of the these
items, as it was felt there could be a variety of interpretations for each item and the members
wished to provide the NHCPC members with as much clarity as possible. Committee
members looked at the proposed weights assigned to each factor and, by a majority vote,
decided to adopt the weights as proposed. Upon further review of the draft worksheet, the
committee members suggested looking at disproportionate impact for race/ethnicity, gender,
and age as factors for setting priorities for target populations. The Priority Populations
Committee charged the sub-committee to research Nebraska data sources to find data which
would support a methodology to include these factors.
Sub-committee members were further charged to revise the draft worksheet “Priority
Populations Weight Scale” to reflect the changes adopted at the committee meeting and to
translate the process into an objective mathematical formula.

On January 10, 2002, in trying to address the disproportionate impact based on race/ethnicity,
sub-committee members once again reviewed models from the field, specifically
Pennsylvania’s “Priority Setting Model for Pennsylvania (excluding Philadelphia) HIV / AIDS
Prevention Planning”. Borrowing from Pennsylvania’s model, but making it specific to
Nebraska, sub-committee members created a 6th factor identified as “race/ethnicity as
proportion of HIV incidence in 1996-2000” and created rating information and a rank/scale for
this factor. Sub-committee members felt that a separate “Priority Populations Weight Scale”
could easily be completed for both male and female, thus addressing the gender issue. In
looking at age, according to the HIV/AIDS Surveillance Report through June 2001, the AIDS
total for ages 19 and younger was 16 and the HIV total for the same age group was 21. This
data did not substantiate youth as being a factor for setting priority populations. However, data
in the 20-29 age range did substantiate taking a closer look at age, as statistically about 1/3 of
the 20-29 year olds were impacted by the HIV diagnosis and the increases in numbers over
the years were significant enough to point to teenage exposure. Sub-committee members also
felt youth and young people were at high risk of contracting HIV due to their engagement in
risky behaviors. Sub-committee members researched data sources and created a Multiple
High-Risk Behaviors matrix that addressed STD, substance use, and multiple partners. These
three factors were broken down into gender (male and female) and the following age groups:
13-19 years old, 20-29 years old, and 30+ years old. Each group was given a rank/scale and
data sources were researched to support the factors in the corresponding gender and age
categories. Sub-committee members felt this tool could be utilized for allocating resources
after the priority populations had been identified.
Sub-committee members met with Nebraska HIV Surveillance Program staff to further align
data sources to support the 6 factors. Surveillance staff provided sub-committee members
with HIV percentages within each transmission category for race/ethnicity as proportion of HIV
incidence in 1996-2000. Surveillance staff also provided data for HIV and AIDS within each
transmission category for each factor. Once this data was aligned it was included in the
revised “Priority Populations Weighting Scale” and sub-committee members then created an
objective mathematical formula to utilize in setting the priority populations.
On January 7, 2002, sub-committee members met with the rest of the members of the Priority
Populations Committee and presented the revised draft of the Priority Populations Weighting
Scale with race/ethnicity and gender included along with the mathematical formula.
Committee members tested the draft Priority Populations Weighting Scale using the
mathematical formula to further assess whether it would be applicable to the NHCPC.
Committee members voted to accept the revised draft as the working tool to be submitted to
the NHCPC at the January 23-24, 2002 meeting. Due to the importance of prioritizing
populations for resource allocation, members of the Priority Populations Committee agreed
that a democratic process of all NHCPC members must decide the process of weighting the
factors and assigning levels of effect (ranking/scoring factors for each transmission category).
Upon completing the testing of the Priority Populations Weighting Scale, members approved
the final draft of the Priority Populations Weighting Scale. This then became the tool for
deciding priority populations for the state of Nebraska. Committee members refined the
definitions to the Priority Populations Weighting Scale and created directions on how to use the
tool. This document was added to the Priority Populations Weighting Scale to offer further
clarity to the NHCPC members.

The Priority Populations Weighting Scale was presented and explained to the larger NHCPC
body at their meeting on January 23, 2002 for review and discussion. Once exhaustive
discussion was completed, the NHCPC members voted to approve the tool “Priority
Populations Weighting Scale” for the process of setting priority populations. They then set
about the task of weighting each factor’s relative importance in prioritizing populations and
ranking the effect of each factor on the transmission risk groups (target populations) with
assistance from the Priority Populations Committee members. Utilizing the mathematical
formula, the scores from all factors were added, producing an overall score for that
transmission risk group (target Population). This overall score reflected the combined impact
of all factors used to rate that transmission category / target population. The NHCPC rankordered that target population in order of their overall scores, from highest to lowest. The
target population with the highest overall score ranked #1, the second highest score was
ranked #2, etc. The NHCPC then reviewed their ranking and developed the final list of
prioritized target populations for Nebraska.
As the committee and NHCPC were working with the Priority Population Weighting Scale tool,
at least one weakness with the tool was identified. It was discovered that the tool did not
strongly factor in the disproportionate impact related to race and ethnicity.
For 2003-2004 funding, to ensure the important factors of race/ethnicity and age were fully
considered, NHCPC elected to designate up to one third of the HE/RR funds to projects
delineated to minority populations and up to one third to youth within the priority populations.
2003-2004
Work on the priority population prioritization process was picked up again in early 2003 in
preparation for a new Comprehensive Plan and grant period. Timelines originally called for
priority populations to be determined at the October 2003 NHCPC meeting in order to give
ample time to the interventions committee for their work. With the introduction by CDC of the
new Community Planning Guidance and the Advancing HIV Prevention initiative in late
summer, timelines were revised to allow staff and NHCPC members time to incorporate the
new guidelines and principles. It was decided to create a comprehensive plan that would span
2005 through 2008 to coincide with the new five-year CDC Cooperative Agreement.
As a part of the new HIV Prevention Community Planning Guidance, CDC included the
following attributes related to defining priority populations for the jurisdiction:
6. Evidence that the size of the at-risk populations was considered in setting priorities
for target populations.
7. Evidence that a measurement of the percentage of HIV morbidity (i.e., HIV incidence
or prevalence), if available, was considered in setting priorities for target populations.
8. Evidence that the prevalence of risky behaviors in the population was considered in
setting priorities for target populations.
9. Target populations are defined by transmission risk, gender, age, race/ethnicity, HIV
status and geographic location.
• Target populations are rank-ordered by priority, in terms of their contributions to new
HIV infections.

At the July 24, 2003 NHCPC meeting, HHS surveillance staff presented updated epi
information to the group complete with graphs and statistics. In the discussion of the approach
to population prioritization, it was decided by the group that the prior process was valid with the
exception of effectively incorporating age and race/ethnicity factors. Since the changes
needed were related primarily to determining how to best statistically approach this challenge,
a small group consisting of surveillance staff, HIV program staff and the NHCPC
epidemiologist was tasked to design the mechanics of this process for presentation at the
October meeting. This timeframe was later revised to delay the final process until the January
2004 meeting.

The following table was used to define the behavioral risk groups as well as who is and is not
included in each group.
POPULATION DESCRIPTIONS
POPULATION

DESCRIPTION

THIS INCLUDES…

THIS DOES NOT
INCLUDE…

Individuals with HIV infections may fall into any of below categories and
are at risk of transmitting HIV through any of the behaviorally defined modes below (excluding General Population)
MSM
Men of any age or race who
•
Young MSM (YMSM)
•
Men who have sex with
Men who have sex with
participate in unprotected oral and
men AND inject drugs
•
Men of color who have
men
anal sex with other men.
(MSM/IDU)
sex with men
Within MSM there are gay, bisexual, •
Urban MSM
non-gay or bisexual identified MSM
•
Rural MSM
and those who identify as
transgender.
IDU
People of any age or gender who
•
Individuals who inject
•
Non-injection substance
Injection drug users
inject any substances into a vein or
substances and have
abusers
muscle, or through “skin popping”
partners of the opposite
•
Individuals who do not
and share the needles and/or other
sex
inject substances
injection equipment.
•
Individuals who inject
themselves, but who
substances and are
have sex with individuals
women who have sex with
who do inject
(Heterosexual risk or
women
MSM)
•
Men who have sex with
men and inject
substances
(MSM/IDU)
MSM/IDU
Men of any age and race/ethnicity
•
Only those men who have •
Men who EITHER have
Men who have sex with
who have sex with other men AND
sex with other men AND
sex with other men
men AND inject drugs
who inject any substance into a vein
inject any substance
(MSM) OR inject any
or muscle or through “skin-popping”,
substance (IDU)
and share the needles or equipment
and/or other injection equipment.
HRH
Individuals of any race/ethnicity or
•
Individuals whose partner
•
Individuals whose only
sex who have unprotected oral, anal
High Risk Heterosexual
of the opposite sex has
risk is being sexually
or vaginal sex with a person of the
HIV, injects substances,
active or have multiple
opposite sex who is at increased risk
or is a man who has sex
partners (General
for HIV infection.
with other men
Population)
•
Individuals who have sex
•
Individuals who
while drunk or high
acknowledge MSM
and/or IDU risk
•
Individuals with a sexually
(have separate
transmitted infection
categories)
•
Individuals who trade sex
or pay for sex with drugs,
money, food, shelter, etc.
•
Individuals who have been
forced to have sex
General Population
Individuals who do not report risks
Individuals who report any
that are included in the above
risks included in any of the
populations
above populations.
*CDC definition: Youth in high-risk situations are aged 10-24. These youth include, but are not limited to: youth who have run
away or are homeless; are not in school and are unemployed; seek treatment for substance abuse, especially for injecting drugs
and using crack cocaine; are juvenile offenders; are medically indigent; require mental health services; are in foster homes; are
migrants; are gay and lesbians; have had sexually transmitted diseases, especially genital ulcer disease; have been
psychologically, physically, or sexually abused; are pregnant; seek counseling and testing for HIV infection; exhibit signs or
symptoms of AIDS or HIV infection without alternative diagnosis; barter or sell sex; are in alternative or continuation schools; are
in gangs.

Following the table is CDC’s definition of youth a as reminder of who is and is not included
when “youth” are addressed. To ensure gender representation, it was decided to further divide
the injection drug use (IDU) and high risk heterosexual (HRH) into male and female groups
Through a series of meetings from July through November of 2003, the process and
mathematical formulas were modified to ensure improved flow of information and scoring
processes and to ensure a stronger objective format for including race/ethnicity, age and
gender factors. Instead of having one large Weight/Rank Score Sheet (+6) that encompassed
all the behavioral risk groups, a separate sheet was developed for each population to be
ranked: MSM, MSM-IDU, Male IDU, Female IDU, Male HRH and Female HRH. The factors
and weights did not change.
A Race/Ethnicity and Age Factors Score Sheet (Attachment #9) was developed for each of the
behavioral risk groups which integrated a ranking scale for HIV/AIDS rates and a ranking scale
for Other Risk factors (such as STD rates, high use of Counseling and Testing, drug and
alcohol abuse, and multiple partners) with race/ethnicity by age. The rating scale for each
factor was defined but the weight for each factor was determined by the NHCPC members.
The Other Risk Factors, with the exception of Counseling and Testing use data, had been
identified in the prior process.
This process and the worksheets were presented to the NHCPC at the February 2004
meeting. After explaining the process, the rationale for the changes, and determination by the
group of the weights for the identified factors, the group was led step by step through the
process. To facilitate the process, the members were divided into six groups with an assigned
staff liaison. Each group was responsible for scoring one of the six risk groups. Step one
involved completing the Priority Population Weight/Rank Score Sheet. Any objective data that
could be supplied was included on the worksheet to save time. Each group had to assess the
barriers section which considered the questions of access, language, isolation, providers and
testing. Each of these areas was part of the 2002 process and was supported by specific
definitions. This resulted in a total score for each risk population. Step two allowed for
factoring in of HIV and AIDS risk data as well as other surrogate data for related risk markers.
The surrogate data considered included:
• Sexually transmitted diseases of chlamydia and gonorrhea as markers for sexual
behavior
• Drug and alcohol abuse data as the marker for related behaviors shown to directly
relate to engaging in higher risk sexual behaviors
• Limited data regarding multiple sex partners as a marker for increased transmission by
virtue of repeated exposures with partners of potential positive or unknown status
• Counseling and testing site use data as a marker for identifying who is concerned about
sexual and/or needle sharing risk behaviors by virtue of their need and/or desire to test

Most of this data was available broken down by sex, race/ethnicity and age. Groups were
asked to review this key STD data, substance abuse data, behavioral risk factor survey data
and counseling and testing data to determine the number of these factors that applied to the
risk population by race/ethnicity and age. The HIV and AIDS data was converted to a rate per
100,000 for the race/ethnicity and age group and provided to allow comparability and ranking.
This was further supported by general data tables of HIV/AIDS data. When completed, this
worksheet provided a score for each behavioral risk group by race/ethnicity by age group. The
group was asked to then circle the top six scores on this sheet and transfer it to the Population
Summary Sheet (Attachment #10), which essentially serve to identify the subpopulation risk
groups by race/ethnicity and age group.
To complete the process, scores from the Weight/Rank Score Sheets and the Race/Ethnicity
and Age Factor Score Sheets were transferred to the Final Score Summary Sheet (Attachment
#11) for final analysis. The Weight/Rank score for each population was used to determine the
order of priority for the HIV positive subgroups as the data for this worksheet was based
primarily on existing positives in Nebraska. Age and race/ethnicity factors were not considered
in these subgroups due to the small actual numbers involved which could easily preclude the
ability of any agency to mount an effective intervention effort if limited in this way.
The combination of the score above with the six top Race/Ethnicity and Age Factors scores for
each risk population provided the score upon which the priority of non-positive populations
were based. As a large group, all numbers were reviewed and discussed. It was determined
that three additional populations would be targeted in addition to HIV positive. Within each of
the top three populations, Race/Ethnicity and Age factors were further combined as
appropriate to define the target subpopulations. A discussion about “real numbers” of persons
reachable in specific populations led to the decision to make some further minor revisions prior
to the final list.
Although four priority populations were identified along with their subgroups, the membership
determined all the populations should appear in the comprehensive plan along with
recommendations for interventions. This would provide a blueprint for future funding and/or
identification of gaps for other groups who may want to fund HIV related activities.
Once the populations and subpopulations were determined, the Intervention Committee was
charged to develop interventions matched to the identified populations.

THE 2004 INTERVENTION SELECTION PROCESS
Selection Process Summary
Apirl 2003 NHCPC Meeting
During the regular committee meeting time, the Intervention Committee began discussing and
laying out the process they would use to identify appropriate interventions to be used in
conjunction with the 2005-2006 Request for Applications (RFA). While final selections for
priority populations had not yet been made by the NHCPC membership, the Intervention
Committee decided to focus on the population groups previously prioritized for the 2003-2004
grant years. This was supported by current epi data for Nebraska.
Each member of the Committee was tasked with researching resources for the process of
selecting interventions. Members were encouraged to contact their local planning groups,
local organizations, individuals, and any other resources they could think of to start gathering
data on possible interventions that could be successfully implemented in Nebraska. The
members were asked to bring this information to the October 2003 NHCPC meeting for further
discussion and review.
The Committee identified several action steps to be completed prior to the October 2003
meeting:
♦ Request that each priority population identified by the NHCPC be broken down by age/race
♦ Facilitate a discussion with the NCHPC membership regarding the degree of specificity of
recommended interventions
♦ Request assistance from the Public Information Committee in publicizing the 2005-2006
RFA
♦ Send surveys out to regional representatives to gather additional information on the
epidemic at the local level
October 2003 NHCPC Meeting
During the regular Committee Meeting time, members reviewed information on characteristics
of successful interventions. The committee chair led a discussion on the steps to follow for the
intervention selection process. This included a worksheet designed to identify populationspecific issues to consider when selecting interventions, including available resources, gaps in
services, societal norms, etc.
The State Liaison also led a discussion with the general NHCPC membership to gather input
on how specific the identified interventions should be. Recommendations were to identify
specific interventions for inclusion in the RFP. The concensus was that this would aid in the
provision of capacity building at the agency level and would insure that all funded interventions
are based on behavioral and social science, outcome effectiveness, and will have been
adequately tested with intended consumers for cultural appropriateness, relevance, and
acceptability.

Prior to the February 2004 meeting, the State Liaison conducted additional research on the
Internet and in-house resources to identify interventions that have been documented to be
effective in preventing HIV infection in targeted populations. The main resources utilized were:
♦ Compendium of HIV Prevention Interventions with Evidence of Effectiveness (CDC
1999)
♦ CDC’s Replicating Effective Programs
♦ Center for AIDS Prevention Studies (CAPS) Model Prevention Programs
♦ The Diffusion of Effective Behavioral Interventions project (DEBI)
The State Liaison put information packets together for each risk population that included
information about the interventions that targeted that specific population.
February 2004 Intervention Committee Meeting
During the regular committee meeting time, committee members reviewed the contents of the
information packets provided by the State Liaison. Each Committee member was assigned a
risk population and given the appropriate information package. Utilizing the risk population
worksheet they received in October and the information in the packets, Committee members
were to put together a suggested list of possible interventions for their assigned risk
population.
It was determined that a special, one-day working meeting was needed to review and score
the interventions identified for each risk population. This meeting was scheduled for March 12,
2004, in Lincoln.
During the regular February NHCPC meeting, the general membership selected the priority
populations for 2005.
Prior to the work meeting, the State Liaison and the Committee Chair met in Lincoln to finalize
the process the Committee would use to score the interventions. The process included the
identification and weighting of factors to consider when scoring the interventions. User-friendly
worksheets were developed to facilitate the process (Attachment #12).
March 2004 Work Meeting
The Intervention Committee held an all-day work meeting to review the interventions they had
identified for their assigned risk population. At this meeting, the committee members first
identified and agreed upon a set of factors to score each intervention on. These factors were
high priority, efficacy and effectiveness, practicality, appropriateness, ability to evaluate and
contributing issues addressed. These factors were each assigned a weight based on their
perceived importance. The interventions were scored on each of the factors, the sum of which
became the intervention’s overall score.

April 2004 NHCPC Meeting
During the regular committee meeting, committee members reviewed all of the interventions
that were scored. A discussion followed on how many interventions should be recommended
for each of the priority populations. Factors considered included the challenges faced in
reaching specific risk populations and the capacity-building needs of the community to provide
services. Recommendations were finalized for a final slate of interventions to be presented to
the NHCPC general membership at the June 2004 meeting.
June 2004 NHCPC Meeting
The Committee Chair gave a presentation to the NHCPC membership to explain the process
the Committee had used to arrive at the final slate of interventions being recommended. This
included a short description of each intervention, the behavior theory it was based on, and the
evaluation process utilized to document effectiveness.
The NHCPC membership voted to approve the recommended slate of interventions. These
interventions will be incorporated into the 2004-2005 Request for Applications (RFA).
Following is a complete list of these interventions:

Priority Populations
#1 HIV positive Persons

Population Subgroups
♦
♦
♦

Men Who Have Sex with Men (MSM)
Female High-Risk Heterosexual
(HRH)
Male High-Risk Heterosexual (HRH)

Interventions
♦
♦
♦
♦

Prevention Case Management (PCM)
Healthy Relationships
Holistic Harm Reduction Program
Mpowerment

(IDU is included within each population)
#2 MSM

♦
♦
♦
♦

African Americans ages 20-49
Hispanics ages 20-39
American Indians ages 20-29
Whites ages 20-39

♦
♦
♦
♦
♦

Prevention Case Management (PCM)
Mpowerment
Community Promise
Internet Outreach
Many Men, Many Voices

#3 Female HRH

♦
♦
♦
♦

African Americans ages 20-49
Whites ages 20-29
Hispanics ages 20-39
American Indians ages 20-29

♦
♦
♦
♦

Real AIDS Prevention Project
Community Promise
Sista Sista
Voices/Voces

#4 Female IDU

♦
♦

African Americans ages 20-49
American Indians ages 20-50+

♦
♦

Community Promise
Popular Opinion Leader

Counseling and Testing and Partner Counseling and Referral Services Interventions apply to
all populations. A specific theoretical model, described below, supported each intervention.
HIV POSITIVE
Interventions:
♦ Prevention Cast Management – individual-level intervention based on Social Cognitive and
Stages of Change theories.
♦ Holistic Harm Reduction Program – group-level intervention based on Information,
Motivation and Behavior (IBM) Model of Behavior Change.
♦ Healthy Relationships – small-group intervention based on Social Cognitive Theory.
♦ Mpowerment – formal and informal outreach, peer-led small groups, and social marketing
intervention(s) based on the Diffusion of Innovations and Peer Influence theories.
MEN WHO HAVE SEX WITH MEN (MSM)
Interventions:
♦ Prevention Case Management – individual, client-centered prevention activity based on the
Social Cognitive and Stages of Change theories.
♦ Mpowerment – formal and informal outreach, peer-ed small groups, and social marketing
intervention(s) based on the Diffusion of Innovations and Peer Influence theories.
♦ Community Promise – community-level intervention based on the Stages of Change,
Reasoned Action, and Social Cognitive theories.
♦ Internet Outreach – individual-level intervention based on the Stages of Change Theory.
HETEROSEXUAL FEMALE AT HIGH RISK
Interventions:
♦ Real AIDS Prevention Project – individual-, group- and community-level intervention based
on the Stages of Change Theory.
♦ Community Promise – community-level intervention based on Stages of Change,
Reasoned Action, and Social Cognitive theories.
♦ Sista Sista – group-level intervention based on Social Cognitive Theory.
♦ Voices/Voces – group-level intervention based on the Theory of Reasoned Action.

FEMALE IDU
Interventions:
♦ Community Promise – a community-level intervention based on Stages of Change,
Reasoned Action, and Social Cognitive theories.
♦ Popular Opinion Leader – community-level intervention based on the Diffusion of
Innovations and Social Cognitive theories.
Three additional risk populations were identified by the NHCPC as being at risk for HIV
infection, but not prioritized for funding for the 2005-2006 funding periods. These risk
populations included Male IDU, MSM IDU, and Male High-Risk heterosexuals. The
Intervention Committee also reviewed and scored interventions for these populations so that
recommendations would be readily available should additional funding opportunities be
identified. Results are as follows:
MALE IDU
Interventions included Prevention Case Management, NIDA Community Outreach, Safety
Counts, Community Promise, and Popular Opinion Leader.
MSM IDU
Interventions included Prevention Case Management, Community Promise, Popular Opinion
Leader, Safety County, and NIDA Community Outreach.
HIGH-RISK MALES
Interventions included Community Promise, Popular Opinion Leader, and Voices/Voces.
In addition to the interventions by priority population based in theoretical models, compendium
interventions, DEBI's, and replication models, an underlying intervention for all groups centers
around Counseling and Testing. CDC Procedural Guidance serves as the program model for
Counseling and Testing, as well as Partner Counseling and Referral Services. These services
will be targeted to all identified risk populations.
Interventions that fall under Health Communication and Public Information include ongoing
support of a statewide hotline. Additional interventions are defined annually by the NHPCC
Public Information Committee based on identified needs. The ongoing "mini-grant" process,
as well as internal funding, will support these efforts.

CHARACTERISTICS OF
PRIORITY POPULATIONS
MEN WHO HAVE SEX WITH MEN (MSM)
HETEROSEXUAL FEMALES AT HIGH RISK
HETEROSEXUAL MALE AND FEMALE
INJECTING DRUG USERS (HETERO IDU)
MEN WHO HAVE SEX WITH MEN AND ARE
INJECTING DRUG USERS (MSM/IDU)
HETEROSEXUAL MALES AT HIGH RISK

CHARACTERISTICS OF THE PRIORITY POPULATIONS

MEN WHO HAVE SEX WITH MEN (MSM)
Men who have sex with men (MSM) represent the largest proportion of the risk exposures
reported for males diagnosed with HIV or AIDS (41%), between 1998 and 2002. A total of 260
adult MSM were diagnosed with HIV and AIDS between 1998 and 2002.
The majority of all adult MSM in Nebraska reported with either HIV or AIDS were white, 69%
for both HIV and AIDS cases. African American MSM reported with either HIV or AIDS were
17% for AIDS and 14% for HIV. Hispanic MSM reported with AIDS were 12% and were 13%
among the HIV MSMs; Asian Pacific Islanders MSMs represented 1% of those with AIDS and
3% of those with HIV. Native Americans MSMs with AIDS represented 1% of the cases, while
the MSM HIV cases represented 2% of the HIV cases.
Between 1998 and 2002, the majority of the adult MSM in Nebraska reported with either HIV or
AIDS were in the 30 to 39 year old age group: 51% of the AIDS cases and 41% of the HIV
cases. The 2nd age group for MSM with AIDS is the 40 to 49 year old age group, representing
21%, while the 2nd largest age group for MSM with HIV is the 20 to 29 year old age group at
31%. The 3rd largest age group for MSM with HIV is the 40 to 49 year old age group,
representing 18% of the cases. The 3rd largest age group for MSMs with AIDS is the 20 to 29
year old age group, representing 15% of the cases. Another important age group are those
MSM 50 years of age and over when they were diagnosed. They were the 4th largest age
group for both HIV and AIDS MSM cases, 12% of the AIDS cases and 6% of the HIV cases.
There was a small percentage of both HIV and AIDS MSM who were between 13 and 19 years
of age when they were diagnosed: 1% for AIDS and 3% for HIV.
Since the percentage of MSM under 30 years of age is higher among the HIV cases than the
AIDS cases, 34% compared to 16%, the number of MSM in this age group may indicate the
future of the HIV epidemic in Nebraska. However, the number of cases diagnosed per year
was small, making it difficult to interpret this trend.
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Men Who Have Sex with Men (MSM) (continued)
Characteristics
 Between 1998 and 2002, largest risk exposure for males with HIV and AIDS.
 Majority of MSM with HIV and AIDS white, followed by African American, Hispanic,
Asian Pacific Islander and Native American.
 Majority of MSM with either HIV or AIDS between the ages 30-39, followed by ages 4049 for AIDS and 20-29 for HIV. 3rd largest for AIDS MSMs was the 20-29, and 3rd
largest for HIV was 40-49. The 4th largest for both HIV and AIDS was the 50 and over,
while a very small number in the 13-19 range.
Needs Identified
 Education about HIV / AIDS / STD prevention
 Safe and adequate housing
 Involvement of the faith community
 Safe recreation, especially for young MSM
 Linguistically and culturally appropriate services
 Treatment and care that is respectful
 Transportation services
 Drug and alcohol prevention
 Adequate nutrition
Planned Interventions – Prevention
 Peer or non-peer led one-on-one counseling
 Peer or non-peer led skills building workshops (summits)
 Comprehensive, multi-session, risk reduction / skills building series
 Targeted counseling and testing
Planned Interventions – Care and Services
 Access to Ryan White Title II and Title III services
 Case Management Services
 ADAP services
Current Gaps – Prevention and Care
 Linguistically and culturally appropriate prevention and care services
 Linguistically and culturally appropriate HIV / AIDS / STD education
 Interpreters for medical and educational services
 Stigma, prejudice, and homophobia, especially in rural areas
 Medical and dental providers in rural areas
 Knowledgeable health care workers and providers, especially in rural areas
 Mental health services
 Substance use prevention and treatment services
 Safe and adequate housing
 Transportation services
 Safe social settings

HETEROSEXUAL FEMALES AT HIGH RISK
Between 1998 and 2002, there were a total of 156 adult female HIV (80) and AIDS (76) cases
diagnosed. The #1 risk exposure for adult females, for both HIV and AIDS cases, is sexual
exposure with a male known to be at risk for HIV infection. There were a total of 65 adult
females diagnosed with HIV (35) or AIDS (30) between 1998 and 2002, with a risk of sexual
exposure. This group represents 39% of the AIDS cases and 44% of the HIV cases. The #2
risk exposure is injection drug use (IDU), representing 26% of the adult female AIDS cases
and 14% of the HIV cases. The #3 risk exposure is no identified risk or no risk reported (which
is really not a risk in and of itself). The percentage of no identified risk for both adult female
HIV and AIDS cases is higher than the #2 risk exposure, IDU. No identified risk represents
32% of the adult female AIDS cases and 39% of the HIV cases. If the cases with no identified
risk were to be resolved, it could change the proportions among all the risk exposures listed.
The majority of adult females sexually exposed in Nebraska are either African American or
white. African Americans represented 43% of the AIDS cases and 46% of the HIV cases. The
percentages for whites were very similar: 40% of the AIDS cases and 43% of the HIV cases.
The percentage of Hispanics among females that were sexually exposed was 13% for
Hispanic AIDS cases and 11% for HIV cases. There were no Asian Pacific Islanders among
the females sexually exposed during this time period. Native Americans were not represented
among the females sexually exposed HIV cases, but did represent 3% of those diagnosed with
AIDS. The number of cases diagnosed per year was small, making it difficult to interpret any
trends.
Of the 65 adult females sexually exposed to HIV or AIDS between 1998 and 2002, the majority
of the AIDS cases (43%) were in the 30 to 39 year old age group. The majority of the HIV
cases (46%), however, were in the 20 to 29 year old age group. The 2nd largest age group for
adult females sexually exposed and diagnosed with AIDS is the 40 to 49 year old age group,
representing 30% of all the AIDS cases. The 2nd largest age group for the HIV cases is the 30
to 39-year old age group, representing 40% of all HIV cases. The 3rd largest age group for
those female AIDS cases who reported sexual exposure is in the 50 years of age and older
age group, representing 17% of all the AIDS cases. The 3rd largest age group for adult HIV
cases reporting sexual exposure as their risk is the 40 to 49 year old age group at 9%. There
were no 13 to 19 year olds represented among the females sexually exposed with HIV or
AIDS. The number of cases diagnosed per year for HIV and AIDS in all the age groups was
small, making it difficult to interpret any trends.
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Heterosexual Females at High Risk (continued)
Characteristics
 Between 1998 and 2002, sexual exposure was the #1 risk for females with HIV and
AIDS.
 Majority females sexually exposed with HIV or AIDS were either white or African
American, followed by Hispanic, and Native American, with none for Asian Pacific
Islander.
 Majority females sexually exposed with AIDS were 30-39 years old, but with HIV 20-29,
followed by 30-39 for HIV and 40-49 for AIDS, then 50 and over and 20-29 with AIDS
and 40-49 and 50 and over with HIV. There were none 13-19 with AIDS or HIV.
Needs Identified
 Education about HIV / AIDS / STD prevention
 Safe and adequate housing
 Linguistically and culturally appropriate services
 Counseling and testing
 Treatment and care that is respectful
 Involvement of the faith community
 Adequate resources for food, housing, children, and medical care
 Negotiation skills
Planned Interventions – Prevention
 Peer or non-peer led risk education / skills building multi-session workshops
 Peer or non-peer led one time summits / workshops
 Prevention Case management
 Targeted counseling and testing
Planned Interventions – Care and Services
 Access to Ryan White Title II and Title III services
 Case Management Services
 ADAP services
Current Gaps – Prevention and Care
 Linguistically and culturally appropriate services
 Linguistically and culturally appropriate HIV / AIDS / STD prevention education
 Interpreters for medical and educational services
 Safe and adequate housing
 Mental health services
 Drug and alcohol treatment services
 Adequate resources for food, housing, children, and medical care

HETEROSEXUAL MALE AND FEMALE INJECTING DRUG USERS (HETERO IDU)
There were a total of 475 male HIV (201) and AIDS (275) cases diagnosed between 1998 and 2002, and 156
female HIV (80) and AIDS (76) cases diagnosed in this time period.
Between 1998 and 2002, there were a total of 43 adult male IDU diagnosed with HIV (17) and AIDS (26). The #3
risk exposure for adult male AIDS cases is injecting drug use (IDU) at 9%. The #3 risk exposure for adult male
HIV cases is injecting drug use (IDU) at 8%. The number of males not reporting a specific risk exposure was 16%
of the AIDS cases and 19% for the HIV cases, which could revise the relative proportions of the # 2 risk exposure
(MSM / IDU), #3 risk exposure (IDU), and the #4 risk exposure (sexual exposure), if the risk exposure could be
determined.
The majority of IDU among adult males in Nebraska reported with either HIV or AIDS were white; 62% of the male
AIDS cases and 53% of the HIV cases. African Americans among adult HIV and AIDS cases reporting IDU as
their risk exposure is very similar: 15% for AIDS cases and 24% for HIV cases. The percentage of Hispanics
among male IDU is also quite similar: 19% for AIDS cases and 18% for HIV cases. There were no Asian Pacific
Islanders among the male IDU reported in this time period for either HIV or AIDS cases. Native Americans
reporting IDU as their risk, represented 4% of the AIDS cases, and 6% of the male IDU cases diagnosed with
HIV. The number of cases diagnosed per year was small making it difficult to interpret any trends.
The majority of the IDU among adult males in Nebraska reported with either HIV or AIDS were in the 30 to 39
year old age group: 46% of the AIDS cases and 41% of the HIV cases. The next largest age group for IDU is the
40 to 49 year old age group, representing 35%, of the AIDS cases and 36% of the HIV cases. The third largest
age group for IDU with HIV is the 20 to 29-year old age group, representing 24% of the HIV cases, while the third
largest age group for IDU with AIDS is the 50 and older age group, representing 12% of the cases. There were
no male IDU cases that were 50 years of age and older represented among the HIV cases. There were also no
cases of male IDU in the 13 to 19 year old age group reported for either HIV or AIDS cases.
Between 1998 and 2002, there were a total 31 adult female IDU diagnosed with HIV (11) and AIDS (20). The #2
risk exposure for adult females is injecting drug use (IDU), representing 26% of the adult female AIDS cases and
14% of the HIV cases. The number of females not reporting a specific risk exposure was 32% of the AIDS cases
and 39% of the HIV cases, which could revise the relative proportions of the # 1 risk exposure (sexual exposure)
and the #2 risk exposure (IDU), if the risk exposure could be determined.
The majority of the IDU among adult females in Nebraska reported with either HIV or AIDS were white: 50% of
the female AIDS cases and 55% of the HIV cases. African Americans were very close in percentages to the
white female IDU representing 35% of the AIDS cases and 36% of the HIV cases. There were no Hispanic or
Asian Pacific Islanders among the female IDU reported in this time period of either HIV or AIDS cases. Native
Americans represented 15% of the female IDU cases, and 9% of the HIV cases. The number of cases diagnosed
per year was very small, making it difficult to interpret any trends.
The majority of the female IDU AIDS cases were in the 30 to 39 year old age group, 35% for AIDS cases and
55% for HIV cases. The 2nd largest age group (29%) for female IDU diagnosed with HIV is the 20 to 29 year old
age group, while the 2nd largest age group for AIDS cases is the 40 to 49 year old age group, representing 35% of
the AIDS cases. The third largest (9%) age group for female IDU HIV cases is the 40 to 49 year old age group.
The 50 and over age group represented only a small percentage of these cases. Ten percent of the female AIDS
cases reporting IDU as their risk were 50 years of age or older, while there were no female IDU among the HIV
cases in this age group. There were also no cases of female IDU in the 13 to 19 year old age group for either the
HIV or AIDS cases. The number of cases diagnosed per year was small, making it difficult to interpret any trends.
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Heterosexual Male and Female Injecting Drug Users (Hetero / IDU) (continued)
Characteristics
 Between 1998 and 2002, IDU #3 risk exposure for males with AIDS and HIV.
 IDU #2 risk exposure for females with HIV and AIDS.
 Majority of IDU males with HIV or AIDS was white. African American and Hispanic with HIV or AIDS were
similar. There were also a few Native American IDU with HIV and AIDS, but no Asian Pacific Islanders.
 Majority of IDU females with either HIV or AIDS was white, followed by African American and Native
American. There were no Hispanic or Asian Pacific Islander female IDUs for either HIV or AIDS.
 Majority of male IDU with HIV or AIDS was 30-39 years old, followed by 40-49. The 3rd largest age group
for male IDU with AIDS is the 50 and older age group, followed by the 20-29 year old age group. The 3rd
largest age group for male IDU with HIV is the 20-29 year old age group. There was no male IDU cases
with HIV among the 50 and over age group.
 Majority of female IDU with AIDS was both in the 30-39 age group, as well as the 40-49 age group. The
majority of the female IDU with HIV were 30-39 years old, followed by the 20-29 year age group. The 2nd
largest age group for female IDU with AIDS was also the 20-29 age group, while the next 3rd age group
for HIV was in the 40-49 year age group. The 50 and over age group was the3rd largest age group for
female IDUs with AIDS, while there were no female IDUs with HIV in this age group. There were no
female IDUs with HIV or AIDS in the 13-19 age group.
Needs Identified
 Education about HIV / AIDS / STD prevention
 Drug and alcohol prevention programs
 Needle exchange program
 Negotiation skills
 Counseling and testing
 Safe and adequate housing
 Involvement of the faith community
 Safe recreation, especially for youth
 Linguistically and culturally appropriate services
 Treatment and care that is respectful
 Adequate nutrition
 Transportation services
Planned Interventions – Prevention
 Peer or non-peer led workshops (summits)
 Peer or non-peer led multi-session series
 Prevention case management
 Targeted counseling and testing
Planned Interventions – Care and Services
 Access to Ryan White Title II and Title III services
 Case Management Services
 ADAP services
Current Gaps – Prevention and Care
 Linguistically and culturally appropriate prevention and care services
 Linguistically and culturally appropriate HIV / AIDS / STD education
 Interpreters for medical and educational services
 Stigma and prejudice, especially in rural areas
 Medical and dental providers in rural areas
 Knowledgeable health care workers and providers, especially in rural areas
 Mental health services
 Drug and alcohol prevention and treatment services
 Needle exchange program
 Safe and adequate housing




Transportation services
Safe social settings

MEN WHO HAVE SEX WITH MEN AND ARE INJECTING DRUG USERS (MSM/IDU)
There were 274 adult AIDS cases and 201 adult HIV cases among males residing in Nebraska
diagnosed between 1998 and 2002. Of those, 41 were MSM / IDU. This risk exposure is the
2nd largest risk exposure for males with AIDS and it is the 4th largest risk exposure for males
with HIV.
The majority of MSM / IDU among adult males in Nebraska reported with either HIV or AIDS
were white: 69% of the male AIDS cases and 75% of the HIV cases. African American adult
HIV and AIDS cases reporting MSM / IDU as their risk exposure is 21% for AIDS cases and
17% for HIV cases. Hispanic MSM / IDU was reported as 7% of the AIDS cases and 0% of the
HIV cases. There were also no MSM / IDU reported for Asian Pacific Islanders among the HIV
and AIDS cases. There were few Native American MSM/IDU, 3% for AIDS cases and 8% for
HIV cases. The number of cases diagnosed per year in the African American and Hispanic
MSM / IDU population was small, making it difficult to interpret any trends.
The majority of the MSM / IDU among adult males in Nebraska reported with either HIV or
AIDS were in the 30 to 39 year old age group: 62% of the AIDS cases and 75% of the HIV
cases. The next largest age group for MSM / IDU diagnosed with HIV is the 20 to 29 year old
age group, representing 17% of the HIV cases, but only 7% of the AIDS cases. The third
largest age group for MSM / IDU diagnosed with HIV is the 50 and over age group,
representing 17% of the AIDS cases and 8% of the HIV cases. Those 50 years of age were
actually the 2nd largest age group for the MSM / IDU diagnosed with AIDS. It is interesting to
note that the 40 to 49 year old age group were very few in number among both MSM / IDU
diagnosed with either HIV or AIDS, representing 14% of the AIDS cases and 0% of the HIV
cases. There were no 13 to 19 year olds represented among the MSM / IDU with either HIV or
AIDS. The number of cases diagnosed per year was 10 or less, making it difficult to interpret
any trends.

Percent of Cases

Percent of Newly Diagnosed AIDS and HIV Cases
among MSM/IDUs
by Race/Ethnicity
Nebraska, 1998-2002
N = 41
10 0
80

69

AIDS = 29

75

HIV = 12

60
40

21 17

20

7

0

W hite

Afr. Am .

0

0

Hispa nic

3

0

Asian /PI

Na tive
Am .

Race /E thnicity

Percent of Newly Diagnosed AIDS and HIV Cases
among MSM/IDUs
by Age Groups
Nebraska, 1998-2002
N = 41

Percent of Cases

100
75

80

AIDS = 29

HIV = 12

62
60
40
20

17

0

0
20-29

17

14

7
30-39

40-49

Age Group

8

8

50+

Men Who Have Sex with Men and are Injecting Drug Users (MSM/IDU) (continued)
Characteristics
 Between 1998 and 2002, #2 risk exposure for males with AIDS; #4 risk exposure for
males with HIV.
 Majority MSM / IDU were white, followed by African American, Hispanic, and Native
American; none reported for Asian Pacific Islanders.
 Majority MSM / IDU with HIV or AIDS were 30-39 years old. 2nd largest for HIV was 2029, but 2nd for AIDS was 50 & over. 3rd largest for HIV was 50 and over, and 3rd largest
for AIDS was 40-49. There were no HIV cases 40-49, and none 13-19 for either HIV or
AIDS.
Needs Identified
 Education about HIV / AIDS / STD prevention
 Drug and alcohol prevention programs
 Needle exchange program
 Counseling and testing
 Safe and adequate housing
 Involvement of the faith community
 Safe recreation, especially for young MSM
 Linguistically and culturally appropriate services
 Treatment and care that is respectful
 Adequate nutrition
 Transportation services
Planned Interventions – Prevention
 Peer or non-peer led workshops (summits)
 Peer or non-peer led multi-session risk reduction / skills building series
 Prevention case management
 Targeted counseling and testing
Planned Interventions – Care and Services
 Access to Ryan White Title II and Title III services
 Case Management Services
 ADAP services
Current Gaps – Prevention and Care
 Linguistically and culturally appropriate prevention and care services
 Linguistically and culturally appropriate HIV / AIDS / STD education
 Interpreters for medical and educational services
 Stigma, prejudice, and homophobia, especially in rural areas
 Medical and dental providers in rural areas
 Knowledgeable health care workers and providers, especially in rural areas
 Mental health services
 Drug and alcohol prevention and treatment services
 Needle exchange program
 Safe and adequate housing
 Transportation services
 Safe social settings

HETEROSEXUAL MALES AT HIGH RISK
Between 1998 and 2002 there were 274 adult males diagnosed with AIDS and 201 adult
males diagnosed with HIV for a total of 475 adult males diagnosed with HIV or AIDS.
The #4 risk exposure for adult male AIDS cases is sexual exposure with a female known to be
at risk for HIV infection (8%). The number of males not reporting a specific risk exposure was
16% for this group, which could revise the relative proportions of the # 2 risk exposure (MSM /
IDU), #3 risk exposure (IDU), and the #4 risk exposure (sexual exposure), if the risk exposure
could be determined. Additional risk exposures reported for adult male AIDS cases were
males receiving a transfusion (2%).
The #2 risk exposure for male HIV cases is sexual exposure with a female known to be at risk
for HIV infection (9%). The number of males not reporting a specific risk exposure was 19%
for this group, which could revise the relative proportions of the #3 risk (IDU), the #4 risk
(MSM/IDU) and the #2 risk (sexual exposure), if the risk exposure could be determined.
Between 1998 and 2002, 40 adult male HIV (18) and AIDS (22) cases reported sexual
exposure as the risk. The majority (50%) of the adult male sexual exposure AIDS cases was
African American, while the majority (56%) of the HIV adult males who were sexually exposed
was white. White male AIDS cases with sexual exposure as their risk was 27% of the AIDS
cases. African American HIV cases were 33% of those sexually exposed. The percentage of
Hispanic adult males sexually exposed is 23% for AIDS and 6% for HIV cases. There were no
Asian Pacific Islanders among males sexually exposed reported in this time period for either
HIV or AIDS cases. Native Americans were not represented among the adult male sexually
exposed AIDS cases, but did represent 6% of the males sexually exposed diagnosed with HIV.
The number of cases diagnosed per year was small, making it difficult to interpret any trends.
The majority (45%) of the sexually exposed adult males in Nebraska reported with AIDS were
in the 30 to 39 year old age group. The majority (39%) of the HIV sexually exposed males
were in the 20 to 29 year old age group. The 2nd largest age group for sexually exposed
males reported with AIDS is a three way tie between the 20 to 29 year old age group, the 40 to
49 year old age group and the 50 and over group, representing 18% of these cases. The 2nd
largest age group for HIV sexually exposed males is in the 30 to 39 year old age group (33%).
The third largest age groups for the sexually exposed male HIV cases were in the 50 years of
age and older group (12%) followed by the 40 to 49 year old age group (11%). There were no
13 to 19 year olds represented among the sexually exposed with AIDS, but there were a few
(6%) represented among the HIV cases. In all age groups, the number of cases diagnosed
per year was small, making it difficult to interpret any trends.
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Heterosexual Males at High Risk (continued)
Characteristics
 Between 1998 & 2002, males with AIDS reporting sexual exposure with a female known to be at
risk for HIV was the #4 risk exposure; among HIV males reporting sexual exposure with female
known to be at risk for HIV is the #2 risk.
 Majority of male AIDS cases reporting sexually exposure were African American, followed by
white and Hispanic. Majority of male sexually exposed HIV cases was white, followed by
African American, Hispanic, and Native American. There were no sexually exposed Asian
Pacific Islanders for either HIV or AIDS, and no Native Americans with AIDS.
 The majority of sexually exposed males with AIDS were 30-39 years old, followed by 20-29, 4049, and 50 & over. Majority of sexually exposed males with HIV was 20-29, 30-39, and 50 and
over, and then 40-49, with a few 13-19. There were no 13-19 year olds among the AIDS cases.
Needs Identified
 Education about HIV / AIDS / STD prevention
 Safe and adequate housing
 Involvement of the faith community
 Safe recreation, especially for youth
 Linguistically and culturally appropriate services
 Treatment and care that is respectful
 Transportation services
 Drug and alcohol prevention
 Education and services for a transient population
Planned Interventions – Prevention
 Community-wide social gatherings incorporating basic HIV/AIDS information
 “Home outreach” model providing culturally and linguistically appropriate health education / risk
reduction session
 Skills building, information sharing educational series targeting clients in alternative educational
settings
 Targeted counseling and testing
Planned Interventions – Care and Services
 Access to Ryan White Title II and Title III services
 Case Management Services
 ADAP services
Current Gaps – Prevention and Care
 Linguistically and culturally appropriate prevention and care services
 Linguistically and culturally appropriate HIV / AIDS / STD education
 Interpreters for medical and educational services
 Stigma and prejudice, especially in rural areas
 Medical and dental providers in rural areas
 Knowledgeable health care workers and providers, especially in rural areas
 Mental health services
 Substance use prevention and treatment services
 Safe and adequate housing
 Transportation services
 Safe social settings
 Care and prevention services for a transient population

COMMUNITY PARTNERSHIPS
CHARLES DREW HEALTH CENTER
CITY/COUNTY, COUNTY, AND DISTRICT HEALTH DEPARTMENTS
COMMUNITY ACTION AGENCIES
COMMUNITY BASED HEALTH CENTERS /
OTHER HEALTH PROVIDERS
MEDICAL PERSONNEL
NAF MULTICULTURAL HUMAN DEVELOPMENT CORPORATION
THE NEBRASKA AIDS EDUCATION AND TRAINING CENTER (AETC)
NEBRASKA AIDS PROJECT (NAP)
NEBRASKA DEPARTMENT OF CORRECTIONS
NEBRASKA HEALTH AND HUMAN SERVICES
REGIONAL MENTAL HEALTH / SUBSTANCE ABUSE NETWORKS
RYAN WHITE TITLE II AND TITLE III SERVICES
TITLE X
UNIVERSITY / COLLEGE HEALTH CENTERS
UNIVERSITY OF NEBRASKA MEDICAL CENTER
(UNMC) HIV CLINIC
WESTERN COMMUNITY HEALTH RESOURCES
RYAN WHITE TITLE III EIS PROGRAM

COMMUNITY PARTNERSHIPS

The low morbidity in Nebraska has enabled primary and secondary prevention providers to
collaborate more effectively than could be expected in large metropolitan areas. By forming
broad, multi-disciplinary partnerships, HHS and various partners can more efficiently identify
populations most affected by a particular health problem, determine where resources are most
needed, address barriers and gaps in service, generate support for reducing the burden of
chronic disease, and identify and share "best practices." The following are brief descriptions of
providers and services, which support the prevention continuum, linking primary and
secondary activities.
•

Charles Drew Health Center, one of Nebraska’s minority community based organizations,
located in the Omaha metro area, provides a variety of health care services for persons,
including basic health care, case management, mental health, HIV / STD counseling and
testing, and support group services. Services are provided on a sliding fee scale and are
offered during a variety of times and locations (satellite clinics) to better serve their clients
and the community. Charles Drew collaborates with other minority community based
organizations in the Omaha area and holds a significant presence in the faith communities.
The health center was awarded a two year Ryan White Title III planning grant in 2001.

•

City/County, County, and District Health Departments provide services in all 93
counties in Nebraska. There are seven county health departments, one city/county health
department, and 17 district health departments. Through the passage of LB 692 in 2001,
$11.4 million was committed over a two-year period to establish multi-county health
departments across Nebraska. Seventeen new district health departments have been
established. The development of the new district health departments has been success for
Nebraska. A variety of services are provided at each department and these communitybased agencies play key roles in their regions. Home and community health services,
education, immunizations, and nutritional support are offered at many health department
sites. TB, STD, HIV counseling and testing, uninsured medical care, dental care, prenatal
and well-baby clinics, WIC, and other related services are available in some areas.

•

Community Action Agencies statewide have proven to be invaluable to the prevention
efforts as they provide consistent, stable, key survival services in most communities
(emergency housing, weatherization, assistance with utilities, food pantries, clothing, etc.)
Many of these agencies provide a base location for services such as WIC, immunizations,
well-baby, preparing for kindergarten, teen pregnancy prevention, parent and community
education, adult basic education, and ESL (English as a Second Language) programs.
Some community action agencies (Panhandle Community Services, Central Nebraska
Community Services) are currently providing HIV counseling and testing, and others are
positioning their programming to offer the same in the future.

•

Community Based Health Centers/Other Health Providers, such as Carl T. Curtis
Health Center, Ponca Community Health, Urban Indian Health Center, Central Health
Center, Creighton Medical Center, Great Plains Regional Medical Center, and the
Panhandle Community Service Health Center, are among several specialized community
based health centers which provide medical care and treatment to persons in need.
Consultants in Infections Disease serve much of Southeast Nebraska. HHS relationship
with these agencies continue to grow and the need for reaching patients with multiple and
holistic messages is essential when working in prevention. HIV counseling, testing,
referral, and general medical care (prenatal care, well-baby checks, immunizations, STD,
TB) are among some of the services provided by these health centers and health providers.

•

Medical Personnel (Nurses, Physicians, DOs, PAs) The Nebraska Infection Control
Network (NICN) is an organization whose purpose is to provide infection control education
in Nebraska. NICN has and will continue to play an integral part of the diagnosis and
treatment for persons with HIV. Each year at the annual NICN conference, HIV / AIDS /
STD issues are addressed. All informational mailings are sent to the infection control
nurses statewide and to physicians and other medical personnel who have accepted
responsibility for keeping updated on prevention efforts. Approximately ten physicians in
the state have taken on significant numbers of HIV positive persons as patients and
regularly refer them to other prevention / intervention services. In turn, these providers
have played key roles for HHS staff and CPG members by serving as sources for
information and assistance for prevention work with HIV positive persons and their families.

•

NAF Multicultural Human Development Corporation is a statewide community based
organization primarily serving the Hispanic population and has expertise in working with
migrant and seasonal farm workers. NAF has played a significant role in partnering with
the community advisory groups, the state prevention and care programs, and other service
providers. They offer translation services, have trained bilingual HIV counseling and testing
staff, and have staff who have been trained through the American Red Cross Spanish
instructor training. NAF has also translated written materials into Spanish for providers.

•

The Nebraska AIDS Education and Training Center (AETC) conducts targeted, multidisciplinary education and training programs for health care providers treating persons with
HIV/AIDS. The AETC Program increases the number of health care providers who are
effectively educated and motivated to counsel, diagnose, treat, and medically manage
individuals with HIV infection, and prevent high risk behaviors that lead to HIV transmission.
The Nebraska AIDS Education and Training Center offers real-time clinical consultation for
health care professionals, educational programs about HIV infection for healthcare
professionals, clinical training opportunities at HIV patient care sites, updates to health care
professionals on HIV-related treatment and care issues, provides information about HIV
service programs and resources, and resources for health professions schools. For
information, call 402-559-5392 or toll free 866-632-2437.

•

Nebraska AIDS Project (NAP) is a statewide, community based AIDS service organization
with offices in five of the six NHCPC regional advisory group areas. Nebraska AIDS
Project offers free confidential or anonymous counseling and testing at four of the five
regional offices, located in Omaha, Lincoln, Kearney, and Norfolk. Nebraska AIDS Project
operates the statewide HIV/AIDS Hotline. Ryan White case managers are located in five of

the six regions and provide services in all six regions. These services include health
education and information dissemination, referral to needed health care services and
financial assistance, housing assistance, food pantry, support groups, and volunteer
programs. Nebraska AIDS Project is represented on five of the six regional advisory
groups and the NHCPC. Services offered by Nebraska AIDS Project through paid staff and
volunteers play a significant role in the HIV prevention and services network. Nebraska
AIDS Project operates the Watanabe Wellness Center in Omaha, providing breakfast and
lunch Monday through Friday, complimentary therapies, support groups, social activities,
and art classes. A mental health professional is available to all of the Nebraska AIDS
Project offices. Prevention programs are designed to reach targeted populations at
increased risk for HIV infection. These populations include, but are not limited to, men who
have sex with men, women, youth, communities of color, and high risk heterosexuals.
These interventions are conducted on the individual, group, and community levels.
Nebraska AIDS Project makes referrals to providers throughout the state and nation. Other
providers, including physicians, community action agencies, drug/alcohol programs, mental
health providers, and faith communities, regularly make referrals to Nebraska AIDS Project
programs.
•

Nebraska Department of Corrections HIV Discharge Testing for Incarcerated
Populations in Nebraska State Penitentiaries is a project which uses the infrastructure of
Nebraska Health and Human Services HIV Prevention’s Counseling, Testing, and Referral,
and Partner Counseling and Referral Services (CTR/PCRS) Program as well as the
Department of Corrections (DOC) medical staff. Nebraska AIDS Project (NAP) case
management staff, and the Lincoln Lancaster County Health Department (LLCHD) Disease
Intervention staff (DIS) provide referral, care, and case management follow-up to
individuals identified as HIV positive. The program offers testing to an estimated 1,900
inmates per year who are leaving state correctional facilities. This also has an impact on
the spouses and/or partners of these individuals in the general community. All inmates are
screened at intake for HIV, STDs, and Hepatitis. All identified HIV positive inmates receive
additional laboratory testing, referral to infectious disease consultant as needed, and
counseling and medication are provided by the Department of Corrections throughout
incarceration.
Major tasks of this project are: 1) to provide oral mucousal HIV antibody testing to any
inmate requesting testing prior to discharge; 2) to identify HIV positive individuals prior to
discharge; 3) to provide trained DIS to identify partners who may have come in contact with
HIV through an HIV positive individual; 4) to provide case management services for
referrals to medical care, support services, etc., prior to discharge; and 5) to identify the
rate of infection of incarcerated individuals leaving state correctional facilities in Nebraska.
Nebraska AIDS Project (NAP) currently provides case management services, including
discharge planning, to those that are eligible. NAP has also made a significant impact by
collaborating with the Department of Corrections to enhance the care of inmates living with
HIV. Every effort is made at discharge to provide referral to an infectious disease
consultant, a clinic, NAP, or available community agencies for assistance. Education and
prophylaxis items are available at discharge and a two week supply of medication is
provided by the Department of Corrections.

•

Nebraska Health and Human Services Departments that collaborate with the HIV
Prevention Program include Surveillance of Communicable Diseases; Office of Women’s
Health; Office of Minority Health; Office of Public Health; Office of Rural Health; Office of
Mental Health; Substance Abuse and Addiction Services; Office of Family Health; Office of
Economic and Family Support Services; and the Office of Disease Prevention and Health
Promotion.

•

Regional Mental Health / Substance Abuse Networks Jurisdictions for the provision of
mental and substance abuse services have been established statewide. These networks
oversee the provision of public and private services for more effective dissemination of
information and coordination of services. Each year the relationships between the regional
networks and HIV prevention efforts become stronger. Because these providers offer a
continuum of services, from prevention education and information to out-patient and inpatient treatment, as well as services to at-risk populations and those infected that continue
to engage in risk behaviors, their involvement with community planning has been crucial.
Representatives from regional networks sit on most regional advisory groups and referral
and coordination among providers around HIV issues has increased dramatically. A
significant increase in collaboration among HIV prevention providers and substance abuse
providers has been noted with many of these agencies developing policies to address HIV
issues and providing in service training for their staff. Mental health services statewide, in
general, have not been as open to address issues of HIV as the substance abuse
providers, citing mental health / confidentiality concerns. The Lutheran Family Services
network has clearly shown their commitment and support through membership on
community planning groups, participation in community AIDS awareness, and willingness
to provide services to clients on sliding fee scales. Commitment has also been seen
among private practice therapists and counselors who often see HIV impacted individuals
and their families for therapy as well as provide support group sessions at reduced rates, or
no fee, for their services.

•

Ryan White Title II and Title III Services Ryan White Title II case management services
are provided by the Nebraska AIDS Project through a subgrant with Nebraska Health and
Human Services, the state Title II grantee. Through case management, qualified clients
are able to access other Title II services, such as: housing, utilities, food, and transportation
assistance to HIV POSITIVE clients. HIV positive Ryan White Title III services are provided
through the University of Nebraska Medical Center in Omaha and Western Community
Health Resources in Chadron, Nebraska.

•

Title X Title X Family Planning programs are available in a number of locations statewide
and provide comprehensive reproductive health care with focus on prevention to both men
and women. Many family planning clinics have become the source of primary care for
women with lower incomes or limited health insurance. Most have written or verbal
collaboration agreements with HIV prevention resources in their area or with the state to
ensure HIV / STD prevention messages and risk reduction skills are incorporated into the
standard of care. Informational mailings are forwarded to these programs regularly for the
management of HIV infections and all CTRPN counselors are required to participate in
mandated update training yearly. Reproductive service agencies are routinely invited to
participate in workshops, training, or conferences sponsored through HIV providers and
vice versa.

•

University/College Health Centers, such as the University of Nebraska- Lincoln,
University of Nebraska at Kearney, Concordia University, Hastings College, and Wayne
State College have taken leadership roles on their respective campuses to educate
students about HIV issues. Student Health Centers on each campus provide a variety of
public health services. Students utilize peer networks to provide up to date information and
promote HIV / STD counseling, testing, and treatment. Many of these students have
organized peer training units that provide information to area schools. These training units
have also partnered with local gay / lesbian / bisexual organizations to host community
events.
The University of Nebraska Medical Center (UNMC) HIV Clinic, located in Omaha,
Nebraska, is made up of physicians, fellows, a clinic psychiatrist, nurse practitioners,
nurses, nutritionist, and social workers who provide services to persons living with HIV and
AIDS, their family members, and loved ones. The UNMC HIV Clinic operates with a
treatment team approach, assessing each client’s individual needs. The HIV Clinic
provides a flexible schedule to maximize availability to clients.
The UNMC Ryan White Title III Program provides HIV testing, counseling, and education;
general laboratory tests including CD4 counts and viral load testing; TB testing; nutritional
consultations; oral health care; ophthalmology; mental health care; substance abuse
intervention and treatment; and translation services. The program works closely with the
Nebraska AIDS Project case managers to identify and enroll eligible clients into the Ryan
White Title III Program. The UNMC Title III Program has expanded its primary care
services to hold clinics in Grand Island and North Platte on a regular basis. The staff also
works with the statewide rural nursing network. The UNMC HIV Clinic/Ryan White Title III
Program serves all Nebraska counties other than the western section or the Panhandle
area of the state and southwestern Iowa.

•

Western Community Health Resources Ryan White Title III EIS Program
Western Community Health Resources (WCHR), located in Chadron, Nebraska, is the Title
III EIS (Early Intervention Services) grantee for the eleven counties in the panhandle area
of Nebraska. WCHR, through its network of 22 Ryan White Title III contract providers, offer
comprehensive early intervention services to HIV infected persons living in the Panhandle
and surrounding area. The services offered under the Ryan White Title III program include
primary out-patient medical care, dental care, out-patient mental health care, out-patient
substance abuse treatment, nutritional consultations, HIV counseling and testing, and other
specialty health care services. Quarterly HIV clinics are held at Panhandle Community
Services Health Center (PCS) in Gering, Nebraska. During the quarterly HIV clinics, clients
receive medical care from an infectious disease specialist, dental care, nutritional
counseling, medication adherence counseling, and social case management.

DESCRIPTIONS OF PARTNERSHIPS
WITH OTHER HIV PREVENTION
ACTIVITIES
CENTRAL
EASTERN
NORTHERN
SOUTHEAST
SOUTHWEST
WESTERN
NEBRASKA RED RIBBON COMMUNITY
HIV PREVENTION PROGRAM RESOURCE
DIRECTORY

DESCRIPTIONS OF PARTNERSHIPS WITH OTHER
HIV PREVENTION ACTIVITIES

Each of the six regional advisory groups provided a listing of those services they identify
as resources to their area. Some have identified strong, stable linkages and others
have identified those providers / services who they hope to develop stronger
relationships with in the future.
CENTRAL
(Counties in NHCPC Service Area: Adams, Blaine, Buffalo, Clay, Custer, Franklin,
Garfield, Greeley, Hall, Hamilton, Harlan, Howard, Kearney, Loup, Merrick, Nuckolls,
Phelps, Sherman, Valley, Webster, and Wheeler)
The mission of the Central Regional Advisory Group is to reduce HIV infections
in Central Nebraska by advocating for HIV and AIDS education,
prevention, and care.
The group identifies themselves as the Central Nebraska Coalition on HIV / AIDS.
Counseling and Testing
Central District Health Department
Central Health Center
Hastings College
Hastings Family Planning
Nebraska AIDS Project
Nebraska Health and Human Services
private physicians
University of Nebraska at Kearney
Community Based Primary and Secondary Prevention Services
AIDS Hotline
American Red Cross
The Bridge
Dr. Steven Rademacher
Central Community College
Central District Health Department
Central Health Center
Friendship House
Goodwill Industries
GLBT Support Group
Grand Island Diocese/Hispanic Ministry
Hall County Jail
Hastings College
Hastings Family Planning
Mid-Nebraska Community Services

Community Based Primary and Secondary Prevention Services (continued)
Mid-Plains Center for Behavioral Health Care
Nebraska AIDS Project
National Youth Sports Program
Nebraska Health and Human Services
Region III Mental Health and Substance Abuse Services in Kearney
South Central Behavioral Services in Hastings and Kearney
St. Francis
Youth Rehabilitation and Treatment Center – Kearney
Identified providers for establishing stronger linkages
city/county/district health departments
correctional institutions
county probation
Crossroads
dentists
detox facilities
employers, such as meat packing plants and other large industries
Hispanic Media Sources
interagency coalitions
Lutheran Family Services
mental health providers
ministerial alliances
PFLAG support group
rural hospitals
school nurses
spousal/domestic abuse agencies
St. Monica’s

EASTERN
(Counties in NHCPC Service Area: Dodge, Douglas, Sarpy, and Washington)
The purpose of the Eastern Regional Advisory Group is to promote collaboration in
preventing HIV and serving those living with HIV disease, to share information about
services and resources available in the community, to coordinate efforts and resources
in order to provide the best prevention and care possible, and to inform the Nebraska
HIV CARE & Prevention Consortium (NHCPC) of local efforts, issues, and needs.
The group identifies themselves as the Midlands Community Planning Group for
HIV, Prevention, Care and Treatment.
Counseling and Testing
Multiple locations through collaboration with
Charles Drew Health Center
Douglas County Health Department
Nebraska AIDS Project
Planned Parenthood of Nebraska and Council Bluffs
private physicians and clinics
University of Nebraska Medical Center

Community Based Primary and Secondary Prevention Services
AIDS Hotline
American Red Cross
ARCH
Charles Drew Health Center
Chicano Awareness Center
Creighton University Department of Medicine
Douglas County Health Department
Douglas County Juvenile Services
Lutheran Family Services
Methodist Richard Young-Renaissance Center Nursing Clinic
NAF Multicultural Human Development Corporation
Nebraska AIDS Project and Wellness Center
Nebraska Health and Human Services
Nebraska Hemophilia Foundation
Nebraska Regional Hemophilia Treatment Center
New Creations
One World Community Health Center
Pediatric Infectious Disease
Planned Parenthood of Nebraska and Council Bluffs
Project Resolve
Salvation Army
Sarpy County Probation
University of Nebraska Medical Center
Urban League
Community Resources Serving in Advisory Capacities
100 Black Men of Omaha
ANGLE
Metropolitan Community Church - Omaha
Nebraska Ethnics Together Working On Reaching Kids (NETWORK)
Northeast Nebraska Family Health Services - Fremont Family Planning
Omaha Latin Club
Onyx Images
Parents and Friends of Lesbians and Gays
The Rainbow Center – Gay, Lesbian, Bisexual, Transgender Community Resource Center
Region VI Drug and Alcohol Services
Salvation Army
The Stephen Center
Urban League of Nebraska
Providers identified for establishing stronger linkages
Black Family Health and Wellness Association
Blacks Working with AIDS
city/county/district health departments
colleges
correctional institutions
county probation
dentists
detox facilities
Domestic Violence Coordinating Council
Francis House
Fred Leroy Health and Wellness Center
Grace University
Hope Medical Outreach Coalition
hospitals

Providers identified for establishing stronger linkages (continued)
Jewish Family Service
Love Deliverance Community Ministries
Lydia House/Open Door Mission
mental health providers
Nebraska Coalition for Women's Treatment
Omaha Chapter of Delta Sigma Theta Sorority
Our Healthy Community Partnership
Presbyterian Outreach
Program for Women and Successful Aging
Sisters Together Omaha Chapter
spousal/domestic abuse agencies
University Medical Center Family Planning
Uta Halee Girls Village/Cooper Village
Wellness Council of the Midlands

NORTHERN
(Counties in NHCPC Service Area: Antelope, Boone, Boyd, Brown, Burt, Cedar, Cherry,
Colfax, Cuming, Dakota, Dixon, Holt, Keya Paha, Knox, Madison, Nance, Pierce, Platte,
Rock, Stanton, Thurston, and Wayne)
Their mission is twofold: 1) to ensure the needs of persons infected or affected
by HIV disease in the Northern Region are met through collaboration with the
HHS HIV Prevention Program; and 2) to ensure that the residents of the Northern
Region, particularly those identified as high-risk groups, receive maximum
benefit from prevention related interventions and strategies, through
collaboration with the HHS HIV Prevention Program.
The Northern Regional Advisory Group identifies themselves as the
Northeast Nebraska AIDS Prevention Partnership (NENAPP).
Counseling and Testing
Central Nebraska Community Services
East Central District Health Department
Nebraska AIDS Project
Wayne State College (restricted to student body)
Winnebago Indian Health Services (restricted to Native Americans)
Community Based Primary and Secondary Prevention Services
AIDS Hotline
boys and girls group homes
Central Nebraska Community Services
Central Technical Community College-Columbus
Faith Regional Hospital
Goldenrod Hills Community Action
Healthy Start
hospitals in Bassett, Columbus, Creighton, Fremont, Neligh, O’Neill, Osmond, Tilden,
Valentine, Wayne, and West Point
NAF Multicultural Human Development Corporation

Community Based Primary and Secondary Prevention Services (continued)
Nebraska AIDS Project
Nebraska Health and Human Services
Norfolk Regional Center
Northeast Community College
Northeast Nebraska Family Health Services - Norfolk Family Planning
Northeast Nebraska Pregnancy Prevention Coalition
Prevention Pathways
Rural AIDS Prevention Project
Santee Indian Health Clinic
Valley Hope
Wayne State College
Winnebago Indian Health Services
Providers identified for establishing stronger linkages
Center for Family Health
city/county/district health departments
colleges
correctional institutions
dentists
detox facilities
mental health providers
Northeast Nebraska Family Health Services
rural hospitals
spousal/domestic abuse agencies

SOUTHEAST
(Counties in NHCPC Service Area: Butler, Cass, Fillmore, Gage, Jefferson, Johnson,
Lancaster, Nemaha, Otoe, Pawnee, Polk, Richardson, Saline, Saunders, Seward,
Thayer, and York)
The mission of the group is to reduce HIV infections in Lincoln and Lancaster
County by advocating for HIV and AIDS education, prevention, and care.
The Southeast Regional Advisory Group identifies themselves as the
Community Action Coalition on HIV / AIDS (CACHA).
Counseling and Testing
Cornerstone Church
Lincoln/Lancaster County Health Department
Nebraska AIDS Project
Nemaha County Health Department
Planned Parenthood of Nebraska and Council Bluffs
Peru State College
private physicians
Tecumseh Family Planning Clinic
University of Nebraska-Lincoln Student Health Center

Community Based Primary and Secondary Prevention Services
AIDS Hotline
All Souls Non-Denominational Church
American Red Cross
Blue Valley Community Action Program
BryanLGH Medical Center
Cass County Counseling
Coalition for Gay & Lesbian Rights
Freeway Station for Runaways
The Hispanic Center
League of Human Dignity
Lighthouse Youth Center
The Lincoln Interfaith Network
Lincoln/Lancaster County Health Department
Lincoln Medical Education Foundation
Lutheran Family Services
The Male Space
Malone Community Center
NAF Multicultural Human Development Corporation
Nebraska AIDS Project
Nebraska Health and Human Services
Nebraska Regional Hemophilia Foundation
The Panic Bar
Parents and Friends of Lesbians and Gays (PFLAG)
People’s City Mission
Planned Parenthood of Nebraska and Council Bluffs
private physicians
private pychotherapists
Region V Drug and Alcohol Service
Salvation Army
Saunders County Health Department
St. Elizabeth’s Health Center
St. Monica’s Group Home
Tabitha Hospice
University of Nebraska Family Resource Center
University of Nebraska Peer Program
Veterans Administration
The Way Home Book Store
YMCA
Youth Talk Line
YWCA of Lincoln

Providers identified for establishing stronger linkages
Blue Valley Mental Health
city/county/district health departments
colleges
correctional institutions
county probation
dentists
detox facilities
The Lanning Center
Lincoln Regional Center
local cultural centers, such as the Hispanic, Asian, and Sudanese
mental health providers
People's Health Center
Peru State College
rural hospitals
spousal/domestic abuse agencies

SOUTHWEST
(Counties in NHCPC Service Area: Arthur, Chase, Dawson, Dundy, Frontier, Furnas,
Gosper, Grant, Hayes, Hitchcock, Hooker, Keith, Lincoln, Logan, McPherson, Perkins,
Red Willow, and Thomas)
Counseling and Testing
Great Plains Regional Medical Center and Community Health Agency
Nebraska Health and Human Services
People's Family Health Services - McCook Clinic
Community Based Primary and Secondary Prevention Services
AIDS Hotline
American Red Cross
area newspapers (both English and Spanish)
County Inter-agency Council
El Centro Luterano
Lutheran Family Services
NAF Multicultural Human Development Corporation
Nebraska Health and Human Services
University of Nebraska Cooperative Extension
Women’s Family Health
Identified providers for establishing stronger linkages
boys and girls group homes
city/county/district health departments
colleges
correctional facilities
county probation
dentists
detox facilities

Identified providers for establishing stronger linkages (continued)
Fern House
Haven House
Lincoln Connection Homeless Shelter
mental health providers
ministerial alliances in Lexington and North Platte
People’s Family Health Services
rural hospitals
school nurses
spousal/domestic abuse agencies
Union Pacific EAP

WESTERN
(Counties in NHCPC Service Area: Banner, Box Butte, Cheyenne, Dawes, Deuel,
Garden, Kimball, Morrill, Scotts Bluff, Sheridan, and Sioux)
The mission of PACT is to develop and implement a comprehensive
prevention plan for the Panhandle region.
The Panhandle Regional Advisory Group identifies themselves as the
Panhandle Prevention, Advocacy, CARE Team (PACT).
Counseling and testing
community health nurses
NAF Multicultural Human Development Corporation
Nebraska Association of Farm Workers
Panhandle Community Services
private physicians
Regional West Medical Center
Western Community Health Resources
Community Based Primary and Secondary Prevention Services
AIDS Hotline
American Red Cross
Calico Spirit Support and Education Group and Counseling Facilities
Goodwill Industries
Indian Center
NAF Multicultural Human Development Corporation
Nebraska AIDS Project
Nebraska Health and Human Services
Panhandle Community Services Health Center
Panhandle Mental Health Center
private physicians
private psychotherapists
Region I Drug and Alcohol Services
Regional West Medical Center
Western Community Health Resources

Identified providers for establishing stronger linkages
area school nurses
boys and girls group homes
city/county/district health departments
colleges
correctional institutions
dentists
detox facilities
mental health providers
rural hospitals
spousal/domestic abuse agencies
Western Community Health Resources
Western Nebraska Veterans’ Home

NEBRASKA RED RIBBON COMMUNITY
The Nebraska Red Ribbon Community (NRRC) is a group of persons living with HIV
and serves in an advisory capacity to the Nebraska HIV CARE and Prevention
Consortium (NHCPC).
The mission of the Nebraska Red Ribbon Community (NRRC) is to enhance and
enrich the lives of those infected with the Human Immunodeficiency Virus (HIV)
through leadership and partnership with community, local, and state entities to
empower ourselves, and to enhance and improve the quality of life for those
infected with HIV and AIDS in Nebraska.
The mission will be accomplished in an advisory capacity in collaboration with, but not
limited to, the Nebraska HIV CARE and Prevention Consortium (NHCPC), Nebraska
Department of Health and Human Services (NHHS), the Centers for Disease Control
and Prevention (CDC), and the Health Resources and Services Administration (HRSA).
The NRRC identifies their statement of purpose as follows:
1. To be a consumer-based advisory committee, not affiliated with any system of
case management, dedicated to fulfilling our mission statement.
2. The NRRC has the continuing goals of: 1) producing and maintaining a good
cross-section of the Nebraska-based HIV population on the membership of the
NRRC itself; 2) operate and manage the NRRC website,
www.nebraskahivtesting.org, to encourage those at risk of HIV to be tested and to
maintain an accurate listing of Nebraska testing sites and other pertinent
information on the website.
3. Any other goals the NRRC decides to reach for should work toward early
detection, education, compassion, awareness of HIV issues in the communities,
and medical communities, of Nebraska, and for improving the lives of HIV
POSITIVE Nebraskans.

It is the intent of the Nebraska Red Ribbon Community to be geographically balanced
and reflect the diversity of the HIV epidemic in Nebraska. Valuable information about
HIV/AIDS care and prevention is provided by the NRRC to the HHS Ryan White
program. Some of the information gathered is a part of this state plan.

HIV PREVENTION PROGRAM RESOURCE DIRECTORY
In January 2004, the process for constructing an HIV Program Resource Directory
began. With the assistance of the six NHCPC regional representatives, the Community
Planning Coordinator compiled a comprehensive list of agencies and organizations
across Nebraska that were considered to provide education and/or services for
HIV/AIDS, Hepatitis, STDs, and Ryan White. The Community Planning Coordinator
then developed an electronic survey (Attachment #13) that was disseminated to 158
agencies for completion. For those agencies that did not have an email address
available, the survey was disseminated via facsimile.
Of the 158 agencies that were sent a survey, 41 responded to offering disease
prevention education and/or services identified above, while 37 responded to not
offering disease prevention education and/or services related to HIV/AIDS, Hepatitis,
STDs, or Ryan White. Eighty (80) agencies did not respond to providing or not
providing education and/or services in these areas. Information collected from the
surveys is outlined below.

Name of Agency
and
Contact Information

Type
of
Organization

Disease
Prevention
Services
Provided

Types
of
Education
and
Services

Target
Population

Service
Area

American Red Cross - Ft. Kearney Chapter
104 W 46th
Kearney NE 68847
(308) 234-2770
www.ftkearneyredcross.org

Non-profit aid
organization

♦

HIV/AIDS

♦

Group
education

*Not reported

Buffalo,
Kearney, Phelps
counties

American Red Cross - Heartland Chapter
2912 S 80th Ave
Omaha NE 68124
(402) 343-7700
dumasm@usa.redcross.org
www.redcross.org

Community
based
organization

♦
♦
♦

HIV/AIDS
STDs
Hepatitis

♦

Individual
education
Group
education
Skills building

♦
♦
♦
♦
♦
♦

Gay/lesbian/bisexual/transgender
Health education workers
Immigrants/refugees
General public
K-12
College

American Red Cross - Lancaster County Chapter
220 Oakcreek Dr
PO Box 83267
Lincoln NE 68501-3267
(402) 441-6392
albys@usa.redcross.org
www.redcross.lincolnne.org

Community
based
organization and
non-profit aid
organization

♦

Group
education
Teen peer
education
program

♦
♦

K-12
College

Greater Omaha
metro area
including Cass,
Douglas, Sarpy,
Saunders,
Washington,
counties
Lancaster,
Saline, Seward
counties

American Red Cross - Wayne County Chapter
112 E 2nd St
Wayne NE 68787
(402) 375-5209
redcross@qwest.net
www.redcross.org

Non-profit aid
organization

♦

HIV/AIDS

♦

Individual
education

♦

College

Wayne State
College
students

Beatrice State Developmental Center
3000 Lincoln Blvd
Beatrice NE 68310
(402) 223-7517
debi.rinne@hhss.state.ne.us

Health care
facility for
developmentally
disabled

♦
♦

HIV/AIDS
Hepatitis

♦

Individual
education
Medical/dental
care
Testing
Mental health
services
Advocacy

♦
♦
♦

Health education workers
General public
College

Beatrice, NE

♦
♦

HIV/AIDS

♦
♦

♦
♦
♦
♦

Name of Agency
and
Contact Information

Type
of
Organization

Carl T Curtis Health Center
PO Box 250
Macy NE 68039
(402) 837-5381
raabetm@yahoo.com

Tribal clinic

Catholic Charities Omaha Campus for Hope
1490 N 16th St
Omaha NE 68102
(402) 827-0570
vickim@ccomaha.org
www.ccomaha.org

Community based
organization

Disease
Prevention
Services
Provided

Types
of
Education
and
Services

♦
♦
♦
♦

HIV/AIDS
Ryan White
STDs
Hepatitis

♦

♦
♦
♦

HIV/AIDS
STDs
Hepatitis

♦

♦
♦
♦
♦

♦
♦
♦
♦
♦
♦
♦
♦

Central District Health Department
1137 S Locust St
Grand Island NE 68801
(308) 385-5175
health@grand-island.com

Local health
department

Central Health Center
2337 N Webb Rd
Grand Island NE 68803
(308) 384-7625
chcgoodman@hamilton.net

Health care
facility

♦
♦

HIV/AIDS
Hepatitis

♦
♦
♦

HIV/AIDS
STDs
Hepatitis

♦
♦
♦
♦
♦
♦
♦
♦
♦
♦
♦

Target
Population

Service
Area

Individual
education
Medical/dental care
Counseling
Case management
Mental health
services
Individual
education
Group education
Skills building
Drug and alcohol
treatment
Support group
Medical/dental care
Counseling
Case management
Mental health
services
Advocacy
Individual
education
Group education
Counseling
Testing
Advocacy

♦

General public

Macy, NE

♦

Individuals with a substance
dependent diagnosis

Greater
Omaha
metro area

♦
♦
♦
♦
♦
♦

Gay/Lesbian/Bisexual/Transgender
Prisoners/incarcerated persons
Immigrants/refugees
General public
K-12
College

Central
Nebraska

Individual
education
Group education
Medical/dental care
Counseling
Testing

♦
♦
♦
♦
♦
♦
♦

Gay/Lesbian/Bisexual/Transgender
Health education workers
Prisoners/incarcerated persons
Immigrants/refugees
General public
K-12
College

Buffalo,
Dawson,
Hall
counties

Name of Agency
and
Contact Information

Type
of
Organization

Disease
Prevention
Services
Provided
♦
♦
♦

Types
of
Education
and
Services
♦

Central Nebraska Community Services
119 N Main
PO Box 435
Ainsworth NE 69210
(402) 387-1035
lmorrow@cennecs.org
www.welcome2cncs.org

*Not reported

Chadron State College
1000 Main St
Chadron NE 69337
(308) 432-6232
adockweiler@csc.edu
www.csc.edu

College

Columbus Family Planning
3314 26th St
Columbus NE 68601
(402) 564-1115
cfp@omni-tech.net

*Not reported

♦
♦
♦

HIV/AIDS
STDs
Hepatitis

♦

Combined Division of Pediatric Infectious Diseases,
University of Nebraska Medical Center and
Creighton University
982165 Nebraska Medical Center
Omaha NE 68198
(402) 559-8883
jrromero@unmc.edu or mneppl@unmc.edu

University-based

♦
♦
♦

HIV/AIDS
STDs
Hepatitis

♦

Concordia University Health Center
800 N Columbia Ave
Seward NE 68434
(402) 643-7224
cblanke@cune.edu
www.cune.edu

University health
center

♦
♦
♦

HIV/AIDS
STDS
Hepatitis

♦

HIV/AIDS
STDs
Hepatitis

♦
♦
♦

♦
♦
♦

HIV/AIDS
STDs
Hepatitis

♦
♦
♦
♦

♦

♦
♦

Target
Population

Service
Area

Individual
education
Group
education
Testing
Case
management

♦
♦

Health education workers
General public

Brown, Cherry,
Keya Paha,
Rock counties

Individual
education
Group
education
Testing
Referral
services
Individual
education

♦

College

Chadron State
College
students and
Dawes County

♦

General public

Columbus, NE

Case
management
Primary care

♦
♦
♦

Immigrants/refugees
General public
K-12

Douglas county

Individual
education
Group
education
Mental health
services

♦

College

Concordia
University
students

Name of Agency
and
Contact Information

Type
of
Organization

Disease
Prevention
Services
Provided

Types
of
Education
and
Services

Target
Population

Service
Area

Creighton University Department of Medicine
General Internal Medicine
601 N 30th St Ste 5800
Omaha NE 68131
(402) 280-4180

Health care
facility

♦
♦
♦

HIV/AIDS
STDs
Hepatitis

♦
♦
♦

Individual education
Medical/dental care
Testing

♦

General public

Omaha, NE

East Central District Health Department
2282 E 32nd Ave
Columbus NE 68601
(402) 562-9000
bplankinton@ecdhd.com
www.ecdhd.com

Local health
department

♦
♦
♦

HIV/AIDS
STDs
Hepatitis

♦
♦
♦
♦
♦
♦

♦
♦
♦
♦

Prisoners/incarcerated persons
Immigrants/refugees
General public
College

Boone, Colfax,
Nance, Platte
counties

Family Health Services, Inc
1179 Webster St
PO Box 279
Tecumseh NE 68450
(402) 335-2988
jbrinkman.fpdir@alltel.net
www.fhsi.org

Family planning

♦
♦

HIV/AIDS
STDs

♦
♦

Individual education
Skills building
Medical/dental care
Counseling
Testing
Mental health
services
Individual education
Testing

♦

General public

Gage, Jefferson,
Johnson,
Nemaha, Otoe,
Pawnee,
Richardson,
Thayer counties

Four Corners Health Department
2325 N Nebraska Ave
York NE 68467
(402) 362-2621
fourcornershealth@alltel.net

Local health
department

♦
♦

STDs
Hepatitis

♦
♦

Referral services
Literature

*Not reported

Butler, Polk,
Seward, York
counties

Garden County Health Services
1100 W 2nd St
Oshkosh NE 69154
(308) 772-3283
info@gchealth.org
www.gchealth.org

Local health
department

♦
♦
♦

HIV/AIDS
STDs
Hepatitis

♦
♦
♦
♦

Individual education
Medical/dental care
Testing
Case management

♦
♦
♦
♦

Garden county

Name of Agency

Type

Disease

Types

Health education workers
General public
K-12
College

Target

Service

and
Contact Information

of
Organization

Prevention
Services
Provided

of
Education
and
Services

Population

Area

Grand Island Veterans Home
2300 W Capital
Grand Island NE 68803
(308) 385-6252
carol.rasmussen@hhss.state.ne.us

Health care
facility

♦
♦
♦

HIV/AIDS
STDs
Hepatitis

♦
♦

Individual education
Group education

♦

Health education workers

Grand Island
Veterans
Home
employees

Hastings Regional Center
PO Box 579
Hastings NE 68901
(402) 462-1971

Health care
facility

♦
♦
♦

HIV/AIDS
STDs
Hepatitis

Alcohol/drug dependents

Statewide

Community
based
organization

♦
♦
♦
♦

HIV/AIDS
Ryan White
STDs
Hepatitis

Individual education
Group education
Counseling
Testing
Mental health services
Skills building
Counseling
Mental health services
Advocacy
Clinical social work

♦

Jackie Egan, LCSW
1327 H St Ste 4
Lincoln NE 68508
(402) 435-6111
egan@neb.rr.com
www.JackieEgan.com

♦
♦
♦
♦
♦
♦
♦
♦
♦
♦

♦
♦
♦
♦
♦
♦

Gay/Lesbian/Bisexual/Transgender
Immigrants/refugees
General public
K-12
College
HeadStart

Lancaster
county

Lincoln-Lancaster County Health
Department
3140 N St
Lincoln NE 68510
(402) 441-8065
bafuh@ci.lincoln.ne.us

Local health
department

♦
♦
♦
♦

HIV/AIDS
Ryan White
STDs
Hepatitis

♦
♦
♦
♦
♦

Individual education
Group education
Skills building
Counseling
Testing

♦
♦
♦
♦
♦
♦

Gay/Lesbian/Bisexual/Transgender
Prisoners/incarcerated persons
Immigrants/refugees
General public
K-12
College

Lincoln and
Lancaster
County

Lutheran Family Services
207 E 6th St
Lexington NE 68850
(308) 324-6223
mwichelt@lfsneb.org
www.lfsneb.org

Private
corporation

♦
♦

HIV/AIDS
STDs

♦
♦
♦

Individual education
Group education
Skills building

♦

Sexually active Hispanic women

Dawson
county

Name of Agency
and
Contact Information
Nebraska AIDS Project
139 S 40th St
Omaha NE 68131
(402) 552-9260
tims@nap.org
www.nap.org

Type
of
Organization
Community based
organization

Disease
Prevention
Services
Provided
♦
♦
♦
♦

HIV/AIDS
Ryan
White
STDs
Hepatitis

Types
of
Education
and
Services
♦
♦
♦
♦
♦
♦
♦
♦
♦
♦
♦
♦
♦
♦
♦
♦

Individual
education
Group
education
Skills building
Drug and
alcohol
treatment
Support group
Counseling
Testing
Case
management
Mental health
services
Advocacy
Food and meals
Emergency
assistance
Resources and
referrals
AIDS Hotline
Complimentary
therapy
Housing
assistance

Target
Population

♦
♦
♦
♦
♦
♦
♦
♦
♦
♦

Gay/Lesbian/Bisexual/Transgender
Health education workers
Prisoners/incarcerated persons
Immigrants/refugees
General public
K-12
College
African Americans
Latinos
HIV+ men and women

Service
Area

Statewide

Name of Agency
and
Contact Information
Nebraska Department of Correctional Services
PO Box 94661
Lincoln NE 68509-4661
(402) 479-5632
sdargeloh@dsc.state.ne.us

Type
of
Organization
State
correctional
facility

Disease
Prevention
Services
Provided
♦
♦
♦

HIV/AIDS
STDs
Hepatitis

Types
of
Education
and
Services
♦
♦
♦
♦
♦
♦
♦
♦
♦
♦
♦

Nebraska Urban Indian Medical Center
220 S 17th St
Lincoln NE 68508
(402) 434-7177
jscott@nuihc.com
www.nuihc.com

Health care
facility

♦
♦
♦
♦

HIV/AIDS
Ryan White
STDs
Hepatitis

♦
♦
♦
♦
♦

Target
Population

Service
Area

Individual
education
Group education
Skills building
Drug and alcohol
treatment
Medical/dental
care
Counseling
Testing
Case
management
Mental health
services
Advocacy
NAP volunteers
meet with
inmates at time
of discharge to
counsel and
coordinate
services

♦
♦
♦

Health education workers
Prisoners/incarcerated persons
Immigrants/refugees

Statewide

Individual
education
Skills building
Drug and alcohol
treatment
Counseling
Testing

♦
♦
♦

Gay/Lesbian/Bisexual/Transgender
Health education workers
General public

Lancaster
county

Name of Agency
and
Contact Information
One World Community Health Centers, Inc
5155 S 36th St
Omaha NE 68107
(402) 734-4110
adminasst@oneworldomaha.org
www.oneworldomaha.org

Type
of
Organization
Community
health
organization

Disease
Prevention
Services
Provided
♦
♦
♦
♦

HIV/AIDS
Ryan White
STDs
Hepatitis

Types
of
Education
and
Services
♦
♦
♦
♦
♦

Peoples Family Health Services
55 E River Rd Ste 11
Ogallala NE 69153
(308) 284-6141
pfhsog@megavision.com

Family planning
clinic

Planned Parenthood of Nebraska & Council Bluffs
2246 O St
Lincoln NE 68510
(402) 554-1045
melissa.how@ppfa.org

Corporation
Health care
facility

St Monica's
4600 Valley Rd #250
Lincoln NE 68510
(402) 441-3768

Community
based
organization

♦
♦
♦

HIV/AIDS
STDs
Hepatitis

♦
♦
♦

♦
♦
♦

HIV/AIDS
STDs
Hepatitis

♦
♦
♦
♦

♦
♦
♦

HIV/AIDS
STDs
Hepatitis

♦
♦
♦
♦
♦
♦
♦
♦

Target
Population

Service
Area

Individual
education
Group
education
Medical/dental
care
Testing
Mental health
services
Individual
education
Group
education
Medical/dental
care
Testing
Individual
education
Group
education
Testing

♦
♦
♦

Health education workers
Immigrants/refugees
General public

Douglas and
Sarpy counties

♦
♦
♦

General public
K-12
College

Keith county
and surrounding
area into
Colorado

♦
♦
♦
♦
♦

Health education workers
Prisoners/incarcerated persons
Immigrants/refugees
General public
College

Individual
education
Group
education
Drug and
alcohol
treatment
Support group
Counseling
Testing
Case
management
Mental health
services

♦

General public

Cass, Dodge,
Douglas,
Lancaster,
Sarpy, Mills,
Pottawattamie
counties
Lancaster
county

Name of Agency
and
Contact Information
Salvation Army's Wellspring Program
3612 Cuming St
Omaha NE 68131
(402) 898-7500
Megan_Smith@USC.salvationarmy.org

Type
of
Organization
Community
based
organization

Disease
Prevention
Services
Provided
♦
♦
♦

HIV/AIDS
STDs
Hepatitis

Types
of
Education
and
Services
♦
♦
♦
♦
♦
♦
♦

Target
Population

Service
Area

Individual
education
Group
education
Skills building
Support group
Counseling
Case
management
Mental health
services
Advocacy
Literature

♦
♦
♦
♦

Gay/Lesbian/Bisexual/Transgender
Prisoners/incarcerated persons
General public
K-12

Douglas
county

♦

Any person who asks for literature

Adams
county

South Heartland District Health Department
315 N Baltimore
Hastings NE 68901
(402) 462-6211
jocrawford@alltel.net
www.southheartlandhealth.org

Local health
department

♦

Hepatitis

♦
♦

United Way of South Central Nebraska
421 N Kansas
Hastings NE 68901
(402) 462-6600
chris_unitedway@yahoo.com

Community
based
organization

♦

HIV/AIDS

♦

Group
education

♦
♦
♦
♦

Gay/Lesbian/Bisexual/Transgender
Health education workers
General public
K-12

Statewide

University of Nebraska at Kearney Student Health Services
2510 11th Ave
MSAB 184
Kearney NE 68849
(308) 865-8218
nyffelerp@unk.edu
www.unk.edu/offices/studenthealth/home.html

University health
center

♦
♦
♦
♦

HIV/AIDS
Ryan White
STDs
Hepatitis

♦

Individual
education
Counseling
Testing

♦

Gay/Lesbian/Bisexual/Transgender

University
of
Nebraska at
Kearney
students

♦
♦

Name of Agency
and
Contact Information
University of Nebraska at Omaha Student Health Services
6001 Dodge St
Omaha NE 68182
(402) 554-2743
madler@unomaha.edu
www.ses.unomaha.edu/health/

Type
Of
Organization
University health
center

Disease
Prevention
Services
Provided
♦
♦
♦

HIV/AIDS
STDs
Hepatitis

Types
of
Education
and
Services
♦
♦
♦
♦
♦
♦

University of Nebraska-Lincoln Health Center
15th & U St
Lincoln NE 68588-0618
(402) 472-7447
ptetreault1@unl.edu
www.unl.edu/health/Outreach/PersUNL/index.html

University health
center

Visiting Nurse Association
1941 S 42nd St Ste 225
Omaha NE 68105
(402) 456-8869
info@vnam.org
www.vnam.org

Community
based
organization

Wayne State College Student Health Office
1111 Main St
Wayne NE 68787
cobargs1@wsc.edu
www.wsc.edu/student/services/student_health/

College health
center

♦
♦
♦

HIV/AIDS
STDs
Hepatitis

♦
♦
♦
♦
♦

♦
♦
♦
♦

HIV/AIDS
Ryan White
STDs
Hepatitis

♦

♦
♦
♦

HIV/AIDS
STDs
Hepatitis

♦

♦
♦

♦
♦
♦
♦

Target
Population

Service
Area

Individual
education
Group
education
Medical/dental
care
Counseling
Testing
Mental health
services
Individual
education
Group
education
Skills building
Testing
Campus-wide
programming
Individual
education
Mental health
services
Home health
care

♦

College

University
of
Nebraska at
Omaha
students

♦

Gay/Lesbian/Bisexual/Transgender

University
of
NebraskaLincoln
students

♦
♦
♦
♦

Health education workers
Prisoners/incarcerated persons
Immigrants/refugees
General public

Douglas
and Sarpy
counties

Individual
education
Group
education
Counseling
Testing
Mental health
services

♦

College

Wayne
State
College
students

Name of Agency
and
Contact Information

Type
Of
Organization

West Central District Health Department
1831 W A St
North Platte NE 69101
(308) 696-1201
wcdhd@alltel.net

Local health
department

Western Community Health Resources
821 Morehead
Chadron NE 69337
(308) 432-8979
kristin@wchr.net

Community
health
organization

Youth Rehabilitation and Treatment Center - Geneva
855 N 1st
Geneva NE 68361
(402) 759-3164
jan.myers@hhss.state.ne.us

Juvenile
correctional
facility

Disease
Prevention
Services
Provided
♦
♦
♦

♦
♦
♦
♦

♦
♦
♦

HIV/AIDS
STDs
Hepatitis

HIV/AIDS
Ryan White
STDs
Hepatitis

HIV/AIDS
STDs
Hepatitis

Types
of
Education
and
Services
♦
♦
♦
♦
♦
♦
♦
♦
♦
♦
♦
♦
♦
♦
♦
♦
♦
♦
♦
♦
♦

Individual
education
Group
education
Counseling
Testing
Individual
education
Group
education
Skills building
Drug and
alcohol
treatment
Counseling
Testing
Individual
education
Group
education
Skills building
Drug and
alcohol
treatment
Support group
Medical/dental
care
Counseling
Testing
Case
management
Mental health
services
Advocacy

Target
Population

Service
Area

♦
♦
♦
♦
♦

Gay/Lesbian/Bisexual/Transgender
Prisoners/incarcerated persons
General public
K-12
College

North
Platte, NE

♦
♦
♦
♦

Gay/Lesbian/Bisexual/Transgender
Youth Build
Job Corps in Dawes County
Adult Basic Education in Butte
County

Box Butte
and Dawes
counties

♦
♦
♦
♦

Gay/Lesbian/Bisexual/Transgender
Health education workers
Prisoners/incarcerated persons
K-12

Geneva,
NE

Name of Agency
and
Contact Information
Youth Rehabilitation and Treatment Center - Kearney
2802 30th Ave
Kearney NE 68845
(308) 865-5313
tim.odea@hhss.state.ne.us

Type
Of
Organization
Juvenile
correctional
facility

Disease
Prevention
Services
Provided
♦
♦

HIV/AIDS
STDs

Types
of
Education
and
Services
♦
♦
♦
♦
♦
♦
♦

Individual
education
Group
education
Skills building
Medical/dental
care
Counseling
Testing
Mental health
services

♦
♦

Target
Population

Service
Area

Prisoners/incarcerated persons
Youth in juvenile correctional
facility

Statewide

EVALUATION
EVALUATION OF NHCPC
OVERALL PLAN FOR NHCPC
EDUCATIONAL AND TECHNICAL ASSISTANCE NEEDS
CONTINUING MONITORING AND EVALUATION
POTENTIAL FUTURE OPPORTUNITIES

EVALUATION

EVALUATION OF NHCPC
The Nebraska HIV CARE and Prevention Consortium (NHCPC) employs several mechanisms to
gather information and evaluate the Consortium and the needs of its membership. The
Assessment and Evaluation Committee of the NHCPC plays a significant role in the evaluation
process.
The following table identifies the tools that are used as part of the evaluation process for the
Nebraska HIV CARE and Prevention Consortium. Goals and objectives developed for the
NHCPC utilize SMART - Specific, Measurable, Achievable, Relevant, and Time-bound. It is
through this method that NHCPC members monitor the effectiveness of the community planning
process in the State of Nebraska.

Evaluation Tool
Membership Skills Inventory

New Member Orientation Evaluation

NHCPC Exit Survey

CDC Community Planning Survey
NHCPC Member Profile

Educational Needs Assessment

Purpose
To identify the expertise, knowledge,
and experience of new members,
enabling the best fit for standing
committee assignments.
To provide new members with an
understanding of the community
planning process, the Ryan White
CARE Act, and the purpose of the
NHCPC. Furthermore, it ensures the
NHCPC membership has a clear
understanding of their roles and
responsibilities, abides by the bylaws
and operational guidelines, and ensures
the ongoing collaboration between the
HHS HIV Prevention/Ryan White
Programs and the NHCPC.
To provide feedback to the NHCPC
regarding opportunities for
perceived/needed changes in the
operations of the NHCPC, as well as
opportunities for improving working
relationships between the NHCPC, the
Community Planning Groups, and the
HHS HIV Prevention/Ryan White
Programs staff.
To assess the effects of community
HIV prevention efforts in Nebraska and
to fulfill a CDC reporting requirement.
To assess the NHCPC membership
demographics and to fulfill a CDC
reporting requirement.
To obtain identified training needs of
the NHCPC membership, thus
strengthening the capacity building
ability of each represented Community
Planning Group.

Responsible Entity

Event / Time When Used

Membership Committee

New Member Orientation

Membership Committee

New Member Orientation

Assessment & Evaluation Committee
State Liaison

When membership term is
complete, when a member
resigns from service, or when a
member is found to be in
violation of the Code of
Conduct or in violatoin of the
signed Disclosure of Conflict

Assessment & Evaluation Committee

Annually

Assessment & Evaluation Committee

Annually

Assessment & Evaluation Committee

Annually

Evaluation Tool
Technical Assessment Needs

NHCPC Meeting Evaluation

Priority Population Intervention Evaluations

Public Information Evaluation

CARE Services Evaluation

Purpose
To identify technical skills needed to
strengthen capacity building ability of
each represented Community Planning
Group.
To assess the effectiveness of the
organization and management of each
NHCPC meeting and to allow for the
identification of agenda items for the
next meeting.
To assess the effectiveness of the
selected interventions for each of the
identified priority populations within
the State of Nebraska.
To identify and document the review of
proposed educational materials to assist
the Materials Review Panel in fulfilling
a CDC requirement, to document
discussion of media and education that
is made available to communities,
record recommendations for
educational materials, and record
discussion and action steps to take in
the development of a public
information plan.
To assess the effectiveness of Ryan
White Program goals, standards, and
services in meeting the service needs of
clients, when observing monthly
expenditures of direct emergency
assistance, case management reports,
client needs assessments, and HOPWA
updates.

Responsible Entity

Event / Time When Used

Assessment & Evaluation Committee

Annually

Assessment & Evaluation Committee

Quarterly NHCPC meeting

Assessment & Evaluation Committee
Intervention Committee

Annually

Public Information Committee

Quarterly NHCPC meeting

CARE Services Committee

Quarterly NHCPC meeting

Evaluation Tool

Nebraska HIV Annual Surveillance Report

Performance Evaluation Monitoring System
(PEMS)

Purpose
To monitor disease trends within the
State of Nebraska, to identify any new
population groups being infected with
HIV, and to provide a statistical marker
as to the effectiveness of the NHCPC
efforts in decreasing the further spread
of HIV within the State of Nebraska.
Comprehensive web-based program
evaluation monitoring system that
collects a comprehensive and
standardized set of data variables which
will provide: detailed reporting of HIV
prevention activities; client level data
including demographics, risk,
behavioral data and service utilization;
detailed fiscal information; community
planning data including priority
populations, intervention and
membership characteristics; and
performance indicators

Responsible Entity

Event / Time When Used

NE HIV Disease Surveillance Officer

Annually

HIV Prevention Program

Ongoing

OVERALL PLAN FOR NHCPC
Community Planning Goals and Objectives
Short and long term goals and measurable objectives for HIV prevention in defined target
populations.
Community Planning Infrastructure/Organizational Goals and Objectives 2004-2008
GOAL #1: Nebraska Health and Human Services, HIV Prevention and Ryan White
Programs will ensure that a comprehensive community based process is operational for
addressing the HIV/AIDS CARE and prevention needs of Nebraska.
Objective 1:

The Nebraska HIV CARE and Prevention Consortium (NHCPC) will meet four times
each calendar year, in an advisory capacity to Health and Human Services (HHS), HIV
Prevention and Ryan White Programs, as set forth in the Consortium bylaws.

Objective 2:

Annually, evaluate the effectiveness and appropriateness of approved interventions for
identified priority populations in the State of Nebraska.

Objective 3:

Annually, conduct a review of case management and Ryan White services in the State
of Nebraska.

Objective 4:

By March 1, 2007, conduct focus groups addressing the education needs in the State of
Nebraska for the following communities:
¾ colleges/universities
¾ general public in each community planning group region
¾ Native American
¾ high risk heterosexual females, particularly African American and Latino women
¾ school nurses
¾ school health educators

Objective 5:

Annually, an educational needs assessment and an assessment of the need for
technical assistance will be conducted with the NHCPC. From these assessments,
capacity building and other training opportunities will be prioritized by NHCPC members.
The following table outlines the capacity building plan for 2005-2007.

MEETING MONTH & YEAR
April 2005
July 2005
April 2006
July 2006
April 2007
July 2007

CAPACITY BUILDING OFFERED
Adapting or replicating effective interventions linked
with behavioral theory
Advocacy issues/empowerment
Developing and maintaining cultural sensitivity
linked with developing cultural competence and
linguistic appropriateness in intervention activity
Wrap-around services for positives linked with
community assessment
Using prioritization strategies for identifying target
populations and interventions
Program evaluation linked with evaluation of
community programs

GOAL #2: Nebraska Health and Human Services, HIV Prevention and Ryan White
Programs will support parity, inclusion, and representation in the community planning
process.
Objective 1:

The HIV Prevention and Ryan White Programs will support the planning process through
the provision of travel, meals, lodging, and limited training opportunities to members, as
needed, to ensure broad representation and member involvement in the process.

Objective 2:

Annually, the HHS Community Planning Coordinator will attend no less than two
meetings of each community planning group.

Objective 3:

On an ongoing basis, the HIV Prevention and Ryan White Programs will provide
technical assistance to meet the needs identified by the NHCPC and its community
planning groups, standing committees, and/or ad hoc committees.

Objective 4:

Annually, the HIV Prevention and Ryan White Programs will support the participation of
at least two community representatives to attend the annual HIV Prevention Leadership
Summit.

Objective 5:

By December 31, 2006, the HIV Prevention Program, in conjunction with NHCPC, will
explore a mechanism to include youth in the NHCPC.

EDUCATIONAL AND TECHNICAL ASSISTANCE NEEDS
At the February 2004 NHCPC meeting, assessments of the educational and technical
assistance needs of the NHCPC members were completed. The following table identifies the
training needs, listed in order of importance.

~EDUCATIONAL NEEDS~
Intervention Design, Development,
Implementation, and Evaluation






Community Capacity Building for HIV
Prevention







HIV Prevention Community Planning
Effectiveness and Participation









Conducting population-based needs
assessments
Adapting or replicating effective interventions
Developing cultural competence/linguistic
appropriateness in intervention activity
Indicators as measurements of
progress/success
Developing curricula
Integrating services
Developing networks, partnerships and coalition
building, and maintenance
Developing community leadership
Developing and implementing strategies for
community needs assessments
Developing community mobilization strategies
Conducting a community resources inventory
Developing and maintaining cultural sensitivity
Skills in conflict management and negotiation
Using prioritization strategies for identifying
target populations and interventions
Understanding the community planning
guidance and process
Using data for decision-making

~TECHNICAL ASSISTANCE NEEDS~
CARE Services

Community Work
























Federal expected outcomes/measures
Case management standards
Wrap-around services for positives
HOPWA
Title III Services
ADAP
Title II Services
Developing resources
Evaluation of community programs
Community assessment
Advocacy issues/empowerment
Identifying and working with community partners
Understanding health beliefs of cultures other
than your own
Conflict resolution
Public information
Facilitation of groups
Team building
Identifying populations at risk in the community
Standards for cultural competence
Political advocacy
Social marketing
RFA process

HIV Prevention and CARE

Organizational Infrastructure Development



Epidemiology 101






















Prevention case management
Opportunistic infection update
Behavioral theory
Counseling, testing, and referral update
Evaluation of care and prevention programs
Substance abuse and HIV
Identifying and dealing with barriers to care
Gay, lesbian, bisexual, and transgender issues
HARM reduction
STD and HIV 101
Grant writing
Organizational quality assurance
Program evaluation
Strategic planning skills
Effective internal communication
Effective external communication
Grant management
Financial management
Program marketing and public relations
Resource development

In addition to the training needs of the Nebraska HIV CARE and Prevention Consortium, the
regional and PLWA assessments identified that the communities in Nebraska need training
about:
 HIV prevention and transmission,
 Developing a healthier view of sexuality
 Information that will help people understand that HIV/AIDS is in Nebraska
 Comprehensive sexuality education is needed in the school systems and churches
 Educational materials need to be culturally and linguistically appropriate
Technical assistance (TA) needs were identified by the NHCPC and the community planning
groups. TA needs identified by these two groups included:
 Working with focus groups in communities
 Community mobilization
 Lobbying and political advocacy
 The process for identifying priority populations
 Developing interactive websites for PLWA and others seeking information and
education about HIV/AIDS
 Working with the media
 Outreach for populations that are “hard to reach”
 Development of culturally and linguistically appropriate educational materials
 Evaluation

Additional TA needs identified during the regional assessments included:
 Working with rural communities to do HIV prevention education
 Assist communities and providers to understand that in order to stem the tide of this HIV
epidemic, it takes everyone to work together to impact HIV prevention, because no
community or population is immune to the HIV epidemic
 Assurance of confidentiality, especially in rural areas
 Capacity building for regional advisory groups
 Working with youth, faith communities, and schools to provide HIV prevention education
In addition, NHCPC and HHS HIV Prevention and Ryan White staff will be working to develop
plans to meet general education needs identified. Some of this may occur as part of the
Health Communications/Public Information efforts during the next four years, while other
approaches may consist of increased collaborations with other providers, such as the
University of Nebraska Medical Center Health Education arm. Increased collaborations with
major mental health and substance abuse providers will be targeted.
CONTINUAL MONITORING AND EVALUATION
HHS and the NHCPC support broad-based community participation in HIV prevention
planning. Through this process, priority prevention needs are identified for established target
populations. HHS and the NHCPC ensure prioritized populations are based on an
epidemiologic profile and a community services assessment. In addition, HHS and the
NHCPC ensure that prevention activities/interventions for identified priority target populations
are based on behavioral and social science, outcome effectiveness, and/or have been
adequately tested with intended populations for cultural appropriateness, relevance, and
acceptability.
POTENTIAL FUTURE OPPORTUNITIES
There is a need for further education about HIV prevention and care in all areas of the state,
but especially in rural Nebraska. Efforts are underway to provide educational opportunities in
the communities of Nebraska and for professionals that serve persons impacted or affected by
HIV. Continued integration by the HHS HIV Prevention and Ryan White Programs, along with
the Hepatitis Prevention Program, STD Program, Department of Education, Office of Minority
Health, Office of Rural Health, Office of Public Health, Office of Family Health, Office of
Women's Health, and city/county/district health departments, is critical for ensuring the State of
Nebraska combats health issues in a comprehensive manner. The utilization of existing
infrastructures is also essential in fighting stigma associated with public health services.
Evaluation capacity continues to be built to enhance the ability of both providers and funders to
determine the most effective approaches to prevention and care services. With dollars limited
from all sources, targeted funding of truly effective interventions becomes more critical to
ensure progress toward the goal of reducing transmission of HIV.

SUMMARY

SUMMARY

The HIV/AIDS epidemic is in Nebraska and touches the lives of many individuals, families, and
communities. There is no population, whether rural or urban, male or female, gay or straight,
young or old, rich or poor, minority or not, that is not affected by this epidemic. HIV/AIDS also
impacts the services and perspective of professionals providing care and prevention activities,
medical communities, faith communities, and educational systems.
The Priority Populations and Interventions for targeted populations have been identified for
2004-2008. Prevention activities are already underway and will continue with a renewed
understanding and focus as a result of this plan.
The Ryan White Title II and Title III programs, physicians, community based organizations,
case managers, and individuals providing care can go forward with a better understanding of
the HIV epidemic in Nebraska.
Individuals reading this comprehensive HIV prevention and care plan will understand the
impact of HIV on our communities, families, and individuals. Organizations, communities,
professionals, and the public will find this document useful as they plan and carry out
interventions for HIV prevention.
Suggestions, additions, and recommendations to improve and expand this plan to ensure its
comprehensive nature are welcomed, as it is through collaborative efforts that we will all have
our greatest impacts.

HIV PREVENTION IS THE RESPONSIBILITY OF ALL OF US.

TOGETHER WE WILL MAKE A DIFFERENCE!

ATTACHMENTS
NOS. 1 - 13

ATTACHMENT No. 1
NHCPC BYLAWS

NEBRASKA HIV CARE and PREVENTION CONSORTIUM
BYLAWS
ARTICLE I.

NAME

The name of the Advisory Group shall be Nebraska HIV CARE and Prevention Consortium (hereinafter referred to
as the NHCPC).
ARTICLE II.

MISSION

The overall mission of the NHCPC is to develop a comprehensive HIV CARE and Prevention Plan for the State of
Nebraska. The plan will identify specific strategies and interventions that are responsive to validated needs within
defined target populations.
This mission will be accomplished in an advisory capacity in collaboration with the Nebraska Department of Health
& Human Services System (HHS), the National Centers for Disease Control and Prevention (CDC) and the Health
Resources and Services Administration (HRSA).
ARTICLE III.

STATEMENT OF PURPOSE

1. Assess the present and future extent, distribution, and impact of HIV prevention and care issues in defined
populations in the state.
2. Identify and prioritize high-risk populations based on formal and informal epidemiological information.
3. Assess HIV care and prevention needs through the identification of existing care and prevention services, as well
as gaps and barriers within defined populations.
4. Identify, prioritize, and recommend care and support services as well as adequacy for defined services.
5. Identify and recommend specific strategies and interventions to prevent new HIV infections in defined
populations. These interventions should be based on sound behavioral change theory and cost effectiveness.
6. Ensure parity, inclusion, and representation reflective of the HIV epidemic within the community prevention
planning as well as incorporated into CARE related decisions.
7. Develop a Comprehensive HIV Prevention Plan consistent with the high priority HIV care/support and
prevention needs for defined target populations. Annually review and modify this plan as necessary.
8. Review and endorse Statewide Coordinated Statement of Need, incorporating information required per HRSA
agreement.
9. Evaluate the effectiveness of the planning process.
The HHS HIV Program will develop applications for federal funds for HIV care and prevention based on the
Comprehensive HIV CARE and Prevention Plan. The NHCPC will be asked to assess the responsiveness and
effectiveness of funding applications in addressing the priorities identified in the Comprehensive HIV CARE and
Prevention Plan.

ARTICLE IV.

MEMBERSHIP

Section 1.

A member is an individual occupying a standing or elected position on the NHCPC. Only members
have voting privileges. The membership of the NHCPC advisory group shall be geographically
balanced and reflect the diversity of the HIV epidemic. Recruitment shall be guided by the
principles of parity, inclusiveness, and representation, as established by CDC in Section 1.3.2.1,
CDC Criteria, Handbook for HIV Prevention Community Planning (Addendum B) and Public Law
101-381.

Section 2.

There shall be two classifications of members:
a. Appointed/standing members will be comprised of related state agencies and others
recommended to serve in order to balance CDC requirements. Standing members will comprise
no more than 1/3 of the total membership.
b. Elected members will represent related functional areas, persons directly impacted by the
epidemic, and geographic representation. Elected representatives shall comprise the remaining
2/3 of the membership.

Section 3.

Any member may resign at any time from service on the NHCPC by submitting a written resignation
to either the State or Community Co-Chair.

Section 4.

Any member, elected or standing, determined to be in violation of the NHCPC Code of Conduct,
contained in the Operational Guidelines, or in violation of a signed Disclosure of Conflict, may be
removed by a majority vote at a meeting at which quorum is present. Any active member may report
violations. Violations should be submitted in writing to either the Chair or State Liaison of the
Membership Committee for presentation to the full membership no less than 30 days prior to the
next regularly scheduled meeting.

ARTICLE V.

TERMS OF MEMBERSHIP

Section 1.

Members will serve for a period of 3 years (36 months) with the following exceptions: 1) Standing
Members and 2) Circumstances identified in ARTICLE VII Sections 4 and 5.

Section 2.

Members are elected at the last official NHCPC meeting of the calendar year and take office on
January 1 of the following year. Terms expire on December 31.

Section 3.

Members of the NHCPC may not serve more than two consecutive terms.

Section 4.

Standing member positions are designated per requirements for the CDC and HRSA. Appointments
to these positions will be at the discretion of the HIV Program Administrator.

ARTICLE VI.

OFFICERS

Section 1.

The NHCPC will be directed by two co-chairs. The State Co-Chair will be appointed by the HIV
Program Administrator. The second, Community Co-Chair, will be elected by the NHCPC
membership at the third official meeting of the calendar year and will take office on January 1 of the
following year. Terms expire on December 31.

Section 2.

The Community Co-Chair term shall be for a period of two years. He/she shall not serve more than
two consecutive terms. A Community Co-Chair must have been a member of the NHCPC for six
months prior to election.

ARTICLE VII.

EXECUTIVE COMMITTEE

The purpose of the Executive Committee is to carry on the business of the NHCPC between meetings as necessary.
The duties of the Executive Committee would be limited, but would include:




Periodic review of the Bylaws and Operational Guidelines
Review and concurrence of the annual CDC application
Development of the Nebraska HIV Comprehensive Plan

Members of the Executive Committee will be the State and Community Co-Chairs and the Standing Committee
Chairs.
ARTICLE VIII.

VACANCIES

Section 1.

Should a regional representative to the NHCPC be unable to serve an entire term, the recognized area
HIV prevention and/or care group shall select another representative. Should no area group exist, the
NHCPC Membership Committee shall solicit/recruit an appropriate representative for the designated
area. A recognized area HIV prevention and/or care group shall be defined as any formal body
created or acting as a subcommittee to such a body, with the documented purpose of addressing HIV
prevention and/or care issues through a mission statement, statement of purpose, and defined goals
and objectives.

Section 2.

Should any other non-standing member to the NHCPC be unable to serve an entire term, another
representative shall be recommended by the Membership Committee and voted on by the full
NHCPC membership following established principles of parity, inclusion, and representation.

Section 3.

Should a standing member to the NHCPC be unable to serve an entire term, another representative
shall be appointed by HIV Program Administrator.

Section 4.

If a vacancy occurs before half (less than 18 months) of the NHCPC member’s term has been served,
the person who fills that vacated position will have the same term expiration date as the member who
vacated the position.

Section 5.

If a vacancy occurs after half of the NHCPC member’s term has been served, the person who fills
that vacated position will serve out the remainder of that term in addition to another 36 months.

ARTICLE IX.

ATTENDANCE

Section 1.

To ensure consistent participation and input, a member who has three absences within the calendar
year, whether excused or unexcused, will be considered a non-participating member and will be
replaced.

Section 2.

A member who has two unexcused absences in a calendar year shall be considered non-participating
and be replaced. The member who will be absent defines an excused absence as notification to one
of the two Co-Chairs prior to the beginning of any regularly scheduled meeting.

Section 3.

An NHCPC member may not designate a proxy to attend a meeting should he/she be unable to
attend. Should the member request a representative to attend the meeting, that representative will be
considered a member of the public and have no voting privilege.

ARTICLE X.

MEETINGS

Section 1.

The NHCPC shall hold no more than four formal meetings per calendar year.

Section 2.

The NHCPC co-chairs shall set agendas for meetings. Meeting agendas will be mailed to members
at least 10 days prior to the next scheduled meeting.

Section 3.

All meetings are considered open meetings and as such will abide by Public Meeting Statutes, Neb.
Rev. Stat. §§ 84-1414 (Reissue 1987 and Supp. 1989). Except for items of an emergency nature, the
agenda shall not be altered later than 24 hours before the scheduled commencement of the meeting.
The public body shall have the right to modify the agenda to include items of an emergency nature
only at such public meeting.

Section 4.

Minutes shall be written and available for inspection within 10 working days or prior to the next
convened meeting, whichever occurs earlier. Written minutes shall be provided to all NHCPC
members prior to subsequent meetings.

Section 5.

It is the philosophy of the NHCPC to make decisions by consensus. Consensus is defined as all
members willing to support and “sign-off” on decisions when a quorum is present. Should
consensus not be achieved, voting procedures shall follow the guidelines set forth in Robert's Rules
of Order. In accordance with the requirements of Nebraska’s public meeting statutes, all formal
decisions will be documented through roll call vote.

Section 6.

A quorum is defined as 60% of the current NHCPC membership and will be established at the time
of the first roll call vote.

Section 7.

All NHCPC members will have voting privileges. The HHS Program will register one vote. In the
event of a tie, the HIV Program Administrator will vote.

Section 8.

Each member present will have one vote at the meeting. No vote by proxy will be accepted.

Section 9.

Only NHCPC members will be allowed to speak at meetings unless the Co-Chairs have included a
public presentation as a part of the regular meeting agenda.

Section 10.

At the end of each meeting, an open forum will be held in which members of the public may address
the NHCPC with agenda-related items. Time limits for presentations may be set. All members of
the public who speak must identify themselves.

Section 11.

Written notice of the time and place of all NHCPC meetings shall be posted in all regional HHS
offices and at two other public sites in Lincoln and Omaha at least 24 hours prior to each meeting.

Section 12.

The Co-Chairs may call special meetings with at least 10 days notice by phone, fax, email, or letter.
Public notice of such meetings shall follow procedures as established in Section 3.

ARTICLE XI.
Section 1.

CONFLICT OF INTEREST
In making recommendations to the HHS, the NHCPC must operate in compliance with all applicable
state and local conflict of interest laws. In order to safeguard NHCPC recommendations from
potential conflict of interest, each member shall disclose any and all professional and/or personal
affiliations with agencies that may pursue funding. An annual Disclosure of Conflict of Interest
Statement will be completed by each group member and kept on file. On issues where a member’s
affiliate is the potential recipient of funds, that member may not vote on that issue or formally review
that affiliate’s request for funds or other supports.

Section 2.

Per Article IV., Section 4, violations by members of their signed Disclosure of Conflict of Interest
Statement may be grounds for removal from membership.

ARTICLE XII.

COMMITTEES AND TASK FORCES

Section 1.

The NHCPC shall have the ability to create standing committees as deemed appropriate to ensure
that the mission of the NHCPC is successfully met.

Section 2.

Each committee shall elect a Chair to direct the activities of the committee. The Chair shall be a
current member of the NHCPC.

Section 3.

Committee Chair(s), with assistance from State Liaisons, shall set agendas for committee meetings
and submit items for inclusion with the NHCPC agenda to either the State or Community Co-Chair
no less than 20 days prior to the next convened meeting.

Section 4.

All members of the NHCPC are expected to serve on a committee during their term of membership.
Supporting the NHCPC philosophy of broadening community involvement to ensure parity,
inclusion, and representation in all aspects of the process, persons outside the NHCPC membership
may be solicited to participate on committees and ad hoc groups or task forces.

Section 5.

All committee meetings will be governed by the same set of rules as established in ARTICLE VIII –
ATTENDANCE and the Operational Guidelines.

Section 6.

The NHCPC Co-Chairs, to fulfill time-limited objectives may, as needed, designate ad hoc groups.
Chairpersons for ad hoc groups will be appointed by NHCPC Co-Chairs and will report to the
NHCPC Co-Chairs for the duration of the appointment.

Section 7.

The Chairperson(s) for ad hoc group(s) will be members of the NHCPC.

ARTICLE XIII.

BOOKS AND RECORDS

The NHCPC shall keep minutes of all proceedings of the NHCPC and such other books and records as may be
required for proper conduct of its business and affairs.
ARTICLE XIV.

ADOPTION AND AMENDMENTS

Section 1.

The Bylaws for the Nebraska HIV CARE and Prevention Consortium will be ratified at the first
formal meeting of the NHCPC.

Section 2.

These Bylaws may be amended at any regular or special meeting of the NHCPC. Written notice of
the proposed Bylaws change shall be mailed or delivered to each member at least 10 calendar days
prior to the date of the next regular meeting. Bylaws changes require a two-thirds majority vote of
the NHCPC members present.

Section 3.

All NHCPC members shall be provided a current edition of NHCPC Bylaws and Operational
Guidelines. A signed Statement of Receipt and Acceptance of Bylaws and Operational Guidelines
shall be kept on file.

Ratified on: 5/23/2000
Changes Approved: 1/23/2003
Changes Approved: 2/12/2004
Changes Approved: 4/22/2004
Changes Approved: 6/24/2004
Changes Approved: 8/19/2004

ATTACHMENT No. 2
NHCPC OPERATIONAL GUIDELINES

NEBRASKA HIV CARE and PREVENTION CONSORTIUM
OPERATIONAL GUIDELINES
The Nebraska Department of Health and Human Services, HIV/AIDS Program, under the requirements of
Cooperative Agreements with the Centers for Disease Control and Prevention (CDC) and the Health Resources and
Services Administration (HRSA), has established the Nebraska HIV CARE and Prevention Consortium (NHCPC).
The Nebraska HIV CARE and Prevention Consortium, henceforth referred to as the NHCPC, shall function as an
advisory body to the Department’s HIV/AIDS and Ryan White or Title II Programs. The following information shall
be known as the Operational Guidelines for the NHCPC and shall direct the operational aspects of the NHCPC.
All members of the NHCPC shall, upon reading and signing a Statement of Receipt and Acceptance, adhere to these
guidelines as a part of their membership.
I.

Purpose
The purpose of the NHCPC is to act in an advisory capacity to the Nebraska Health and Human Services
HIV/AIDS and Ryan White Programs. Through this advisory relationship, the HIV/AIDS and Ryan White
Programs will respond to the care and prevention issues affecting those at risk for becoming HIV infected as
well as those who are currently living with HIV disease through facilitating health education, risk reduction
programming, public information, HIV counseling, testing, referral and partner notification, support services,
AIDS Drug assistance, and treatment.

II.

Organizational Structure
The NHCPC will be made up of no more than 38 members. The members will be classified as “standing”
positions or “elected” positions. Standing positions are filled by persons required by federal funding and
administrative recommendation to ensure specific expertise, which is critical to HIV prevention and care
through public health forums. These positions will comprise no more than 1/3 of the total membership. The
elected positions will represent related functional areas, persons directly impacted by the epidemic, and
geographic representatives. These members comprise the remaining 2/3 of the membership.
Parity - Inclusion - Representation (P.I.R.)
Per the Centers for Disease Control and Prevention, all grantees (HHS) are required to adhere to certain
principles for HIV prevention community planning. Parity, inclusion, and representation (PIR) characterize
this process.
Parity is the condition where all members of the NHCPC are provided opportunities for orientation
and skills building to participate in the process and to have equal voice in voting and other decisionmaking activities.
Inclusion is defined as the assurance that the views, perspectives, and needs of all affected
communities are included, to the extent possible, and involved in a meaningful manner in the
community planning process.
Representation is the assurance that those who are representing a specific community truly reflect
that community’s values, norms, and behaviors. These representatives must also be able to
participate as group members in objectively weighing the overall priority prevention needs of the
jurisdiction.

A. Geographic Representation
The large geographic area of Nebraska creates unique challenges for service providers. Successful public
health initiatives in the areas of prevention and care/treatment issues require attention to service availability,
gaps/barriers to services and participation by those residing in the community. The social norms, values, and
resources may vary according to each area of the state and its proximity to other communities. These issues
support the need for geographically diverse representation in the planning process. Issues must be prioritized
based on a number of factors including economic feasibility, programmatic effectiveness, community
acceptance, existing capacity for implementation, etc. These issues support the need for geographic
representatives to ensure the process is inclusive of the needs of all affected Nebraskans.
For the purpose of the NHCPC, geographic representation will follow the geographic boundaries established
by HHS for service delivery. These Service Areas will be designated as such:
Southeast Region (I), Counties of Butler, Cass, Fillmore, Gage, Jefferson, Johnson, Lancaster,
Nemaha, Otoe, Pawnee, Polk, Richardson, Saline, Saunders, Seward, Thayer, and York
Eastern (II), Counties of Dodge, Douglas, Sarpy, and Washington
Northern (III), Counties of Antelope, Boone, Boyd, Brown, Burt, Cedar, Cherry, Colfax, Cuming,
Dakota, Dixon, Holt, Keya Paha, Knox, Madison, Nance, Pierce, Platte, Rock, Stanton, Thurston,
and Wayne
Central (IV), Counties of Adams, Blaine, Buffalo, Clay, Custer, Franklin, Garfield, Greeley, Hall,
Hamilton, Harlan, Howard, Kearney, Loup, Merrick, Nuckolls, Phelps, Sherman, Valley, Webster,
and Wheeler
Southwest (V), Counties of Arthur, Chase, Dawson, Dundy, Frontier, Furnas, Gosper, Grant, Hayes,
Hitchcock, Hooker, Keith, Lincoln, Logan, McPherson, Perkins, Red Willow, and Thomas
Western (VI), Counties of Banner, Box Butte, Cheyenne, Dawes, Deuel, Garden, Kimball, Morrill,
Scotts Bluff, Sheridan, and Sioux
These service areas may change or vary based on state or programmatic discretion.
B. Standing Members and Elected Members
See Section II-Organizational Structure for definitions of members. HHS HIV Program, per
recommendation needed for the “standing” categories, will determine the positions required by the CDC and
HRSA. Persons identified to serve in these positions will be chosen by the HIV Program Administrator upon
recommendation. The positions designated as “elected” categories will be determined by the Membership
Committee of the NHCPC based on the current HIV epidemiological profile of the state and based on the
principles of Parity, Inclusion, and Representation. The Membership Committee will assess the need for
specific classification positions for the NHCPC periodically and will make recommendations to the full
committee to coincide with future elections.
III.

Member Roles
A.

The Role of the NHCPC as a body will be as follows:
Prevention Related:
1. Assess the present and future extent, distribution, and impact of HIV prevention and care issues in
defined populations in the state.
2. Identify and prioritize high-risk populations based on formal and informal epidemiological and needs
assessment information.

3. Identify and recommend specific strategies and interventions to prevent new HIV infections in
defined populations. These interventions should be based on sound behavioral and social science,
cost and cost effectiveness, needs assessment, and outcome evaluation.
4. Identify the technical assistance needs of the NHCPC and community-based providers in the areas of
planning, implementing, and evaluating prevention interventions as well as the NHCPC’s needs to
enable it to execute an effective planning process.
5. Review the HHS HIV Program application to the CDC for federal HIV prevention funds, including
the proposed budget, and write a letter of concurrence or nonconcurrence.
CARE Related:
1. Assess HIV care and treatment needs for individuals and families living with HIV disease through
the identification of existing care and prevention services, as well as gaps and barriers to those needs.
2. Encourage public/private partnerships in planning, developing, and providing care.
3. Encourage local decision making about what care is needed.
4. Ensure parity, inclusion, and representation reflective of the HIV epidemic in decision making and
the planning process, including the involvement of affected populations.
5. Assure that care and services are provided to people regardless of their ability to pay, except where
income guidelines must be applied due to funding limitations.
6. Assure that localities use CARE funds only for services as payer of last resort, assisting both rural
and urban areas.
7. Establish service standards. NHCPC may assist in developing service or quality of care standards
for providers.
8. Take a leadership role in assessment and evaluation of service quality, unit costs, effectiveness, and
administrative efficiency of subgrantees/providers/contractors, in cooperation with providers, the
lead agency, and the grantee.
Prevention and Care Related:
1. Develop a Comprehensive HIV Prevention Plan consistent with the high priority HIV care/support
and prevention needs for defined target populations. Annually review and modify this plan as
necessary.
2. Review and endorse Statewide Coordinated Statement of Need incorporating information required
per HRSA.
3. Evaluate the effectiveness of the planning process.

IV.

Responsibilities between NHCPC and HHS
A.

Shared Responsibility between the NHCPC and HHS will be as follows:
1. Two co-chairs will direct the NHCPC. The State Co-Chair will be appointed by HHS. The second,
the Community Co-Chair, will be elected by the NHCPC membership. The terms of co-chairs are
outlined in Article VI. of the Bylaws for the NHCPC.
2. Develop and implement policies and procedures that clearly address and outline systems for
regularly re-examining:
a. NHCPC composition, selection, appointment, and terms of office to ensure that it reflects, as
much as possible, the population characteristics of the epidemic in State and local jurisdictions in
terms of age, race/ethnicity, gender, sexual orientation, geographic distribution, and risk for HIV
infection as well as persons living with HIV disease.
b. Methods for reaching decisions, attendance at meetings, resolution of disputes identified in
planning and decision making as well as resolution of conflict of interest(s) for members of the
NHCPC.
c. Roles and responsibilities of the NHCPC members and its various components (e.g. standing
committees, ad hoc groups, or task forces).
3. Develop and apply criteria for selecting the individual members of the NHCPC with special
emphasis being placed on procedures for identifying representatives of socioeconomically
marginalized groups, persons at greatest risk for HIV transmission, and groups that are underserved
by existing HIV prevention programs.
4. Provide a thorough orientation for all new members as soon as possible after election/appointment.
New members should understand:
a. The roles, responsibilities, and principles outlined in this document.
b. The procedures and ground rules used in all deliberations and decision making.
c. Specific policies and procedures for resolving disputes and avoiding conflict of interests that are
consistent with the principles of the CDC Community Planning Guidance and Section VII of the
Ryan White CARE Act Title II Manual.
5. Assess the present and future extent, distribution, and impact of HIV in defined populations.
6. Conduct a needs assessment process to identify unmet HIV prevention and care needs within defined
populations.
7. Identify specific high priority prevention strategies and interventions for defined target populations.
8. Identify location, gaps, barriers, and effectiveness of services available to persons infected and living
with HIV.
9. Integrate multiple sources of information, i.e., behavioral, treatment, psychosocial, geographic,
scientific, cost effectiveness, etc., into a statewide, comprehensive HIV prevention and care plan.

10. Foster collaboration and coordination among agencies, individuals, and programming efforts
relevant to HIV care and prevention including but not limited to: STD, TB, Substance Abuse and
Prevention and Treatment, Women’s Health Services, Mental Health Services, and other public
health needs.
11. Evaluate the community prevention and care planning process to assure that it is meeting the core
objectives for CDC Community Planning and HRSA Consortia Responsibilities.
B.

Co-Chair responsibilities will be as follows:
1. Develop an agenda for each meeting based on input from the NHCPC members and HHS HIV staff.
2. Co-facilitate the meetings. If a meeting facilitator is used, assist said facilitator.
3. Participate in briefing prior to each meeting.
4. Participate in debriefings after each meeting.
5. Manage and resolve NHCPC conflicts.
6. Coordinate standing committee work and reports.
7. Represent the NHCPC to the public.
8. Advocate the work of the NHCPC.
9. Together with the NHCPC membership, lead the group in attaining the purpose of the group and its
mission through active participation in process, solicitation of community input, supporting the
principles of P.I.R., providing and/or seeking technical assistance from experts, and
collecting/analyzing and disseminating relevant data as appropriate.

In addition to the time requirements outlined for the NHCPC meetings (estimate of four meetings per year
from 8:00 a.m. to 5:00 p.m. and standing committee work), co-chairs can expect to spend an estimated
additional 24 hours per quarter on NHCPC business.
C.

NHCPC individual member responsibilities will be as follows:
1. Make a commitment to the mission of the NHCPC, its process, and results.
2. Participate in all decisions and problem solving in achieving the group’s purpose.
3. Undertake special tasks as requested by the NHCPC.
4. Gather data and information as needed.
5. Serve as a representative spokesperson for the position served on the NHCPC.
6. Serve as a liaison between the NHCPC and the community/area represented by your position as well
as the community at large.
7. Participate on a minimum of one standing committee for the NHCPC per calendar year.

8. Facilitate and/or serve as liaison with focus or special interest groups in order to ensure that
information and input is obtained from targeted populations and communities.
9. Follow the Bylaws.
10. Support the Code of Conduct defined in this document (Section XIII).
11. Evaluate the process and assess the responsiveness and effectiveness of the HHS applications for
federal HIV Prevention and CARE funds as identified in the Comprehensive HIV CARE and
Prevention Plan.
12. Define technical assistance needs for the successful implementation of a comprehensive HIV
prevention and care plan for Nebraska.
It is expected that NHCPC members will have to spend 16-24 hours per quarter on NHCPC related activities.
This should include the time spent for travel, standing committee work, and other duties that may arise.
D.

HHS HIV Program responsibilities will be as follows:
1. The HHS HIV Program is required to determine how best to achieve and integrate statewide,
regional, and local community HIV planning within their jurisdictions. As such, the HHS HIV
Program will establish and maintain the NHCPC, which meets the principles outlined in the CDC
Community Planning Guidance and the HRSA Ryan White CARE Act Manual.
2. Identify a health and human service department employee, or a designated representative, to serve as
Co-Chair for the NHCPC.
3. Each standing committee will have a State Liaison appointed by the HIV Program Administrator.
The role of the liaison will be to facilitate the work of the committee and serve as a resource for
materials, information, and direction.
4. Identify and assist in obtaining key leadership and expertise supporting the purpose and mission of
the NHCPC including supporting P.I.R. principles within the process.
5. Ensure the NHCPC understands its roles and responsibilities.
6. Keep the NHCPC focused on the context within which the issues of HIV care and prevention take
place: assessment, recommendation, evaluation, etc., not funding decisions.
7. Provide guidance and support to the community and state appointed co-chairs, standing committees,
and members as necessary.
8. Provide technical assistance and support which may include but not limited to:
a.
b.
c.
d.
e.
f.
g.
h.
i.
j.

Epidemiological information
Descriptions of target populations
Profiles of existing regional resources
Information about strategies for HIV prevention
Information about existing care and support services
Support in conducting ongoing needs assessment
Compile, collect, and analyze data as necessary
Necessary information and materials to NHCPC
Facilitate specific group activities
Deal with logistics in setting up and facilitating meetings

9. Develop an application for HIV prevention cooperative agreement funds and Ryan White Title II
funds per processes identified through the federal guidances provided by CDC and HRSA
respectively. This includes seeking review of the HIV Prevention application as required and
obtaining letters of concurrence/nonconcurrence from the NHCPC.
10. Provide periodic feedback to the NHCPC on the successes and barriers encountered implementing
HIV prevention and care services statewide.
V.

Standing Committees
The NHCPC will have five standing committees designated below. Committee members may be selected
from the NHCPC membership and/or selected from the community at large. The committee chair must be a
current member of the NHCPC and ensures the committee operates under the Bylaws and Operational
Guidelines. Whenever possible members of committees should follow the principles of parity, inclusion, and
representation as set forth in the Community Planning Guidance. The NHCPC chair(s) may create additional
standing committees, ad hoc groups, or task forces as deemed appropriate to ensure that the mission of the
NHCPC is successfully met.
A.

CARE Services Committee
Purpose:
♦ Review the menu of Direct Client Services (limited to support services) and provide feedback to the
Title II Program Manager regarding the adequacy of services.
♦ Provide recommendations to the Title II Program Manager regarding the addition or deletion of
provided services.
♦ Research and provide information as necessary to identify additional services and assist in their
procurement as necessary.
♦ This committee will not have authority for making client financial determinations or service limit.
♦ Assist in the development of additional resources for service provision.

B.

Assessment and Evaluation Committee
Purpose:
♦ To review, identify strengths and weaknesses, and provide recommendations regarding prevention
and care evaluation and assessment processes and results.
Duties:
♦ Review the comprehensive evaluation plan developed according to CDC and HRSA instructions and
make recommendations for implementation.
♦ Review prevention and care assessment data and make recommendations as to services, gaps,
barriers, and unmet needs.
♦ Review evaluation data and make recommendations as requested based on data type.
♦ Review the community planning process and survey data and make recommendations regarding the
five core objectives.
♦ Recommend additional evaluation, assessment, and quality assurance activities based on pertinent
data, trends and programmatic needs.

C.

Interventions Committee
Purpose:
♦ To utilize statewide needs assessment information for the purpose of identifying, prioritizing, and
recommending behavioral interventions for funding with HIV prevention funds. The effectiveness
and support of the implementation of these recommended interventions should be based in behavior
change theory, be cost effective, and compatible with the norms, values and relevance for the
communities where they will be introduced.
Duties:
♦ Review recommended interventions from regional areas and target populations.
♦ Prioritize interventions based on social science theory, cost effectiveness, and acceptability of local
norms and values.
♦ Work with HHS HIV program on viability of implementation of interventions being assessed.
♦ Recommend prioritized interventions for funding by HHS.

D.

Membership Committee
Purpose:
♦ Recruit and orient persons committed to the prevention and care concerns of those at risk for or
living with HIV disease. The Membership Committee will solicit new members under the guiding
principles of achieving parity, inclusion, and representation of the epidemic for the NHCPC.
Personal knowledge and expertise will be sought for positions, which contribute critical information
to the development of a comprehensive HIV care and prevention plan.
Duties:
♦ Recruit candidates for Community Co-Chair and conduct Community Co-Chair elections.
♦ Recruit new members for position vacancies (new members should be identified and recommended
for appointment to begin positions each January).
♦ Recommend new recruits for acceptance for NHCPC membership.
- Advertisement for recruitment should be done statewide
- Recruitment should follow PIR guidelines
- Consideration should be given to achieve membership balance in the areas of geographic
representation, race/ethnicity, age, gender, sexual identity, risk behavior, and ability to actively
participate
♦ Assign new members to standing committees with input from the new member and the Committee
Chairpersons.
♦ Fill positions that may be vacated prior to end of membership term.
♦ Orient new members to NHCPC purpose and goals.
♦ Ensure barriers for membership participation is minimized, (i.e. application forms in are multilanguage, translation and/or other special needs addressed).
♦ Maintain and update member notebooks as necessary.

E.

Public Information Committee
Purpose:
♦ To review proposed educational materials, to discuss media and education that is made available to
communities, make recommendations for educational materials, and participate in the development
of a public information plan.
Duties:
♦ Review educational materials including brochures, videos, etc. to ensure they meet CDC guidelines.
♦ Build a resource inventory of approved materials.
♦

Provide input and recommendations to the annual public information plan.

♦ Recommend new educational material for purchase.
F.

Committee Chair Role
1. Call and facilitate a minimum of three committee meetings each calendar year.
2. In collaboration with State Liaison for the committee, set agenda for meeting and make
arrangements.
3. Ensure minutes, sign-in sheets, and expense documents are utilized and forwarded to HHS.
4. Provide summary of meeting outcomes to NHCPC co-chairs and report to NHCPC membership as
necessary.
5. Recruit non-NHCPC members as needed to fulfill the duties of the committee.
6. Request technical assistance as needed to fulfill the duties of the committee.

G.

Committee Member Role
1. Participate in a minimum of three committee meetings each calendar year.
2, Actively participate in work of the committee to fulfill committee duties.
3. Assist in recruiting additional non-NHCPC members as needed to fulfill the duties of the
committee.
4, Solicit information and perform activities as necessary to fulfill committee duties.
5. Ask for technical assistance as necessary to participate as an active member on committee and in
committee activities.

VI.

Orientation
Active participation from members on the NHCPC is critical for the work to be accomplished in a timely and
efficient manner. The membership structure of the NHCPC is designed to bring new voices to the “table” on
a rotating basis to allow for comprehensive involvement by the community. Because the number of meetings
for the NHCPC and its standing committees will be limited, it is important that all members are prepared to
fully participate at each meeting.
New members will be provided an orientation session prior to their attendance at their first meeting. The
Membership Committee, in collaboration with the NHCPC Co-Chairs, will provide orientation sessions each
year for new members joining the group. A verbal orientation along with a membership handbook/manual
will be given to each new member. Retiring members or members terminating their position commitment
should return their membership handbook during the last meeting they attend or make arrangements with the
Chair of the Membership Committee to return the handbook.
Any individual member currently serving on the NHCPC or a co-chair may request update training or
technical assistance if such training/assistance is felt to be needed to more fully participate or understand the
group’s process. The Membership Committee, with the assistance of the NHCPC Co-Chairs, will facilitate
access to the requested training as appropriate and upon approval by the State HIV Program.

VII.

Open Meeting Laws
The basic statement of Nebraska State policy on public meetings is found at Neb.Rev.Stat. §84-1408. This
statute provides, “It is hereby declared to be the policy of this state that the formation of public policy is
public business and may not be conducted in secret. Every meeting of a public body shall be open to the
public in order that citizens may exercise their democratic privilege of attending and speaking at meetings of
public bodies, except as otherwise provided by the Constitution of the State of Nebraska, federal statutes, and
sections 79-327, 84-1408 to 84-1414, and 85-104.”
Open meetings provisions apply to meetings of any “public body”, which includes governing bodies of local
and state governmental units; independent boards, commissions, councils, and other similar bodies; advisory
groups to the executive branch and to public bodies, and instrumentalities exercising essentially public
functions.
The NHCPC will follow the Open Meeting Laws for the State of Nebraska and follow the accepted
guidelines and definitions outlined in the Handbook on Public Meetings. Brief highlights/fact statements
about open meeting guidelines will be provided to each NHCPC member as a part of their orientation.

VIII.

Expenses
Reimbursement of expenses for volunteer members of State affiliated boards, committees, commissions, and
task forces may be provided per HHS DAS Administrative Policy, pursuant to Section 81-118L.01. State
law prohibits the payment for services until the service has been provided which in turn requires the HIV
program to reimburse a member’s expenses after the NHCPC meetings occur. Mileage at the state
reimbursement rate, meals at per diem rates, lodging and parking expenses may be reimbursed to individual
members. The program cannot reimburse agencies or reimburse for the use of agency vehicles. If more than
one NHCPC member shares transportation to a meeting, only reimbursement to the owner/driver of the
vehicle used will be given.
The process and details for reimbursement of expenses will be covered in new member orientation and may
be found in the member handbook, (example: lodging for members attending a meeting of the NHCPC will
be reimbursed at the state approved rate when the member is traveling more than 60 miles one-way to the
meeting).
Should a member require “special assistance” to attend meetings or standing committee functions on behalf
of the NHCPC, a process is in place to assist members prior to their arrival at the meeting/function. Details
and management of this process may be accessed through the State Co-Chair.

IX.

Lobbying
The NHCPC operates under direct affiliation with Nebraska Health & Human Services HIV Program and its
cooperative agreements with the Centers for Disease Control and Prevention and the Health Resources and
Services Administration. Funding for support of this advisory group and its related functions are provided
through these federal cooperative agreement funds. Therefore, the NHCPC, its activities, and the activities
of its designated standing committees, ad hoc groups, or task forces must follow restrictions determined by
federal guidelines.

Under the provisions of 31 U.S.C. Section 1352 (which has been in effect since December 23, 1989),
recipients (and their subtier contractors) are prohibited from using appropriated Federal funds (other than
profits from a Federal contract) for lobbying Congress or any Federal agency in connection with the award of
a particular contract, grant, cooperative agreement, or loan. This includes grants/cooperative agreements
that, in whole or in part, involve conferences for which Federal funds cannot be used directly or indirectly to
encourage participant to lobby or to instruct participants on how to lobby.
In addition, no part of any appropriation may be used for publicity, propaganda purposes, for the preparation,
distribution, or use of any kit, pamphlet, booklet, publication, radio, television, or video presentation
designed to defeat legislation pending before the Congress or any State legislature. No part of any
appropriation contained in Public Law 105-78 can be used to pay the salary or expenses of any grant,
contract recipient, or agent acting for such recipient, related to any activity designed to influence legislation
or appropriations pending before the Congress or any State legislature.
X.

Code Of Conduct
The following ground rules define appropriate group behavior standards. The standards provide guidance for
member functions within the group and within their respective agencies and/or communities as
representatives of the Nebraska HIV CARE and Prevention Consortium.
A. Commit to regular meeting attendance and active participation;
B. Act first and foremost as a member of the NHCPC and within the best interest of the group;
C. Put aside personal agendas;
D. Separate agency/organizational goals and needs from those of the NHCPC, standing committees, ad hoc
groups, or task forces.
E. Share all pertinent feedback, both positive and negative, within the group;
F. Discuss/resolve concerns during meetings, not behind closed doors or outside the advisory group;
G. Be positive about the advisory group, its mission and purpose;
H. Exercise discretion to maintain the group’s integrity (i.e., not airing “dirty laundry” in public);
I.

Acknowledge and respect all variant views;

J.

Respect each other’s differences, knowledge, experience and frame of reference.;

K. All comments will be made in a respectful and reasonable timeframe; filibustering will not be considered
respectful or reasonable as applicable to the purpose and mission of the NHCPC.
XI.

Conflict of Interest
A conflict of interest can be defined as a conflict between one’s obligation to the public good and one’s self
interest, whether that interest be a personal interest, or interest of family, friend or work related. A conflict
of interest occurs when an appointed or elected individual knowingly takes action or makes a statement
intended to influence the conduct/decisions of the public body of which he or she is a member. If the
member’s action in any way confers any financial or programmatic benefit to the member or the
organization, persons, program, etc. the member is affiliated with, a conflict of interest is present.

The Nebraska HIV Care and Prevention Consortium, in their advisory relationship to the State’s HIV
Program, functions as a public body. The mission and purpose of the NHCPC are designed to address the
HIV issues impacting all Nebraskans and thus work on behalf of the “public good”. A NHCPC member who
also serves as a director, trustee, salaried employee, volunteer, or otherwise benefiting from any HIV / AIDS
prevention or CARE funds is deemed to have an “interest” in the decisions of the NHCPC and must declare
their conflict openly and be excluded from voting on those decisions.
XII.

Dispute Resolution
To develop an inclusive approach for addressing the HIV prevention and care needs of a particular
community, a wide range of representatives and information must be involved in the planning processes.
This variety and diversity of opinions, beliefs, values, and ways of communicating add the needed
ingredients for developing a comprehensive plan for addressing both prevention and care needs. Despite
careful organizational development, effectiveness of meetings and commitment of participants,
disagreements and conflicts inevitably arise and may become disputes. Conflicts among NHCPC members
may arise within meetings and outside of meetings, (i.e., ad-hoc meetings, special activities, committee
meetings).
When conflicts arise in the process of making decisions at NHCPC meetings, an attempt will be made to
work through the conflict and achieve consensus among members of the issue at hand. Consensus decision
making is defined as a decision in which all members of the group support or can live with the decision in
question.
Consensus decision making is not easy. This is especially true when the decision making body is comprised
of individuals representing diverse points of view. Consensus decision making requires full discussion,
individual and collective honesty, and sharing of all relevant information. In order for a consensus decision
making process to be successful:
A. Each participant’s view on the issue at hand needs to be shared with the group.
B. The interests of each participant must be identified. (An interest is the core or driving force that makes
that issue important to that person. A participant’s interest can usually be identified by asking, “Why is
this issue important to you?”.)
C. The interests of each participant need to be able to be understood by all of the participants. (This does
not mean everyone must agree with the interests identified but it does mean that everyone understands
what the interests of each participant are.)
D. Once the interests of the participants are understood, several options to resolve the issue at hand must be
generated by the group.
E. Any option selected to resolve the issue must meet at least some of the interest of all participants.
In order to meet open meeting law requirements, any consensus decision will then be recorded in a roll call
vote. In the event that the group, after identifying interests and generating options, cannot reach consensus,
the NHCPC will resort to the use of a role call vote.
When conflicts arise outside of NHCPC meetings concerning NHCPC business, members are urged to use
the same model as above in resolving the issue at hand.

XIII.

Grievance – Statement of Concern Procedures
Grievances concerning decisions made or actions taken by NHCPC must be filed in writing with the HIV
Program Administrator. The HIV Program Administrator will establish an oversight committee to deal with
the filed grievance. The oversight committee will consist of:
♦ HIV Program Administrator
♦ State Co-Chair
♦ Community Co-Chair
♦ Two members of the NHCPC selected by the HIV Program Administrator and agreed upon by the
Co-Chairs.
The oversight committee will review the filed grievance. The committee, upon reviewing the grievance,
may:
A. Request a meeting with the individual who has filed the grievance if the committee feels such a meeting
would be helpful in understanding the grievance.
B. Request that the party filing the grievance mediate with representatives of the oversight committee as
appointed by the HIV Program Administrator. The mediator in such a situation would be a neutral third
party who has no vested interest in the outcome of the mediation. If the mediation is successful
(agreement is reached between the parties), a part of the mediated agreement would be the withdrawal of
the grievance by the party who filed the grievance.
C. Investigate the grievance, respecting the confidentiality of all concerned parties, and present
recommendations to NHCPC as to an appropriate disposition of the matter. Once a decision is made by
NHCPC, a written response to the individual who filed the grievance will be made within 30 days. The
committee, in its written response, will either uphold the original decision by NHCPC or will request that
NHCPC re-examine the issue raised in the grievance and take new action of the issue raised in the
grievance.
Grievances concerning the performance or conduct of an individual NHCPC member (either a standing
member or elected member) must be filed in writing with the HIV Program Administrator. The HIV
Program Administrator will establish an oversight committee to deal with the filed grievance. The oversight
committee will consist of:
♦ HIV Program Administrator
♦ State Co-Chair
♦ Community Co-Chair
♦ Two members of the NHCPC selected by the HIV Program Administrator and agreed upon by the
Co-Chairs.
The oversight committee will review the filed grievance. The committee, upon reviewing the grievance,
may:
A. Request a meeting with the individual who has filed the grievance if the committee feels such a meeting
would be helpful in understanding the grievance.
B. Request that the party filing the grievance mediate with the individual who they have filed the grievance
about. The mediator in such a situation would be a neutral third party who has no vested interested in the
outcome of the mediation. If the mediation is successful (agreement is reached between the parties) a
part of the mediated agreement would be the withdrawal of the grievance by the party who filed the
grievance.

C. Investigate the grievance, respecting the confidentiality of all concerned parties, and present
recommendations to NHCPC as to an appropriate disposition of the matter. Options for consideration by
NHCPC include:
1. A motion may be made to vote to remove the individual from NHCPC pursuant to ARTICLE IV.,
Section 3 of the Bylaws.
2. A motion may be made to call the question and the topic is tabled.
3. A motion may be made and a vote taken to take no further action on the grievance filed. Once a
decision is made by NHCPC, a written response to the individual who filed the grievance will be
sent within 30 days.
Changes Approved: 3/26/2002
Changes Approved: 1/23/2003
Changes Approved: 2/14/2004
Changes Approved: 4/22/2004
Changes Approved: 6/24/2004
Changes Approved: 8/19/2004

ATTACHMENT No.3
NHCPC 2004 MEMBER PROFILE

Region of Residence
Western

3

Rural

Geographic Location
5

19 and under

Age
0

Female

Gender
13

Northern

1

Urban Metropolitan

14

20-29

3

Male

10

Central

3

Urban Non-Metropolitan

2

30-39

5

Transgender

0

Eastern

9

Not reported

2

40-49

8

Not reported

0

Southwest

0

50-59

5

Southeast

5

60 and older

2

Not reported

2

Not reported

0

Sexual Orientation
Bisexual

0

Ethnicity
Hispanic or Latino

1

Asian

1

IDU

1

Gay Man

5

Non-Hispanic or Non-Latino

15

Black/African American

5

MSM

5

Heterosexual

18

Unknown

0

Native American/Native Alaskan

0

Mother with or at risk for HIV

0

Lesbian

1

Not reported

7

Caucasian

15

High risk heterosexual practice

1

Native Hawaiian/Pacific Islander

1

MSM/IDU

0

Multiple Race

1

No identified risk

11

Other

0

Other

2

Not reported

1

Not reported

3

Race

Risk Factors

Expertise
Epidemiologist

1

Agency Affiliation
Academic institution

0

Yes

Living with HIV
4

Yes

Affected by HIV
7

Health planner

4

Local/City/County health dept

4

No

17

No

11

Behavioral/Social scientist

2

Other Governmental

3

Unknown

2

Unknown

1

Community representative

10

State health department

1

Not reported

1

Not reported

4

Evaluation/Researcher

1

Faith

1

Intervention specialist

5

Minority board

0

Other

4

Non-Minority board

0

Unknown

3

Other non-profit

12

Not reported

0

Individual

3

Research center

0

Other

4
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ATTACHMENT No. 4
NHCPC ORGANIZATIONAL CHART
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Nebraska HIV CARE and Prevention Consortium
EX-OFFICIO

ELECTED

ELECTED

State HIV Program Administrator

CTR-PCRS
(Counseling
&Testing)

MSM - Urban (+ or -)

Prevention
Subgrantee

MSM - Rural (+ or -)

APPOINTED
State Co-Chair

REGIONALLY
ELECTED
Western Region

Southwest Region

State Title II Coordinator

Title III Coordinator
Title III Coordinator

Direct Provider for STDs

Division of Adolescent
and School Health
(Nebraska Dept of
Education)

City/County Health
Dept

HIV Case
Management

MSM - of Color

Central Region

Woman at Risk
HIV Infected or
Affected

Northern Region

Injecting Drug User

Eastern Region

Red Ribbon Community

Southeast Region

Mental Health/
Substance Abuse

Medicaid Issues
Minority CBO
Behavioral Health

Behavioral Health

Epidemiologist

Person Living with
HIV or AIDS
Minority HIV
Impacted
Person Living with
HIVor AIDS

State Corrections
AIDS Drug Assistance
Program
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ATTACHMENT No. 5
2004 MEMBERSHIP APPLICATION

35

36

Letter of Interest to Participate/Application for Membership
Note: The information contained in this application is considered confidential and will not be available to the
public. The information will be used for the purpose of fulfilling consortium requirements outlined through
Nebraska Health & Human Services Cooperative Agreements with the
Centers for Disease Control & Prevention and the Health Resources Services Administration.

The information below indicates my desire and willingness to be selected as a member in the
Nebraska HIV CARE & Prevention Consortium (NHCPC).

Name:__________________________________
Address:________________________________
City:______________________ Zip:________
Employer:_______________________________

Day Phone:________________
Home Phone:______________
Fax:______________________
E-mail:____________________

The above mailing address is my _____Home
Ethnicity
____White (non-Hispanic)
____African American
____Hispanic/Latino
____Asian/Pacific Islander

_____Office

Age

____Native American
____Middle Eastern
____Other

____10 to 19
____20 to 29
____30 to 39
____40 to 49
____50 or above

Gender
____Male
____Female
____Transgender

Group Representation Position
Applying
For
st
nd
(No more than two. Please note 1 and 2 choices)

1____CTRPN - HHS funded (Counseling/Testing)
2____Prevention Subgrantee - HHS funded
3____HIV Case Management - HHS funded
4____Minority Community Based Organization (CBO)
5____Minority – HIV Impacted
6____City/County/District Health Department
7____MSM – Rural (outside Lincoln/Omaha areas)

8____MSM – Urban (Lincoln/Omaha areas)
9____MSM – Person of color
10____ Woman – HIV Impacted
11____Intravenous Drug User (IDU)
12____ Person Living with HIV
13____Mental Health/Substance Abuse

I have been involved with HIV/AIDS issues in the following areas:

I am qualified to represent these positions because:
Choice #1:________________________________________________________________________________________________

Choice
#2:________________________________________________________________________________________________

(Please continue on the back)
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Letter of Interest/Membership (continued)

I am interested in becoming a member of the NHCPC because:

I am able to participate/commit up to
15 hours per quarter and travel to
meetings in Lincoln for the NHCPC.
_____YES

I am willing to serve a three (3)
year term with the NHCPC.

_____NO

_____YES

_____NO

Disclosure of Conflict of Interest:
Persons who may become members of the Nebraska HIV CARE and Prevention
Consortium (NHCPC) may be affiliated with organizations that have or may request funds
for HIV prevention and/or care activities. Because of this potential for conflict of interest,
this disclosure information is being requested.
I and/or a family member currently is or has been within the past 12 months a staff
member, consultant, officer, board member, or in an advisory capacity with the following
organizations:
1) Organization:__________________________________________________
Title:___________________________Period of Affiliation______________
2) Organization:__________________________________________________
Title:___________________________Period of Affiliation______________

Signature:_______________________________________________Date:__________________

PLEASE MAIL TO:
Christine Stroud
HHS – HIV Prevention Program
PO Box 95044
Lincoln, NE 68509-5044
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ATTACHMENT No. 6
2004 ORIENTATION GUIDE
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Individually we are special,
Together we are spectacular

Nebraska HIV
CARE & Prevention
Consortium
(NHCPC)
Orientation Guide
41

NHCPC Orientation Checklist
Date

Initials

_____ _____
_____ _____
_____ _____
_____ _____
_____ _____
_____ _____
_____ _____
_____ _____

I have received and read the
orientation manual.
I have participated in an orientation
program.
I have completed a
Membership Skills Inventory.
I have read, understood, and
signed a Disclosure of Conflict of
Interest Statement.
I have been introduced to the
Community and State Co-chairs for the
NHCPC.
I have been assigned to a standing
committee and have met the standing
committee chairperson.
I know how to fill out an Expense
Reimbursement form.
I have received an evaluation form
for orientation, have completed it, and
have returned it.

________________
NHCPC New Member

Date _______

________________
Membership Committee

Date _______
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INDEX
Welcome/History
Mission/Responsibilities
Core Objectives
Membership Composition
Member Job Description
Code of Conduct
Conflict of Interest
Meeting Information
Ryan White Programs
Prevention Community Planning
Standing Committees
Acronyms

NHCPC Community Co-Chair

________________________
NHCPC State Co-Chair

________________________
My Standing Committee Members

____________________________
____________________________
____________________________
____________________________
____________________________
________________
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WELCOME
Thank you for agreeing to join us as we strive to reduce the number of new cases of HIV
within our State and to improve the quality of life for those who are HIV+.
The mission of the Nebraska HIV Care and Prevention Consortium (NHCPC) is to develop a
comprehensive HIV Care and Prevention Plan for the State of Nebraska. By identifying
strategies and interventions that are responsive to needs within the defined populations, we
hope to achieve these goals.
During your time as a NHCPC member you will receive support from the co-chairs and other
members. This booklet is designed to assist you with your orientation and to answer basic
questions about the NHCPC.
We look forward to working in partnership with you!

OUR HISTORY
The Centers for Disease Control and Prevention (CDC) first mandated community planning
for HIV prevention in 1993. The commitment of the CDC to strengthen community-specific
HIV prevention interventions was behind the development of the NHCPC.
The NHCPC is a merger between the HIV Prevention Community Planning initiative of the
CDC and the Health Resources and Services Administration (HRSA) Ryan White Consortia.
The CDC funds HIV prevention activities, while the Ryan White CARE Act provides funding
for direct care services for HIV+ individuals. The union of these organizations provides
focused decision making essential to comprehensive planning.

MISSION
The mission of the NHCPC is to develop a Comprehensive HIV CARE and Prevention Plan for
the State of Nebraska by identifying specific strategies and interventions that are responsive to
validated needs within defined target populations affected by HIV.
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RESPONSIBILITIES OF THE NHCPC
•

Assessing the extent of the HIV epidemic

•

Assessing the existing prevention resources

•

Identifying unmet HIV prevention and care needs

•

Defining the potential impact of specific prevention strategies

•

Prioritizing HIV prevention and care needs, developing a locally specific prevention and
care plan, and evaluating the planning process

•

Reviewing and endorsing a Statewide Coordinated Statement of Need

•

Reviewing the Prevention Application to the CDC and giving concurrence or nonconcurrence

FIVE CORE OBJECTIVES
1.

Foster openness and participation in the community planning process.

2.

Ensure that the target communities reflects the diversity of the epidemic and that
expertise in epidemiology, social/behavioral science, health planning, and evaluation is
included in the planning process.

3.

Ensure that priority HIV populations are determined based on epidemiological data
and needs assessments.

4.

Ensure that interventions are based on explicit consideration of priority needs,
outcome effectiveness, cost and cost effectiveness, theory, and community norms and
values.

5.

Foster strong, logical links between the community planning process, the application
for funding, and the allocation of CDC HIV prevention resources.
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MEMBERSHIP COMPOSITION
1.

Must be geographically balanced and reflect the diversity of the HIV epidemic.
Recruitment of members if guided by the principles of parity, inclusion, and
representation, as established by the CDC.

2.

Maximum number of members will be 38.
a.

Standing members are appointed by the HIV Program Administrator and are
designated per requirements of the CDC and HRSA. They represent related
state agencies and others recommended to serve in order to balance CDC
requirements. Standing members comprise no more than 1/3 of the total
membership.

b.

Elected members will represent related functional areas, persons directly
impacted by the epidemic, and geographic representation. These members
comprise no more than 2/3 of the total membership.

3.

A member may resign at any time by submitting a written letter of resignation to either
the Community or State Co-Chair.

4.

Any member in violation of the Code of Conduct may be removed by majority vote (see
Operational Guidelines).

MEMBER JOB DESCRIPTION
Role:
As a member of the Nebraska HIV CARE and Prevention Consortium (NHCPC) it is your role
to:
• Make a commitment to this process and its results.
• Participate in all decisions and problem solving.
• Undertake special tasks, as requested by the NHCPC.
• Gather data and information as needed.
• Spread the word about the planning process.
• Serve on at least one standing committee.
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Length of Commitment:
NHCPC elected members serve for a term of three years. Members may not serve for more
than two consecutive terms. Standing members serve at the discretion of the HIV Program
Administrator.
Estimated Time Required:
• Four meetings per year, which normally are scheduled for eight hours. One meeting per
year may be two days long.
• Rare homework assignments.
• Committee Chair may require additional hours of commitment.
Expenses:
Travel expenses, including mileage, lodging, and meals, are reimbursed by the State. You will
be asked to fill out an Expense Reimbursement Document for each meeting.
Attendance Policy:
A member who has three absences within a calendar year, whether excused or unexcused, will
be considered non-participating and be replaced. A member who has two unexcused
absences within a calendar year will be considered non-participating and be replaced.

CODE OF CONDUCT
•

Commit to regular meeting attendance and participation.

•

Actions/comments should be in the best interest of the group.

•

Put aside personal agendas.

•

Separate agency goals and need from needs/business of the Consortium.

•

Share all feedback, positive and negative, within the NHCPC.

•

Discuss/resolve concerns during meetings.

•

Be Positive about NHCPC, its mission, and purpose.

•

Acknowledge and respect the views, differences, knowledge, experiences, and frames of
reference of everyone.

•

Comments should be made in a respectful manner and in a reasonable timeframe.
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CONFLICT OF INTEREST
All NHCPC members sign a Conflict of Interest form annually. This form lists organizations
with whom they are affiliated. This helps to maintain the reputation and credibility of the
NHCPC in making fair, objective, and impartial decisions.

MEETINGS
•
•
•
•
•
•
•
•
•
•

The NHCPC shall hold four formal meetings per calendar year.
The meeting agenda will be mailed to members at least 10 days prior to next scheduled
meeting.
All meetings are open to the public.
Minutes will be taken and available 10 days following the meeting.
Decisions will be made by consensus whenever possible. Should consensus not be
achieved, voting procedures shall follow the guidelines set forth in Robert's Rules of
Order.
All formal decisions are documented through roll call vote.
A quorum is 60% of the current NHCPC membership.
Voting procedures follow Robert's Rules of Order.
Written notice of time and location of all NHCPC meetings must be posted 24 hours prior
to the meeting.
Co-chairs may call special meetings with 10 days advance notice.

DIRECT CARE & PREVENTION PLANNING RESPONSIBILITIES
The NHCPC has advisory responsibilities for both the Direct CARE Services and the
Prevention HIV Programs in Nebraska. Direct services to HIV+ individuals are offered
primarily through the Ryan White Comprehensive AIDS Resources Emergency (CARE) Act
and funded by the Health Resources and Services Administration (HRSA). Prevention
community planning is funded primarily by the Centers for Disease Control and Prevention
(CDC). The following are brief descriptions of the two primary components of the HIV
Program in Nebraska:
A. RYAN WHITE PROGRAMS
The Ryan White CARE Act is a federally funded program which provides direct care and
support services to persons living with HIV/AIDS. In Nebraska, the Ryan White Program
consists of Title II and Title III Services. The NHCPC serves as an advisory body to the Ryan
White Title II Services only. Title III Services are provided by non-profit organizations.
Title II Services include:
• Home and community-based health care and support services, such as
transportation and rent/utility assistance
• Case management
• Health Insurance Continuum of Coverage (HICC) program
• AIDS Drug Assistance Program (ADAP), which provides pharmaceutical treatment
to persons with HIV/AIDS
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Title III Services include:
• Primary medical care
• HIV Counseling, Testing, and Referral (CTR)
• Specialized care, such as dermatology or optometry
• Outpatient mental health services
• Outpatient substance abuse services
• Oral health care
• Nutritional care
Title III is a payor of last resort. Currently, there are three Title III programs in Nebraska:
• University of Nebraska Medical Center (UNMC) Early Intervention Services (EIS)
program
• Western Community Health Resources (WCHR) EIS program
• Charles Drew Health Center Title III Planning Grant
B. HIV PREVENTIONCOMMUNITY PLANNING
HIV Prevention Community Planning is a collaborative process through which State Health
Departments work in partnership with community planning groups, such as the NHCPC, to
design local prevention plans that best represent the needs of the various communities at risk
for, or infected with, HIV. Prevention activities are funded by the Center for Disease Control
(CDC).
A comprehensive HIV Prevention Program includes:
•
•
•
•
•
•
•
•
•
•
•
•

HIV prevention community planning process
Epidemiologic and behavioral surveillance profile
HIV counseling, testing, referral and partner counseling and referral services
(CTR/PCRS)
Health education and risk reduction (HE/RR) activities
Easy access to diagnostic and treatment of STDs
School-based education efforts for youth
Public information programs
Quality assurance and training
Evaluation of program activities
Technical assistance plan
Capacity building
Laboratory support
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STANDING COMMITTEES
The NHCPC has established five standing committees.
1.
2.
3.
4.
5.
•
•
•
•
•

Membership
Evaluation and Assessment
Interventions
CARE Services
Public Information
The majority of work activity and outcomes will be done in these standing committees.
Each member of the NHCPC must serve on at least one standing committee.
Standing committee members may be recruited from outside of the group (non-NHCPC
members).
The standing committee chair must be an NHCPC member.
All standing committee members must abide by the NHCPC Bylaws and Operational
Guidelines.

A. Membership
Parity, Inclusion, and Representation (P.I.R.) are fundamental goals in community planning.
The Membership Committee is responsible for maintaining these goals.
•
•
•
•
•

Recruit new member applicants committed to the prevention and care of those at risk or
living with HIV.
Recommend new recruits for membership acceptance.
Orient new members to purpose and goals of the NHCPC.
Recruit new members for standing committee vacancies.
Fill vacancies which occur prior to end of membership term.

State Liaison: _________________________
Chairperson: ____________________________________
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B. EVALUATION AND ASSESSMENT
Reviews the prevention and care evaluations and assessments,
weaknesses, and provides recommendations.
•
•
•
•

identifies strengths and

Review the comprehensive evaluation plan developed in accordance with CDC & HRSA
instructions and make recommendations for implementation.
Review prevention and care assessment data and make recommendations about service,
gaps, barriers, and unmet needs.
Review evaluation data and make recommendations (data type).
Review the community planning process and survey data and make recommendations
regarding the five core objectives.

State Liaison: ____________________________
Chairperson: ____________________________
C. INTERVENTIONS
Utilizes statewide needs assessment information for the purpose of identifying, prioritizing,
and recommending behavioral interventions for HIV prevention funding. Effectiveness and
support for these interventions should be based on behavioral change theory, be cost
effective, and be compatible with the norms, values, and relevance of the communities where
they will be introduced.
•
•
•
•

Review recommended interventions from regional areas.
Prioritize interventions.
Work with the HHS HIV Program on viability of implementation.
Recommend interventions to HHS for funding.

State Liaison: __________________________
Chairperson: __________________________
D. CARE SERVICES
•
•
•
•
•

Review menu of Direct Client Services (limited to support services) and provide feedback
to the Title II Program Manager regarding the adequacy of services.
Provide recommendations to the Title II Program Manager regarding the
addition/deletion of provided services.
Research and provide information identifying additional services and assist in their
procurement as necessary.
Assist in the development of additional resources for service provision.
Committee will not have authority to make client financial determinations or service
limits.

State Liaison: __________________________
Chairperson: __________________________
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E. PUBLIC INFORMATION
Reviews educational materials to meet CDC guidelines pertaining to program materials
review panel.
•
•
•
•

Review public information campaigns.
Review resources for public information.
Develop resource information database.
Review video and other audiovisual materials.

State Liaison: __________________________
Chairperson: ___________________________

ACRONYMS
ADAP AIDS Drug Assistance Program: A program authorized and primarily funded under
Title II of the Ryan White CARE Act; administered by State agencies for providing FDAapproved medications to low-income individuals with HIV disease who have limited or no
coverage from private insurance or Medicaid.
AIDS
Acquired Immunodeficiency Syndrome:
immunodeficiency virus (HIV).

Disease caused by the human

CARE Comprehensive AIDS Resources Emergency Act: The Federal legislation (Ryan
White CARE Act) created to address the health care and service needs of people living with
HIV disease and their families.
CBA Capacity building assistance
CBO Community-Based Organization: An organization which provides services to locally
defined populations, which may or may not include populations infected with or affected
by HIV disease.
CDC Centers for Disease Control and Prevention: The Federal agency within the U.S.
Department of Health and Human Services that administers HIV/AIDS prevention programs,
including the HIV Prevention Community Planning process.
CD4 One of the two protein structures on the surface of a human cell that allows HIV to
attach, enter, and thus infect a cell. The CD4 cell count is the most commonly used surrogate
marker for assessing the state of the immune system. The normal range for CD4 cell counts is
500 to 1500 per cubic centimeter of blood.
CTR/PCR Counseling, Testing, Referral and Partner Counseling and Referral Services
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DHAP Division of HIV/AIDS Prevention (see CDC)
ELISA Enzyme-Linked Immunosorbent Agency: The most common test used to detect the
presence of HIV antibodies in the blood,
which are indicative of ongoing HIV infection.
EPI Epidemiological profile
GLBTQ Gay, lesbian, bisexual, transgender, questioning
HCV Hepatitis C virus
HC/PI Health communication/public information
HERR Health Education and Risk Reduction
HHS Health and Human Services
HICCP Health Insurance Continuum of Coverage Program: A program authorized and
primarily funded under Title II of the CARE Act that makes payments on behalf of a client to
maintain his or her health insurance coverage.
HIV Human Immunodeficiency Virus: The virus that causes AIDS.
HOPWA Housing Opportunities for People with AIDS: A program administered by the US
Department of Housing and Urban Development which provides funding to support
housing for PLWA’s and their families.
HRSA Health Resources and Services Administration: The agency of the US Department of
Health and Human Services that is responsible for administering the CARE Act.
IDU Injection Drug User
MSM Men who have Sex with Men
NAP Nebraska AIDS Project
PEMS Program Evaluation Monitoring System
P.I.R. Parity, Inclusion, Representation
PLWA Person Living with AIDS or HIV
PMS Post Marketing Surveillance: A study that documents the effectiveness of HIV rapid
testing
RARE Rapid assessment, response, and evaluation model
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SCSN Statewide Coordinated Statement of Need: A written statement of need for the entire
State developed through a process designed to collaboratively identify significant HIV issues
and maximize CARE Act program coordination.
STD Sexually Transmitted Disease
TA Technical Assistance
UNMC University of Nebraska Medical Center

ORIENTATION NOTES

____________________________
____________________________
____________________________
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____________________________
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____________________________
____________________________
____________________________
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____________________________
____________________________
____________________________
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ATTACHMENT No. 7
2004 CONFIDENTIALITY AND
CONFLICT OF INTEREST FORM

58

59

NEBRASKA HIV CARE AND PREVENTION CONSORTIUM
Guidelines Regarding Confidentiality and Conflict of Interest
You have been selected to partner with the Nebraska Health and Human Services HIV Program (NHHS) as a
member of the Nebraska HIV CARE and Prevention Consortium (NHCPC). Guidelines for membership on this
advisory body have been established by the Centers for Disease Control and Prevention (CDC) and the Health
Resources and Services Administration (HRSA). These guidelines will be discussed as a part of the your
orientation process. We appreciate the time you are taking to assist in this process and request that you read the
following statement on Confidentiality and Conflict of Interest. You will be asked to update a disclosure of
your potential conflicts of interest each year. Please sign the acknowledgement and agreement statement at the
bottom of this page.
Confidentiality
Meetings of the NHCPC adhere to Nebraska statutes, policies and procedures concerning Open Meetings.
However, disclosures or discussions which place a member at possible risk of harm to person or reputation shall
be kept confidential and restricted to the business of the NHCPC and its’ members. Information discussed and
provided, whether written or oral, is for the purpose of accomplishing the missions and objectives of the
advisory group. Members may share as much personal information as they feel comfortable with in the course of
the NHCPC process but should be fully cognizant of the parameters of the Nebraska Open Meeting Laws.
Members should be aware that staff of NHHS adhere to confidentiality principles but accept no responsibility
for disclosures or actions by members that violate these principles. Confidentiality principles follow guidelines
established by CDC and HRSA. Additional comments or questions should be referred to Sandra Klocke,
Program Administrator for the HIV Program.
Conflict of Interest
Any member or subcommittee member of the Nebraska HIV CARE and Prevention Consortium who has a
direct relationship with or to any agency, service organization, club, board, place of business, faith institution, or
individual that may benefit from the actions of the NHCPC must disclose the relationship should be disclosed.
The member(s) in conflict will be excused from the discussion and associated vote or action to eliminate the
conflict of interest. A member’s conflict of interest extends to relationships by the member and/or any direct
connection by the member’s family, partner, co-worker, business associate, fellow board members, etc. Written
disclosure of potential conflict of interest will be updated each year, however if a relationship changes within the
year, the member should update their written statement.
I have read, understand and agree to abide by the statements on Confidentiality and Conflict of Interest:
Name: ____________________________________________

Date: ____________

Signature:
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Nebraska Health & Human Services
Nebraska HIV CARE and Prevention Consortium

Disclosure of Conflict of Interest
I,
and/or a family member and/or partner have been in a direct
relationship with the following governmental, non-governmental, public or private organizations, board, service group(s)
within the past 12 months and am disclosing a possible conflict of interest.
Organization:
Title/Relationship:

Period of Affiliation:

Organization:
Title/Relationship:

Period of Affiliation:

Statement of Receipt and Acceptance of By-Laws and Operational Guidelines
I, as a member of the Nebraska HIV CARE and Prevention Consortium have received, read and agree to follow
the By-Laws of said advisory group.
Printed Name:

Date: __________

Signature: __________________________________________________
I, as a member of the Nebraska HIV CARE and Prevention Consortium have received, read and agreed to follow
the Operational Guidelines for said advisory group.
Printed Name: ______________________________________________

Date: __________

Signature: __________________________________________________
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ATTACHMENT No. 8
PRIORITY POPULATION WEIGHT/RANK SCORE SHEET
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Priority Population Weight/Rank Score Sheet
Population
______________________________________________________________
+
FACTOR

Predominant
Mode/Risk
Factor
AIDS
Prevalence

HIV
Prevalence

RATING INFORMATON

RANK/SCALE

What is the primary risk
behavior known to occur
among the target
population?

1:
2:
3:
4:
5:
1:
2:
3:
4:
5:
1:
2:
3:
4:
5:
1:
3:
5:

How many people in the
target population are living
with AIDS?
What is the estimated
number of people living
with HIV in the target
population?

Barrier to
Reaching the
population/dif
ficulty
meeting
population
needs.

Are there significant
barriers to reaching the
target population with HIV
prevention interventions..

Emerging
Trends

Average HIV Incidence
over 5 years.

None, unknown, or low risk
Unprotected Oral sex
Unprotected vaginal sex
Unprotected anal Sex
Blood to blood
0-25
26-50
51-75
76-100
> 100
0-25
26-50
51-75
76-100
>100
Few or virtually no barriers
Moderate barriers
Substantial Barriers

WEIGHT

RANK SCORE

FINAL SCORE
(Weight x
Rank)

5

3

3

1

Access:
Language:
Isolation:
Provider:
Testing access:
Total score:
__________

1:
2:
3:
4:
5:

0-2
3-5
6-9
10-12
> 12

4

Total Score:
Access: A set of cultural, behavioral societal norms that may preclude the targeted population from allowing
prevention outreach to permeate.
Language: (Barrier) Occurs when the primary language is one other than English.
Isolation: Geographic distance between members of the targeted population and prevention service providers.
Providers: Availability of prevention providers for the targeted population.
Testing: The availability of testing and/or test sites acceptable to the target population.
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ATTACHMENT No. 9
RACE/ETHNICITY AND AGE FACTORS
RISK FACTORS
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Race/Ethnicity and Age Factors
Risk Factors
Ethnicity/Race

White
<19 years
20-29 years
30-39 years
40-49 years
50+ years
African/American
< 19 years
20-29 years
30-39 years
40-49 years
50 + years
Hispanic
< 19 years
20-29 years
30-39 years
40-49 years
50 + years
American
Indian/AN
<19 years
20-29 years
30-39 years
40-49 years
50 + years
Asian
< 19 years
20-29 years
30-39 years
40-49 years
50 + years

HIV

Nebraska Priority Setting Process 2004
For 2005-2008
AIDS Rank/Scale Weight Score: Rank x Weight

Rate*

Rate*

HIV
Ranking
Scale for
HIV/AIDS
Rates
1: 0 – 50
2: 51-100
3: 101-150
4: 150-200
5: 200+

AIDS

Risk
Factors

Final Score
HIV + AIDS +
Risk Factors

3

Ranking
Scale for
Other Risk
Factors
1: 0 factors
2: 1 factor
3: 2 factors
4: 3 factors
5: all 4
factors

2

Risk Factors
*High STD
rates
*High use of
C&T
*Drug &
ETOH
abuse
*Multiple
partners

Steps:
1. Determine rank for HIV and multiply by weight to calculate score for each age group in each race/ethnicity
category. Enter score in appropriate box.
2. Repeat for AIDS data and enter in appropriate box.
3. Repeat for risk factors. If there is no clear age breakdown appropriate, score the race/ethnicity group.
4. Add the three scores: HIV, AIDS, Risk factors for the total score.
5.Circle the top six scores and transfer to Priority Population group sheet.
(* Based on occurrence per 100,000 population)
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ATTACHMENT No. 10
POPULATION SUMMARY SHEET
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Population Summary Sheet
S MSM S MSM/IDU S Male IDU S Female IDU S Male HRH S Female HRH
(check one population for this summary sheet)

Age/Ethnicity/Race
Group

Score

1.______________________
2.______________________
3. _____________________
4.______________________
5.______________________
6.______________________
YOU ARE DONE. Scores will be transferred to the final summary sheet by
your staff facilitator!
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ATTACHMENT No. 11

FINAL SCORE SUMMARY SHEET
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Final Score Summary Sheet
Nebraska Priority Setting Process 2004
For 2005-2008

MSM

MSM
IDU

MALE
IDU

FEMALE
IDU

MALE
HRHetero

FEMALE
HRHetero

Score

Score

Score

Score

Score

Score

Weight/Rank
Score
Factors «««
White
<19 years
20-29 years
30-39 years
40-49 years
50+ years
African/American
< 19 years
20-29 years
30-39 years
40-49 years
50 + years
Hispanic
< 19 years
20-29 years
30-39 years
40-49 years
50 + years
American
Indian/AN
<19 years
20-29 years
30-39 years
40-49 years
50 + years
Asian
< 19 years
20-29 years
30-39 years
40-49 years
50 + years
TOTALS
Transfer the top six scores from each Population Summary Sheet to this sheet into the corresponding cell.
For tie scores that would include more than six scores, enter into appropriate cells.
Total the top six scores only plus the weight/rank score for each column.
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ATTACHMENT No. 12
INTERVENTION COMMITTEE WORKSHEETS
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Part One
Population-Specific Needs Assessment

For each assigned priority population, research and record findings on the following issues:
Specific Population _______________________________________________________
1) What are the daily realities of the specific population? What is life like for them?

2) What are the specific current prevention needs of this population? (condom negotiation skillbuilding, basic facts/knowledge, substance abuse, etc.)

3) What specific barriers is this population facing? (lack of transportation, abuse, access to care,
etc.)
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Part Two
Assigning the Weight for Intervention Criteria
When selecting priority interventions, CDC has directed us to consider several factors. These factors
are listed in the chart below. Not all factors carry the same level of importance and so they need to be
weighed based on local standards. As a group, decide the importance (or weight) for each of the
following criteria. Note: Some criteria may carry the same weight as other criteria.

Criteria

Assign a weight for each of the
following criteria
5 (MOST important) to 1 (LESS important)

5

4

3

2

1

High Priority Need – The intervention addresses a high priority need given
epidemiologic data, needs assessment data, and other relevant data.
Efficacy and Effectiveness – The intervention is based on and supported by
behavioral and/or social science theory. There are indicators that the
intervention is effective or might be effective in averting or reducing high-risk
behaviors or the population.
Practical – The intervention is practical and workable given the availability
of resources, expertise, funding, and the capacity to implement. The
intervention can be sustained over time.
Appropriate – The methods of delivery and curriculum content are
appropriate for the population being targeted. The intervention is offered in
the language of the target population and is culturally appropriate.
Can be Evaluated – The intervention has a measurable outcome. The extent
to which an intervention can demonstrate effectiveness (i.e. changes in
behavior attitude, knowledge, beliefs) in the target population.
Addresses other Contributing Issues – The intervention components
address other areas that may contribute to increased risk of HIV transmission
(e.g. substance use recovery, mental health, .etc.)
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Part Three
Intervention Score Sheet
Use this form to arrive at the total score for each intervention.
Step 1. Transfer the assigned weights for each criteria (from Part Two).
Step 2. Score interventions on each criteria. Use the scale at the bottom of the page to determine scores.
Step 3. Multiply the WEIGHT times the SCORE you give the intervention for each criteria.
Step 4. Add these to get the TOTAL SCORE for each intervention.
Criteria

High
Priority

Efficacy &
Effectivenes
s

Practical

Appropriate

Can be
Evaluated

Contributin
g Issues

TOTAL
SCORE

Assigned Weight
(transfer this number from
Part Two worksheet AND
then multiply it times the
score you give each
intervention for that
criteria)

Interventions
(list each intervention being considered)

SCALE: Score each intervention based on the following three choices;
1 = No, the intervention does not adequately meet the definition for this criteria
2 = The intervention somewhat meets the definition for this criteria, but there is room for improvement
3 = Yes, the intervention meets the definition for this criteria
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ATTACHMENT No. 13
2004 RESOURCE DIRECTORY SURVEY
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2004 RESOURCE DIRECTORY SURVEY
Please tab through the fields to enter your answers.

1.

Your contact information:
Agency Name: ____________________________________________
Address: _________________________________________________
City/State/Zip: _____________________________________________
Phone: __________________________________________________
Email: ___________________________________________________
Website: _________________________________________________
Type of company/agency/institution:

2.

3.

Local health department

Community health organization

State health department

Health care facility

Private company/Corporation

Consultant

Community based organization

Other - please specify:____________________

Do you provide any education and/or services for:


HIV/AIDS

Yes

No



Ryan White

Yes

No



STDs

Yes

No



Hepatitis

Yes

No

What type of education and/or services do you provide? Mark all that apply.
Individual education

Counseling

Group education

Testing

Skills building

Case management

Drug and alcohol treatment

Mental health services

Support Group

Advocacy

Medical/Dental care

Other - please specify:_____________________
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4.

Approximately what does it cost to provide these services? $____________________
Of that amount, how much is funded by:
•

local funds: $_______________________

•

private donations: $__________________

•

state funding - non-CDC related: $______

•

CDC funds through the state: $_________

•

state funding - non-HRSA related: $_____

•

HRSA funds through the state: $________

•

county funds: $_____________

•

Title V: $__________________

•

Title X: $__________________

•
•

Medicare: $________________
Medicaid: $_________________

•

United Way: $_______________

•

STD programs: $_____________

•

client fees: $_________________

•

private foundations: $__________

•

faith based: $________________

•

other federal grants: $_________
source:_________________

•

other: $____________________
source:_________________
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5. To what groups do you target your education and/or services? Mark all that apply.

Sex
Female
Male
Transgender

Age
Adults (30+)
Young Adults (20-29)
Adolescents (11-19)
Youth (1-10)
Infants

Ethnicity
Hispanic
Non-Hispanic

Race
Caucasian (not Hispanic)
Black/African American (not Hispanic)
Asian
Native American/Native Alaskan
Native Hawaiian/Pacific Islander
Other
Unknown

Specific Target Populations
Gay/Lesbian/Bisexual/Transgender
Health education workers (i.e. nurses, social workers, etc.)
Prisoners/Incarcerated persons
Immigrants/Refugees
General Public
K-12
College
Other - please specify:_________________________________________________

6. What geographic area do you serve? Mark all that apply.
City/town - please specify:______________________________________________
Statewide
County - please specify:________________________________________________
Region - please specify:________________________________________________

7. What are the three major gaps or barriers in providing education and/or services in your geographic
area?
1. ________________________________________________________________________
2. ________________________________________________________________________
3. ________________________________________________________________________

8. Do you collaborate with any other companies/agencies/places of business or individuals to provide your
education and/or services? Please list.
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________

9. What kinds of technical assistance, education, or capacity building would assist you in providing your
services? Please list.
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
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