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County

Travis

Williamson
Bastrop

Hays

Caldwell

Burnet

Bell

All Other Counties
None/Unknown

Notes:

CY 2020 St. David's Patients by County

ST. DAVID'S MEDICAL CENTER SOUTH AUSTIN MEDICAL CENTER NORTH AUSTIN MEDICAL CENTER ROUND ROCK MEDICAL CENTER TOTALS Percent % Excl. Unk.
81,896 52% 68,480 66% 83,242 67% 13,924 22% 247,542 54.86% 55.07%
41,007 26% 2,773 3% 28,608 23% 42,615 66% 115,003 25.49% 25.59%

6,752 4% 14,267 14% 3,850 3% 632 1% 25,501 5.65% 5.67%
9,187 6% 8,233 8% 1,726 1% 232 0% 19,378 4.29% 4.31%
1,659 1% 1,771 2% 324 0% 77 0% 3,831 0.85% 0.85%
1,634 1% 276 0% 577 0% 1,632 3% 4,119 0.91% 0.92%
2,127 1% 249 0% 896 1% 758 1% 4,030 0.89% 0.90%
13,724 9% 6,797 7% 5,311 4% 4,238 7% 30,070 6.66% 6.69%
165 0% 1,297 1% 252 0% 31 0% 1,745 0.39% n/a

158,151 104,143 124,786 64,139 451,219

St. David's Medical Center includes Georgetown and Heart Hospital. Surgical Center excluded.
Counties highlighted in yellow areincluded in each facility's CHNA due to at least 1% of patients residing in that county. Although Caldwell makes up slighlty less than 1%, it isincluded to complete the entire Austin-Round Rock MSA
Each of the counties that make up "All Other Counties" represent less than 1% of total patients across hospital facilities
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About Texas Health Institute

Texas Health Institute is a nonprofit, nonpartisan public health institute with the mission of
advancing the health of all. Since 1964, we have served as a trusted, leading voice on public
health and health care issues in Texas and the nation. Our expertise, strategies, and nimble
approach makes us an integral and essential partner in driving systems change. We work
across and within sectors to lead collaborative efforts and facilitate connections to foster systems
that provide the opportunity for everyone to lead a healthy life. For more information, visit
texashealthinstitute.org and follow us on Twitter, Facebook, and LinkedIn.
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Executive Summary

PURPOSE AND METHODS

As part of a collaboration of local hospital systems, St. David’s Foundation (SDF) contracted
with Texas Health Institute (THI) to conduct the qualitative research for the 2021-22 Community
Health Needs Assessments (CHNAS) in Bastrop, Caldwell, Hays, and Williamson counties. The
current CHNA is the fourth one St. David’s HealthCare has conducted for Bastrop County. The
gualitative research and report are designed to meet the community input requirements of a
CHNA for 501(c)(3) hospitals under the Affordable Care Act.

CHNAs provide deeper understanding of community health needs—patrticularly those faced by
historically-underserved community members—and are used to inform health care system
triennial planning efforts. This report provides an overview of the process and methods used to
identify social determinants of health and health needs in Bastrop County, community assets,
and a summary of community member recommendations to address the identified needs.

THI carried out this CHNA between August and December 2021 during an unprecedented time
due to COVID-19 and the movement for racial justice. To explore critical health issues,
structural factors and underlying causes, THI used a mix of quantitative and qualitative methods
including the analysis of publicly available data sets, key informant interviews and focus groups
with underserved community members

FINDINGS

Key themes emerged both from community input and a review of quantitative data. In addition,
several sub-themes emerged in the review of data that were not raised by participants.

GROWTH

Bastrop County is growing rapidly, becoming more diverse and less affordable. All these
changes have an effect on health care and access and outcomes for underserved community
members. Bastrop County has experienced rapid population growth over the past decade, with
an increased population of Hispanic/Latinx residents.

e The county’s population grew 31.3% between 2010 and 2020 from 74,171 to 97,216
residents. One forth (25.4%) of residents are children ages 0-18.

e Hispanic/Latinx residents are the largest minority (32.6%) and also accounted for 75% of
the total population growth in the county between 2010 and 2020.

BASTROP COUNTY 2021-2022 Community Health Needs Assessment 7



o An estimated 14% of Bastrop County residents were born in a country other than the
U.S. Of these, 71% are non-citizens.

e Among residents ages 5 and older, 9.4% have limited English proficiency; the vast
majority of these speak Spanish as their primary language.

POVERTY

More than half of Bastrop County households have insufficient assets and income to meet basic
cost of living needs.

e Around 11.2% of Bastrop County residents lived below the federal poverty level (2015-
2019) and additional 43% of households are ALICE, meaning asset limited and income
constrained, even though residents are employed.:

e Black/African American and Hispanic/Latinx residents are more likely to live in poverty
than their white counterparts (24.5%, 11.9%, and 9.2% respectively).

o Between 38% to 50% of households in each Bastrop County ZIP code tabulation area
(ZCTA) have insufficient assets and income to meet basic cost of living needs in Bastrop
County.

HOUSING

Affordable housing and poor housing conditions are a major concern, leading to physical and
mental health issues. Key informants and focus group participants identified a heightened
housing affordability crisis that has unfolded during the last two years. Participants noted
residents experience long waiting lists for public housing vouchers and poor housing conditions,
leading to physical and mental health issues.

e Housing costs have skyrocketed over the last decade and then continued a rapid
increase during the COVID-19 pandemic. The median price of homes sold in Bastrop
County increased 32.2% to $345,000 in a single year (November 2020 to November
2021).

e Median gross rent grew 23% between 2010-14 and 2015-19, while the median value of
owner-occupied homes increased 41.6% over the same period.

e On average, county residents spend 23% of their monthly income on housing costs.
However, 11.1% of households spend more than 50% of their monthly income, limiting
their ability to afford necessities such as food, transportation, and health care.

1 ALICE: an acronym for Asset Limited, Income Constrained, Employed. ALICE typically describes those who live
above the poverty line but earn less than the basic cost of living for their area. For more information on the ALICE
methodology and data, visit unitedforalice.org.
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COVID-19 and Housing

The COVID-19 pandemic coupled with the rapidly rising cost of housing coupled with job losses
has exacerbated financial insecurity for lower-income residents.

Focus group participants and key informants noted that many lower-income residents struggled
to pay rent or housing fees, experienced increased financial and food insecurity, and saw
negative effects on mental health. Unemployment, while lower than in some other parts of the
U.S., quadrupled during the early stages of the pandemic from 3.1% in January 2020 to a high
of 10.4% in April 2020 and remained above 5% through March 2021.

Housing instability (having missed or deferred housing payments or being in serious
delinquency) increased during the pandemic from 0.84% of occupied housing units being at risk
in January 2020 to 3.5% being at risk in September and October 2021. In total, around 895
households in Bastrop County were at-risk of losing their homes due to failure to make housing
payments. Food insecurity also increased during the COVID-19 pandemic from 12.1% of
Bastrop County residents in 2019 to 14.2% in 2021.

TRANSPORTATION

Lack of public transportation options limits access to health care and food. Participants in the
focus groups and key informant interviews identified transportation as a leading barrier to health
care and food for many residents of Bastrop County. In addition to the lack of public
transportation options, participants noted that many residents of Bastrop County do not have
access to personal transportation. In fact, 4.5% of households in Bastrop County do not own a
personal vehicle.

Participants also noted that residents of Elgin or Stony Point have to travel 20 miles to access
the nearest grocery store, pharmacy, or doctor’s office, limiting access to services due to the
lack of public transportation options.

COMMUNITY ASSETS AND STRENGTHS

Bastrop County has several community assets and strengths, including a close-knit and resilient
community. Community members noted that churches, nonprofits, and school base district are
key players, often providing health care services and resources to community members.

HEALTH CARE ORGANIZATIONS

Bastrop County is home to the Ascension Seton Bastrop Hospital and the St. David’s
Emergency Center-Bastrop, as well as five federally qualified health centers (FQHCSs) that

BASTROP COUNTY 2021-2022 Community Health Needs Assessment 9



provide comprehensive primary and specialty care. In addition, the county is also home to
various clinics that provide primary and specialty care.

NONPROFITS AND COMMUNITY ORGANIZATIONS

Bastrop County is home to multiple nonprofits and community organizations that play a vital role
in building healthy communities by providing educational, health, and social services to
community members. Focus group participants shared that nonprofits in the area have been
instrumental in promoting community reconciliation and providing pandemic resources. The
Bastrop Emergency Food Pantry, Meals on Wheels, and Bastrop County Care are some of the
nonprofits and community organizations mentioned by participants.

CHURCHES AND FAITH-BASED ORGANIZATIONS

Key informants also expressed gratitude for the tremendous impact of churches and faith-based
organizations that participate in community outreach, advocacy, and support of homeless
population. Churches mentioned by participants include Cedar Creek United Methodist Church,
Iglesia San Juan Diego, and Sacred Heart Catholic Church in Elgin among others.

PARKS

Bastrop County has a lot of natural space, which can provide opportunities for physical activity,
time in nature, and places for community events. In the Bastrop and Elgin ZCTA'’s, over half of
all residents live within a 10-minute walk of a park (57% and 71%, respectively); meanwhile only
36% of Smithville residents do so. In addition to several local and county parks, Bastrop is
house to Bastrop Sate Park, providing residents multiple areas of recreation.

PRIORITY HEALTH ISSUES

Community members and leaders identified several priority health issues including treatment for
chronic conditions, behavioral health needs, and dental care. Additionally, cancer emerged as a
priority health concern in the quantitative analyses.

DIABETES

The prevalence of diagnosed diabetes among adults in Bastrop County is 13.3% among adults,
higher than the state and national prevalence rate (12.2% and 10.7% respectively). Actual
prevalence is likely higher as many adults are likely living with early-stage undiagnosed
diabetes due to not having regular access to care. Socioeconomic differences in diagnosed
diabetes prevalence exist with those having less than a high school education being over two
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and three times more likely to have diabetes than their more educated counterparts. Similarly,
those earning less than $50,000 per year are more than twice as likely to have diabetes than
those who earn $50,000 or more annually.

HYPERTENSION

Hypertension was mentioned by key informants and focus group participants as a priority health
issue for the county. Data from 2019 shows that the prevalence of hypertension among adults in
Bastrop County is slightly higher than the statewide rate (31.8% vs. 30.8%). This means that
almost 1 in every 3 adults in Bastrop County have high blood pressure putting them at risk of
suffering a stroke. Participants noted that the cost of medication to treat chronic diseases are
very expensive and therefor a barrier to ongoing care.

OBESITY

Obesity is a priority health concern that is linked to both diabetes and hypertension The
prevalence of obesity among adults in Bastrop County is higher than the national rate (39.7%
vs. 31.9%). Participants noted a lack of access to healthy food options and exercise facilities
due to transportation barriers, poor nutrition habits, and lack of nutrition education as
contributing factors.

MENTAL HEALTH

In 2019 almost 1 in 5 (19.9%) Bastrop County adults reported having a depressive disorder
diagnosis at some point in their lives, and 14.1% reported their mental health was “not good”
during 14 days or more in the past 30 days. Data from the Household Pulse Survey supports
this, estimating that 29.5% of Texas adults experienced symptoms of anxiety disorder or
depressive disorder in December 2021. This number has been as high as 43.4% of Texas
adults in January 2021.

DENTAL CARE

Access to affordable dental care is a concern in Bastrop County, particularly for underserved
community members. Participants reported that high out-of-pocket expenses make dental care
unaffordable for many low-income residents and low-cost dental services are often limited for
people that are either uninsured or underinsured. A key informant also mentioned the increase
in dental patients seeking services for tooth decay attributed to the use of crystal
methamphetamines. According to modeling using 2018 BRFSS data, 51.2% of Bastrop County
adults reported a dental visit in the last 12 months, which is lower than most other counties in
the Austin-Round Rock MSA.
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CANCER

While not a major topic amongst focus group participants and key interviews, 2018 data reports
that a high incidence rate of cancer among Bastrop County residents, 432.9 per 100,000
residents. A number higher than the Texas and U.S. incidence rate. The incidence rate varies
per racial and ethnicity group and cancer type. The cancer incidence rate is higher among
Black/African American, 503.8 per 100,000 residents, and lower among Hispanic/Latinx
residents, 363.6 per 100,000 residents. Colon cancer incidence rate is higher among Bastrop
County residents, 45.7 per 100,000, compared to 38.0 per 100,000 statewide. Bastrop County
has a high incidence of breast cancer with a 131.4 per 100,000 compared to 115.2 per 100,000
statewide.

Participants highlighted several barriers that impede the ability of historically underserved
residents to effectively manage and treat these health conditions.

Multiple indicators demonstrate that a significant portion of county residents experience barriers
to care. Approximately 16.5% of adult residents reported delaying needed health care due to
cost in the past year in 2017 (the most recent year this data is available at the county and sub-
county level). In addition, the rate of hospital visits for conditions that could be treated in an
ambulatory (e.g., non-hospital) environment rose by 25.4 % since 2012 for Medicare
beneficiaries to 4,211 per 100,000 beneficiaries in 2018.

BARRIERS TO ACCESS

Community members and leaders identified lack of insurance coverage and the cost of care as
two key barriers to managing and treating health conditions. Participants described the
challenges that many underserved, low-income, and minority community members face
regarding health care, including lack of access to primary and specialty care and cultural
barriers.

In Bastrop County, 22.7% of residents under the age of 65 (and 26.2% of adults ages 19 to 64)
are uninsured, and lower income residents are most likely to be uninsured. Many community
members travel distances of 20 or more miles to access affordable health care. Participants
also noted that some Bastrop County residents falsify address information to receive Medical
Access Program benefits from Travis County, as Bastrop County residents do not qualify for the
program.

Access to primary and specialty care is an important barrier to care, particularly for underserved
communities, with many residents in need of specialty care experiencing inadequate
transportation to larger cities. Bastrop County is designated as a health professional shortage
area for both primary care and mental health. The number of residents per primary care
physician grew by 12.1% between 2010 and 2018 from 3,232 to 3,624. The supplies of non-
primary care providers, mental health providers, and dentists is also lower than those of the
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state as a whole and the U.S. Participants reported traveling to Smithville, Round Rock, Austin,
College Station, Bryan, or Kyle to receive primary care services, care for more complex health
conditions, or specialty care services, including for cardiology, obstetrics and gynecology,
endocrinology, or pediatric care.

Health care services often feel inaccessible because they are not culturally or linguistically
appropriate. Language barriers, poor health literacy, lack of awareness of available resources,
and fear of deportation due to immigration laws often result in barriers to health care. Further, a
lack of minority health care providers that look like their patients and can relate to their cultural
needs leaves community members feeling uncomfortable with their health care providers.

RECOMMENDATIONS

Community members interviewed provided a number of recommendations about actions the
health care system could take to address health-related needs:

IMPROVE HEALTH CARE ACCESS

Affordable health care: Offer free or low-cost health care services such as preventative health
screenings and dental screenings and cleanings.

Transportation: Increase the availability of transportation to health care appointments by
collaborating with public transportation services and volunteers. Some key informants
recommended providing shuttle buses to services or establishing mobile clinics with primary
care and specialty services, mental health services, and oral health care.

Knowledge and awareness: Provide additional community education by hosting fitness and
nutrition classes, cooking demonstrations, and classes to demonstrate healthy grocery shopping
on a budget. Disseminate information through pamphlets, booklets, or program flyers at
community events.

Health care services at community events: Offer health care services on-site during
community events (e.g., community celebrations, health fairs, church events, school events,
etc.).

INCREASE CULTURALLY COMPETENT HEALTH CARE

Language and translation services: Increase the availability of Spanish translators during
appointments and ensure materials are translated.

Culturally competent workforce: To increase compassionate and non-judgmental care,
community members recommended expanding cultural sensitivity training for all providers and
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hospital staff to better equip them to serve underrepresented and minority populations.
Participants also highlighted the need to diversify the workforce by hiring additional providers
from underrepresented populations.

Proof of identification: To the extent that is feasible, do not require patients to show proof of
identification or documentation of legal status.

STRENGTHEN ENGAGEMENT AND OUTREACH

Trust: Reach out to traditionally disadvantaged communities that are distrustful of institutions
using trusted community members to regain and build trust. Some key stakeholders and
organizations mentioned by community participants included: local clergy or faith-based leaders
and school district leaders.

Visibility: Increase community visibility and regularly engage with community members to
understand their perspectives.
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Introduction

St. David’s Foundation, on behalf of St. David’s HealthCare, is pleased to present the 2021-22
Community Health Needs Assessment (CHNA) for Bastrop County, TX.

The Patient Protection and Affordable Care Act of 2010 requires all nonprofit health care
systems to complete a CHNA every three years. CHNAs provide deeper understanding of
community health needs, in particular those faced by historically-underserved community
members, and are used to inform health care system triennial planning efforts. The purpose of
this CHNA is to offer a comprehensive understanding of the health and social determinant of
health needs in the St. David’s HealthCare facilities serving Bastrop County residents, and
guide the hospitals’ planning efforts to address those needs. St. David’s HealthCare has
multiple facilities that serve Bastrop County residents, including St. David’s Medical Center, St.
David’s South Austin Medical Center, St. David’s North Austin Medical Center, and Round Rock
Medical Center.

This report provides an overview of the process and methods used to identify priority health and
social determinants of health needs of residents in Bastrop County, along with community
assets and recommendations from community members to address the identified needs. The
report focuses special attention on the needs of underserved populations, unmet health or
social determinants of health, needs and gaps in services, and input from community members
and leaders. This assessment recognizes that the social and economic determinants that are
the primary drivers of health—as the relative contribution of medical care to health and well-
being is only 10-20%—and emphasizes the living conditions are upstream of and surround
personal behaviors, disease, and death.

Texas Health Institute (THI) carried out this CHNA between August and December 2021. THI
used a mix of quantitative and qualitative methods to identify community health needs, including
the analysis of publicly available data sets (Appendix A), key informant interviews, and focus
groups (Appendix B) with underserved community members. Content gathered though
community focus groups and interview participants is integrated into each report section to
which it relates. The quotes reflect the opinion of one or more community members. Findings
from this report will be used to identify and develop efforts to improve the health and wellbeing
of residents in the community.

METHODS

The 2021-2022 CHNA uses both primary and secondary data to identify the community's priority
health needs and strengths through a social determinants of health framework. Health is not
only affected by people’s genes and lifestyles but by upstream factors such as employment
status, housing quality, and policies. In addition, the influences of race, ethnicity, income, and
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geography on health patterns are often intertwined. As a result, data was analyzed using an
equity lens when possible.

Primary data include qualitative data collected for the purposes of the CHNA. These data were
collected directly from the community through focus groups, key informant interviews, and
Photovoice interviews. Secondary data include quantitative data collected through publicly
available federal and state agencies databases. Federal and state agencies collected these
data through surveys or electronic health records.

PRIMARY DATA COLLECTION AND ANALYSIS

Between August and October 2021, THI virtually conducted eight key informant interviews and
three community focus groups in Bastrop County. In addition, THI virtually conducted one
targeted Photovoice project and associated discussion session. The goal of this work was to
learn about local priority health needs and assets and how they think community health and
well-being can be improved.

Focus group participants self-identified as people who are medically underserved, low-income,
and members of minority populations, or living with chronic disease needs. Adult focus group
participants were between 18-65 years old, while Photovoice participants were between ages
15-16 years old.

Key informants (Appendix B) included representatives from health care organizations,
community-based organizations, and the local government. THI engaged key informants based
on their leadership roles and experience working with medically underserved, low-income, or
minority communities served by the hospital system.

A THI staff member served as the facilitator for all virtual interviews and focus groups. Audio
recordings of the sessions were automatically transcribed using Otter.ai, and staff cleaned and
verified transcripts for accuracy. Spanish-language focus groups were first transcribed in
Spanish and then translated into English. Transcripts were coded and analyzed using Atlas.ti
gualitative software.

SECONDARY DATA SOURCES AND ANALYSIS

All quantitative data used for this report is secondary data? and includes data on approximately
35 indicators, many broken down by geography or demographic characteristics when available.
Indicator sources are cited for figures, tables, and graphs in this CHNA. Publicly available data
sources used:

e American Community Survey

2 Data that have already been collected for another purpose.
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e Argonne National Laboratory: - Household Pulse Survey —

Housing Stability Index COVID-19

e Austin Board of REALTORS® - National Center for Health

e Behavioral Risk Factor Surveillance Statistics
System - Social Vulnerability Index

e Centers for Medicare and Medicaid: - U.S. Diabetes Surveillance
National Provider Identifier Standard System

e Center for Neighborhood e Substance Abuse and Mental Health
Technology: Housing, + Services Administration: National
Transportation Affordability Index Survey on Drug Use and Health

e Dignity Health and IBM Watson e United for ALICE
Health: Community Needs Index e U.S. Bureau of Labor Statistics

e Feeding America: Map the Meal Gap e U.S. Department of Agriculture:
Study Food Access Research Atlas

e Health Resources and Services e U.S. Census Bureau
Administration - Small Area Income and Poverty

e Centers for Disease Control and Estimates (SAIPE) Program
Prevention (CDC) - Small Area Health Insurance

Estimates (SAHIE) Program

The original sources collected data through surveys or electronic health record systems, and
results are often a snapshot in time. The data are self-reported unless otherwise indicated. Each
indicator used the most recent data point available for each data source. Multiple years of data
were used to calculate the estimates with a larger sample size and more precision. The
estimates were calculated by the original data source for all secondary data.

THI selected quantitative data for inclusion in this report based on the availability of confidence
intervals at the state and national levels, which allowed THI staff to determine statistical
significance (i.e., whether the county-level value was better or worse than the state or national
value). For some variables, such as “Adult Obesity,” the confidence intervals were not available
at the state or national levels. Consequently, statistical significance could not be calculated. If,
however, the county-level value was notably higher than the state and national average, the
value was included in this report.

Confidence intervals are included in graphs when data for an indicator has a small population
sample. The smaller the population sample, the less certainty about the actual number for the
total population, resulting in overlapping confidence intervals. It can be hard to determine any
significant change when confidence intervals overlap between categories, such as race and
ethnic groups. Some indicators are broken down by geography based ZCTAs, as ZIP code is a
common variable across many local and state datasets. A reference map is included in the
demographics section. The data analysis typically consisted of calculating proportions and
rates, with a 95% confidence interval where appropriate.

BASTROP COUNTY 2021-2022 Community Health Needs Assessment 17



SENSEMAKING SESSIONS

THI facilitated a series of three sensemaking sessions with SDF in January and February 2022.
These sessions were iterative and included SDF staff and board members, and at least one
community leader from Bastrop, Caldwell, and Hays Counties. The sensemaking process
provided a structured opportunity for SDF staff, board, and community leaders to begin to sort
and make sense of a large amount of information included in the CHNA, and to develop a
shared understanding of possible needs and actions. It also provided an opportunity for
feedback prior to finalization of the 2021-22 final report.

DATA CONSIDERATIONS AND LIMITATIONS

As with all data collection, there are several limitations that should be acknowledged. Different
data sources use different ways of measuring similar variables. There may be a time lag for
many data sources from the time of data collection to data availability. Some data are not
available by specific groups or at the granular geographic level due to the small sample size.

Crucially, most quantitative data used were collected prior to 2020 and the COVID-19
pandemic, whereas qualitative data were collected in fall 2021. This asynchronicity should be
considered when applying the findings of this report, as some quantitative values may have
changed between the most recently available year and fall 2021.

Additionally, qualitative data collection occurred through virtual key informant interviews and
focus groups for the safety of staff and participants. This presented a challenge with both
recruitment and facilitation of the interviews. Many of the community leaders who helped recruit
participants, or who served as key informants, were overwhelmed by responsibilities related to
the pandemic. THI staff did extensive outreach to various leaders of community-based
organizations in Bastrop County and potential participants; organizational leaders and residents
alike frequently declined participation for a variety of reasons, including research fatigue and
fear of exploitation.

In addition, internet access or access to a device that would allow for zoom inhibited some
potential focus group participants. Furthermore, in some instances interviews were cancelled
due to COVID-19 exposure or infection.

LANDSCAPE AND CONTEXT

Bastrop County, located 30 miles southeast of Austin, is a fast growing rural county part of the
Austin-Round Rock Metropolitan Statistical Area (MSA). Bastrop County borders the northwest
edge of Travis County in Central Texas and shares borders with Williamson, Lee, Fayette, and
Caldwell Counties. Bastrop, the county seat, is located about 30 miles southeast of Austin.
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Eight ZCTAs are primarily located within its boundaries: Bastrop (78602), Cedar Creek (78612),
Elgin (78621), McDade (78650), Paige (78659), Red Rock (78662), Rosanky (78953), and
Smithville (78957). Figure 1 shows the boundaries of these eight ZCTAs. These ZCTAs are the
basis of sub-county analyses throughout this report.

Figure 1
Bastrop County ZIP Code Tabulation Area

2015-2019 Population

[ 701 - 1632
B 1633- 2616
B 2517 - 13802
Il 13803 - 29795

Esri HERE. Garmin, () OpenSireetMap confributors . and the GIS user conmu

Source. U.S. Census Bureau.
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Demographics

Demographics of the community significantly affect its health profile as different race/ethnicity,
age, and socioeconomic groups have unique needs and require different approaches to health
improvement efforts. All demographic estimates are sourced from U.S. Census Bureau
American Community Surveys unless otherwise indicated.

POPULATION

In 2020, 97,216 people called Bastrop County home, an increase from 74,171 in 2010. Bastrop
County has experienced rapid growth (31.1%) over the past decade. Over the same period,
Texas grew 8.3%, and the United States as a whole grew 7.4%. Travis County, the most
populous county in the MSA, grew by 26% over the same period.

Figure 2
Population Concentration by Census Tract — Bastrop County

—RoUNd ROCK

Total Population
- > 11,568

8,452

- < 5,336

Source. American Community Survey, 2019. Map built with ArcGIS.com.
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In the county, the Bastrop ZCTA is by far the most populous with 29,795 residents, followed by
Elgin (23,936) and Cedar Creek (13,802). The population of Bastrop has increased by 17.1% in
the last five years between 2010-2014 and 2015-2019 followed by Cedar Creek with a
population increase of 14.7%. Elgin and Smithville have seen a slower increase with 7.4% and
10.9% respectively. However, not all ZCTAs have experienced growth, McDade, Paige, Red
Rock, and Rosanky have seen a decrease in population between 2010-2014 and 2015-2019.

Figure 3
Population by ZCTA, 2010-2014 and 2015-2019
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Source. U.S. Census Bureau, American Community Survey, 2010-2014 and 2015-2019.

AGE

Bastrop County’s age distribution is similar to that of the United States. Bastrop County’s
population consists of a larger portion of children (0-18) than the United States (25.4% and
22.3% respectively) and a slightly smaller portion of adults of working age (19-64) than both
Texas and the United States as a whole (59.0% vs. 61.6% and 61.2%, respectively). It also has
a slightly larger elderly population (15.6%) than Texas (12.9%) but smaller the United States
(16.5%).
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Figure 4
Age Distribution of Population for Bastrop County, Texas and the U.S.
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Source. U.S. Census Bureau Population Estimates, 2019.

RACE AND ETHNICITY

Bastrop County has also become more diverse as the population has grown, visually
represented in Table 1. While all racial and ethnic groups increased in absolute size between
2010 and 2020, non-Hispanic whites, the majority population, saw their share of the population
decline from 57.2% to 47.1%. Hispanic/Latinx populations accounted for almost 75% of the total
population growth adding 17,294 persons, while non-Hispanic whites accounted for 14% adding
3,305.

As the population of Bastrop County grows more diverse, it does not appear to be getting more
segregated as measured by the white / non-white Dissimilarity Index.® The index value for
Bastrop County is 34 compared to 40 for the state and 47 for the nation.

3 The dissimilarity index is a measure of residential segregation whereby higher values indicate greater segregation
between residents of two population groups, ranging from zero (complete integration) to 100 (complete
segregation). If an area’s white / non-white dissimilarity index is 65, this means that 65% of white people would
need to move to another area to make whites and Blacks evenly distributed across all areas.
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Figure 5
Race and Ethnicity of Bastrop County Residents, 2020

0.7% Asian
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Source. U.S. Census Bureau 2020 Decennial Census Population Estimates.

Table 1
Bastrop County Grew More Diverse During 2010-2020

Race or Ethnicity 2010 2020
American Indian/Alaska Native (Non-Hispanic)  0.4% 0.30%

Asian (Non-Hispanic) 0.6% 0.70% 1t
Black (Non-Hispanic) 7.5% 5.60%
Hispanic 32.6% 42.70% *
White (Non-Hispanic) 57.2% 47.10% *

Source. U.S. Census Bureau 2010 and 2020 Decennial Census Population Estimates.

IMMIGRATION, PRIMARY LANGUAGE AND LIMITED ENGLISH PROFICIENT

An estimated 14% of Bastrop County residents were born in a country other than the U.S. Of
these, 71% are non-citizens. Figure 6 displays the location of non-Hispanic white and
Hispanic/Latinx population by census tracts in Bastrop County. The colors indicate the racial or
ethnic group of people with the highest proportion if the population within the given tract.
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For example, the southwest area of the county is predominately composed of Hispanic/Latinx
population. Only the two racial and ethnic groups with the highest proportion of the population

are displayed.

Figure 6
White Population is the Predominant Racial/Ethnic Population

in the Majority of Bastrop County Census Tracts
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Source. American Community Survey, 2015-2019. Map built with

* ZCTA 5 has a higher proportion of
Black population compared to

ArcGIS.com View online: https://arcg.is/1XjaGH.

English is the dominant language spoken in Bastrop County. However, 5.4% of households
(and 9.4% of residents ages 5 and older) have limited English proficiency. Most (95%) of those
who have limited English proficiency speak Spanish as their primary language and live in the

Bastrop, Cedar Creek, and Elgin ZCTAs.
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Social Determinants of Health

The communities in Bastrop County are impacted by many social determinants of health. Social
determinants of health are the conditions in which people are born, grow, work, live, and age,
and the wider set of forces and systems shaping the conditions of dalily life.

SOCIAL VULNERABILITY AND COMMUNITY NEEDS INDEX

Center for Disease Control developed the Social Vulnerability Index (SVI) to measure the
potential negative effect on communities caused by external stresses, such as disease
outbreaks or human-caused disasters. A number of factors, such as poverty, lack of access to
transportation, and crowded housing may weaken a community’s ability to prevent human
suffering and financial loss during a disaster. These factors are known as measures of social
vulnerability.

CDC uses 15 U.S. census variables to help local leaders identify communities that may need
support before, during, and after a natural or human-caused disaster or disease outbreak.
These 15 variables are grouped into four separate vulnerability indices across: (a) housing and
transportation measures, (b) minority status and language measures, (c) household composition
measures, and (d) socioeconomic measures. The four indices are also combined to create an
overall index. The index ranges from 0 to 1, with O indicating the lowest vulnerability and 1the
highest vulnerability.

Bastrop County’s SVI of 0.7459 indicates a moderate- to high- level of vulnerability.
However, there is some variability within the county, ranging from a very high vulnerability of
0.9360 in the northeast part of the county, to a very low vulnerability of 0.3756 in the eastern
part of the county.

Bl

Neighborhood
and Built
Environment

Health Care
ELGReITELY

O Social Determinants of Health

Education Economic Source. Centers for Disease Control

Access and Stability .
Quality and Prevention.
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Figure 7
Social Vulnerability Index in Bastrop County
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Source. Centers for Disease Control and Prevention.

The Community Needs Index (CNI) was jointly developed by Dignity Health and IBM Watson
Health™ to assist in the process of gathering vital socio-economic factors in a community.
Based on demographic and economic statistics, the CNI provides a score for every populated
ZIP code in the United States on a scale of 1.0 to 5.0. A score of 1.0 indicates a ZIP code with
the least need, while a score of 5.0 represents a ZIP code with the most need compared to the
US national average (score of 3.0). The CNI is strongly linked to variations in community health
care needs and is a good indicator of a community’s demand for a range of health care
services. The CNI score is an average of five different barrier scores (income, cultural,
education, insurance, and housing) that measure various socio-economic indicators of each
community using the 2021 source data.

o Every populated ZIP code in the United States is assigned a barrier score of 1-5
depending upon the ZIP code national rank (quintile).

e A score of 1 represents the lowest rank nationally for the statistics listed, while a score of
5 indicates the highest rank nationally.
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For all barriers, ZIP codes with scores of 1 or 2 have a smaller percentage of the population

facing the barrier than the national average, while ZIP codes with a score of 4 or 5 have a
higher percentage. ZIP codes with a score of 3 have a similar percentage.

Figure 8
Community Needs Index, Bastrop County
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Source. Dignity Health and IBM Watson.
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INCOME

Median household income reflects the relative affluence and prosperity of an area. Areas with
higher median incomes are likely to have a greater share of educated residents and lower
unemployment rates.

e The median household income in Bastrop County was $74,612 in 2020, which was
higher than the Texas median ($66,048) and the U.S. as a whole ($67,340). The median
income in Bastrop County rose $11,985 in a single year—from $62,627 in 2019—and
was previously lower than both the Texas and U.S. median. Bastrop County also had the
largest increase in median income in the Austin-Round Rock MSA between 2019-20.

e The median household income for Bastrop County is lower than other counties in the
Austin-Round Rock MSA, including Hays ($77,511), Travis ($82,605), and Williamson
($91,507), but higher than Caldwell ($66,128).

e Although there are differences in median income between population groups defined by
race and ethnicity, the differences are not considered significant.

POVERTY AND ALICE

The Census Bureau sets federal poverty thresholds every year and varies by size of family and
ages of family members. A high poverty rate is both a cause and consequence of poor
economic conditions. A high poverty rate indicates that local employment opportunities are not
sufficient to provide for the local community. Through decreased buying power and decreased
tax revenue to the county, poverty correlates with lower quality schools and decreased business
survival.

At the individual level, 11.2% of Bastrop County residents live below the federal poverty level.
This percentage is lower than the Texas (14.7%) and the U.S. (13.4%). Furthermore, Asian
American Pacific Islander (AAPI) residents are less likely to live in poverty when compared to
their Black/African American, white, and Hispanic/Latinx counterparts (24.5%, 9.2%, 11.9%
respectively).

Within Bastrop County, the Elgin, McDade, and Smithville ZCTAs have the highest proportion of
people living in poverty. As displayed in Figure 9, these ZCTAs have 12% or more of the
population living below the FPL. This threshold indicates a higher rate of people living in
poverty, compared to the county average (11.2%).
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Figure 9
ZCTAs in Bastrop County with Greater Than or Equal to 12% of Households Living Below FPL

e

Source. American Community Survey, 2015-2019. Retrieved from UDS Mapper.

In addition to poverty, it is also important to understand the portion of residents who live above
the poverty line but who earn less than the basic cost of living for Bastrop County, measured as
ALICE.*

ALICE is an important indicator of economic insecurity because it identifies the prevalence of
households who struggle to afford essentials like food, housing, or health care, and yet do not
meet income qualifications for public assistance programs, such as Supplemental Nutrition
Assistance Plan (SNAP). Basic costs of living are defined as the bare-minimum costs for
housing, child care, food, transportation, health care, and a smartphone plan.

e In 2018, 11% of Bastrop County households fell below the poverty line while another
43% were ALICE.

e Single person and cohabitating households with no children are most likely to fall below
the ALICE threshold in Bastrop County due to either living in poverty or being ALICE
(80%).

¢ Households headed by individuals 65 years and older are most likely to fall into the
ALICE category (38%).

4 ALICE: an acronym for Asset Limited, Income Constrained, Employed. ALICE typically describes those who live
above the poverty line but earn less than the basic cost of living for their area. For more information on the ALICE
methodology and data, visit unitedforalice.org.
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Overall, ZCTA level distribution of ALICE households mirrors the County-level ALICE data as
shown in Figure 10 below. Although most ZCTAs have an ALICE score below 43%, it is
important to note that in the Paige ZCTA, 5% of households live in poverty while an additional
50% are ALICE, a pattern that is also visible in the Rosanky ZCTA where 0% of households live
in poverty while 55% are ALICE. Consequently, 38% to 50% of households in each Bastrop
County ZCTA have insufficient assets and income to meet basic cost of living needs in Bastrop
County.

Figure 10
The Percentage of Bastrop County Households Living Below the Poverty Level and ALICE Threshold
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Source. United for ALICE.

UNEMPLOYMENT

The rate of unemployment is an indicator of economic insecurity experienced by a community.
Unemployment can affect an individual’s physical and mental health, as well as their ability to
access and engage with health care services.

As with most of the state, unemployment was low through March 2020, increased early in the
COVID-19 pandemic and then began to fall (Figure 11). However, as of October 2021, the
county is still experiencing higher levels of unemployment than prior to the pandemic. In
January 2020, the county unemployment rate was 3.1%. It jumped to a high of 10.4% in April
2020 and remained above 5% through March 2021. It was still hovering around 3.8% in October
2021.
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Figure 11
Unemployment, January 2020-September 2021: Bastrop County, Texas and U.S.

16.0%
14.0%
12.0%
10.0%
8.0%
6.0% —
4.0% W
2.0%
0.0%
SSESI]JIQJLRI{LIRFII T I &SI &S
U.S. TX Bastrop

Source. U.S. Bureau of Labor Statistics.

Those most impacted by the pandemic were workers in service industries. While local data is
not available, at the national level, Hispanic women (21%), immigrants of all races and
ethnicities (19%), young adults ages16-24 years old (25%) and those without any college
education (21%) experienced the greatest job loss during the initial surge in unemployment
early in the pandemic.® Focus group participants noted that the prevalence of unemployment

during the pandemic intensified financial insecurity, especially among Hispanic/Latinx
community members.

HOUSING

Key informants and focus group participants identified the lack of affordable housing available
within Bastrop County as one of the most complicated issues for the community. Participants
noted residents experience long waiting lists for public housing vouchers and poor housing
conditions, leading to physical and mental health issues. Participants also highlighted the
growing homeless population with untreated mental health issues and their inability to obtain
documentation that would allow them to receive free or reduced price health care.

5 Kochhar, R. (2020). Hispanic women, immigrants, young adults, those with less education hit hardest by COVID-19
job losses. Pew Research Center. https://www.pewresearch.org/fact-tank/2020/06/09/hispanic-women-immigrants-
young-adults-those-with-less-education-hit-hardest-by-covid-19-job-losses/.
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“It's just not affordable. | mean, you know, $1,500, $2000, $2,500 a
month is just not affordable for a low-income family. Then, the lack
of Section 8 housing or housing authorities.... There's always
waiting lists.... There's never enough to help people. | think when
people don't have stable housing, maybe it's hard for them to have
stable employment. Those kind of things all tie together.”

— Key Informant

Note: Due to the lag of 1-2 years in the availability of housing data, we can only provide a patrtial
picture of the rising cost of housing up until 2019. The focus groups and key informant
interviews highlighted a more heightened housing affordability crisis that has unfolded during
the last two years (2020-21) because of the influx of Travis County residents in search for lower
housing costs.

e Both median rents and the value of owner-occupied homes in Bastrop County have
skyrocketed in the past five years (2010-2014 to 2015-2019).
- While median rent in the county was $856/month on average between 2010-
2014, it has increased 23% to $1,056/ month over the latter five-year period.
- The median value of owner-occupied homes increased 41.6% over the same
period from $121,500 to $172,000.
e Important differences exist at the ZCTA level.
- The Red Rock ZCTA experienced the greatest 5-year growth doubling its in
median home value (2015-2019 median home value is $191,900).
- Median gross rent for all types of units saw the greatest growth in Rosanky
(154.7%) who also has the highest median gross rent ($1,401) in 2015-2019.
Figures 12 and 13 depict these changes over time.
e Recent data from the Austin Board of Realtors is more indicative of the housing
affordability crisis over the last two years:
- Between November 2020 and 2021, the median price of homes sold in Bastrop
County increased 32.2% to $345,000. In November 2019, the median price of
homes sold in the county was $245,015.
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Figure 12
Median Value of Owner-Occupied Homes in Bastrop County, 2010-2014 vs. 2015-2019
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Source. U.S. Census Bureau American Community Survey.

Figure 13
Median Gross Rent in Bastrop County, 2010-2014 vs. 2015-2019
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Source. U.S. Census Bureau, American Community Survey.

Increased housing costs are not harmful, in and of themselves, so long as residents experience
similar increases in income. The increased home prices and rents are driven largely by
residents moving out of Travis County in search of more affordable housing. However, it is
quickly making areas that were once considered affordable options no longer feasible for lower-
income populations.
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SEVERE HOUSING BURDEN

Severe Housing Burden is the percentage of households that spend 50% or more of their
household income on housing. On average, Bastrop County residents spend 23% of their
monthly income on housing costs. However, 11.1% spend more than 50% of their monthly
income on housing costs limiting their ability to afford necessities such as food, transportation,
and health care. This rate is lower than the Texas and U.S. average (13.3% and 14.4%
respectively). While this rate has hold steady during the last five years, the number of
households experiencing “severe housing cost burden” has increased.

e In2015-2019, 2,838 households in Bastrop County spent more than 50% of their
monthly income on housing, compared to 2,633 in 2010-2016, an increase of 205
households.

e 17% of households in Bastrop County experience one or more of the following:
overcrowding, housing costs that are greater than 50% of monthly income, lack of
kitchen facilities or lack of plumbing facilities.

Furthermore, participants in key interviews and focus groups shared that some populations
experience poor housing conditions. Hispanic/Latinx immigrants often live in overcrowded
conditions, in homes or apartments with limited plumbing or no access to sewer system.

Figure 14
Severe Housing Cost Burden
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HOUSING INSTABILITY

The Housing Stability Index (HSI) quantifies the extent of housing stability in either renter- or
owner-occupied units due to missed or deferred housing payments, such as rent or mortgage. If
an area is considered “at risk,” this indicates that a high percentage of residents are unable to
make regular housing payments and may face eviction and homelessness. The HSI compares
stability to a baseline period of January 2020, which was prior to the COVID-19 pandemic in the
U.S.

Although affordable housing has been an issue across the county for a while, the pandemic
increased housing instability. Prior to the pandemic, 0.84% of occupied housing units were at
risk of disruption (2.9% of renter occupied units and 0.24% of owner-occupied units). This rate
increased to 3.5% in September and October 2021. This equates approximately 895
households in Bastrop County at risk-of losing their homes due to failure to make housing
payments.

EDUCATION

Educational attainment is relatively high in Bastrop County with 81.9% of adults 25 years and
older having completed at least high school and 20.7% having a college degree or higher
compared to 83.7% and 29.9%, respectively, statewide and 88% and 32.2% at the national
level. However, less than 60% of Hispanic/Latinx adults completed high school (59.1%) county-
wide, and in Elgin, about half have done so (53.7%).

Figure 15
Hispanic/Latinx Residents of Bastrop County are the Least Likely to Graduate from High School
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Source. U.S. Census Bureau, American Community Survey, 2015-2019.
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TRANSPORTATION

Participants in the focus groups and key informant interviews identified transportation as a
leading barrier to health care for many residents of Bastrop County. Residents spend, on
average, 25% of monthly income on transportation. Participants noted that despite having the
Capital Area Service Transportation System (CARTS), Bastrop County residents have difficulty
navigating the system. In addition, even when residents have personal vehicles, the lack of
money for gas prevent some from accessing primary care, specialty health care, or pharmacy
Visits.

“If you don't have a vehicle, you're either trying to go on CARTS [Capitol
Area Rural Transportation System]—which means you're going to spend
a whole day for maybe a 30- or 40-minute appointment, because then
you're on their transportation schedule—or you're having to pay
somebody gas money to take you. You're never really on your own
schedule. You're on someone else's schedule. There is usually some
financial cost, even with CARTS. That means you're going to have to
spend money eating or meeting your needs in the city for your one little
doctor's appointment. It just has a ripple effect. It's other things people
don't really think about if they don't have to experience them themselves.”

— Focus Group Participant

In addition to the lack of public transportation options, participants noted that many residents of
Bastrop County do not have access to personal transportation. In fact, 4.5% of households in
Bastrop County do not own a personal vehicle, ranging from 0.0% (78662) to 5.8% (78602).
Participants also noted that residents of Elgin or Stony Point have to travel 20 miles to access
the nearest grocery store, pharmacy, or doctor’s office, limiting access to services due to the
lack of public transportation options.

FOOD INSECURITY

Many residents of Bastrop County do not have adequate access to healthy food, which may be
a function of low income or high geographic distance to quality grocery store. Data from 2019,
the most recent year available at the county level, indicate that 12.1% of Bastrop County
residents lack adequate access to food. This is slightly lower than the statewide rate (14.1%)
but higher than the rate for the U.S. as a whole (10.9%). Food insecurity impacts health in two
ways:

1. By making it difficult for individuals to maintain healthy diets that are instrumental to
managing chronic conditions such as diabetes; and
2. By leading individuals to forgo costly medication in order to feed their families.
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Food insecurity increased during the COVID-19 pandemic, and the current rate is likely higher
than it was two years ago. Projections from Feeding America’s Map the Meal Gap study
projects an increase in overall food insecurity in Bastrop County in 2021 to 14.2% and child food
insecurity of 20.3%

Focus groups participants mentioned the inaccessibility of healthy food as a significant barrier to
health, citing the high costs of healthy food and the long distance traveled to access it as main
root causes. Another key informant expressed that working families often have challenges
finding the time and resources to prepare healthy meals.

“Some of the rural areas in Bastrop County, they probably have to
drive 20 or 30 miles to even get to a grocery store. Then, when they
get there, they don't have the money to buy the healthy things.”

— Key Informant

There is also a general cycle of food insecurity, where multigenerational families seek
emergency food from food pantries. However, food pantries cannot keep up with the demand as
one key informant mentioned, “We have a great food bank in Bastrop County, but they can't get
to everybody all the time.”

“People are kind of also in panic because there's been word of a food
shortage going on. The price of groceries is going up.”

— Key Informant

Figure 16 highlights the four Bastrop County neighborhoods are officially designated by the U.S.
Department of Agriculture as neighborhoods that are low income, have limited food access and
at least 100 households are located more than ¥2-mile from the nearest supermarket and have
no vehicle availability. This includes Red Rock and Cedar Creek, rural areas of Bastrop County
that are considered food deserts, disproportionately affecting Hispanic/Latinx and senior
populations.
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Figure 16
Low Income and Low Access Neighborhoods Using Vehicle

D 4 I Low income & Low Access Using Vehicle

Source. U.S. Department of Agriculture, Food Access Research Atlas, 2019.

INTERNET ACCESS

Increasingly, activities of daily life require a stable, fast broadband connection. This became
ever more important during the recent COVID-19 pandemic when schools transitioned to remote
learning and many employees began to work from home. Families residing in rural areas of
Bastrop County frequently do not have access to the internet or social media, which limits their
awareness about available health care services or community events and creates a barrier to
participation in telehealth appointments. Furthermore, participants in the focus groups and key
informant interviews noted that lack of internet access and computer literacy, particularly not
having an email address, was a barrier to COVID-19 vaccine access in the county.

“We tried to do a whole lot more telehealth for our folks. That
was limited, mostly by the lack of internet accessibility. We were
limited in a lot of areas just to phone conversations rather than
actual tele-video. In Bastrop County, there's a lot of dead spots.
Even with the phone, there's a lot of dead spots.”

— Key Informant
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e In Bastrop County, data from 2015-2019 indicate that 49.2% of households have
broadband access (defined as having a DSL, fiber optic or cable internet subscription).
e About 16.9% of households have no internet connection at all and another 18.2%
access the internet solely via a cellular data plan.
e Economic gradients exist in both the likelihood of having no internet connection at all as
well as having a broadband connection.
- While 91.2% of households with income $75,000 or greater have broadband
access, far fewer of those earning less than $10,000 have access (60.2%).
- Over 35% of households earning less than $20,000 have no internet connection
at all, while only 8.8% of those earning $75,000 and greater do so.
- Black/African American households are more likely to live in households lacking
internet access (33.5%) compared to white (14.0%) and Hispanic/Latinx (15.9%).

Figures 17 and 18 below highlight the variation in internet access that exists by income and race
and ethnicity).

Figure 17
Internet Access by Household Income
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Source. U.S. Census Bureau, American Community Survey, 2015-2019.
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Figure 18
Internet Access by Race and Ethnicity
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Source. U.S. Census Bureau, American Community Survey, 2015-2019.

RACISM AND DISCRIMINATION

The recent racial unrest in the country has highlighted how racism is embedded in systems
across the U.S. Patrticipants in the focus groups shared their experiences with racism and
discrimination in the county. Participants mentioned witnessing racism in county hearings
related to the symbolism and removal of Confederate monuments and the hesitation of some
residents to drive into Bastrop County due to experiences of being racially profiled and targeted
by the county sheriff.

“We've been going through what people would call the second civil
rights movement where some people are just uncomfortable when
they don't see other people that look like them in the room. You often
guestion: ‘Am | going to be treated differently? Am I going to be
treated the same as everyone else?’ That is in the back of some
individuals’ minds. We've even had people make comments about
how the Black community unfortunately is really working in silos.”

— Key Informant
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Participants noted that during the previous political administration, immigrant populations in
Bastrop County became so fearful of U.S. Immigration and Customs Enforcement (ICE)
seizures and possible deportations that many essentially went into hiding, and it was difficult for
community organizations to reach them with information on available resources. Spanish-
speaking focus group participants described feeling intimidated by medical providers and hesitant to
seek out medical care due to negative experiences. These community members fear deportation or
other consequences associated with their or their family member’s immigration status.

“It’s things other people don’t understand. It's another thing for
the same government or hospitals to try to intimidate you. Just
a little while ago, someone made a terrible comment to me.
They asked when my mom was going back to her country, and
| told them that she had no plan to go back to her country. |
asked why they were asking about her legal status. | just had
an argument talking to that person.”

— Focus Group Participant
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Community Assets and Strengths

Bastrop County has several community assets and strengths that should be considered as they
can be used to meet the needs of the community and improve quality of life. Participants noted
the close-knit and resilient community. Churches, nonprofits, and school base district are key
players, often providing health care services and resources to community members.

Key informants expressed excitement about the numerous nonprofit organizations and
community-based organizations that have been instrumental in promoting community
reconciliation and providing pandemic resources. Services provided by the nonprofits and
community-based organizations range from child abuse support, to recreation, workforce
development, transportation, and food pantry services, among others.

Participants named the following organizations as valuable resources for the community:

HEALTH CARE ORGANIZATIONS

Bastrop County is home to the Ascension Seton Bastrop Hospital and the St. David’s
Emergency Center-Bastrop, as well as five federally qualified health centers (FQHCSs) that
provide comprehensive primary and specialty care. The following are the FQHCs available in
the area:

e Bastrop Community Health Center e Lone Star Circle of Care at Bastrop
e Bastrop ISD Health Center e Family Health Center at Elgin
e Bastrop Women’s Health Center

In addition, the county is also home to various clinics that provide primary and specialty care.
The following were mentioned by focus group participants:

e A+ Lifestyle Medical Group e Smithville Community Clinic

e Bastrop County Indigent Health Care e Smithville Whole Health Partnership
Program e Texas Oncology — Bastrop

e Bluebonnet Trails Community e WellMed at Elgin
Services e Bastrop First United Methodist

e Community Health Center of Bastrop Church (Wesley Nurse program)
County
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Bastrop County has three National Health Service Corps (NHSC) sites. This designation is
given by HRSA for a clinical site, typically a federally qualified health center, which is located
within a Health Professional Shortage Area (HPSA) and can provide services to people without
regard for their ability to pay. Of the three NHSC sites in Bastrop County, two are open to the
public: Lonestar Circle of Care Family Care Center at Bastrop and Family Health Center at
Elgin. Additionally, the Federal Correctional Institution Bastrop is considered a NHSC site.

Figure 19
National Health Service Corps Sites in Bastrop and Surrounding Areas

Counties
ZCTAs

All Other Providers

National Health Service Lessthan 1 PC FTE
Corps (NHSC) Sites 1-5 PC FTEs

5+ PC FTEs

[

* 3

Source. Health Resources and Services Administration, 2021. Map built with UDSMapper.org.

NONPROFITS AND COMMUNITY ORGANIZATIONS

Nonprofits and community-based organizations in Bastrop County play a vital role in building
healthy communities by providing educational, health, and social services to community
members. Focus group participants shared that nonprofits in the area have been instrumental in
promoting community reconciliation and providing pandemic resources.

Below is a list of nonprofits and community-based organizations mentioned by participants:

e Area Agency on Aging (Austin) e Bastrop County Emergency Food
e Bastrop County Cares (Early Pantry
Childhood Coalition and Network e Capital Area Council of
Weaving) Governments
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e Capitol Area Rural Transportation e Hunger Free Communities — Bastrop

System e IT'S TIME TEXAS
e Drive a Senior Program e Master Gardeners
e Combined Community Action o Meals on Wheels Rural Capital Area
e Community Cupboard (Elgin) ¢ Sand Hollow Farm
e Elgin and Bastrop Parks and e Smithville Community Gardens
Recreation Services (Fisherman's e Smithville Food Pantry
Park in Bastrop and Bryant Park) e Smithville Workforce Training Center

CHURCHES AND FAITH-BASED ORGANIZATIONS

Key informants also expressed gratitude for the tremendous impact of churches and faith-based
organizations that participate in community outreach, advocacy, and support of homeless
population. The following churches and faith-based organizations were mentioned as valuable
resources for the community:

e Bastrop Christian Ministerial Alliance o House of Ruth (Smithville
e Cedar Creek United Methodist Community Clinic)
Church e Iglesia San Juan Diego (Catholic
e Central Texas Interfaith (Bastrop church)
Interfaith) e Kingdom Harvest Ministries
e Cowboy Church (multiple locations) e Sacred Heart Catholic Church in
Elgin
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In addition, the map below displays the geographic distributions of places of worship within the
City of Bastrop.

Figure 20
Places of Worship in the City of Bastrop

95

Source. OpenStreetMap Amenities for North America. Retrieved December 17, 2021.

PARKS

Bastrop County has a lot of natural space, which can provide opportunities for physical activity,
time in nature, and places for community events. In the Bastrop and Elgin ZCTA’s, over half of
all residents live within a 10-minute walk of a park (57% and 71%, respectively); meanwhile only
36% of Smithville residents do so. Data is not available on park access for Cedar Creek,
McDade, Paige, Rosanky, and Red Rock. The following parks are available in Bastrop County:

e Cedar Creek Park e Bastrop County Nature Park
e Stony Point Neighborhood Park e Bastrop State Park
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Priority Health Needs and Barriers to
Care

The health issues and barriers to health care access and healthy lifestyles experienced by
Bastrop County residents could be influenced by St. David’s HealthCare through policy or
system-level changes and collaboration with community partners.

KEY HEALTH ISSUES

Bastrop County residents are doing well relative to the state as a whole and the nation on
several health outcomes. They have lower rates of lack of access to prenatal care, low
birthweight, infant mortality, child mortality, and drug overdose deaths (Appendix A). There are,
however, several health issues which deserve attention.

DIABETES

Participants in focus groups and key informant interviews identified diabetes as a priority health
condition in their community, noting a perceived higher prevalence of diabetes in Black/African
American communities of the county. The prevalence of diagnosed diabetes among adults in
Bastrop County is 12.7% among adults 20 years and older, worse than the state and national
prevalence rate (10.2% and 10.5% respectively). However, quantitative data for Public Health
Region 7 (the region in which Bastrop County is located) indicate the underpinnings of these
differences are likely socioeconomic in nature, rather than due to race and ethnicity as seen in
Figure 21:

e Texan adults with less than a high school education (21.4%) are over two and three
times more likely to have diabetes than those with at least some college education
(8.4%) and those who have graduated college (6.8%), respectively.

e Texans earn less than $50,000 per year are more than twice as likely to have diabetes
as those who earn more $50,000 or more annually (16.5-16.8% vs. 6.5%).
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Figure 21
TX Public Health Region 7: Diabetes Prevalence by Income and Education Attainment, Adults
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Source. U.S. Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System, 2018.

This map displays Bastrop County and the surrounding areas, with ZCTAs outlined. ZCTAs that
are colored indicate that 13% or more of the population over 18 years has ever been told they
have diabetes, which is higher than the county-level prevalence (12.7%). These areas, located
mostly in eastern Bastrop County, could be prioritized for interventions related to diabetes.

Figure 22
Areas of Bastrop County with the Highest Prevalence of Diabetes

7
¥

Source. Behavioral Risk Factor Surveillance System, 2018; American Community Survey, 2015-2019.
Map built with UDSMapper.org.
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Participants noted the inability to afford healthy food options or medications due to poor
socioeconomic status, and forgoing doctor visits due to lack of insurance as contributing factors
to diabetes.

“A lot of people think, well, [chronic disease] it's hereditary. If you
change your habits, you eat right, you exercise right, and you take
care of your body, you can be the change agent.”

— Focus Group Participant

HYPERTENSION

Hypertension was mentioned by key informants and focus group participants as a priority health
issue for the county. Data from 2019 shows that the prevalence of hypertension among adults in
Bastrop County is slightly higher than the statewide rate (31.8% vs. 30.8%). This means that
almost 1 in every 3 adults in Bastrop County have high blood pressure putting them at risk of
suffering a stroke. Participants noted that the cost of medication to treat chronic diseases are
very expensive and therefore a barrier to ongoing care.

OBESITY

The second identified health priority was obesity, a condition linked to diabetes and
hypertension. Data from 2019 shows that the prevalence of obesity among adults in Bastrop
County is higher than the statewide rate (39.7% vs. 35.8%). Both local and state prevalence
rates are higher than the U.S. (31.9%); however, with almost 1 in every 3 adults in the U.S.
being obese, it's a common issue everywhere. Participants noted a lack of access to healthy
food options and exercise facilities due to transportation barriers, poor nutrition habits, and lack
of nutrition education as contributing factors. In addition, it was noted that the high costs of
healthy food discourage residents from purchasing them, as quantity of food is preferred over
quality of food to survive.

“‘We don’t have guidance on how to cook and prepare meals. We need
guidance on some of that, because due to our customs or traditions,
we tend to cook with a lot of oils. We fry a lot of food in our culture. So
when one has reached a certain age, and they tell you that you have to
change those traditions, you need to find recipes, foods, or someone to
help guide you on how to cook the foods you like in a healthier way.”

— Focus Group Participant
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MENTAL HEALTH

Participants identified mental health as a health priority for Bastrop County, particularly in Elgin.
Overall anxiety, depression, bipolar disorder, schizophrenia, and the overall negative impact of
stress were identified as the most common mental health concerns of the community.

e According to modeling using 2019 BRFSS data, 19.9% adult Bastrop County residents
have been diagnosed with a depressive disorder at some point in their lives.

e In 2019, 14.1% of Bastrop County adults reported their mental health as being “not good”
14 days or more in the past 30 days, a rate slightly higher than the state and national
average (12.2% and 13.8% respectively).

e Rates of mental iliness, thoughts of suicide and receipt of mental health services are
similar in Public Health Region 7a (including Bastrop County) as Texas. Data for these
measures are not available at a county level.

The prevalence of poor mental health is likely higher than the most recent available BRFSS
data, given the impact of the COVID-19 pandemic. Estimates from the Household Pulse Survey,
which CDC has administered on a rolling basis throughout the COVID-19 pandemic, estimates
that 29.5% of Texas adults experienced symptoms of anxiety disorder or depressive disorder as
recently as December 2021. This percentage was previously as high as 43.4% of Texas adults
in January 2021.% At the national level, women reported higher rates of symptoms than men
(33.8% vs. 27.5%), and adults ages 18-29 had rates substantially higher than all other age
categories (44.5%).

6 Household Pulse Survey. Anxiety and Depression. Centers for Disease Control and Prevention.
https://www.cdc.gov/nchs/covid19/pulse/mental-health.htm.
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Figure 23
Rates of Mental lliness, Thoughts of Suicide and Mental Health Services
in Public Health Region 7a Are Similar to Texas

25%

19.1%
20%
16.3% [
13.7%
15%
11.5%
10%
3.6% 3.8%
5%
|
Any Mental Iliness in Serious Thoughts of  Received Mental Health
Past Year Suicide in Past Year Services

BTX Public Health Region 7a

Source. Substance Abuse and Mental Health Services Administration,
National Survey of Drug Use and Health, 2016-2018.

Participants in the focus groups and key informant interviews identified lack of access to mental
health services as a major unmet need of Bastrop County. Key concerns include:

e Affordability and accessibility: many health providers do not accept insurance, which
makes mental health care difficult to afford. One community member mentioned that
there is a “lack of a sustainable mental health service structure and a need to provide
services on a consistent basis rather than on one visit.”

e Culturally appropriate services: there is significant negative stigma about mental
illnesses that inhibits individuals and families from seeking treatment and support,
especially among Black/African American and Hispanic/Latinx communities.

e Homeless people struggle the most with mental illness and substance use disorders.

e There is a need to increase mental health crisis training among medical providers, police
officers, first responders, school personnel, and families.

e The county’s population-to-mental health provider ratio is 1,740:1 whereas it is 827:1
across the state. Both are much higher than the national ratio of 383:1.

“Bluebonnet Trails have psychologists, psychiatrists, and
people on staff. | think they do work on a sliding scale fee....
There's probably just not enough of those people on their
staff to handle all the workload.”

— Key Informant
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ORAL HEALTH CARE

Access to affordable oral health care is a concern in Bastrop County, particularly for
underserved community members. Participants reported that high out-of-pocket expenses make
oral health care unaffordable for many low-income residents and low-cost dental services are
often limited for people that are either uninsured or underinsured. As a result, it is common for
Hispanic/Latinx families to travel to Mexico for emergency dental appointments. A key informant
also mentioned the increase in dental patients seeking services for tooth decay attributed to the
use of crystal methamphetamines

According to modeling using 2018 BRFSS data, 51.2% of Bastrop County adults reported a
dental visit in the last 12 months, which is lower than most other counties in the Austin-Round
Rock MSA. In addition, it is estimated that as of 2018, 16.3% adults 65 and older Bastrop
County residents have lost all their teeth compared to 13.7% for the state.

“Dental health affects your physical health. A lot of times people can
get their teeth pulled because of health-wise, but they can't get the
replacement. That is a big setback. | don't want to go anywhere with
my parents if | don't have my teeth.”

— Focus Group Participant

BARRIERS TO HEALTH CARE

The affordability and availability of needed health care services and providers have a direct
impact on access to health care. The following section discusses the use of health care and
other services, barriers to accessing these services, and the health professional landscape in
the county.

DELAYED CARE AND PREVENTABLE HOSPITAL STAYS

Key informant and focus group participants indicated that barriers to health care affect low-
income families and minority residents the most. In 2017, the most recent year this data is
available at the county or sub-county level, approximately 16.5% of Bastrop County adult
residents reported there being a time in the prior year when they needed care but could not
afford it. The rates vary across ZCTAs as shown in Figure 24 below. The portion reporting
delaying care was highest in the Elgin ZCTA (19.0%) and lowest in Cedar Creek (10.7%).
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Figure 24
Delayed Care Rates by ZCTA
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Source. Behavioral Risk Surveillance System, 2017.

Another indicator of challenges with health care access is the rate of hospital visits for
conditions that could be treated in the ambulatory (e.g., non-hospital) setting. Such visits are
typically costlier when treated in the hospital environment. Treatment, especially for the
management of chronic conditions, can be sub-optimal if received through emergency
departments due to the short-term, triage focus of that venue.

e In Bastrop County, the rate of preventable hospital stays among Medicare enrollees in
2018 was 4,211 per 100,000 Medicare beneficiaries. This is slightly lower than the state
and national rates (4,793 per 100,000 and 4,236 per 100,000 respectively).

e The rate of preventable hospital stays has decreased county wide by 25.4% since 2012.

e Black/African American Medicare enrollees are 1.8 times more likely to use the hospital
for ambulatory-sensitive conditions than are white and Hispanic/Latinx residents.
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UNINSURED AND UNDERINSURED

Insurance coverage improves access to care and care seeking by lowering the out-of-pocket
costs. It also improves rates of preventive care (e.g., screenings and vaccinations).

e As a state, in 2019 Texas had a higher percentage of residents under the age of 65 who
are uninsured (20.7%) than any other state. This is also twice the portion of residents
nationally who are uninsured (9.2%).

e In Bastrop County, 22.7% of residents under the age of 65 are uninsured; this is higher
than the state and national average, and higher than most counties in the Austin-Round
Rock MSA. In comparison, Caldwell County (25.7%) has a higher uninsured rate, and
Hays County (16.7%), Travis (16.5%), and Williamson (12.4%) had the lower rates of
uninsured than Bastrop County.

e Asof 2019, 26.2% of Bastrop County adults ages 19 to 64 are uninsured while 15.1% of
children under the age of 19 do not have health insurance coverage.

e In Texas, Hispanic/Latinx adults ages 19-64 are more likely to be uninsured (30.5%)
than Black/African American (16.2%) or white, non-Hispanic/Latinx (12.9%)
(disaggregated data not available at the county level)

e Rates of uninsured mask a larger problem of underinsurance. Although no data is
available at the county level, national data indicates that two out of five working age
adults (ages 19-64) are inadequately insured (43.4%).7:8

e Differences in insurance coverage exist by income as shown in Figure 25 below.

7 The Commonwealth Fund determines people to be underinsured if they are insured all year and they meet one of
the following criteria: (a) their out-of-pocket costs, excluding premiums, over the prior 12 months are equal to 10%
or more of household income, (b) their out-of-pocket costs, excluding premiums, over the prior 12 months are equal
to 5% or more of household income for individuals living under 200% of the federal poverty level ($25,520 for an
individual or $52,400 for a family of four in 2020), or (c) their deductible constitutes 5% or more of household
income.

8 Collins, S., Gunja, M. Z., Aboulafia, G. N. (2020) U.S. Health Insurance Coverage in 2020: A Looming Crisis in
Affordability. The Commonwealth Fund. https://www.commonwealthfund.org/publications/issue-
briefs/2020/aug/looming-crisis-health-coverage-2020-biennial.
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Figure 25
Rates of Uninsured by Age and Income for the Bastrop County,Texas and U.S.
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Source. U.S. Census Bureau, Small Area Health Insurance Estimates Program and American Community Survey,
2019.

ACCESS TO AFFORDABLE CARE

Participants described the challenges that many underserved, low-income, and minority
community members face regarding health care; while many receive lesser quality care due to
financial insecurity or being uninsured or underinsured, many more will forgo care entirely
because of the costs. Participants noted the following:

e Many community members travel distances of 20 or more miles to access affordable
health care.

e Low-income families are not able to afford medications, especially diabetes medication.

e Uninsured or underinsured community members often avoid preventive care due to cost.

e Oral health care is expensive, and many community members have significant oral
health needs but do not have dental insurance.

“There's only a few groups that take Medicare. That is a huge barrier
for folks, especially if you don't want to go to your federally qualified
clinic, and you'd like to have a private physician.”

— Key Informant
Although data is not available at the county-level avoided care due to cost, 13.3% of adults in
the Austin-Round-Rock MSA reported delaying care due to cost in 2020, which was lower than

Texas (15.2%). At the state level, Hispanic adults (20.3%) and women (17.2%) were more likely
to report avoiding care due to cost.
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Participants noted the lack of options for primary care that accept public insurance and the lack
of availability of the Medical Access Program as key batrriers to access to care. As a result,
many community members will use the emergency room for minor health issues and travel to
Smithville, Round Rock, Austin, College Station, Bryan, or Kyle to receive primary or specialty
care services. Furthermore, because the Medical Access Program is available to low-income
Travis County residents, some Bastrop County residents falsify address information to receive
benefits from Travis County.

“Medical Access Program is paid for by Travis County, so the people
from Bastrop County don’t qualify. There are people who sometimes
say they use the address of someone who lives in Austin to use that

resource, because Bastrop doesn’t have anything like it.”

— Key Informant

ACCESS TO PRIMARY AND SPECIALTY CARE

A short supply of providers can be another barrier to care as it increases the time it takes to get
an appointment or received appropriate care. Participants reported traveling to Smithville,
Round Rock, Austin, College Station, Bryan, or Kyle to receive primary care services, care for
more complex health conditions, or specialty care services, including for cardiology, obstetrics
and gynecology, endocrinology, or pediatric care.

Bastrop County is designated as a health professional shortage area for both primary care and
mental health by the U.S. Health Resources and Services Administration. (It is not for dental
care, however). For both primary and mental health care, the supply of providers has not kept
pace with population growth. The number of residents per primary care physicians grew by
12.1% between 2010 and 2018 from 3,232 to 3,624. This is a far larger number of residents per
primary care physician than the state as a whole and nationally.

The supply of non-physician primary care providers is also lower than that of the state as a
whole and the U.S., as is the supply of dentists and mental health providers, respectively as
shown in the Figure 26 below.
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Figure 26
Number of Residents per Provider for Bastrop County, Texas, and U.S.
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Source. U.S. Health Resources and Services Administration Area Health Resources File, 2019 and Centers for
Medicare and Medicaid National Provider Identification System, 2020. Note: PCP — Primary Care Physician;
MH — Mental Health Provider; Other PC — Other Primary Care Providers.

While the availability of dentists relative to the population is lower than that for the state and
nationally, this is one area where supply has improved since 2010. In 2010, there were 4,955
residents per dentist; in 2018, there were 2,957. However, as focus group participants pointed
out, availability does not mean care is affordable; thus, oral health care still remains
inaccessible for low-income populations.

CULTURALLY AND LINGUISTICALLY APPROPRIATE CARE

Focus group participants and key informants noted that health care services often feel
inaccessible, because they are not culturally or linguistically appropriate. In addition, language
barriers, poor health literacy, lack of awareness of available resources, and fear of deportation
due to immigration laws often result in barriers to health care. Further, a lack of minority health
care providers that look like their patients and can relate to their cultural needs leaves
community members feeling uncomfortable with their health care providers.

“People don't feel comfortable with their medical providers, and they
don't trust them, because they don't have enough medical providers
that look like them, nor speak their native language.”

— Focus Group Participant
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Key informants and focus group participants shared barriers regarding the lack of health care
workforce diversity and language, noting an insufficient number of Black/African American or
Spanish-speaking providers. Participants noted that there are limited services for those who
speak Spanish. For example, Hispanic/Latinx populations in Bastrop County often encounter
language barriers due to the lack of interpreters and translated material.

“Some people may speak Spanish, but they may not be able to read it.
[Or] Spanish is their second language. Maybe they speak an
indigenous language, and then they speak Spanish and so on. Don't
assume that just because the materials are translated into Spanish,
that somebody can read them or fill them out.”

— Key Informant

BASTROP COUNTY 2021-2022 Community Health Needs Assessment

57



Other Health Needs

The following additional significant health needs emerged from a review of the publicly available
guantitative data for Bastrop County. While these topics did not specifically emerge as priority
areas in the focus groups and key informant interviews, they are worth noting.

CANCER

While not a major topic amongst focus group participants and key interviews, 2018 data reports
that a high incidence rate of cancer among Bastrop County residents, 432.9 per 100,000
residents. A number higher than the Texas and U.S. incidence rate. The incidence rate varies
per racial and ethnic group and cancer type.

e The cancer incidence rate is higher among Black/African American, 503.8 per 100,000
residents, and lower among Hispanic/Latinx residents, 363.6 per 100,000 residents.

e Colon cancer incidence rate is higher among Bastrop County residents, 45.7 per
100,000, compared to 38.0 per 100,000 statewide.

e Bastrop County has a high incidence of breast cancer with a 131.4 per 100,000
compared to 115.2 per 100,000 statewide.

DISABILITY

Individuals with disabilities are at greater risk for poor general health and wellbeing and may
face greater barriers to access to health care services. Between 2015-2019 estimates that
13.6% of Bastrop County residents are disabled. This rate is higher than the Texas and U.S.
average (11.4% and 12.6%). Disability inclusion is critical to achieving better health and well-
being outcomes. Having an understanding on how people interact with the environment is key to
making sure that everybody has the same opportunities to participate in every aspect of life to
the best of their abilities and desires.

PHYSICAL INACTIVITY AND ACCESS TO EXERCISE OPPORTUNITIES

Data from 2019 shows that a much lower percentage of Bastrop County community members
have access to adequate locations for physical activity (47.5%) than in Texas (80.5%) or the
U.S. (84.2%). Furthermore, according to modeling using 2019 BRFSS data, 32.1% of Bastrop
County adults 18 and older reported no leisure-time physical activity. This rate is higher than the
Texas and U.S. average (27.2% and 26.0% respectively). Such numbers are concerning,
considering the high rate of adult obesity in the county.
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Conclusion

As part of a collaboration with local hospital systems, St. David’s Foundation contracted with
THI to compile and analyze quantitative data for Bastrop County for the 2021-2022 CHNA
process. Additionally, THI conducted seven virtual key informant interviews, three virtual
community focus groups, and once virtual Photovoice project to qualitatively understand the
health priorities for Bastrop County.

Both quantitative and qualitative data indicate that Bastrop County has many significant assets
and strengths, including an embedded sense of collaboration to meet the needs of others, as
well as a history of resiliency. The county also has a strong network of churches and faith-based
organization, as well as nonprofits and community-based organizations that collaborate and
provide support services to residents.

Many community members, however, experience barriers to health care and healthy lifestyles.
Bastrop County has experienced rapid population growth over the past decade, resulting in high
housing costs and a lack of affordable housing. The population growth has also resulted in an
increased demand for health care providers resulting an increased barrier to care among lower-
income populations. In addition, culturally and linguistically appropriate care, lack of
transportation, and access to healthy foods are key drivers of health for Bastrop County
residents.

Many of these barriers can be reduced or eliminated, either directly through policy and system
change, or via collaboration with community partners. Focus group participants and key
informants provided a number of recommendations about actions a health care system could
take to address the concerns they identified in Bastrop County. The recommendations focused
on three primary outcomes: (a) improve health care access, (b) increase culturally competent
health care, and (c) strengthen engagement and outreach.

IMPROVE HEALTH CARE ACCESS

Affordable health care: Offer free or low-cost health care services such as preventative health
screenings and dental screenings and cleanings.

Transportation: Increase the availability of transportation to health care appointments by
collaborating with public transportation services and volunteers. Some key informants
recommended providing shuttle buses to services or establishing mobile clinics with primary
care and specialty services, mental health services, and oral health care.

Knowledge and awareness: Provide additional community education by hosting fitness and
nutrition classes, cooking demonstrations, and classes to demonstrate healthy grocery shopping
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on a budget. Disseminate information through pamphlets, booklets, or program flyers at
community events.

Health care services at community events: Offer health care services on-site during
community events (e.g., community celebrations, health fairs, church events, school events,
etc.).

INCREASE CULTURALLY COMPETENT HEALTH CARE

Language and translation services: Increase the availability of Spanish translators during
appointments and ensure materials are translated.

Culturally competent workforce: To increase compassionate and non-judgmental care,
community members recommended expanding cultural sensitivity training for all providers and
hospital staff to better equip them to serve underrepresented and minority populations.
Participants also highlighted the need to diversify the workforce by hiring additional providers
from underrepresented populations.

Proof of identification: To the extent that is feasible, do not require patients to show proof of
identification or documentation of legal status.

“Increase recruitment for a diverse workforce, so that
individuals and patients seeking services will be able to
see people that look like them treat them.”

— Focus Group Participant

STRENGTHEN ENGAGEMENT AND OUTREACH

Trust: Reach out to traditionally disadvantaged communities that are distrustful of institutions
using trusted community members to regain and build trust. Some key stakeholders and
organizations mentioned by community participants included: local clergy or faith-based leaders
and school district leaders.

Visibility: Increase community visibility and regularly engage with community members to
understand their perspectives.

“To assume that you don't have people in the community that
would comprehend or understand, that's a misconception.
When information is broken down and explained to people,
they can really add a lot to what's going on.”

— Key Informant

BASTROP COUNTY 2021-2022 Community Health Needs Assessment 60



Evaluation of 2019 CHNA

St. David’s Foundation last completed Community Health Needs Assessment and
Implementation Plans in 2019. Below are the highlights of accomplishments since 2019 that
support St. David’s Foundation Community Improvement Plans (CHIP).
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Priority Area: Improve the health and well-being of children

Goal from 2019
Implementation Plan

Description of
Objectives

Vision of Success

Progress, Impact,
and Outcomes

Foster the conditions that
create positive early
experiences for young
children, knowing these
early experiences are the
foundation for later
health, social, and
economic outcomes.

Inform the public by
promoting the science of
brain development to
guide clinical practice,
public policy, and
resource decisions.

Screen at key intercept
points such as pediatric
clinics for childhood
adversity, relational
health, and other related
factors.

Treat children through a
strong therapeutic web
that includes specialized
treatments that
incorporate research on
the effects of trauma and
adversity, as well as
tools to build resiliency,
such as parenting
supports.

Prevent adversity and
build resiliency, using
avenues such as parent
engagement and
education campaigns,
and engaging children
and their communities in
their own healing.

Families are supported
and have the key
services they need to
remove sources of
stress, strengthen core
life skills, and foster
positive relationships
between children and
caregivers.

Communities are
connected, with built
environments and norms
that promote social
interaction among
community members.

Stakeholders are
informed about the
science behind brain
development. These
stakeholders include
practitioners, policy
makers, and the general
public.

In 2020, access to
treatment to address
trauma and adversity
services more than
doubled (123%). This
translates to a total of
12,292 children under 18
who received services.

In 2020, the number of
practitioners trained in
trauma-informed care
best practices more than
doubled (143%). This is
equivalent to 460
clinicians utilizing
trauma-informed best
practices.

By 2020, St. David’s
Foundation increased
Brain Story Certifications
statewide by 30%.

By 2020, St. David’s
Foundation increased the
proportion of local school
districts that have
incorporated social-
emotional learning (SEL).

St. David’s Foundation is
on track to increase
home visiting slots in
Central Texas by 10%.
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Priority Area: Improve the health and well-being of women

Goal from 2019

Implementation Plan

Description of
Objectives

Vision of Success

Progress, Impact,
and Outcomes

Ensure women and girls
are supported with the
resources, respect, and
conditions vital for
equitable health and
wellbeing.

Establish Central Texas
as a women’s health and
perinatal safe zone. Lead
and join a shared
community commitment
to protecting women'’s
resources, respect, and
conditions regardless of
what happens in the
broader environment.

Center women of color
(e.qg., listen to them, step
back while they drive the
agenda, include them at
key tables, enable them
to tell their own stories,
invest in their
leadership).

Fills gaps in the
fragmented safety net
women'’s health system
and fund select
innovations.

Women and girls of color
experience bhirth equity
(including but not limited
to equitable outcomes in
perinatal care, maternal
morbidity and mortality,
and newborn outcomes).

Women'’s health safety
net policies and
programs are less
fragmented, resulting in
continuity of access
between primary care,
sexual and reproductive
health care, and perinatal
care.

Women and girls can
obtain low-barrier family
planning and
contraceptive care,
including the most
effective methods, in
clinical and community
settings.

Communities are
empowered to share
their own narratives and
stories.

St David’s Foundation
women’s health work
aligns with other issues
and movements relevant
to the health of women
and girls (e.g. improving
conditions for caregivers,
gender-based violence),
expanding intersectional
partners and community
impact.

By 2020, access to
family planning and
contraceptive care
increased more than
doubled (115% and
5,311 people).

In 2020, access to
comprehensive sex
education and pregnancy
prevention programming
for young adults
increased by 29%.

By 2020, St. David’s
Foundation increased the
number of leaders
attending SDF Women’s
Health convenings.

As of 2020, St. David’'s
Foundation is on track to
increase the number of
women of color included
in key stakeholder
convenings and the
proportion of grant
partner organizations led
by women of color.

As of 2020, St. David’s
Foundation is on track to
complete the Perinatal
Safe Zone engagement
plan.
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Priority Area: Improve the health and well-being of older adults

Goal from 2019
Implementation Plan

Description of
Objectives

Vision of Success

Progress, Impact,
and Outcomes

Increase support for
older adults to live safely
and independently in
their own community.

Directly fund services
and support the health of
organizations providing
services to older adults.

Build evidence for new
models by piloting and
evaluating innovative
services in Central Texas
and demonstrating the
“double impact” of
intergenerational
approaches.

Lead new payment
models and public
system improvement by
advocating to MCOs and
legislators on the cost-
effectiveness of adopting
evidence-based services,
advocating for increased
appropriations for
Medicaid services for
older adults, and
engaging local
organizations to
advocate for supportive
aging policies.

Engage and activate
community around aging
issues.

Older adults remain safe
and independent in their
homes as they age.

Older adults have a
better end of life
experience.

Central Texas supports
older adults and engages
them as a vital part of the
community.

Central Texas has an
adequate supply of
accessible, high quality
services for older adults.

By 2020, there was a
74% increase in access
to services for older
adults to assist them in
aging in place. This is
equivalent to 22,067
older adults receiving
core services such as
meals, transportation,
and home repair.

As of 2020, St. David’s
foundation has made
progress on the adoption
of the CAPABLE model
by Central Texas urban
and rural counties.

As of 2020, St. David’s
Foundation added a new
metric to increase
awareness of the
importance of end-of-life
discussions and
documenting plans.

Additional work needs to
be done to increase the
number of caregivers
receiving training and
resources and increase
access to programs that
reduce social isolation.
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Priority Area: Improve the health and well-being of rural communities

Goal from 2019
Implementation Plan

Description of
Objectives

Vision of Success

Progress, Impact,
and Outcomes

Build community capacity
while co-creating and
investing in long term
place-based solutions.

Engage and empower
rural communities to
strengthen networks and
transform policies,
practices, and alignment
of resources to address
prioritized social
determinants of health.

Build the capacity of
people and places
including formal and
informal leaders within
communities and
organizations.

Strategically invest in
solutions that harness
community assets to
support innovation,
ecosystem building, and
other promising rural-
relevant approaches that
can be scaled.

Rural communities have
a culture of health that
transcends beyond
health care access.

Rural residents
experience strong social
connections and are
engaged in thriving
cross-sector, community-
based networks that
promote health and well-
being.

Rural systems undergo
change that includes
policy, practices,
behaviors, and resources
to promote health and
well-being.

Rural organizations have
a strong infrastructure in
place with adequate
capacity.

Rural residents are
engaged and
empowered by diverse
civic leadership to
activate and improve
community well-being.

By 2020, St. David’s
Foundation established
the Bastrop County
resident advisory groups
for two key issues and
develop work plans.

As of 2020, the
development of a
leadership training
program co-designed
with national and local
capacity building
organizations is on track.

As of 2020, the number
of proposals from rural
communities across all
portfolios has increased.

As of 2020, progress has
been made to increase
philanthropic resources
to Central Texas rural
communities through the
dissemination of network
weaving assessments to
local and national rural
funders.

As of 2020, progress has
been made to increase
capacity of a local
nonprofit to serve as a
backbone organization
for community-led efforts.
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Priority Area: Health clinics to become community hubs for health

Goal from 2019
Implementation Plan

Description of
Objectives

Vision of Success

Progress, Impact,
and Outcomes

Facilitate growth of
infrastructure and
capacity as clinics
transition to serve as
community hubs for
health.

Provide access to
primary care and
behavioral health
services for the
uninsured.

Expand capacity of
clinics to provide
activities, processes, and
strategies to improve the
care delivery model.

Encourage clinics to look
outside of their four walls
to develop and
strengthen community
linkages to improve
community health and
well-being.

The uninsured and
underinsured have
access to high quality
care.

Clinics are prepared to
incorporate necessary
changes to their care
models to be able to
succeed in new payment
approaches that reward
value over volume.

Patients are satisfied
with their experiences as
they interact with the
primary care health
system.

Clinics deliver
comprehensive primary
care and interact
effectively outside the
clinic to strengthen
community linkages and
ultimately improve the
health and well-being of
patients and the
population overall.

By 2020, there was an
18% increase in
uninsured patients
receiving medical care.

By 2020, there was a
76% increase in adults
receiving dental care.

By 2020, the number of
patients receiving care
coordination services
more than tripled (375%).

As of 2020, St. David’s
Foundation is on track to
develop and implement a
care coordination
approach at partner
clinics.

As of 2020, progress has
been made on the
proportion of patients
receiving care
coordination,
engagement activities,
and medication
management at partner
sites.

Additional work needs to
be done to increase the
number of partner clinics
implementing social
determinants of health
screening of patients.
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Appendix A

Measurement

Period s
Demographics
Total population 2020 97,216 29,145,505 331,449,281
Population by age
Population 18 and under 2015-2019 25.4% 25.5% 22.3%
Population 19-64 2015-2019 59.0% 61.6% 61.2%
Population 65+ 2015-2019 15.6% 12.9% 16.5%
Population by race and ethnicity
Al/AN, NH 2020 0.3% 0.3% 0.7%
Asian, NH 2020 0.7% 5.4% 5.9%
Black, NH 2020 5.6% 11.8% 12.1%
Hispanic 2020 42.7% 39.3% 18.7%
White, NH 2020 47.1% 39.7% 57.8%
Population in poverty 2015-2019 11.2% 14.7% 13.4%
Households below poverty 2018 11.0% 14.0% 13.0%
ALICE households 2018 43.0% 30.0% 29.0%
Not proficient in English, population 2015-2019 12.0% 13.7% 8.4%
Disabled population 2015-2019 13.6% 11.5% 12.6%
Medicaid coverage 2015-2019 17.1% 16.8% 20.2%
Uninsured 2019 22.7% 20.7% 9.2%
Uninsured adults 2019 26.2% 24.3% 12.9%
Uninsured children 2019 15.1% 12.7% 5.7%
Lack of prenatal care 2017 25.0% 40.0% -
Dental visit in past 12 months 2018 51.2% 60.7% 67.6%
Preventable hospital stays 2018 4211 4,793 4,236
Primary care physicians 2018 3,624 1,642 1,319
Dentists 2019 2,957 1,677 1,405
Mental health provider access 2020 1,740 827 383
Other primary care providers 2020 2,535 1,128 942

Health Behaviors
Physical inactivity 2016-2018 27.3% 23.2% 22.7%
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Measurement

Period Bastrop Texas U.S.

Excessive drinking 2019 20.5% 19.0% 19.2%
Binge drinking 2019 18.4% 17.9% 16.8%
Low birthweight 2013-2019 7.6% 8.4% 8.2%
Infant mortality per 1,000 live births 2013-2019 4.6 5.7 5.8
Child mortality per 100,000 under 18 years 2016-2019 46 50 49
Poor or fair health 2019 23.4% 24.3% 24.6%
Frequent physical distress 2019 13.7% 10.7% 12.6%
Adult obesity 2019 39.7% 35.8% 31.9%
Diabetes prevalence 2019 13.3% 12.2% 10.7%
High blood pressure awareness 2019 31.8% 31.7% 32.3%
New cancer cases 2019 432.9 409.5 449
Poor mental health days 2018 4.4 3.8 4.1
Frequent mental distress 2019 14.1% 12.2% 13.8%
Drug overdose deaths 2017-2019 9 11 21
Suicides 2015-2019 154 13.1 13.8
Depression 2019 19.8% 17.7% 19.2%
Suicidal thoughts® 2016-2018 3.8% 3.6% 4.2%
Premature mortality per 100,000 under 75 yr 2017-2019 363 339 339
Premature death (YYPL under 75 years) 2017-2019 7,492 6,620 6,907
Life expectancy 2017-2019 78.3 79.2 79.2
Homeownership 2015-2019 77.7% 62.0% 64.0%
Severe housing cost burden 2015-2019 11.1% 13.3% 14.4%
Severe housing problems 2013-2017 17.0% 17.0% 17.5%
Housing stability index Sept/Oct 2021 97.0% - -
Housing and transportation affordability° 47.0% - 53.0%
Broadband access 2015-2019 49.2% 64.4% 68.9%

Black, NH 2015-2019 66.5% 80.0% 78.7%

Hispanic 2015-2019 84.1% 78.0% 82.6%

White, NH 2015-2019 85.8% 84.4% 87.2%

Infrastructure for Healthy Living

9 County value is for Texas Public Health Region 7.

10 Measurement period not provided.

BASTROP COUNTY 2021-2022 Community Health Needs Assessment 68



Measurement

Period Bastrop Texas U.S.
Food environment index 2015 & 2018 7 6 8
Food insecurity 2019 12.1% 14.1% 10.9%
Limited access to healthy foods 2015 11.4% 8.7% 5.9%
Access to exercise opportunities 2010 & 2019 47.5% 80.5% 84.2%
Social vulnerability index 2018 0.7459 - -
Community needs index 2021 3.6 - -
Dissimilarity index - Black / White 2015-2019 35 53 61
Dissimilarity index - Non-White / White 2015-2019 34 40 47
High school completion 2015-2019 81.9% 83.7% 88.0%
American Indians and Alaska Natives 2015-2019 79.6% 80.3% 80.3%
Asians 2015-2019 86.9% 88.2% 87.1%
Blacks / African Americans 2015-2019 82.4% 89.8% 86.0%
Hispanics 2015-2019 59.1% 66.4% 68.7%
Non-Hispanic Whites 2015-2019 92.8% 93.9% 92.9%
College graduation 2015-2019 20.6% 29.9% 32.2%
American Indians and Alaska Natives 2015-2019 16.9%?** 21.2% 15.0%
Asians 2015-2019 62.3% 59.1% 54.3%
Blacks / African Americans 2015-2019 13.9%12 24.6% 21.6%
Hispanics 2015-2019 9.7% 15.0% 16.4%
Non-Hispanic Whites 2015-2019 26.4% 38.7% 35.8%
Unemployment Oct 2021 3.8% 4.8% 4.6%
Income inequality 2015-2019 4.5 4.8 4.9
Median HH income 2020 $ 74,612 $ 66,048 $ 67,340
No car access 2015-2019 4.5% 5.30% 8.6%
Transportation affordability*® 25.0% - 27.0%
1 Value has large standard error and confidence interval. Interpret with caution.
12 value has large standard error and confidence interval. Interpret with caution.
13 Measurement period not provided.
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Appendix B

The following table describes each key informant and how their role in the community satisfied
one of the IRS requirements for participation:

Table 1: Description of Key Informants

Key Informant

Community Input Sector

Patricia Alford

Project Coordinator for Accountable
Communities Health Initiative
Bastrop County Cares

Leader, representative, or member of medically
underserved, low income, and minority populations,
and populations with chronic disease needs, in the
community served by the hospital facility

Edie Clark
Leader
Central Texas Interfaith

Leader, representative, or member of medically
underserved, low income, and minority populations,
and populations with chronic disease needs, in the
community served by the hospital facility

Rafael De La Paz

Chief Executive Officer

Community Health Centers of South
Central Texas

Person with special knowledge or expertise in public
health

Leader, representative, or member of medically
underserved, low income, and minority populations,
and populations with chronic disease needs, in the
community served by the hospital facility

Federal, tribal, regional, state, or local health or other
department or agency, with current data or other
information relevant to the health needs of the
community served by the hospital facility

Kelly Franke
Executive Director
Combined Community Action, Inc.

Leader, representative, or member of medically
underserved, low income, and minority populations,
and populations with chronic disease needs, in the
community served by the hospital facility

Federal, tribal, regional, state, or local health or other
department or agency, with current data or other
information relevant to the health needs of the
community served by the hospital facility

Beth Rolingson
Executive Director
Advocacy Outreach

Leader, representative, or member of medically
underserved, low income, and minority populations,
and populations with chronic disease needs, in the
community served by the hospital facility
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Key Informant Community Input Sector

Jill Strube o
Director of Economic Development and
Grants Administration

City of Smithville

Leader, representative, or member of medically
underserved, low income, and minority populations,
and populations with chronic disease needs, in the
community served by the hospital facility

Monique Vasquez °
Organizer
Central Texas Interfaith

Leader, representative, or member of medically
underserved, low income, and minority populations,
and populations with chronic disease needs, in the
community served by the hospital facility
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The following table describes the focus group participants in aggregate:

Table 2: Description of Focus Group Participants

Focus
Group

Community
Input Sector

Description Language

1 Leaders, representatives, Participants included female 5 English
or members of medically and male residents of ZIP
underserved, low income, codes 78602, 78621, and
and minority populations, 78612 with ages ranging
and populations with from 50-65+. Participants
chronic disease needs, in self-identified as
the community served by Black/African American,
the hospital facility White, and Not
Hispanic/Latinx or
Hispanic/Latinx.
2 Leaders, representatives, Participants included female 5 English
or members of medically residents of ZIP codes
underserved, low income, 78602 and 78621 with ages
and minority populations, ranging from 18-65+. All
and populations with participants self-identified as
chronic disease needs, in Black/African American.
the community served by
the hospital facility
3 Leaders, representatives, Participants included female 6 Spanish
or members of medically and male residents of ZIP
underserved, low income, codes 78602 and 78957 with
and minority populations, ages ranging from 30-65.
and populations with Participants self-identified as
chronic disease needs, in Hispanic/Latinx and
the community served by Mexican, Mexican American
the hospital facility or Chicano.
Photovoice  Leaders, representatives, Participants included three 4 English
(Youth) or members of medically female residents and one

underserved, low income,
and minority populations,
and populations with
chronic disease needs, in
the community served by
the hospital facility

male, all of whom live in ZIP
code 78602. Participants
were between 15 and 16
years old. All participants
self-identified as Mexican,
Mexican American, or
Chicano.
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About Texas Health Institute

Texas Health Institute is a nonprofit, nonpartisan public health institute with the mission of
advancing the health of all. Since 1964, we have served as a trusted, leading voice on public
health and health care issues in Texas and the nation. Our expertise, strategies, and nimble
approach makes us an integral and essential partner in driving systems change. We work
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Executive Summary

PURPOSE AND METHODS

As part of a collaboration of local hospital systems, St. David’s Foundation (SDF) contracted
with Texas Health Institute (THI) to conduct the qualitative research for the 2021-22 Community
Health Needs Assessments (CHNAS) in Bastrop, Caldwell, Hays, and Williamson counties. The
current CHNA is the third one St. David’s HealthCare has conducted for Caldwell County. The
gualitative research and report are designed to meet the community input requirements of a
CHNA for 501(c)(3) hospitals under the Affordable Care Act.

CHNAs provide deeper understanding of community health needs—patrticularly those faced by
historically-underserved community members—and are used to inform health care system
triennial planning efforts. This report provides an overview of the process and methods used to
identify social determinants of health and health needs in Caldwell County, community assets,
and a summary of community member recommendations to address the identified needs.

THI carried out this CHNA between August and December 2021 during an unprecedented time
due to COVID-19 and the movement for racial justice. To explore critical health issues,
structural factors and underlying causes, THI used a mix of quantitative and qualitative methods
including the analysis of publicly available data sets, key informant interviews and focus groups
with underserved community members

FINDINGS

Key themes emerged both from community input and a review of quantitative data. In addition,
several sub-themes emerged in the review of data that were not raised by participants.

GROWTH

In recent years, Caldwell County has experienced population growth and changes in
demographic characteristics. The growth in Caldwell and surrounding areas has affected the
affordability of the county, including housing costs, which affects health care access and
outcomes.

The demographic characteristics of Caldwell County have changed over the last decade.

e Caldwell County grew 12.6% between 2010 and 2019.
e The Lockhart area is the most populous area of Caldwell County.
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e The Hispanic/Latinx population is the largest racial or ethnic group of Caldwell County.
This group population experienced the most growth of all racial and ethnic groups
between 2010 and 2020, going from 47.1% to 55.5% of the population.

e In Caldwell County, 11.1% of people were born in a country other than the U.S. and
approximately 8% of people in Caldwell County are not U.S. citizens.

e About 35% of households primarily speak Spanish at home and 12% of people over 5-
years old have limited English proficiency.

POVERTY

Caldwell County has areas of concentrated poverty and households who live above the federal
poverty line but earn less than the basic costs of living for the county.

e At $66,128, Caldwell County has a lower household income than both Texas ($66,048)
and the U.S. ($67,340).

e In 2019, Black/African American and Hispanic/Latinx households in Caldwell County had
the lowest median income.

e 15% of people in Caldwell County lived below the federal poverty level (2015-2019).
Black/African Americans and Hispanic/Latinx populations are most likely to live below
the poverty level (40.1% of Black/African and 22.0% of Hispanic/Latinx individuals).

e An additional 39% of households are ALICE, meaning asset limited and income
constrained, even though residents are employed.!

e The Luling and Maxwell ZIP code tabulation areas (ZCTAs) have the highest proportion
of people living in poverty.

HOUSING

Affordable housing is a key concern in Caldwell County, which affects people’s ability to be
healthy and engage in health care.

Focus group participants and key informants noted that housing has become increasingly
unaffordable in the county, largely due to the surge in the nearby Austin housing market. With
more people moving into Caldwell County, costs of living and property prices have become
unaffordable to long-time residents, especially Black/African American and Hispanic/Latinx
community members.

e 14% of households spend more than 50% of their household income on housing
expenses.

1 ALICE: an acronym for Asset Limited, Income Constrained, Employed. ALICE typically describes those who live
above the poverty line but earn less than the basic cost of living for their area. For more information on the ALICE
methodology and data, visit unitedforalice.org.
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e The average home price in Caldwell County increased 7.1% in 2020 and 29.3% in 2021.
¢ More households are experiencing housing instability and may be at risk for eviction or
foreclosure, compared to January 2020.

COMMUNITY ASSETS

Caldwell County has many community assets and strengths, including a history of resiliency and
individuals who see the needs of the area and genuinely desire to help.

HEALTH CARE ORGANIZATIONS

Caldwell County is home to three Ascension Seton health care sites, including two in Lockhart
and one in Luling. In Lockhart, the Ascension Seton Health Center on Church Street provides
primary care and diagnostic services and the Ascension Seton Lockhart Health Center on
Colorado Street provides routine care. The Edgar B. Davis Hospital in Luling is a general acute
facility with a 24/7 emergency room. In addition, the county is also home to one FQHC and
three National Health Service Corps (NHSC) sites.

CHURCHES AND FAITH-BASED ORGANIZATIONS

Another notable strength of Caldwell County is the network of churches from many
denominations that often work together to meet community needs, including by distributing food
and clothing and conducting home visits to struggling or isolated community members. The
following churches and faith-based organizations were mentioned as valuable resources for the
community: Caldwell County Christian Ministries and Caldwell County Foodbank, Lamb and
Sheep Ministries, First United Methodist Church of Luling (Wesley Nurse program), St. Vincent
DePaul ministry at St. Mary’s Catholic Church, and St. John the Evangelist Catholic Church of
Luling.

NONPROFITS AND COMMUNITY ORGANIZATIONS

Caldwell County is home to multiple nonprofit and community organizations that play a vital role
in building healthy communities by providing educational, health, and social services to
community members. Focus group participants identified various local organizations and
agencies that have been instrumental in providing resources to address general needs as well
as needs that have arisen during the pandemic. Lockhart Independent School District, Lockhart
Learning Center, Meals on Wheels, and the Texas Workforce Commission are some of the
nonprofits and community organizations mentioned by participants.
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PARKS

Caldwell County has a lot of natural space, which can provide opportunities for physical activity,
time in nature, and places for community events. In Luling, 62% of people live within a ten-
minute walk of a park and in Lockhart, 27% of people live within this radius. Although, this data
suggests there is broad access to natural spaces, it is important to note that focus group
participants described a desired for more air-conditioned indoor spaces, like gyms or a
recreational center that could provide exercise classes, sport events, or cooking classes.

PRIORITY HEALTH ISSUES

Several priority health issues were identified by focus group participants and key informants,
including diabetes, hypertension, obesity, mental illness and substance use, and oral health.
Additionally, low birth weight and premature death emerged within quantitative data as priority
health concerns.

DIABETES, HYPERTENSION, AND OBESITY

Diabetes was the most commonly mentioned health condition in focus groups and interviews.
Caldwell County has a higher prevalence of adults aged 20 and above who report having
diagnosed diabetes (13%), compared to Texas (10%). Diabetes disproportionately affects the
Luling area of Caldwell County. According to qualitative findings, diabetes drives a lot of
emergency department visits and hospitalizations in Caldwell County. Additionally, participants
noted seeing diabetes and prediabetes across generations, with younger age groups showing
early risk factors.

Approximately 34.6% of adults in Caldwell County have ever been told they have high blood
pressure. This percentage is higher in the Luling ZCTA (37.7%) compared to the Lockhart ZCTA
(33.8%). As with diabetes, focus group participants and key informants noted a high prevalence
of hypertension is often due to barriers such as a lack of affordable preventative health care and
food insecurity.

Caldwell County has a higher prevalence of obesity (38.1%), compared to both Texas (31.4%)
and the U.S. (29.7%). The Martindale, Maxwell, and Dale ZCTAs have the highest prevalence
of obesity within Caldwell County. Key informants and focus group participants noted seeing
obesity across age groups.
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MENTAL HEALTH AND SUBSTANCE USE

Data from 2018 indicates that people in Caldwell County experience more poor mental health
days (4.4.) compared to both Texas (3.8 days) and the U.S. (4.1 days). In 2018 nearly 15% of
adults in Caldwell County reported experiencing frequent mental distress.

Focus group participants and key informants suggested that the prevalence of mental illnesses
seems to be “worse than ever,” largely due to increased loneliness, desperation, trauma, and
lack of support throughout the pandemic. Participants also described that there is a lack of
affordable, culturally appropriate mental health care providers, especially for Black/African
American and Hispanic/Latinx populations. Regarding substance use, focus group participants
mentioned seeing issues with prescription drugs and alcoholism most commonly.

ORAL HEALTH CARE

Focus group participants and key informants described the lack of sufficient dental providers in
their community, particularly dentists with low-cost services. Costs for even routine dental
cleanings are considered inaccessible for people without dental insurance or using self-pay.
Additionally, participants noted that the free mobile dental clinic in Luling (no specific name
given) is helpful, although its services have been reduced and canceled during the pandemic.
These barriers to oral health care in Caldwell County result in frequent emergency room visits
related to dental issues and other chronic health conditions.

LOW BIRTH WEIGHT AND PREMATURE DEATH

In Caldwell County, 8.6% of babies are born with low birth weight, which is similar to Texas
(8.4%) and the U.S. (8.2%). Black/African American community members, however, have a low
birth weight rate of 17.8%, which is more than twice as high as Hispanic/Latinx (8.1%) or white
(8.4%) populations in the county.

Caldwell County has a higher number of premature deaths (8,256 years of life lost), compared
to both Texas and the U.S. Black/African American populations in Caldwell County are most
likely to experience premature death (11,400 years of life lost before age 75).

The COVID-19 pandemic has made many of these health conditions worse and has also
intensified other challenges faced by community members in Caldwell County.

FOOD INSECURITY

Nearly 15% of people in Caldwell County experience food insecurity, and 13.7% of the eligible
population uses Supplemental Nutritional Assistance Program (SNAP) for financial assistance in
purchasing food. Projections indicate an increase in food security to nearly 17% by the end of
2021.
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Focus group participants and key informants noted that the pandemic has limited free food services,
such as Meals on Wheels or school-based lunch programs, increasing the prevalence of food
insecurity. Additionally, participants reported that the cost of food has become especially
burdensome and organic food options are the most cost-prohibitive. Many community members
find that gas stations or dollar stores are more accessible financially, or transportation-wise,
compared to grocery stores like Wal-Mart or H-E-B.

UNEMPLOYMENT

As with most of the state and nation, the rate of unemployment in Caldwell County peaked in
April 2020 due to the COVID-19 pandemic. At this highest point, the unemployment rate in the
county was 10.4%. As of October 2021, the unemployment rate was 4.0%.

Focus group participants and key informants described that many community members have
lost their jobs or had reduced hours during the pandemic. This has created financial
vulnerabilities and impacted mental health for many community members.

BARRIERS TO ACCESS

Several barriers—including cost of care, insurance coverage, provider availability, cultural
barriers, and lack of transportation—inhibit people’s ability to access health care to treat or
prevent these health conditions. Multiple indicators demonstrate that a significant portion of
county residents experience barriers to care, supported by input from focus group participants
and key informants.

Health care is unaffordable to many due to insurance coverage and costs of care. Almost 19%
of adults in Caldwell County have not sought care due to costs. Additionally, 28.2% of adults
reported having no usual source of health care. Nearly 22% of the population under 65 years
old is uninsured. Over one-quarter (25.6%) of adults (ages 19-64) in the county are uninsured
and 11.8% of children (ages 0-19). Focus group participants and key informants mentioned that
many community members will forgo health care, including preventative screenings or tests,
due to costs.

Provider availability is a key barrier to care, especially for historically underserved communities.
Additionally, participants mentioned that there are too few providers who accept Medicaid or have
other reduced-cost programs for people who use self-pay or are uninsured. Participants
indicated that health care costs are most unaffordable for Hispanic/Latinx and Black/African
American community members.

e Caldwell County is designated as both a Primary Care Health Professional Shortage
Area (HPSA) and a Mental Health HPSA. This indicates that there are an insufficient
number of primary care providers and mental health providers in the county.
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e Qualitative findings suggested that Caldwell County lacks specialists, such as OB-GYNSs,
in addition to primary care providers. Focus group participants and key informants also
noted that there is an insufficient number of Spanish-speaking providers or providers
who will provide translation services.

Additionally, qualitative findings indicate a need for providers and services that are more
accommodating and informed in serving racial and ethnic minorities, especially Black/African
American and Hispanic/Latinx populations.

Lack of public transportation significantly limits people’s access to health care and other
services that affect their ability to be healthy.

e Caldwell County has no public transit infrastructure. This greatly inhibits people’s ability
to get to grocery stores, jobs, social engagements, and health care appointments. Focus
group participants mentioned that costs are the main inhibitor for personal
transportation.

e On average, of 24% of household income in Caldwell County is spent on transportation
costs. The Luling and Lockhart ZCTAs have the highest rate of households without
access to personal transportation (5.9% and 5.6%, respectively).

RECOMMENDATIONS

Community members interviewed provided a number of recommendations about actions the
health care system could take to address health-related needs:

IMPROVE ACCESS TO CARE

To address barriers within the health care system that inhibit the ability to receive affordable,
culturally appropriate care that includes urgent and specialty care:

Mobile clinics in rural areas: Offer mobile clinics to better reach rural communities and
eliminate transportation barriers.

Urgent care: Establish an urgent care to offer after-hours and weekend emergent care.

Mental health: Improve and expand access to mental health services.

ADDRESS BARRIERS TO OVERALL HEALTH

Environmental, social, and structural barriers to health in Caldwell County include insufficient
public transportation, food insecurity, lack of safe green spaces, and unaffordable housing.

CALDWELL COUNTY 2021-2022 Community Health Needs Assessment 12



These barriers inhibit the ability to participate in health care services and to live healthy
lifestyles. To address barriers to overall health:

Recreation space: Establish a recreation center that offers free or low-cost classes, work out
equipment, and meeting spaces for community activities and physical fitness.

Food: Expand access to affordable and healthy food.

Public spaces: Clean up community parks to make them safer and more accessible across the
county.

Public transportation: Improve public transportation services, including through hospital-
sponsored buses or vans to connect communities and clinics.

STRENGTHEN COMMUNITY TRUST

Racism and discrimination against immigrant communities pervades both health care and the
community in general. This impacts health care access and outcomes, especially among
Black/African American and Hispanic/Latinx community members. To strengthen community
trust between the health care system and historically marginalized populations:

Partnerships: Engage grassroot organizations who are trusted by the community.
Engagement: Involve local council members to engage historically excluded communities.

Culturally competent workforce: Expand cultural sensitivity training for all providers and
hospital staff.

CALDWELL COUNTY 2021-2022 Community Health Needs Assessment 13



Introduction

St. David’s Foundation, on behalf of St. David’s HealthCare, is pleased to present the 2021-22
Community Health Needs Assessment (CHNA) for Caldwell County, TX.

The Patient Protection and Affordable Care Act of 2010 requires all nonprofit health care
systems to complete a CHNA every three years. CHNAs provide deeper understanding of
community health needs, in particular those faced by historically-underserved community
members, and are used to inform health care system triennial planning efforts. The purpose of
this CHNA is to offer a comprehensive understanding of the health and social determinant of
health needs in the St. David’s HealthCare facilities serving Caldwell County residents, and
guide the hospitals’ planning efforts to address those needs. St. David's HealthCare has
multiple facilities that serve Caldwell County residents, including St. David’s Medical Center and
St. David’s South Austin Medical Center.

This CHNA report provides an overview of the process and methods used to identify priority
health and social determinants of health needs of residents in Caldwell County, along with
community assets and recommendations from community members to address the identified
needs. The report focuses special attention on the needs of underserved populations, unmet
health or social determinants of health needs and gaps in services, and input from community
members and leaders. This assessment recognizes that the social and economic determinants
that are the primary drivers of health, as the relative contribution of medical care to health and
well-being is only 10-20%, and emphasizes the living conditions are upstream of and surround
personal behaviors, disease, and death.

Texas Health Institute (THI) carried out this CHNA between August and December 2021. THI
used a mix of quantitative and qualitative methods to identify community health needs, including
the analysis of publicly available data sets (Appendix A), key informant interviews, and focus
groups (Appendix B) with underserved community members. Content gathered though
community focus groups and interview participants is integrated into each report section to
which it relates. The quotes reflect the opinion of one or more community members Findings
from this report will be used to identify and develop efforts to improve the health and wellbeing
of residents in the community.

METHODS

The 2021-2022 CHNA uses both primary and secondary data to identify the community's priority
health needs and strengths through a social determinants of health framework. Health is not
only affected by people’s genes and lifestyles but by upstream factors such as employment
status, housing quality, and policies. In addition, the influences of race, ethnicity, income, and
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geography on health patterns are often intertwined. As a result, data was analyzed using an
equity lens when possible.

Primary data include qualitative data collected for the purposes of the CHNA. These data were
collected directly from the community through focus groups, key informant interviews, and
Photovoice interviews. Secondary data include quantitative data collected through publicly
available federal and state agencies databases. Federal and state agencies collected these
data through surveys or electronic health records.

PRIMARY DATA COLLECTION AND ANALYSIS

Between August and October 2021, THI virtually conducted five key informant interviews and
three community focus groups with Caldwell County residents. In addition, THI virtually
conducted one Photovoice project and associated focus group. The goal of this work was to
learn about local priority health needs and assets and how they think community health and
well-being can be improved.

Focus group participants self-identified as people who are medically underserved, low income,
members of minority populations, or living with chronic disease needs. Adult focus group
participants were between 30-65 years old, while Photovoice participants were between ages
14-18 years old.

Key informants (Appendix B) included representatives from health care organizations,
community-based organizations, and the local government. THI key informants based on their
leadership roles and experience working with medically underserved, low-income, or minority
communities served by the hospital system.

A THI staff member served as the facilitator for all virtual interviews and focus groups. Audio
recordings of the sessions were automatically transcribed using Otter.ai, and staff cleaned and
verified transcripts for accuracy. Spanish-language focus groups were first transcribed in
Spanish and then translated into English. Transcripts were coded and analyzed using Atlas.ti
gualitative software.

SECONDARY DATA SOURCES AND ANALYSIS

All quantitative data used for this report is secondary data? and includes data on approximately
35 indicators, many broken down by geography or demographic characteristics when available.
Indicator sources are cited for figures, tables, and graphs in this CHNA. Publicly available data
sources used:

2 Data that have already been collected for another purpose.
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e American Community Survey - Household Pulse Survey —

e Argonne National Laboratory: COVID-19
Housing Stability Index - National Center for Health

e Austin Board of REALTORS® Statistics

e Behavioral Risk Factor Surveillance - Social Vulnerability Index
System - U.S. Diabetes Surveillance

e Centers for Medicare and Medicaid: System
National Provider Identifier Standard e Substance Abuse and Mental Health

e Center for Neighborhood Services Administration: National
Technology: Housing, + Survey on Drug Use and Health
Transportation Affordability Index e United for ALICE

e Dignity Health and IBM Watson e U.S. Bureau of Labor Statistics
Health: Community Needs Index e U.S. Department of Agriculture:

e Feeding America: Map the Meal Gap Food Access Research Atlas
Study e U.S. Census Bureau

e Health Resources and Services - Small Area Income and Poverty
Administration Estimates (SAIPE) Program

e Centers for Disease Control and - Small Area Health Insurance
Prevention (CDC) Estimates (SAHIE) Program

The original sources collected data through surveys or electronic health record systems, and
results are often a snapshot in time. The data are self-reported unless otherwise indicated. Each
indicator used the most recent data point available for each data source. Multiple years of data
were used to calculate the estimates with a larger sample size and more precision. The
estimates were calculated by the original data source for all secondary data.

THI selected quantitative data for inclusion in this report based on the availability of confidence
intervals at the state and national levels, which allowed THI staff to determine statistical
significance (e.g., whether the county-level value was better or worse than the state or national
value). For some variables, such as “Adult Obesity,” the confidence intervals were not available
at the state or national levels. Consequently, statistical significance could not be calculated. If,
however, the county-level value was notably higher than the state and national average, the
value was included in this report.

Confidence intervals are included in graphs when data for an indicator has a small population
sample. The smaller the population sample, the less certainty about the actual number for the
total population, resulting in overlapping confidence intervals. It can be hard to determine any
significant change when confidence intervals overlap between categories, such as race and
ethnic groups. Some indicators are broken down by geography based on ZCTAs, as ZIP code is
a common variable across many local and state datasets. A reference map is included in the
demographics section. The data analysis typically consisted of calculating proportions and

rates, with a 95% confidence interval where appropriate.
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SENSEMAKING SESSIONS

THI facilitated a series of three sensemaking sessions with SDF in January and February 2022.
These sessions were iterative and included SDF staff and board members and at least one
community leader from Bastrop, Caldwell, and Hays Counties. The sensemaking process
provided a structured opportunity for SDF staff, board, and community leaders to begin to sort
and make sense of a large amount of information included in the CHNA and to develop a
shared understanding of possible needs and actions. It also provided an opportunity for
feedback prior to finalization of the 2021-22 final report.

DATA CONSIDERATIONS AND LIMITATIONS

As with all data collection, there are several limitations that should be acknowledged. Different
data sources use different ways of measuring similar variables. There may be a time lag for
many data sources from the time of data collection to data availability. Some data are not
available by specific groups or at the granular geographic level due to the small sample size.

Crucially, most quantitative data used were collected prior to 2020 and the COVID-19
pandemic, whereas qualitative data were collected in fall 2021. This asynchronicity should be
considered when applying the findings of this report, as some quantitative values may have
changed between the most recently available year and fall 2021.

Additionally, qualitative data collection occurred through virtual key informant interviews and
focus groups for the safety of staff and participants. This presented a challenge with both
recruitment and facilitation of the interviews. Many of the community leaders who helped recruit
participants, or who served as key informants, were overwhelmed by responsibilities related to
the pandemic. THI staff did extensive outreach to various leaders of community-based
organizations in Caldwell County and potential participants; organizational leaders and residents
alike frequently declined participation for a variety of reasons, including research fatigue and
fear of exploitation.

In addition, internet access or access to a device that would allow for zoom inhibited some
potential focus group participants. Furthermore, in some instances interviews were cancelled
due to COVID-19 exposure or infection.

LANDSCAPE AND CONTEXT

Caldwell County is located at the southern tip of Travis County and shares borders with Hays,
Bastrop, Gonzales, and Guadalupe counties. There are three county subdivisions: Lockhart
(north), Martindale (west), and Luling (southeast). Lockhart is the county seat. Seven ZCTAs
are primarily located within Caldwell County’s boundaries: 78616 (Dale), 78632 (Harwood),
78644 (Lockhart), 78648 (Luling), 78653 (Rosanky), and 78756 (Maxwell).
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Figure 1 shows the boundaries of these seven ZCTAs. These ZCTAs are the basis of sub-
county analysis throughout this report.

Figure 1
Caldwell County ZIP Code Tabulation Areas

_Seguin

Source. U.S. Census Bureau, 2021. Map built with ArcGIS.com.
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Demographics

Demographics of the community significantly affect its health profile as different race/ethnicity,
age, and socioeconomic groups have unique needs and require different approaches to health
improvement efforts. All demographic estimates are sourced from U.S. Census Bureau
American Community Surveys unless otherwise indicated.

POPULATION

In 2020, 45,883 people called Caldwell County home, an increase of 7,817 people from 2010.
Figure 2 displays the total population density by Census tract of households in Caldwell County.
The larger dots indicate a greater number of people in that tract area. The Lockhart county
subdivision has the greatest number of people in the county.

Figure 2
Population Concentration by Census Tract
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Source. American Community Survey, 2019. Map built with ArcGIS.com.

Between 2010 and 2019, Caldwell County experienced a 12.6% rate of growth in population
size. This growth rate is nearly twice as high as the national average (6.8%) for the same time
period, although lower than Texas (16.2%).

The Rosanky ZCTA has a population of 24,313, although the majority of this ZCTA is located in
Bastrop County. The Lockhart ZCTA is the most populous ZCTA that is fully within Caldwell
County, with 18,390 people as of 2019. The next two largest ZCTAs are Dale (8,918 people)
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and Luling (8,148 people). The Dale ZCTA has experienced the highest rate of growth (63.7%)
between 2010-2014 and 2015-2019. The Rosanky ZCTA grew by 35.3% and the Maxwell ZCTA
by 10.1%. Between 2010-2014 and 201-2019, two ZCTAs experienced a decline in population
size: including Martindale (-29.0%) and Luling (-1.1%).

Figure 3
Population by ZCTA, 2010-2014 and 2015-2019
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25,000
20,000
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4,006
5,000 2,194 2,416 2,845
930 1,003 . 7
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m2010-2014 ®2015-2019
Source. U.S. Census Bureau, American Community Survey, 2010-2014 and 2015-2019.

This data is consistent with qualitative findings from focus groups and key informant interviews.
Participants noted the population growth in Caldwell County due to the surge in the nearby
Austin housing market. As that housing market grows, there have been more people moving
into the county and purchasing properties at rates that make the property values and general
costs of living unaffordable to long-time residents, especially Black/African American and
Hispanic/Latinx community members.

“‘What I'm seeing going on in my community, where my mom's house still
resides, is that they're building big two story houses next to your shack...
to push you out, you know, because your taxes are going to rise.”

-Key Informant
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AGE

As shown in Figure 4, 23.2% of Caldwell County is under 18-years old, which is slightly higher
than the United States (U.S.) (22.3%) and lower than Texas (25.5%). Additionally, 14.9% of
Caldwell County is over 65-years old, which is smaller than the U.S. (16.5%) and slightly greater
than Texas (12.9%).

Figure 4
Age Distributions: Caldwell County, Texas, and U.S.
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Source. U.S. Census Bureau Population Estimates Program, 2020.

RACE AND ETHNICITY

Figure 5 displays the racial and ethnic composition of Caldwell County, with 55.5% of people
identifying as Hispanic/Latinx; 36.1% of people identifying as White/Non-Hispanic; 4.8% of
people identifying as Black/African American; % of people identifying as Asian; and 0.3 % of
people identifying as American Indian/Alaska Native (AIAN).

In 2010, people who identified as Hispanic/Latinx represented 47.2% of the total population in
Caldwell County, while in 2020 this group represented 55.5% of the county’s population.
Conversely, the White/Non-Hispanic population of Caldwell County was 44.2% in 2010 and
36.1% in 2020. The American Indian and Alaska Native (Al/AN) population experienced the
largest percentage of growth (43.3%; 90 to 129 people), followed by the Hispanic/Latinx
population (42.1%; 17,922 to 25,468 people).
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Figure 5
Race and Ethnicity of Caldwell County Residents
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Source. U.S. Census Bureau 2020 Decennial Census Population Estimates.

Table 1
The Hispanic/Latinx Population Experienced the Most Growth in Caldwell County During 2010-2020

Race or Ethnicity 2010 2020
American Indian / Alaska Native  0.2% 0.3% 1t
Asian 0.9% 0.5% *
Black 6.5% 4.8%
Hispanic 47.1% 55.5% 4+
White 44.2% 36.1%

Source. U.S. Census Bureau 2010 and 2020 Decennial Census Population Estimates.

IMMIGRATION, PRIMARY LANGUAGE, AND LIMITED ENGLISH PROFICIENCY

In Caldwell County, 11.2% of people were born in a country other than the U.S. Of these, 70.4%
are not a U.S. citizen. This indicates that 7.9% of people in Caldwell County are not U.S.
citizens. This map displays Caldwell County by Census tract. The colors indicate the racial or
ethnic group of people with the highest proportion of the population within the given tract.
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For example, in the northern area of the county, Hispanic/Latinx people make up the largest
proportion of the population. Only the two racial and ethnic groups with the highest proportion of
the population are displayed.

Figure 6
Hispanic/Latinx Population is the Predominant Racial/Ethnic
Population in Half of Caldwell County Census Tracts

2 o) » 21 Census % %
; 2 Tract Hispanic/Latinx White
1 68.7% 28.0%
2 63.4% 27.9%
. 3 43.8% 45.6%
4 54.3% 34.0%
5 40.0% 52.1%
6 18.0% 79.4%
7 48.7% 41.4%
8 53.7% 36.8%

Source. American Community Survey, 2015-2019. Map built with ArcGIS.com View online: https://arcg.is/TuSXDu0.

English is the most common language spoken at Figure 7
home (64% of households), followed by Spanish Residents 5-Years and Older who are
(35.2%). Additionally,12.0% of people in the county Limited English Speaking: Caldwell County,
over 5-years old reported having limited English Texas and U.S.
proficiency. This is slightly less than Texas (13.7%),
but higher than the U.S. (8.4%) (see Figure 7). 15%
12.0%
These findings augment the qualitative findings,
which indicated that many Spanish-speaking 10% 8.4%
community members in Caldwell County face
language barriers. Focus group participants 504
reported needing more
Spanish-speaking providers, or providers with 0%
accommodating translation services. Additionally, Caldwell ~ Texas u.s.

participants mentioned that health care language, County

including language used on pamphlets or
educational materials, is confusing and difficult
to understand or apply.

Source. American Community Survey,
2015-2019.
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Social Determinants of Health

The communities in Caldwell County are impacted by many social determinants of health.
Social determinants of health are the conditions in which people are born, grow, work, live, and
age, as well as the wider set of systems and structures that shape daily life

SOCIAL VULNERABILITY AND COMMUNITY NEEDS INDICES

The Center for Disease Control developed the Social Vulnerability Index (SVI) to measure the
potential negative effect on communities caused by external stresses, such as disease
outbreaks or human-caused disasters. A number of factors, such as poverty, lack of access to
transportation, and crowded housing may weaken a community’s ability to prevent human
suffering and financial loss during a disaster. These factors are known as measures of social
vulnerability.

CDC uses 15 U.S. census variables to help local leaders identify communities that may need
support before, during, and after a natural or human-caused disaster or disease outbreak.
These 15 variables are grouped into four separate vulnerability indices across: (a) housing and
transportation measures, (b) minority status and language measures, (c) household composition
measures, and (d) socioeconomic measures. The four indices are also combined to create an
overall index. The index ranges from 0 to 1, with O indicating the lowest vulnerability and 1 the
highest vulnerability.

Caldwell County’s SVI score of 0.8732 indicates a high level of vulnerability. The indices with
the highest level of vulnerability in the county are the socioeconomic measures (0.9631) and
household composition measures (0.9583). There is variability within the county, with scores
ranging from high vulnerability in the Luling, Maxwell, and northern Lockhart areas, to low-to-
moderate vulnerability in southwest Lockhart and the eastern edge of the county (Figure 8).

Ee

Neighborhood
and Built
Environment

Health Care
and Quality

lv Social Determinants of Health

Education Economic Source. Centers for Disease Control

Access and Stability .
Quality and Prevention.
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Figure 8
Social Vulnerability Index in Caldwell County
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Source. Centers for Disease Control and Prevention.

The Community Needs Index (CNI) was jointly developed by Dignity Health and IBM Watson
Health™ to assist in gathering vital socio-economic factors in a community. Based on
demographic and economic statistics, the CNI provides a score for every populated ZIP code in
the United States on a scale of 1.0 to 5.0. A score of 1.0 indicates a ZIP code with the least
need, while a score of 5.0 represents a ZIP code with the most need compared to the U.S.
national average (score of 3.0). The CNI is strongly linked to variations in community health
care needs and is a good indicator of a community’s demand for a range of health care
services. The CNI score is an average of five different barrier scores (income, cultural,
education, insurance, and housing) that measure various socio-economic indicators of each
community using the 2021 source data.

e Every populated ZIP code in the United States is assigned a barrier score of 1-5
depending upon the ZIP code national rank (quintile).

e A score of 1 represents the lowest rank nationally for the statistics listed, while a score of
5 indicates the highest rank nationally.

e For all barriers, ZIP codes with scores of 1 or 2 have a smaller percentage of the
population facing the barrier than the national average, while ZIP codes with a score of 4
or 5 have a higher percentage. ZIP codes with a score of 3 have a similar percentage of
the population as the national average.
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Figure 9
Caldwell County Community Needs Index
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Source. Dignity Health Community Needs Index, 2021. Retrieved from CNI.DignityHealth.org.

INCOME

Median household income reflects the relative affluence and economic prosperity of an area.
Areas with higher median household incomes are more likely to have a greater share of
educated residents and lower unemployment rates, compared to areas with lower median
household income.

Figure 10 displays the median household income of Caldwell County compared to Texas and
the U.S. The median household income in Caldwell County was $66,128 in 2020, which was
higher than the Texas median ($66,048) but lower than the U.S. as a whole ($67,340). The
median income in Caldwell County rose $10,827 in a single year, from $55,301 in 2019, and
was previously lower than both the Texas and U.S. median.

The median household income in Caldwell County is lowest among all the other counties in the
Austin-Round Rock Metropolitan Service Area, including Hays ($77,511), Travis ($82,605),
Williamson ($91,507), and Bastrop ($74,612).

CALDWELL COUNTY 2021-2022 Community Health Needs Assessment 26



Figure 10
Median Household Income in Caldwell County was Lower than Both Texas and U.S. in 2020
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Source. U.S. Census Small Area Income and Poverty Estimates Program, 2020.

There are income disparities between racial and ethnic populations in Caldwell County. In 2019,
the most recent year where household income by race and ethnicity is available at the county
level, median household income for Hispanic/Latinx households was $52,200, which was lower
than both Texas and the U.S. Similarly, white households in Caldwell County had a median
income of $55,831, which was lower than both Texas and the U.S. Black/African American
households in Caldwell County had a median income of $51,265 in 2019, which was similar to
Black/African American households in Texas and the U.S., but was the lowest of the racial and
ethnic groups in Caldwell County.

Figure 11
In 2019, Black/African American and Hispanic/Latinx Households in Caldwell County
Had the Lowest Median Income
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Source. U.S. Census Small Area Income and Poverty Estimates Program, 2020.
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POVERTY AND ALICE

The U.S. Census Bureau sets federal poverty thresholds every year, which vary by size of
family and ages of family members. A high poverty rate is both a cause and consequence of
poor economic conditions. A high poverty rate indicates that local employment opportunities are
not sufficient to provide for the local community. Through decreased buying power and
decreased tax revenue to the county, poverty correlates with lower quality schools and
decreased business survival.

Caldwell County has a higher percentage of households living below the Federal Poverty Level
(FPL) (15%) than both Texas (14%) and the U.S. (13%). At the individual level, a higher
percentage of Black/African American (40.1%) and Hispanic/Latinx individuals (22.0%) live
below the poverty level in Caldwell County compared to Texas or the U.S. which affects health
outcomes and access to health care for Black/African American and Hispanic/Latinx residents.
Although similar to state and national poverty rates, the Caldwell County Average masks
important differences at the sub-county ZCTA level.

Within Caldwell County, the Luling and Maxwell ZCTAs have the highest proportion of people
living in poverty. As displayed in Figure 12, these ZCTAs have more than 15% of households
living below FPL. This map displays Caldwell County and the surrounding areas, with ZCTAs
outlined in black. The ZCTAs in green indicate an area where more than 15% of the population
lives below the FPL. This threshold indicates a higher rate of people living in poverty, compared
to the county average (15%). In Caldwell County, the Luling and Maxwell ZCTAs have the
highest rate of people living in poverty.
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Figure 12
ZCTAs in Caldwell County with Greater than 15% of Households Living Below FPL
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While poverty is an important measure, it is also important to understand the portion of residents
who live below the federal poverty level but who earn less than the basic cost of living for
Caldwell County, measured as ALICE.

ALICE is an important indicator of economic insecurity because it identifies the prevalence of
households who struggle to afford essentials like food, housing, or health care, and yet do not
meet income qualifications for public assistance programs, such as Supplemental Nutrition
Assistance Plan (SNAP). Basic costs of living are defined as the bare-minimum costs for
housing, childcare, food, transportation, health care, and a smartphone plan.

e In 2018, 15% of Caldwell County households fell below the poverty line while another
39% of were in the ALICE category. In total, over half of the households in Caldwell
County (54%) live below the ALICE threshold.

e Families with children are most likely to fall below the ALICE threshold in Caldwell
County due to either living in poverty or being ALICE (56%).

County-level ALICE data masks important intra-county differences. The Luling area in the south
of Caldwell County has the greatest percentage of households living below the ALICE threshold
(58%), followed by Martindale (56%) and Lockhart (52%). This information may be used to
target priority areas for initiatives directed at addressing economic disparities that affect health
care access and outcomes.
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This data is also consistent with qualitative findings, which indicated that the Luling area has a
greater need for free and reduced-cost health care services.

Figure 13
The Percentage of Caldwell County Households Living Below the Poverty Level and ALICE Threshold is
Highest in ZCTA 78656
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Source. United for ALICE.

UNEMPLOYMENT

The rate of unemployment is an indicator of economic insecurity experienced by a community.
Unemployment can affect an individual’s physical and mental health, as well as their ability to
access and engage with health care services.

As with most of the state and nation, the rate of unemployment in Caldwell County peaked in
April 2020 due to the COVID-19 pandemic. At this highest point, the unemployment rate was
10.4% in Caldwell County, compared to 12.9% in Texas and 14.8% in the U.S. Since April 2020,
the rate of unemployment in Caldwell County closely followed both the state and national
trends, with rates of unemployment steadily declining through October 2021. As of October
2021, the unemployment rate in Caldwell County was 4.0%, compared to 5.4% in Texas and
4.6% in the U.S.
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Figure 14
Unemployment in Caldwell County, Texas and U.S.: January 2020-October 2021
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Source. U.S. Bureau of Labor Statistics.

Those most impacted by the pandemic have been workers in service industries. While local
data is not available, at the national level, Hispanic/Latinx women (21%), immigrants of all races
and ethnicities (19%), young adults ages16-24 years old (25%), and those without any college
education (21%) have experienced the greatest job loss during the initial surge in
unemployment early in the pandemic.?

Workers in service industries were the most affected by loss of employment due to the
pandemic. While local unemployment data is not available for race and ethnicity, at the national
level, Hispanic women (21%), immigrants of all races and ethnicities (19%), young adults ages
16-24 years old (25%) and those without any college education (21%) experienced the greatest
job loss during the initial surge in unemployment early in the pandemic.® These data are
supported by qualitative findings in Caldwell County. Focus group participants and key
informants described that many community members have lost their jobs or had reduced hours

during the pandemic. This has created financial vulnerabilities and impacted mental health for
many community members.

3 Kochhar, R. (2020). Hispanic women, immigrants, young adults, those with less education hit hardest by COVID-19
job losses. Pew Research Center. https://www.pewresearch.org/fact-tank/2020/06/09/hispanic-women-immigrants-
young-adults-those-with-less-education-hit-hardest-by-covid-19-job-losses/.
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HOUSING

Focus group participants and key informants frequently mentioned the lack of affordable
housing in Caldwell County as a key concern. Participants noted that housing has become
increasingly unaffordable in the county, largely due to the surge in the nearby Austin housing
market. As that market grows, there have been more people moving into Caldwell County and
purchasing properties at rates that make the property values and general costs of living
unaffordable to long-time residents. This has especially affected Black/African American and
Hispanic/Latinx community members.

“What I'm seeing going on in my community, where my mom's house still
resides, is that they're building big two story houses next to your shack...
to push you out, you know, because your taxes are going to rise.”

— Key Informant

Note: Due to the lag of 1-2 years in the availability of housing data, we can only provide a partial
picture of the rising cost of housing up until 2019. The focus groups and key informant
interviews highlighted a more heightened housing affordability crisis that has unfolded during
the last two years (2020-21) because of the influx of residents from nearby counties in search of
lower housing costs.

e Both median rents and the value of owner-occupied homes in Caldwell County have
risen significant in the past five years (2010-2014 to 2015-2019).
e While median rent in the county was $776/month on average between 2010-2014, it has
increased 18.6% to $920/month over the latter five-year period.
e The median value of owner-occupied homes increased 36.5% over the same period
from $106,100 to $144,800.
e Important differences exist at the ZCTA level.
- The 78648 ZCTA (Luling) experienced the greatest 5-year growth doubling its in
median home value (2015-2019 median home value was $157,900).
- Median gross rent for all types of units saw the greatest growth in 78656 (70.9%),
although 78616 had the highest median gross rent in ($1,032) in 2015-2019. Figures
15 and 16 depict these changes over time.
e Recent data from the Austin Board of Realtors is more indicative of the housing
affordability crisis over the last two years:
- Between November 2020 and 2021, the median price of homes sold in Caldwell
County increased 29.0% to $265,109. In November 2019, the median price of homes
sold in the county was $185,000.
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Figure 15
Median Value of Owner-Occupied Homes in Caldwell County, 2010-2014 vs. 2015-2019
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Source. U.S. Bureau of Labor Statistics.

Figure 16
Median Gross Rent in Caldwell County, 2010-2014 vs. 2015-2019
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SEVERE HOUSING BURDEN

On average, Caldwell County Residents spend 20% of their monthly income on housing costs.
However, 14% spend more than 50% of their monthly income on housing costs, limiting their
ability to afford necessities such as food, transportation and health care. This rate has increased
17.3% in the past five years, with 509 more households experiencing “severe housing cost
burden” in 2015-2019 compared to 2010-2014.

e In 2015-2019, an estimated 1,884 households in Caldwell County spent more than 50%
of their monthly income on housing. This is an increase of 511 households, from 1,373
households in 2010-2014.

e 17% of households in Caldwell County experience one or more of the following:
overcrowding, housing costs that are greater than 50% of monthly income, lack of
kitchen facilities or lack of plumbing facilities (2013-2017).

HOUSING INSTABILITY

The Housing Stability Index (HSI) quantifies the extent of housing stability in either renter- or
owner-occupied units due to missed or deferred housing payments, such as rent or mortgage. If
an area is considered “at risk,” this indicates that a high percentage of residents are unable to
make regular housing payments and may face eviction and homelessness. The HSI compares
stability to a baseline period of January 2020, which was prior to the COVID-19 pandemic in the
U.S.

In Caldwell County, the HSI value is 0.96 as of September and October 2021. This indicates
that 4% fewer households are considered stable, compared to January 2020, and may therefore
be at risk of eviction or foreclosure. The majority (3.1%) of these households are renters, versus
owners.

The implication of this data is that more households in Caldwell County are experiencing
housing instability due to costs, compared to recent years. This is consistent with qualitative
findings. Focus group participants and key informants reported that the lack of affordable
housing in the county has increased financial stress for many families, which impacts physical
and mental health.

EDUCATION

In Caldwell County, fewer adults 25 years and older have a high school degree or higher
(78.2%) compared to Texas (83.7%) or the U.S. (88.0%). Furthermore, there are racial and
ethnic disparities in educational attainment. Only 64.4% of Hispanic/Latinx adults 25 or older
have completed at least high school, compared to 84.3% of Black/African American and 90.5%
of white community members in Caldwell County.
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Figure 17
Hispanic/Latinx residents of Caldwell County are the Least Likely to Graduate from High School
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Source. American Community Survey, 2015-2019.
Note: With the exception of Non-Hispanic whites, all other racial groups include individuals who identify as both
Hispanic and Non-Hispanic.

TRANSPORTATION

Transportation barriers, specifically the lack of transportation services available, was the most
frequently mentioned structural barrier by focus group participants. In fact, Caldwell County has
a Transit Connectivity Index score of zero, which indicates the county has the lowest possible
public transit infrastructure.

The lack of public transit options inhibits people’s ability to get to grocery stores, jobs, social
engagements, and health care appointments. When asked how community members typically
get to doctor’s appointments, one focus group participant said, “We have to find an Uber or
whatever we can each time, because we always need someone to take us. In reality, there is no
transportation.” A key informant said, “The lack of transportation impacts [people’s] ability to get
specialized care that maybe they need, and the ability to [do] follow-up care.”

“We don’t have public transportation here at all.
I don’t even know if we have a taxi service.”
— Key Informant
Despite a lack of public transit options, an estimated 4.3% of households in Caldwell County do

not have access to personal transportation. This rate is higher in the Luling area (78648), at
5.9%, followed by the Lockhart area (78644) at 5.6%. Focus group participants mentioned that
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costs are the main inhibitor for personal transportation. On average, of 24% of household
income in Caldwell County is spent on transportation costs.* As a result of expensive personal
transportation costs, in combination with a lack of public transportation options, it is common for
community members to use ambulances to get to the hospital for non-emergent illnesses.

Figure 18 highlights the Lockhart area ZCTA that is officially designated by the U.S. Department
of Agriculture as a neighborhood that is low income, has limited food access, and at least 100
households are located more than ¥2-mile from the nearest supermarket and have no vehicle

availability.

Figure 18

Lockhart Area Designated as Low Income, No Vehicle Availability, and Low Access to Supermarkets

/- Low Income and Low Access Using Vehicle
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Source. U.S. Department of Agriculture, Food Access Research Atlas, 2019.

4 Household transportation costs are calculated as the sum of auto ownership costs, auto use costs, and public
transit costs. This calculation illustrates the transportation cost burden placed on a typical household. Source.

https://htaindex.cnt.org/
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FOOD INSECURITY

Food insecurity is defined by the ACS as the percentage of the population who lack adequate
access to food. Food insecurity impacts health in two primary ways:

1. By making it difficult for individuals to maintain healthy diets that are instrumental to
managing and preventing chronic conditions, such as diabetes; and

2. By leading individuals to forgo costly medications in order to feed their families. A further
indication of food insecurity is the percentage of the population who uses SNAP, which
provides financial support for purchasing food.

In 2019, 14.8 % of Caldwell County residents lacked adequate access to food, amounting to
approximately 6,230 food insecure people. This is slightly more than the statewide rate (14.1%)
but higher than the rate for the U.S. as a whole (10.9%).

The pandemic has had a notable impact on food insecurity. The number of people experiencing
food insecurity has fluctuated greatly since January 2020 due to the impact of the loss of life or
increased unemployment, followed by an increase in federal protections like the American
Rescue Plan Act of 2021 (ARPA) or eviction moratoriums.

e At the national level, the number of adults going without enough food has changed from
9.5% in April 2020, to 13.4% in December 2020, then to 8% in April 2021.

e As of March 2021, Texas had the highest projected number of people living in food-
insecure households for 2021 (4.7 million people), compared to all other states. This
represents a 16.5% rate of projected food insecurity for Texans in 2021.

e Specific to Caldwell County, projections from Feeding America’s Map the Meal Gap
study indicate an increase in food insecurity from 14.8% in 2019 to 16.9% in 2021.

Qualitative findings in Caldwell County also suggest that the pandemic has limited free food
services, such as Meals on Wheels or school-based lunch programs, increasing the prevalence
of food insecurity. Furthermore, focus group participants and key informants said that food
pantries often have too many barriers, including limited hours or requirements for identification
and paperwork. Participants also reported that the cost of food is a barrier to many community
members and organic food options are especially cost-prohibitive. Many community members
find that gas stations or dollar stores are more accessible financially, or transportation-wise,
compared to grocery stores like Wal-Mart or H-E-B.

“You can throw all the education and all the things at [people],
but if they can't afford to buy the fruits and vegetables that
you're telling them they need to eat for their diabetes, then you
just wasted a piece of paper, because they cannot do that.”

— Key Informant
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INTERNET ACCESS

Broadband internet connection allows an individual to connect to the Internet without relying on
cell phone data, which is more expensive. Additionally, the technological infrastructure for wi-fi
does not yet exist in many rural communities. Measuring access to the internet is an important
indicator for equity because a person’s ability to connect to the internet will directly affects their
access to employment, education, social engagement, public benefits, health care, and more.

Focus groups and key informant interviews indicated that some areas of Caldwell County do not
have reliable broadband access or mobile services that allow Internet connection. Participants
described that this inhibits people’s ability access telehealth visits, virtual school, or social
gatherings.

DISPARITIES IN INTERNET ACCESS

Quantitative data illustrates that there is a significant disparity in broadband internet access in
Caldwell County.

¢ While 40.3% of the population has Internet access via broadband, access is highest
among white community members (74.4%), compared to 50.1% of Black/African
American and 71.7% of Hispanic/Latinx community members.

e One-quarter (25.5%) of households in Caldwell County do not have any internet access,
meaning no one in the house can connect to the internet using a paid or free service
(such as Broadband or a public library, respectively).

Figure 19
Black/African American Households in Caldwell County Have the Lowest Rates of Internet Access
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Source. American Community Survey, 2015-2019.
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Half of the households without Internet access are Black/African American, while only 27.2% of
the households are Hispanic/Latinx and 25.2% of the households are white. This indicates that
Black/African American households in Caldwell County experience the greatest disparities
regarding Internet access. This may lead to disparate access to resources, socialization, and
other opportunities for Black/African American community members in Caldwell County.

RACISM AND DISCRIMINATION

While there is not quantitative data regarding the prevalence of racism and discrimination in
Caldwell County, findings from the key informant interviews and focus groups suggest many
community members face significant issues in this area. Participants described the history of
race-based discrimination throughout the community, which has included segregation, police
brutality, and inadequate access to services like parks and hospitals in areas with more people
of color.

One participant described the negative impact of local leaders or organizations who are
uneducated about cultural priorities and histories of Black/African American communities in
Caldwell County. As an example, the participant observed that organizational leaders or health
care providers who are white have acted “intimidated” by Black/African American communities
or insisted on police presence at clinics in historically Black neighborhoods, which further
erodes trust in health care providers among Black community members.

“This is also a community that has a confederate monument on the
courthouse lawn ... you're literally confronting a very large, and
intentionally present, romantic nod to the antebellum South.”

— Key Informant

Participants also described the frequency with which immigrant communities experience
discrimination. Multiple key informants mentioned that people within immigrant communities
often do not feel comfortable attending community events or resource fairs where they will be
asked to provide identifying information. Focus group participants described feeling intimidated
by medical providers for similar reasons. These community members fear deportation or other
consequences associated with their or family member’s immigration status. Furthermore, one
key informant mentioned that, as a consequence of these experiences with discrimination and
fear, many immigrant communities “settle into the most rural parts of Caldwell County,” making
them further isolated.

“‘Sometimes we [immigrants] do feel very abandoned. Like we don’t
exist. Like we are always in the shadows for everything.”

— Focus Group Participant
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Community Assets and Strengths

Caldwell County has many community assets that should be considered as part of the
community health needs assessment. In interviews and focus groups, participants mentioned
that the community has a history of resiliency after experiencing various natural disasters over
recent years. One key informant said that Caldwell County is full of individuals who see the
needs of the area and genuinely desire to help.

HEALTH CARE ORGANIZATIONS

Caldwell County is home to three Ascension Seton health care sites, including two in Lockhart
and one in Luling. In Lockhart, the Ascension Seton Health Center on Church Street provides
primary care and diagnostic services and the Ascension Seton Lockhart Health Center on
Colorado Street provides routine care. The Edgar B. Davis Hospital in Luling is a general acute
facility with a 24/7 emergency room. Also, although not in Caldwell County, focus group
participants also noted driving long distances to CommuniCare Clinics in Kyle, San Marcos and
Austin to access affordable health care.

Additionally, Caldwell County has three National Health Service Corps (NHSC) sites. This
designation is given by HRSA for a clinical site, typically an FQHC, which is located within a
Health Professional Shortage Area (HPSA) and can provide services to people without regard
for their ability to pay. The NHSC sites in Caldwell County are:

e Lockhart Family Practice Center
e Luling Community Health Center
e Luling Community Dental Center

Lockhart Family Practice Center, operated By Community Health Centers of South Central
Texas, Inc., is the only FQHC in Caldwell County.
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Figure 20
National Health Service Corps sites in Lockhart and Luling
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Source. Health Resources and Services Administration, 2021. Map built with UDSMapper.org.

CHURCHES AND FAITH-BASED ORGANIZATIONS

Focus group participants said one strength of the county is the network of churches from many
denominations that often work together to meet community needs, including by distributing food
and clothing and conducting home visits to struggling or isolated community members. The
following churches and faith-based organizations were mentioned as valuable resources for the
community:

e Caldwell County Christian Ministries and Caldwell County Foodbank
e Lamb and Sheep Ministries

e First United Methodist Church of Luling (Wesley Nurse program)

e St. Vincent DePaul ministry at St. Mary’s Catholic Church

e St. John the Evangelist Catholic Church of Luling
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The maps below display the geographic distributions of places of worship within Lockhart and
Luling.

Figure 21
Places of Worship in Lockhart (left) and Luling (right)
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Source. OpenStreetMap Amenities for North America. Retrieved December 17, 2021.

NONPROFITS AND COMMUNITY ORGANIZATIONS

Nonprofits and community-based organizations in Caldwell County play a vital role in building
healthy communities by providing educational, health, and social services to community
members. Focus group participants identified various local organizations and agencies that
have been instrumental in providing resources to address general needs as well as needs that
have arisen during the pandemic. Below is a list of organizations identified by participants:

e Lockhart Independent School District
e Lockhart Learning Center

e Meals on Wheels

e Texas Workforce Commission
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PARKS

Caldwell County has a lot of natural space, which can provide opportunities for physical activity,
time in nature, and places for community events. In Luling, 62% of people live within a ten-
minute walk of a park and in Lockhart, 27% of people live within this radius. Although, this data
suggests there is broad access to natural spaces, it is important to note that qualitative findings
provide more context.

e Focus group participants described that Caldwell County has few outdoor spaces such
as parks or walking trails that feel safe and accessible.

e Existing parks were described as outdated, poorly lit, or full of trash.

e Participants described a desire for more air-conditioned indoor spaces, like gyms or a
recreational center that could provide exercise classes, sports events, or cooking
classes.

e Participants noted that such a center would need to be affordable for people with lower
incomes.
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Priority Health Needs and Barriers to
Care

The following section highlights health issues and barriers to health care access and healthy
lifestyles experienced people in Caldwell County that St. David’s HealthCare could potentially
influence through policy or system-level changes and collaboration with community partners.

KEY HEALTH ISSUES

Both qualitative and quantitative data highlight similar priorities related to prominent health
issues and chronic diseases in Caldwell County.

DIABETES

Diabetes was the most commonly mentioned health condition in focus groups and interviews.
According to the United States Diabetes Surveillance System (USDSS), Caldwell County has a
higher prevalence of adults aged 20 and above who report having diagnosed diabetes (13%),
compared to Texas (10%).

Figure 22
More Adults Living with Diabetes in Caldwell County Compared to Texas
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Source. United States Diabetes Surveillance System, 2017.
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Focus group participants and key informants alike frequently mentioned diabetes in relation to
other issues within the county, such as lack of affordable preventative health care or lack of
affordable, healthy food. One key informant described that diabetes, as well as hypertension,
“drive a lot of our ED [emergency department] visits, as well as hospitalizations.”

Another informant mentioned that diabetes is perceived as most prevalent among the “African
American populations, the Hispanic [populations], and minorities in the southern part of the
county,” as well across generations, with younger age groups showing early risk factors. The
geographic burden of diabetes is displayed in Figure 23, which confirms qualitative findings that
suggest the southern region of the county has the highest prevalence.

In addition, quantitative data for Public Health Region 7 (the region in which Caldwell County is
located) indicate the underpinnings of these differences are likely socioeconomic in nature,
rather than due to race and ethnicity.

e Texan adults in Public Health Region 7 with less than a high school education (21.4%)
are over two and three times more likely to have diabetes than those with at least some
college education (8.4%) and those who have graduated college (6.8%), respectively.

e Adults earning less than $50,000 per year are more than twice as likely to have diabetes
as those who earn more than $50,000 or more annually (16.5-16.8% vs. 6.5%).

Figure 23
Areas of Caldwell County with the Highest Prevalence of Diabetes
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This map displays Caldwell County and the surrounding areas, with ZCTAs outlined. ZCTAs
that are colored indicate that more than 13% of the population over 18 years has ever been told
they have diabetes, which is higher than the county-level prevalence. These areas could be
prioritized for interventions related to diabetes.

Figure 24
Diabetes Prevalence by Income and Education Attainment, Adults: TX Public Health Region 7
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HYPERTENSION

Hypertension was mentioned second most frequently by key informants and focus group
participants as a priority health issue for the county. As with diabetes, participants noted that a
high prevalence of hypertension is often due to barriers such as lack of affordable preventative
health care and food insecurity. Additionally, hypertension was noted as common across
generations but seemed to be the most prevalent among Black/African American and
Hispanic/Latinx community members.

Approximately 34.6% of adults in Caldwell County have ever been told they have high blood
pressure, according to data from BRFSS (2019). This percentage is higher in the Luling ZCTA
(37.7%) compared to the Lockhart ZCTA (33.8%), which confirms qualitative findings that
suggested a greater burden of hypertension in the southern part of the county.
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OBESITY

Focus group participants and key informants also mentioned obesity as a priority health concern
in the county, although it was mentioned less frequently than diabetes or hypertension.

e In 2019, the prevalence of obesity among adults ages 18+ in Caldwell County was
38.1%, which is higher than Texas (31.4%) and the U.S. (29.7%); however, with almost
1 in every 3 adults in the U.S. being obese, it is a common issue everywhere.

e Caldwell County’s rate of adults with obesity has risen more quickly than Texas or the
U.S. over the last decade — in 2013 the county rate was 26%.

e The Dale, Maxwell, and Martindale ZCTAs have a higher prevalence of obesity
compared to the county overall.

MENTAL HEALTH AND SUBSTANCE USE

Participants frequently mentioned concerns about mental illness, including depression, anxiety,
or substance use disorders. Notably, participants reported that the prevalence of mental
illnesses seems to be “worse than ever,” largely due to increased loneliness, desperation,
trauma, and lack of support throughout the COVID-19 pandemic. According to participants,
younger community members like children and teens are experiencing depression and anxiety
at very high rates. Furthermore, participants described that there is a general stigma around
mental health care, particularly among Black/African American and Hispanic/Latinx populations.

e According to modeling using 2019 BRFSS data, almost 1 in 5 (19.8%) adults in Caldwell
County have been diagnosed with a depressive disorder at some point in their lives.
Hispanic adults are less likely to report a depression diagnosis than white adults.

e In 2019, 15.0% of Caldwell County adults reported their mental health as being “not
good” 14 days or more in the past 30 days, a rate slightly higher than the state and
national average (12.2% and 13.8% respectively).

e Rates of mental iliness, thoughts of suicide and receipt of mental health services are
similar in Public Health Region 7a (of which Caldwell County is a part) as Texas. Data
for these indicators are not available at a county level.

Another measurement from BRFSS is the average number of days people report having poor
mental health within the last 30 days. A higher number of mentally unhealthy days may indicate
that an individual has a mental disorder, whether diagnosed or undiagnosed, which could
interfere with their quality of life. The average number of poor mental health days reported in
Caldwell County in 2018 was 4.4 days, which is higher than the average of 3.8 days for Texas
and 4.1 days for the U.S.
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Figure 20
People in Caldwell County Experience More Poor Mental Health Days Compared to Texas and U.S
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Source. Behavioral Risk Factor Surveillance System, 2018.

The prevalence of poor mental health is likely higher than the most recently available BRFSS
data, given the impact of the COVID-19 pandemic. Estimates from the Household Pulse Survey,
which CDC has administered on a rolling basis throughout the COVID-19 pandemic, indicate
that 29.5% of Texas adults experienced symptoms of anxiety disorder or depressive disorder as
recently as December 2021. This percentage was previously as high as 43.4% of Texas adults
in January 2021.° At the national level, women reported higher rates of symptoms than men
(33.8% vs. 27.5%), and adults ages 18-29 had rates substantially higher than all other age
categories (44.5%).

5 Household Pulse Survey. Anxiety and Depression. Centers for Disease Control and Prevention.
https://www.cdc.gov/nchs/covid19/pulse/mental-health.htm.
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Figure 26
Adults in Caldwell County Report More Frequent Mental Distress Compared to Texas and U.S.
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Figure 27
Rates of Mental lliness, Thoughts of Suicide and Mental Health Services in Public Health Region 7a
are Similar to Texas
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Regarding substance use, focus group participants mentioned seeing issues with prescription
drugs and alcoholism most commonly. Participants also noted that there is a lack of mental
health providers who offer affordable, culturally-informed care. For example, some participants
noted the lack of mental health providers who accept Medicaid, and others described not having
access to therapists who are Black/African American or Hispanic/Latinx.

“When | say accessible [mental health care], I'm talking about low
cost or no cost. Because when you're talking about how | can access
it if I have insurance, or if | have to get a referral from my physician, or
| have a $35 co-payment—that's not accesible.”

— Key Informant

ORAL HEALTH CARE

The prevalence of oral health issues in Caldwell County was another common theme in the
focus groups. Participants described the lack of sufficient dental providers in their community,
particularly dentists with low-cost services. Costs for even routine dental cleanings are
considered inaccessible for people without dental insurance or using self-pay. Some
participants mentioned having to drive to Kyle or Austin to receive affordable oral health care.
Other participants noted that the free mobile dental clinic in Luling (no specific name given) is
helpful, although its services have been reduced and canceled during the pandemic. One
participant also described how these barriers to oral health care in Caldwell County result in
frequent emergency room visits related to dental issues and other chronic health conditions.

“Dental disease leads to cardiovascular disease... and other kinds of
health-related issues. Patients with diabetes, who maybe have poor
oral care, can really suffer tremendously with infections.”

— Focus Group Participant

BARRIERS TO HEALTH CARE

According to BRFSS data from 2017, the most recently available year of data for Caldwell
County, 18.5% of adults in the county did not seek care due to costs. Additionally, 28.2% of
adults reported having no usual source of health care.

The affordability and availability of needed health care affects when and whether or not
individuals seek care. Focus group participants and key informants indicated that barriers exist
in both of these areas. Specifically, participants described issues that make services
inaccessible or insufficient, including unaffordable costs, insurance-status, or general financial
insecurity. Participants also described that health care services are often culturally inappropriate
or insensitive, particularly to Hispanic/Latinx and Black/African American populations.
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Furthermore, participants noted the lack of specialist providers in Caldwell County, including the
lack of urgent care centers.

Figure 28
Caldwell County Adults Delaying Care Due to Cost
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AFFORDABILITY OF HEALTH CARE

Among interviews and focus groups, the most commonly described barrier to health care was
the lack of affordable options. Participants mentioned that there are too few providers who
accept Medicaid or have other reduced-cost programs for people who use self-pay or are
uninsured. In identifying specific programs that do offer reduced costs, such as dental services,
one focus group participant said, “Those clinics do help, they do... but it depends on how much
you earn and things are expensive when one barely earns above the minimum.” Participants
specifically indicated that health care costs are most unaffordable for Hispanic/Latinx and
Black/African American community members.

“It would be a good option to have a nearby clinic with
accessible prices for the Hispanic community.”

— Focus Group Participant
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UNINSURED

Insurance status is closely related to the lack of affordable health care options in Caldwell
County. Focus group findings suggest that many providers in the county do not accept
Medicaid. Furthermore, participants described a need for payment plans or discounted services,
due to their lack of insurance and overall financial inability to pay full price out-of-pocket. Many
people who are uninsured or underinsured avoid preventative care entirely due to costs.
Additionally, qualitative participants reported that many low-income community members will
travel to Austin, San Antonio, or Kyle to receive free or affordable health care, including dental
care.

Insurance coverage improves access to care and care seeking by lowering the out-of-pocket
costs. It also improves rates of preventive care (e.g., screenings and vaccinations).

e As a state, Texas had a higher percentage of residents under the age of 65 who are
uninsured (20.7%) than any other state in 2019. This is also twice the portion of
residents nationally who are uninsured (10.8%).

e In Caldwell County, 25.7% of the population under 65 years old is uninsured (2019).
This is higher than Texas, and twice as high as the national average.

e Relative to other counties in the Austin-Round Rock MSA, Caldwell County has the
highest percentage of residents under 65 are uninsured compared to Travis County
(16.5%), Bastrop (22.7%), Hays (16.7%), and Williamson (12.4%).

e Caldwell County has a higher percentage of uninsured children (ages 0-18) (15.2%)
compared to the Texas (11.1%) and the U.S. (5.2%).

Figure 29

Nearly One-Quarter of Caldwell County Adults are Uninsured
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These rates do not take into account the disruptions that low-income families have in their
health care due to irregular insurance access. Rates of uninsured mask a larger problem of
underinsurance. Although no data is available at the county level, national data indicates that
two out of five working age adults (ages 19-64) are inadequately insured (43.4%).°

PROVIDER AVAILABILITY AND ABILITY TO PROVIDE APPROPRIATE CARE

Focus group participants and key informants also described provider-level barriers to health
care. Most commonly described was that health care services often feel inaccessible because
they are not culturally or linguistically appropriate. Participants noted there are an insufficient
number of Spanish-speaking providers in Caldwell County. They also shared experiences
where providers refused to find accommodations for patients who needed translation.
Furthermore, participants described that health care language, including language used on
pamphlets or educational materials, is confusing and difficult to understand or apply.

In addition to linguistic accessibility of providers, participants described how community
members have encountered health care providers who use “a very colonial...white supremacist
approach to pathologizing Black bodies and bodies of color.” Overall, qualitative findings
indicate a need for providers and services that are more accommodating and informed in
serving racial and ethnic minority populations, as well as people who do not speak English.

Caldwell County is designated as both a Primary Care HPSA and a Mental Health HPSA. This
indicates that there are an insufficient number of primary care providers and mental health
providers in the county. This data is consistent with the qualitative findings. Focus group
participants and key informants reported that there are not enough primary and mental health
providers in Caldwell County. Participants also mentioned that more specialists, such as OB-
GYNs, are needed in the county.

6 The Commonwealth Fund determines people to be underinsured if they are insured all year and they meet one of
the following criteria: (a) their out-of-pocket costs, excluding premiums, over the prior 12 months are equal to 10%
or more of household income, (b) their out-of-pocket costs, excluding premiums, over the prior 12 months are equal
to 5% or more of household income for individuals living under 200% of the federal poverty level ($25,520 for an
individual or $52,400 for a family of four in 2020), or (c) their deductible constitutes 5% or more of household
income.
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Figure 30

Caldwell County has Fewer Health Professionals per Resident than Texas or U.S.
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Other Health Needs

The following significant health needs emerged from a review of the publicly available
guantitative data for Caldwell County. While these topics did not specifically emerge as priority
areas in the focus groups and key informant interviews, they are worth noting.

BIRTH WEIGHT

Although focus group participants and key informants did not discuss low birth weight, data
suggests that low birth weight is a priority issue for Caldwell County due to the disparities
present among racial and ethnic groups. Low birth weight is defined as less than 5 Ibs., 5 0z. A
baby born with a low birth weight can be at risk for complications including respiratory problems
and infections in infancy and even chronic illnesses later in life, such as high blood pressure,
diabetes, and obesity.

Figure 31
Black/African American Populations in Caldwell County Have Higher Rates of Low Birth Weight

Caldwell County (overall) _ 8.6%
Whitte 7227 84%

Hispanic/Latinx 8.1%

Black/African American 17.8%

0% 4% 8% 12% 16% 20%

Rate of Low Birth Weight

Source. National Center for Health Statistics, 2013-2019.

In Caldwell County, 8.6% of babies are born with low birth weight, which is similar to Texas
(8.4%) and the U.S. (8.2%). Black/African American community members, however, have a low
birth weight rate of 17.8%, which is more than twice as high as Hispanic/Latinx (8.1%) or white
(8.4%) populations in Caldwell County. This data suggests that Black/African American mothers
in Caldwell County may face disproportionate barriers to appropriate prenatal care and OB/GYN
services, as well as other disparities that impact maternal and fetal health, such as food
insecurity.
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DISABILITY STATUS

People with disabilities are more likely to lack access to health care providers, go without
routine care, and have unmet health care needs due to cost, compared to people who are not
disabled.” Consequently, a high rate of people who are disabled may result in greater health
disparities in the county. In Caldwell County, there is a higher portion (14.2%) of disabled
people compared to both Texas (11.5%) and the United States (12.6%).

FREQUENT PHYSICAL DISTRESS

Frequent physical distress is defined as having more than 14 days, in the last 30 days, during
which an individual's physical health was considered “not good.” A higher proportion of people
who report having frequent physical distress may indicate that many people in the community
have poor health to the extent that it may inhibit their ability to engage with community life,
employment, education, and more.

Although qualitative findings did not explicitly address this indicator, participants described many
indicators that may lead to experiences of overall physical distress, including chronic illness or
inadequate resources.

In Caldwell County, 15% of adults reported experiencing frequent physical distress, which is
higher than Texas (11.6%) and the U.S. (11.4%).

Figure 32
Caldwell County Adults Experience More Frequent Physical Distress Compared to Texas and U.S.

16% 15.0%

12% 11.4%

8%
4%

0%

Caldwell County u.s.

Source. Behavioral Risk Factor Surveillance System, 2018 (Texas and U.S.) and 2019 (Caldwell County).

7 Centers for Disease Control and Prevention. (2020) Disability Impacts All of Us. Center for Disease Control and
Prevention. https://www.cdc.gov/ncbddd/disabilityandhealth/infographic-disability-impacts-all.html
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PREMATURE DEATH

The rate of premature deaths is another indicator that was not explicitly discussed in qualitative
interviews, but which is notable in quantitative data. Premature death is defined as the years of
potential life lost before age 75, per 100,000 people, adjusted for age. A high rate of premature
death may indicate additional disparities, such as access to health care, which result in
potentially preventable deaths.

Caldwell County has a higher number of premature deaths (8,256 years of life lost), compared
to both Texas (6,620 years) and the U.S. (6,907 years). Furthermore, there are racial and ethnic
disparities of premature deaths in the county. Black/African American community members in
Caldwell County have a rate of 11,400 years of life lost and white community members have a
rate of 8,483 years lost. These findings suggest that Black/African American community
members may face the greatest barriers to health and wellness, compared to all other racial and
ethnic groups in the county.

Figure 213
Black/African American Populations in Caldwell County Have Higher Rates of Premature Death
Compared to Other Races and Ethnicities or County Overall

12,000

10,000

8,000

6,000
11,400 8,483

4,000

2,000

Years of Life Lost Before Age 75

Black/African American Hispanic/Latinx White

= == Caldwell County

Source. National Center for Health Statistics, 2017-2019.
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Conclusion

As part of a collaboration with local hospital systems, SDF contracted with THI to compile and
analyze quantitative data for Caldwell County for the 2021-2022 CHNA process. Additionally,
THI conducted five virtual key informant interviews, three virtual community focus groups, and
one virtual Photovoice project to qualitatively understand the health priorities for Caldwell
County.

Both quantitative and qualitative data indicate that Caldwell County has many significant assets
and strengths, including an embedded sense of collaboration to meet the needs of others, as
well as a history of resiliency. The county also has a strong network of churches and nonprofits
that frequently collaborate.

Many community members, however, experience barriers to health care and healthy lifestyles.
Caldwell County faces high housing costs, food insecurity, transportation barriers, and racism
and discrimination. These factors, plus additional health care-specific barriers, negatively affect
health care access for many in Caldwell County. Health care-specific barriers include high costs
of care, insufficient provider availability, and a lack of culturally and linguistically appropriate
services or providers. Furthermore, Black/African American and Hispanic/Latinx populations in
Caldwell County face disproportionate outcomes, such as rates of poverty, Internet access, low
birth weight, and premature death. The Luling region (southern Caldwell County) faces
disproportionate access to green spaces, transportation, and has worse rates of diabetes and
hypertension.

Focus group participants and key informants provided recommendations for health care
systems to address the concerns they identified. The recommendations focused on three
primary outcomes: (a) improve access to care, (b) address barriers to overall health, and (c)
strengthen community trust.

IMPROVE ACCESS TO CARE

To address barriers within the health care system that inhibit the ability to receive affordable,
culturally appropriate care that includes urgent and specialty care:

Mobile clinics in rural areas: Offer mobile clinics to better reach rural communities and
eliminate transportation barriers.

Urgent care: Establish an urgent care to offer after-hours and weekend emergent care.

Mental health: Improve and expand access to mental health services.
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ADDRESS BARRIERS TO OVERALL HEALTH

Environmental, social, and structural barriers to health in Caldwell County include insufficient
public transportation, food insecurity, lack of safe green spaces, and unaffordable housing.
These barriers inhibit the ability to participate in health care services and to live healthy
lifestyles. To address barriers to overall health:

Recreation space: Establish a recreation center that offers free or low-cost classes, work out
equipment, and meeting spaces for community activities and physical fitness.

Food: Expand access to affordable and healthy food.

Public spaces: Clean up community parks to make them safer and more accessible across the
county.

Public transportation: Improve public transportation services, including through hospital-
sponsored buses or vans to connect communities and clinics.

STRENGTHEN COMMUNITY TRUST

Racism and discrimination against immigrant communities pervades both health care and the
community in general. This impacts health care access and outcomes, especially among
Black/African American and Hispanic/Latinx community members. To strengthen community
trust between the health care system and historically marginalized populations:

Partnerships: Engage grassroot organizations who are trusted by the community.
Engagement: Involve local council members to engage historically excluded communities.

Culturally competent workforce: Expand cultural sensitivity training for all providers and
hospital staff.
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Evaluation of 2019 CHNA

St. David’s Foundation last completed Community Health Needs Assessment and
Implementation Plans in 2019. Below are the highlights of accomplishments since 2019 that
support St. David’s Foundation Community Improvement Plans (CHIP).
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Priority Area: Improve the health and well-being of children

Goal from 2019
Implementation Plan

Description of
Objectives

Vision of Success

Progress, Impact,
and Outcomes

Foster the conditions that
create positive early
experiences for young
children, knowing these
early experiences are the
foundation for later
health, social, and
economic outcomes.

Inform the public by
promoting the science of
brain development to
guide clinical practice,
public policy, and
resource decisions.

Screen at key intercept
points such as pediatric
clinics for childhood
adversity, relational
health, and other related
factors.

Treat children through a
strong therapeutic web
that includes specialized
treatments that
incorporate research on
the effects of trauma and
adversity, as well as
tools to build resiliency,
such as parenting
supports.

Prevent adversity and
build resiliency, using
avenues such as parent
engagement and
education campaigns,
and engaging children
and their communities in
their own healing.

Families are supported
and have the key
services they need to
remove sources of
stress, strengthen core
life skills, and foster
positive relationships
between children and
caregivers.

Communities are
connected, with built
environments and norms
that promote social
interaction among
community members.

Stakeholders are
informed about the
science behind brain
development. These
stakeholders include
practitioners, policy
makers, and the general
public.

In 2020, access to
treatment to address
trauma and adversity
services more than
doubled (123%). This
translates to a total of
12,292 children under 18
who received services.

In 2020, the number of
practitioners trained in
trauma-informed care
best practices more than
doubled (143%). This is
equivalent to 460
clinicians utilizing
trauma-informed best
practices.

By 2020, St. David’s
Foundation increased
Brain Story Certifications
statewide by 30%.

By 2020, St. David’s
Foundation increased the
proportion of local school
districts that have
incorporated social-
emotional learning (SEL).

St. David’s Foundation is
on track to increase
home visiting slots in
Central Texas by 10%.
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Priority Area: Improve the health and well-being of women

Goal from 2019
Implementation Plan

Description of
Objectives

Vision of Success

Progress, Impact,
and Outcomes

Ensure women and girls
are supported with the
resources, respect, and
conditions vital for
equitable health and
wellbeing.

Establish Central Texas
as a women’s health and
perinatal safe zone. Lead
and join a shared
community commitment
to protecting women'’s
resources, respect, and
conditions regardless of
what happens in the
broader environment.

Center women of color
(e.qg., listen to them, step
back while they drive the
agenda, include them at
key tables, enable them
to tell their own stories,
invest in their
leadership).

Fills gaps in the
fragmented safety net
women'’s health system
and fund select
innovations.

Women and girls of color
experience bhirth equity
(including but not limited
to equitable outcomes in
perinatal care, maternal
morbidity and mortality,
and newborn outcomes).

Women'’s health safety
net policies and
programs are less
fragmented, resulting in
continuity of access
between primary care,
sexual and reproductive
health care, and perinatal
care.

Women and girls can
obtain low-barrier family
planning and
contraceptive care,
including the most
effective methods, in
clinical and community
settings.

Communities are
empowered to share
their own narratives and
stories.

St David’s Foundation
women’s health work
aligns with other issues
and movements relevant
to the health of women
and girls (e.g., improving
conditions for caregivers,
gender-based violence),
expanding intersectional
partners and community
impact.

By 2020, access to
family planning and
contraceptive care
increased more than
doubled (115% and
5,311 people).

In 2020, access to
comprehensive sex
education and pregnancy
prevention programming
for young adults
increased by 29%.

By 2020, St. David’s
Foundation increased the
number of leaders
attending SDF Women’s
Health convenings.

As of 2020, St. David’'s
Foundation is on track to
increase the number of
women of color included
in key stakeholder
convenings and the
proportion of grant
partner organizations led
by women of color.

As of 2020, St. David’s
Foundation is on track to
complete the Perinatal
Safe Zone engagement
plan.
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Priority Area: Improve the health and well-being of older adults

Goal from 2019
Implementation Plan

Description of
Objectives

Vision of Success

Progress, Impact,
and Outcomes

Increase support for
older adults to live safely
and independently in
their own community.

Directly fund services
and support the health of
organizations providing
services to older adults.

Build evidence for new
models by piloting and
evaluating innovative
services in Central Texas
and demonstrating the
“double impact” of
intergenerational
approaches.

Lead new payment
models and public
system improvement by
advocating to MCOs and
legislators on the cost-
effectiveness of adopting
evidence-based services,
advocating for increased
appropriations for
Medicaid services for
older adults, and
engaging local
organizations to
advocate for supportive
aging policies.

Engage and activate
community around aging
issues.

Older adults remain safe
and independent in their
homes as they age.

Older adults have a
better end of life
experience.

Central Texas supports
older adults and engages
them as a vital part of the
community.

Central Texas has an
adequate supply of
accessible, high quality
services for older adults.

By 2020, there was a
74% increase in access
to services for older
adults to assist them in
aging in place. This is
equivalent to 22,067
older adults receiving
core services such as
meals, transportation,
and home repair.

As of 2020, St. David’s
foundation has made
progress on the adoption
of the CAPABLE model
by Central Texas urban
and rural counties.

As of 2020, St. David’s
Foundation added a new
metric to increase
awareness of the
importance of end-of-life
discussions and
documenting plans.

Additional work needs to
be done to increase the
number of caregivers
receiving training and
resources and increase
access to programs that
reduce social isolation.
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Priority Area: Improve the health and well-being of rural communities

Goal from 2019
Implementation Plan

Description of
Objectives

Vision of Success

Progress, Impact,
and Outcomes

Build community capacity
while co-creating and
investing in long term
place-based solutions.

Engage and empower
rural communities to
strengthen networks and
transform policies,
practices, and alignment
of resources to address
prioritized social
determinants of health.

Build the capacity of
people and places
including formal and
informal leaders within
communities and
organizations.

Strategically invest in
solutions that harness
community assets to
support innovation,
ecosystem building, and
other promising rural-
relevant approaches that
can be scaled.

Rural communities have
a culture of health that
transcends beyond
health care access.

Rural residents
experience strong social
connections and are
engaged in thriving
cross-sector, community-
based networks that
promote health and well-
being.

Rural systems undergo
change that includes
policy, practices,
behaviors, and resources
to promote health and
well-being.

Rural organizations have
a strong infrastructure in
place with adequate
capacity.

Rural residents are
engaged and
empowered by diverse
civic leadership to
activate and improve
community well-being.

By 2020, St. David’s
Foundation established
the Bastrop County
resident advisory groups
for two key issues and
develop work plans.

As of 2020, the
development of a
leadership training
program co-designed
with national and local
capacity building
organizations is on track.

As of 2020, the number
of proposals from rural
communities across all
portfolios has increased.

As of 2020, progress has
been made to increase
philanthropic resources
to Central Texas rural
communities through the
dissemination of network
weaving assessments to
local and national rural
funders.

As of 2020, progress has
been made to increase
capacity of a local
nonprofit to serve as a
backbone organization
for community-led efforts.
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Priority Area: Health clinics to become community hubs for health

Goal from 2019
Implementation Plan

Description of
Objectives

Vision of Success

Progress, Impact,
and Outcomes

Facilitate growth of
infrastructure and
capacity as clinics
transition to serve as
community hubs for
health.

Provide access to
primary care and
behavioral health
services for the
uninsured.

Expand capacity of
clinics to provide
activities, processes, and
strategies to improve the
care delivery model.

Encourage clinics to look
outside of their four walls
to develop and
strengthen community
linkages to improve
community health and
well-being.

The uninsured and
underinsured have
access to high quality
care.

Clinics are prepared to
incorporate necessary
changes to their care
models to be able to
succeed in new payment
approaches that reward
value over volume.

Patients are satisfied
with their experiences as
they interact with the
primary care health
system.

Clinics deliver
comprehensive primary
care and interact
effectively outside the
clinic t strengthen
community linkages and
ultimately improve the
health and well-being of
patients and the
population overall.

By 2020, there was an
18% increase in
uninsured patients
receiving medical care.

By 2020, there was a
76% increase in adults
receiving dental care.

By 2020, the number of
patients receiving care
coordination services
more than tripled (375%).

As of 2020, St. David’s
Foundation is on track to
develop and implement a
care coordination
approach at partner
clinics.

As of 2020, progress has
been made on the
proportion of patients
receiving care
coordination,
engagement activities,
and medication
management at partner
sites.

Additional work needs to
be done to increase the
number of partner clinics
implementing social
determinants of health
screening of patients.
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Appendix A

Measurement

Period Caldwell
Demographics
Total population 2020 45,883 29,145,505 331,449,281
Population by age
Population 18 and under 2015-2019 23.2% 25.5% 22.3%
Population 19-64 2015-2019 61.9% 61.6% 61.2%
Population 65+ 2015-2019 14.9% 12.9% 16.5%
Population by race and ethnicity
Al/AN, NH 2020 0.3% 0.3% 0.7%
Asian, NH 2020 0.5% 5.4% 5.9%
Black, NH 2020 4.8% 11.8% 12.1%
Hispanic 2020 55.5% 39.3% 18.7%
White, NH 2020 36.1% 39.7% 57.8%
Population in poverty 2015-2019 18.9% 14.7% 13.4%
Households below poverty 2018 15.0% 14.0% 13.0%
ALICE households 2018 39.0% 30.0% 29.0%
Not proficient in English, population 2015-2019 12.0% 13.7% 8.4%
Disabled population 2015-2019 14.2% 11.5% 12.6%
Medicaid coverage 2015-2019 17.5% 16.8% 20.2%
Uninsured 2019 25.7% 20.7% 9.2%
Uninsured adults 2019 30.0% 24.3% 12.9%
Uninsured children 2019 15.2% 12.7% 5.7%
Lack of prenatal care 2017 32.8% 40.0%
Dental visit in past 12 months 2018 51.3% 60.7% 67.6%
Preventable hospital stays 2018 6,002 4,793 4,236
Primary care physicians 2018 3,604 1,642 1,319
Dentists 2019 3,359 1,677 1,405
Mental health provider access 2020 1,284 827 383
Other primary care providers 2020 2,079 1,128 942
Physical inactivity 2016-2018 23.3% 23.2% 22.7%
Excessive drinking 2019 18.6% 19.0% 19.2%
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Measurement

Period Caldwell

Binge drinking 2019 17.0% 17.9% 16.8%
Low birthweight 2013-2019 8.6% 8.4% 8.2%
Infant mortality per 1,000 live births 2013-2019 - 5.7 5.8
Child mortality per 100,000 under 18 years 2016-2019 45 50 49
Poor or fair health 2019 28.5% 24.3% 24.6%
Frequent physical distress 2019 15.0% 10.7% 12.6%
Adult obesity 2019 38.1% 35.8% 31.9%
Diabetes prevalence 2019 14.8% 12.2% 10.7%
High blood pressure awareness 2019 34.6% 31.7% 32.3%
New cancer cases 2019 375.9 409.5 449
Poor mental health days 2018 4.4 3.8 4.1
Frequent mental distress 2019 15.0% 12.3% 13.8%
Drug overdose deaths 2017-2019 - 11 21
Suicides 2015-2019 14.3 13.1 13.8
Depression 2019 19.7% 17.7% 19.2%
Suicidal thoughts® 2016-2018 3.8% 3.6% 4.2%
Premature mortality per 100,000 under 75 yr 2017-2019 426 339 339
Premature death (yypl under 75 years) 2017-2019 8,256 6,620 6,907
Life expectancy 2017-2019 77.3 79.2 79.2
Homeownership 2015-2019 67.4% 62.0% 64.0%
Severe housing cost burden 2015-2019 14.0% 13.3% 14.4%
Severe housing problems 2013-2017 17.0% 17.0% 17.5%
Housing stability index 2015-2019 0.96 - -
Housing and transportation affordability® 44.0% - 53.0%
Broadband access 2015-2019 40.3% 64.4% 68.9%

Black, NH 2015-2019 50.1% 80.0% 78.7%

Hispanic 2015-2019 71.7% 78.0% 82.6%

White, NH 2015-2019 74.4% 84.4% 87.2%

Infrastructure for Healthy Living
Food environment index 2015 & 2018 7 6 8

8 County value is for Texas Public Health Region 7.

° Measurement period not provided.

CALDWELL COUNTY 2021-2022 Community Health Needs Assessment 67



Measurement

Food insecurity

Limited access to healthy foods
Access to exercise opportunities
Social vulnerability index
Community needs index

Racism

Dissimilarity index - Black / White
Dissimilarity index - Non-White / White
Socioeconomic

High school completion
American Indians and Alaska Natives
Asians
Blacks / African Americans
Hispanics
Non-Hispanic Whites
College graduation
American Indians and Alaska Natives
Asians
Blacks / African Americans
Hispanics
Non-Hispanic Whites
Unemployment
Income inequality
Median HH income

Transportation
No car access
Transportation affordability°

Period Caldwell
2019 14.8% 14.1% 10.9%
2015 7.7% 8.7% 5.9%
2010 & 2019 58.7% 80.5% 84.2%
2018 0.8732 - -
2021 3.6 - -
2015-2019 41 53 61
2015-2019 21 40 47
2015-2019 78.2% 83.7% 88.0%
2015-2019 96.8% 80.3% 80.3%
2015-2019 86.9% 88.2% 87.1%
2015-2019 84.3% 89.8% 86.0%
2015-2019 64.4% 66.4% 68.7%
2015-2019 90.5% 93.9% 92.9%
2015-2019 14.6% 29.9% 32.2%
2015-2019 18.4% 21.2% 15.0%
2015-2019 13.1% 59.1% 54.3%
2015-2019 6.9% 24.6% 21.6%
2015-2019 5.6% 15.0% 16.4%
2015-2019 24.4% 38.7% 35.8%
Oct 2021 4.0% 4.8% 4.6%
2015-2019 4.4 4.8 4.9
2020 $66,128 $66,048 $67,340
2015-2019 4.3% 5.30% 8.6%
24.0% - 27.0%

10 Measurement period not provided.
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Appendix B

The following table describes each key informant and how their role in the community satisfied
one of the IRS requirements for participation:

Table 1: Description of Key Informants

Key Informant Community Input Sector

Amy Adams e Federal, tribal, regional, state, or local health or other
Nurse departments or agencies, with current data or other
Texas Department of State Health information relevant to the health needs of the
Services community served by the hospital facility

Margaret Carter e |Leaders, representatives, or members of medically
Community Member underserved, low income, and minority populations,

and populations with chronic disease needs, in the
community served by the hospital facility

Apryl Haynes (Germany) e Persons with special knowledge or expertise in public
Chief Administrative and Nursing Officer health

Ascension Seton Edgar B. Davis

Hospital

Charity Kittrell o Leaders, representatives, or members of medically
Executive Director underserved, low income, and minority populations,
4:12 Kids and populations with chronic disease needs, in the

community served by the hospital facility

Lee Rust o Leaders, representatives, or members of medically
Ward 2 Council Member underserved, low income, and minority populations,
Luling City Council and populations with chronic disease needs, in the

community served by the hospital facility

Dr. Skyller Walkes e Leaders, representatives, or members of medically
Chief of Staff underserved, low income, and minority populations,
Where We Thrive and populations with chronic disease needs, in the

community served by the hospital facility
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The following table describes the focus group participants in aggregate:

Table 2: Description of Focus Group Participants

Focus
Group

Community
Input Sector

Description Number Language

Lockhart, Leaders, representatives, or Participants included male and 12 English
Texas members of medically female residents of ZIP codes
underserved, low income, 78640 and 78644, ages 30-65+,
and minority populations, with the majority of participants
and populations with chronic ~ over 65. Participants self-
disease needs, in the identified as
community served by the Mexican/Mexican
hospital facility American/Chicano,
Hispanic/Latinx/Spanish origin,
and White, Not Hispanic/Latinx.
Dale and Leaders, representatives, or Participants included male and 6 English
Luling, members of medically female residents of ZIP codes
Texas underserved, low income, 78648 and 78616, with ages
and minority populations, ranging from 30-65. Participants
and populations with chronic  self-identified as
disease needs, in the Mexican/Mexican
community served by the American/Chicano,
hospital facility Hispanic/Latinx/Spanish origin,
White, Not Hispanic/Latinx and
Black/African American.
Spanish- Leaders, representatives, or Participants included female 5 Spanish
speakers members of medically residents in ZIP codes 78616
underserved, low income, and 78108, with ages ranging
and minority populations, from 30-65. Four participants
and populations with chronic identified as Mexican, Mexican
disease needs, in the American, or Chicano and one
community served by the as Hispanic/Latinx and Spanish
hospital facility origin.
Photovoice Leaders, representatives, or Participants included female 3 English
(Youth) members of medically residents in ZIP codes 78644

underserved, low income,
and minority populations,
and populations with chronic
disease needs, in the
community served by the
hospital facility

and 78616. Participants were
between 15 and 18 years old.
One identified as Mexican,
Mexican American or Chicano,
one as

Hispanic/Latinx and Spanish
origin, and one as
Black/African American.
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About Texas Health Institute

Texas Health Institute is a nonprofit, nonpartisan public health institute with the mission of
advancing the health of all. Since 1964, we have served as a trusted, leading voice on public
health and health care issues in Texas and the nation. Our expertise, strategies, and nimble
approach makes us an integral and essential partner in driving systems change. We work
across and within sectors to lead collaborative efforts and facilitate connections to foster systems
that provide the opportunity for everyone to lead a healthy life. For more information, visit
texashealthinstitute.org and follow us on Twitter, Facebook, and LinkedIn.
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Executive Summary

PURPOSE AND METHODS

As part of a collaboration of local hospital systems, St. David’s Foundation (SDF) contracted
with Texas Health Institute (THI) to conduct the qualitative research for the 2021-22 Community
Health Needs Assessments (CHNAS) in Bastrop, Caldwell, Hays, and Williamson counties. The
current CHNA is the fourth one St. David’s HealthCare has conducted for Hays County. The
gualitative research and report are designed to meet the community input requirements of a
CHNA for 501(c)(3) hospitals under the Affordable Care Act.

CHNAs provide deeper understanding of community health needs—patrticularly those faced by
historically-underserved community members—and are used to inform health care system
triennial planning efforts. This report provides an overview of the process and methods used to
identify social determinants of health and health needs in Hays County, community assets, and
a summary of community member recommendations to address the identified needs.

THI carried out this CHNA between August and December 2021 during an unprecedented time
due to COVID-19 and the movement for racial justice. To explore critical health issues,
structural factors and underlying causes, THI used a mix of quantitative and qualitative methods
including the analysis of publicly available data sets, key informant interviews and focus groups
with underserved community members

FINDINGS

Key themes emerged both from community input and a review of quantitative data. In addition,
several sub-themes emerged in the review of data that were not raised by participants.

GROWTH

Hays County is growing rapidly, becoming more diverse but also less affordable. All of these
changes have an effect on health care access and outcomes for underserved community
members. The number of people living in Hays County has grown more rapidly over the past
decade than all other counties in the U.S. with populations over 100,000.

e The county’s population grew 53% between 2010 and 2020 from 157,377 to 241,067
residents. Almost two-thirds (65.8%) of residents are adults ages 19-64.

e Hispanic/Latinx residents are the largest minority (38.5%) and also accounted for 45% of
the total population growth in the county between 2010 and 2020.
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All racial and ethnic groups saw their share of the population grow between 2010 and
2020 except American Indian/Alaska Native and non-Hispanic whites.

Approximately 1 in 10 Hays County residents were born in a country other than the U.S.
Of these, 64% are non-citizens.

Among residents ages 5 and older, 6.7% have limited English proficiency; the vast
majority of these speak Spanish as their primary language.

POVERTY

Hays County has areas of concentrated poverty and households who live above the federal
poverty line but earn less than the basic cost of living for the county.

In 2015 to 2019, 13.7% of residents lived below the federal poverty level, and an
additional 30% of households are ALICE, meaning asset limited and income
constrained, even though residents are employed.:

Hispanic residents are more likely to live in poverty than their white counterparts (17.1%
vs. 11.4%).

The highest concentration of lower income households is in the San Marcos ZIP code
tabulation area (ZCTA) with 28% below the poverty line, and an additional 39% of
households are ALICE. Seventy percent of Hays County residents living in poverty
reside in the San Marcos ZCTA.

HOUSING

Affordable housing affects people’s abilities to be healthy and engage with health care.
Qualitative participants identified the lack of affordable housing as an important barrier to health
in Hays County, especially over the last few years. Participants noted the cost of housing
reduced people’s ability to be healthy, engage with health care, or pay for other basic costs of

living.

Housing costs have skyrocketed over the last decade and then continued a rapid
increase during the COVID-19 pandemic. The median price of homes sold in Hays
County increased 27.9% to $390,000 in a single year (November 2020 to November
2021).

Median gross rent grew 21% between 2010-14 and 2015-19, while the median value of
owner-occupied homes increased 35.9% over the same period.

1 ALICE: an acronym for Asset Limited, Income Constrained, Employed. ALICE typically describes those who live
above the poverty line but earn less than the basic cost of living for their area. For more information on the ALICE
methodology and data, visit unitedforalice.org.
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e On average, county residents spend 27% of their monthly income on housing costs.
However, 15.7% of households spend more than 50% of their monthly income, limiting
their ability to afford necessities such as food, transportation, and health care.

COVID-19 and Housing

The COVID-19 pandemic coupled with the rapidly rising cost of housing coupled with job losses
has exacerbated financial insecurity for lower-income residents. Focus group participants and
key informants noted that many lower-income residents are experiencing increasing rents and
home prices, increased financial and food insecurity, and negative effects on mental health.
Unemployment, while lower than in some other parts of the U.S., quadrupled during the early
stages of the pandemic from 2.7% in February 2020 to a high of 12.3% in April 2020 and
remained above 5% through March 2021.

Housing instability (having missed or deferred housing payments or being in serious
delinquency) increased during the pandemic from 1.5% of occupied housing units being at risk
in January 2020 to 5% being at risk in September and October 2021. In total, around 4,625
households in Hays County are at-risk of losing their homes due to failure to make housing
payments. Food insecurity also increased during the COVID-19 pandemic from 12.0% of Hays
County residents in 2019 to a projected 14.1% in 2021.

TRANSPORTATION

Lack of public transportation limits access to jobs, health care, and food. While Hays County is
one of the fastest growing counties in the nation, participants noted that public transportation
options are limited, creating a barrier for accessing health care and food for low-income
residents who do not have regular access to a personal vehicle.

Three percent of households do not own a vehicle; for households with only one vehicle family
members are limited in their ability to work or access affordable health care services. For
several neighborhoods in the San Marcos ZCTA, accessing healthy food is particularly
challenging due to a high portion of households not having a vehicle and being located more
than %2 mile from the nearest supermarket.

COMMUNITY ASSETS AND STRENGTHS

Hays County has several community assets and strengths, including a strong sense of
community. Individuals, local nonprofit organizations, and churches from various denominations
are well-networked and coordinate with each other to distribute food and provide social
services.
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HEALTH CARE ORGANIZATIONS

Hays County’s health care resources are located primarily along the 1-35 corridor on the
southeastern side of the county. Hays County is home to six hospitals in addition to several
clinics that serve low-income residents.

NONPROFITS AND COMMUNITY ORGANIZATIONS

Hays County is home to multiple nonprofits and community organizations that play a vital role in
building healthy communities by providing educational, health, and social services to community
members. Focus group participants identified various local organizations and agencies that
have been instrumental in providing resources to address general needs as well as needs that
have arisen during the pandemic. Any Baby Can, Hays County Food Bank, Meals on Wheels,
and Hays County Independent School District are some of the nonprofits and community
organizations mentioned by participants.

CHURCHES AND FAITH-BASED ORGANIZATIONS

Focus group participants noted three churches that provide valuable services historically-
underserved community members including: Connection Church, Santa Cruz Catholic Church
and the Vincent de Paul ministry of St. Anthony’s Catholic Church.

PARKS

Hays County has a lot of natural space, which can provide opportunities for physical activity,
time in nature, and places for community events. Focus group participants mentioned this as an
asset for many residents of Hays County. In the Buda and Kyle ZCTA'’s, over half of all
residents live within a 10-minute walk of a park (61% and 73%, respectively); in San Marcos,
45% live walking distance from a park; meanwhile, only 17% of Wimberley residents do so.

PRIORITY HEALTH ISSUES

Community members and leaders identified several priority health issues including depression
and anxiety (exacerbated by the pandemic), diabetes, hypertension, obesity, and cancer.
Additionally, binge drinking among young adults emerged as a priority health concern in the
guantitative analyses.
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MENTAL HEALTH

In 2019, almost 1 in 5 (18.7%) Hays County adults reported having a depressive disorder
diagnosis at some point in their lives, and 13.4% reported their mental health was “not good”
during 14 days or more of the past 30 days. Participants noted the COVID-19 pandemic has
exacerbated mental health issues in the community. Data from the Household Pulse Survey
supports this, estimating that 29.5% of Texas adults experienced symptoms of anxiety disorder
or depressive disorder in December 2021. This number has been as high as 43.4% of Texas
adults in January 2021.

DIABETES, HYPERTENSION, AND OBESITY

Eight percent of adults in Hays County have been diagnosed with diabetes. Actual prevalence is
likely higher as many adults may be living with early-stage diabetes, undiagnosed due to not
having regular access to care. Socioeconomic differences persist with those having less than a
high school education being up to three times more likely to have diabetes than their more
educated counterparts. Similarly, those earning less than $50,000 per year are more than twice
as likely to have diabetes than those who earn $50,000 or more annually.

Almost 30% of adult community members in Hays County have diagnosed high blood pressure.
Similar to diabetes, the actual prevalence is likely higher due to many living with undiagnosed
hypertension. Untreated hypertension can lead to heart attacks, strokes, and other
complications.

Obesity is a priority health concern linked to both diabetes and hypertension. Almost one-third
(31.7%) of Hays County adult residents are obese, a rate similar to the statewide rate. While
county-level data is not available on child obesity, key informants note it is a common issue that
would likely lead to diabetes and high blood pressure.

CANCER

Cancer was noted by a few participants as a health issue of concern. While the rate of new
cancers as a whole in Hays County (401.3 per 100,000 persons) is slightly lower than the state
rate and notably below the national average (449.0), non-Hispanic white residents have a higher
rate of prostate cancer than their counterparts statewide (114.2 vs. 98.4).

Additionally, while incidence data for common cancers is not available for Black/African
American residents in Hays County, only 3.7% of the population, their rate of cancer deaths is
notably higher than that of white and Hispanic/Latinx residents (207.1 vs. 141.3 and 122.6,
respectively).
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BINGE DRINKING

Almost one-third (32.3%) of Hays County adults ages 18-29 report recent binge drinking, a rate
that is more than two times that of 45-64 year-olds and 10 times higher than those over the age
of 64.

BARRIERS TO ACCESS

Several barriers impede the ability of historically underserved residents to effectively manage
and treat these health conditions. Community members and leaders identified the cost of care
and a lack of insurance coverage as two key barriers, along with provider availability. Multiple
indicators demonstrate that a significant portion of county residents experience barriers to care.

In 2017, almost 17% of adult residents reported delaying needed health care due to cost in the
past year. In addition, the rate of hospital visits for conditions that could be treated in an
ambulatory (e.g., non-hospital) environment rose by 20.2% since 2012 for Medicare
beneficiaries to 4,243 per 100,000 beneficiaries in 2018.

In Hays County, 16.7% of residents under the age of 65 (and 18.8% of adults ages 19 to 64) are
uninsured, and lower income residents are most likely to be uninsured. Underinsurance and
irregular insurance are other barriers noted by key informants. Limited options exist for low- or
no-cost care and, for adults, are all located along the 1-35 corridor, making them difficult to
access for low-income residents who do not live in San Marcos or Kyle.

Participants also noted dental care is cost-prohibitive for many with the CommuniCare Health
Center — Kyle being the sole option for low-cost basic oral health care in the county.

Provider availability is an important barrier to care, particularly for underserved communities.
Hays County is designated as a health professional shortage area for both primary care and
mental health. The number of residents per primary care physician grew by 3.7% between 2010
and 2018 from 2,261 to 2,343. The supplies of non-primary care providers, mental health
providers, and dentists is also lower than those of the state as a whole and the U.S

RECOMMENDATIONS

Community members interviewed provided a number of recommendations about actions the
health care system could take to address the health-related needs:
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BUILD TRUST

Culturally competent workforce: Equip providers and hospital staff to better serve community
members, especially people who are immigrants, Hispanic/Latinx, Black/African American or
LGBTQ+ and those with disabilities.

Partnerships: Establish coalitions and partnerships with community-based organizations,
churches, and schools to build trust and expand impact.

Community engagement and outreach: Work with community-based organizations to
distribute information about health fairs or other hospital events and services, such as vaccine
clinics.

Language and translation services: Ensure that materials are linguistically accessible and
consider using non-print communication such as radio broadcasts. Increase the number of
providers who speak Spanish or have accessible translation services. Include language on
office doors and hospital marketing materials that explicitly welcomes historically excluded
populations such as people who are LGBTQ+, immigrants, and Black/African American.

Proof of identification: Remove requirements for photo IDs, proof of citizenship, or other
paperwork that may be a barrier for some populations to provide.

INCREASE AFFORDABILITY AND ACCCESS

Affordable health care: Expand options such as free or low-cost clinics, sliding scale payment
options, co-pay assistance for preventive health care (such as screenings or lab tests), and
processes for nonprofits to easily pay for services on someone’s behalf. Affordable services are
especially needed for adults, as some available options only serve children.

Awareness: Ensure that free or low-cost services are explicitly advertised as such to increase
likelihood that community members will use them.

Mobile clinics in rural areas: Offering mobile clinics would be most helpful if they are available
frequently, such as once a week, and offer free or reduced-cost services.

Primary care and specialists: Expand access to providers, including pediatricians, OB/GYN,
endocrinologists, ophthalmologists, and cardiologists. Specialists who offer free or low-cost
services are especially needed.

Mental health services: Improve and expand access to services that are affordable, culturally
sensitive, and accessible to older adults and minority community members.
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REDUCE BARRIERS IN THE COMMUNITY

Community education: Prevention-focused classes or lifestyle change programs should be
affordable or free and culturally appropriate. Programs that address the prevention of diabetes
and hypertension are especially needed. Consider collaborating with community-based
organizations, including churches, to host classes.

Transportation services: Work with local officials to improve options, such as expanding
CARTS or establishing privately funded buses or vans that link clinics and communities.
Transportation services should be accessible to community members with disabilities.

Affordable and healthy food: Expand access by increasing capacity of the Hays County Food
Bank, working with churches to distribute food, and establishing affordable grocery stores in
rural areas.
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Introduction

St. David’s Foundation, on behalf of St. David’s HealthCare, is pleased to present the 2021-22
Community Health Needs Assessment (CHNA) for Hays County, TX.

The Patient Protection and Affordable Care Act of 2010 requires all nonprofit health care
systems to complete a CHNA every three years. CHNAs provide deeper understanding of
community health needs, in particular those faced by historically-underserved community
members, and are used to inform health care system triennial planning efforts. The purpose of
this CHNA is to offer a comprehensive understanding of the health and social determinant of
health needs in the St. David’s HealthCare facilities serving Hays County residents and guide
the hospitals’ planning efforts to address those needs.

St. David’s HealthCare has multiple facilities that serve Hays County residents, including St.
David’s Medical Center, St. David’s South Austin Medical Center, and St. David’s North Austin
Medical Center.

This report provides an overview of the process and methods used to identify priority health and
social determinants of health needs of residents in Hays County, along with community assets
and recommendations from community members to address the identified needs. The report
focuses special attention on the needs of underserved populations, unmet health or social
determinants of health, needs and gaps in services, and input from community members and
leaders. This assessment recognizes that the social and economic determinants that are the
primary drivers of health, as the relative contribution of medical care to health and well-being is
only 10-20%, and emphasizes the living conditions are upstream of and surround personal
behaviors, disease, and death.

Texas Health Institute (THI) carried out this CHNA between August and December 2021. THI
used a mix of quantitative and qualitative methods to identify community health needs, including
the analysis of publicly available data sets (Appendix A), key informant interviews, and focus
groups (Appendix B) with underserved community members. Content gathered though
community focus groups and interview participants is integrated into each report section to
which it relates. The quotes reflect the opinion of one or more community members. Findings
from this report will be used to identify and develop efforts to improve the health and wellbeing
of residents in the community.

METHODS

The 2021-2022 CHNA uses both primary and secondary data to identify the community's priority
health needs and strengths through a social determinants of health framework. Health is not
only affected by people’s genes and lifestyles but by upstream factors such as employment
status, housing quality, and policies. In addition, the influences of race, ethnicity, income, and
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geography on health patterns are often intertwined. As a result, data was analyzed using an
equity lens when possible.

Primary data include qualitative data collected for the purposes of the CHNA. These data were
collected directly from the community through focus groups, key informant interviews, and
Photovoice interviews. Secondary data include quantitative data collected through publicly
available federal and state agencies’ databases. Federal and state agencies collected these
data through surveys or electronic health records.

PRIMARY DATA COLLECTION AND ANALYSIS

Between August and October 2021, THI virtually conducted eight key informant interviews and
two community focus groups with Hays County residents. In addition, THI virtually conducted
one Photovoice project and associated focus group. The goal of this work was to learn about
local priority health needs and assets and how residents think community health and well-being
can be improved.

Focus group participants self-identified as people who are medically underserved, low-income,
members of minority populations, or living with chronic disease needs. Adult focus group
participants were between 30-65 years old, while Photovoice participants were between ages
14-18 years old.

Key informants (Appendix B) included representatives from health care organizations,
community-based organizations, and the local government. THI engaged key informants based
on their leadership roles and experience working with medically underserved, low-income, or
minority communities served by the hospital system.

A THI staff member served as the facilitator for all virtual interviews and focus groups. Audio
recordings of the sessions were automatically transcribed using Otter.ai, and staff cleaned and
verified transcripts for accuracy. Spanish-language focus groups were first transcribed in
Spanish and then translated into English. Transcripts were coded and analyzed using Atlas.ti
gualitative software.

SECONDARY DATA SOURCES AND ANALYSIS

All quantitative data used for this report is secondary data? and includes data on approximately
35 indicators, many broken down by geography or demographic characteristics when available.
Indicator sources are cited for figures, tables, and graphs in this CHNA. Publicly available data
sources used:

e American Community Survey

2 Data that have already been collected for another purpose.
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Argonne National Laboratory: Housing
Stability Index

Austin Board of REALTORS®
Behavioral Risk Factor Surveillance
System (BRFSS)

Centers for Medicare and Medicaid
National Provider Identifier Standard
Center for Neighborhood Technology:
Housing +Transportation Affordability
Index

Dignity Health and IBM Watson
Health: Community Needs Index
Feeding America: Map the Meal Gap
Study

Health Resources and Services
Administration (HRSA)

Centers for Disease Control and

- Household Pulse Survey —
COVID-19

- National Center for Health
Statistics

- Social Vulnerability Index

- U.S. Diabetes Surveillance System

Substance Abuse and Mental Health

Services Administration: National

Survey on Drug Use and Health

United for ALICE

U.S. Bureau of Labor Statistics

U.S. Department of Agriculture: Food

Access Research Atlas

U.S. Census Bureau

- Small Area Income and Poverty
Estimates (SAIPE) Program

- Small Area Health Insurance

Prevention (CDC) Estimates (SAHIE) Program

The original sources collected data through surveys or electronic health record systems, and
results are often a snapshot in time. The data are self-reported unless otherwise indicated. Each
indicator used the most recent data point available for each data source. Multiple years of data
were used to calculate the estimates with a larger sample size and more precision. The
estimates were calculated by the original data source for all secondary data.

THI selected quantitative data for inclusion in this report based on the availability of confidence
intervals at the state and national levels, which allowed THI staff to determine statistical
significance (e.g., whether the county-level value was better or worse than the state or national
value). For some variables, such as “Adult Obesity,” the confidence intervals were not available
at the state or national levels. Consequently, statistical significance could not be calculated. If,
however, the county-level value was notably higher than the state and national average, the
value was included in this report.

Confidence intervals are included in graphs when data for an indicator has a small population
sample. The smaller the population sample, the less certainty about the actual number for the
total population, resulting in overlapping confidence intervals. It can be hard to determine any
significant change when confidence intervals overlap between categories, such as race and
ethnic groups.

Some indicators are broken down by geography based on ZIP Code Tract Areas (ZCTASs), as
ZIP code is a common variable across many local and state datasets. A reference map is
included in the demographics section. The data analysis typically consisted of calculating
proportions and rates, with a 95% confidence interval where appropriate.
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SENSEMAKING SESSIONS

THI facilitated a series of three sensemaking sessions with SDF in January and February 2022.
These sessions were iterative and included SDF staff and board members, and at least one
community leader from Bastrop, Caldwell, and Hays Counties. The sensemaking process
provided a structured opportunity for SDF staff, board, and community leaders to begin to sort
and make sense of a large amount of information included in the CHNA, and to develop a
shared understanding of possible needs and actions. It also provided an opportunity for
feedback prior to finalization of the 2021-22 final report.

DATA CONSIDERATIONS AND LIMITATIONS

As with all data collection, there are several limitations that should be acknowledged. Different
data sources use different ways of measuring similar variables. There may be a time lag for
many data sources from the time of data collection to data availability. Some data are not
available by specific groups or at the granular geographic level due to the small sample size.

Crucially, most quantitative data used were collected prior to 2020 and the COVID-19
pandemic, whereas qualitative data were collected in fall 2021. This asynchronicity should be
considered when applying the findings of this report, as some quantitative values may have
changed between the most recently available year and fall 2021.

Additionally, qualitative data collection occurred through virtual key informant interviews and
focus groups for the safety of staff and participants. This presented a challenge with both
recruitment and facilitation of the interviews. Many of the community leaders who helped recruit
participants, or who served as key informants, were overwhelmed by responsibilities related to
the pandemic. THI staff did extensive outreach to various leaders of community-based
organizations in Hays County and potential participants; organizational leaders and residents
alike frequently declined participation for a variety of reasons, including research fatigue and
fear of exploitation.

In addition, internet access or access to a device that would allow for zoom inhibited some
potential focus group participants. Furthermore, in some instances interviews were cancelled
due to COVID-19 exposure or infection.

LANDSCAPE AND CONTEXT

Hays County is part of the Austin-Round Rock Metropolitan Statistical Area (MSA). It borders
the southern edge of Travis County in Central Texas and also shares borders with Blanco,
Caldwell, Comal and Guadalupe Counties. San Marcos, the county seat, is located in the
southeastern corner of the county and is approximately equidistant from both San Antonio and
Austin.
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Six ZCTAs are primarily located within its boundaries: Buda (78610), Driftwood (78619),
Dripping Springs (78620), Kyle (78640), San Marcos (78666), and Wimberley (78676). Figure 1
shows the boundaries of these six ZCTAs. These ZCTAs are the basis of sub-county analyses
throughout this report.

Figure 1
Hays County ZIP Code Tabulation Area

Source. U.S. Census Bureau, 2021. Map built with ArcGIS.com.
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Demographics

The following section explores the demographic profiles of residents of Hays County.
Demographics of the community significantly affect its health profile as different race/ethnicity,
age, and socioeconomic groups have unique needs and require different approaches to health
improvement efforts. All demographic estimates are sourced from U.S. Census Bureau
American Community Surveys unless otherwise indicated.

POPULATION

In 2020, 241,067 people called Hays County home, an increase of 83,960 from 2010.

POPULATION GROWTH

Hays County has experienced rapid growth over the past decade. In fact, out of all counties in
the U.S. with populations over 100,000, Hays County experienced greatest growth (53%)
between 2010 and 2020. Over the same period, Texas grew 8.3% and the United States as a
whole grew 7.4%. Travis County, the most populous county in the MSA grew by 26% over the
same period. In 2020, 241,067 people called Hays County home, an increase of 83,960 from

2010.

Figure 2
Population Concentration by Census Tract — Hays County
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Source. American Community Survey, 2019. Map built with ArcGIS.com.
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The San Marcos ZCTA is by far the most populous with 82,923 residents, followed by the two
most rapidly growing ZCTAs, Kyle (58,790) and Buda (38,525), both located along the 1-35
corridor. Between 2010-14 and 2015-19, San Marcos has grown by 20.7%; Kyle, by 30.3%;
Buda by 42.7%; Dripping Springs by 24.7%; Driftwood by 18.4%; and Wimberley by 7.4%, far
slower than the others.

Figure 3
Population by ZCTA, 2010-2014 and 2015-2019
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Source. U.S. Census Bureau, American Community Survey, 2010-2014 and 2015-2019.

AGE

Hays County’s population consists of a larger portion of adults of working age (19-64) than both
Texas and the United States as a whole (65.8% vs. 61.6% and 61.3%, respectively). It also has
a slightly smaller elderly population (11.4%) than Texas (12.9%) and the United States (16.5%).

HAYS COUNTY 2021-2022 Community Health Needs Assessment

21



Figure 4
Age Distribution of Population for Hays, Texas and the U.S.
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Source. U.S. Census Bureau Population Estimates, 2019.

RACE AND ETHNICITY

Hays County has also become more diverse as the population has grown, visually represented
in Figure 5 and Table 1 below. While all racial and ethnic groups increased in absolute size
between 2010 and 2020, non-Hispanic whites, the majority population, saw their share of the
population decline from 58.6% to 50.4%. Hispanic/Latinx populations accounted for almost 45%
of the total population growth adding 37,470 persons, while non-Hispanic whites accounted for
35% adding 29,506.

As the population of Hays County grows more diverse, it does not appear to be getting more
segregated as measured by the white/non-white Dissimilarity Index.2 The index value for Hays
County is 21 compared to 40 for the state and 47 for the nation.

3 The dissimilarity index is a measure of residential segregation whereby higher values indicate greater segregation
between residents of two population groups, ranging from zero (complete integration) to 100 (complete
segregation). If an area’s white / non-white dissimilarity index is 65, this means that 65% of white people would
need to move to another area to make whites and Blacks evenly distributed across all areas. A lower number
means a more even distribution.
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Figure 5
Race and Ethnicity of Hays County Residents, 2020
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Source. U.S. Census Bureau 2020 Decennial Census Population Estimates.

Table 1
Hays County Grew More Diverse During 2010-2020

Race or Ethnicity 2010 2020
American Indian / Alaska Native  0.3% 0.2%

Asian 1.1% 2.0% 4+
Black 3.2% 3.7% *
Hispanic 35.3% 38.5% 4+
White 58.6% 50.4%

Source. U.S. Census Bureau 2010 and 2020 Decennial Census Population Estimates.

IMMIGRATION, PRIMARY LANGUAGE, AND LIMITED ENGLISH PROFICIENT

An estimated 9% of Hays County residents were born in a country other than the U.S. Of these,
64% are non-citizens. English is the dominant language spoken in Hays County. However, 3.7%
of households (and 6.7% of residents ages 5 and older) have limited English proficiency (LEP).
Most (85%) of those who have limited English proficiency speak Spanish as their primary
language and live in the San Marcos, Kyle, and Buda ZCTAs. The second most common
primary language spoken by LEP residents is Arabic (4.7% of LEP residents).
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Figure 6
Hispanic/Latinx is the Predominant Racial/Ethnic Population in
Hays County Census Tracts Along the 1-35 Corridor
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Source. American Community Survey, 2015-2019. Map built with
ArcGIS.com View online: https://arcg.is/0S0zzr.
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Social Determinants of Health

The communities in Hays County are impacted by many social determinants of health, which St.
David’s HealthCare could affect. Social determinants of health are the conditions in which
people are born, grow, work, live, and age, in addition to the wider set of forces and systems
shaping the conditions of daily life.

SOCIAL VULNERABILITY AND COMMUNITY NEEDS INDEX

The Centers for Disease Control developed the Social Vulnerability Index (SVI) to measure the
potential negative effect on communities caused by external stresses, such as disease
outbreaks or human-caused disasters. A number of factors, such as poverty, lack of access to
transportation, and crowded housing may weaken a community’s ability to prevent human
suffering and financial loss during a disaster. These factors are known as measures of social
vulnerability.

CDC uses 15 U.S. census variables to help local leaders identify communities that may need
support before, during, and after a natural or human-caused disaster or disease outbreak.
These 15 variables are grouped into four separate vulnerability indices across: (a) housing and
transportation measures, (b) minority status and language measures, (c) household composition
measures, and (d) socioeconomic measures. The four indices are also combined to create an
overall index. The index ranges from 0 to 1, with O indicating the lowest vulnerability and 1the
highest vulnerability.

Hays County’s SVI of 0.4924 indicates a low- to moderate- level of vulnerability. However, there
is significant variability within the county, ranging from a very high vulnerability of 0.8794 in the
most southern part of the county, to a very low vulnerability of 0.0106 in the northeastern part of
the county.

i

Neighborhood
and Built
Environment

Health Care
and Quality

1

I Social Determinants of Health
Education Economic Source. Centers for Disease Control

Access and Stability .
Quality and Prevention.
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Figure 7
Social Vulnerability Index in Hays County
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Source. Centers for Disease Control and Prevention.

The Community Needs Index (CNI) was jointly developed by Dignity Health and IBM Watson
Health™ to assist in the process of gathering vital socio-economic factors in a community.
Based on demographic and economic statistics, the CNI provides a score for every populated
ZIP code in the United States on a scale of 1.0 to 5.0. A score of 1.0 indicates a ZIP code with
the least need, while a score of 5.0 represents a ZIP code with the most need compared to the
US national average (score of 3.0).

The CNI is strongly linked to variations in community health care needs and is a good indicator
of a community’s demand for a range of health care services. The CNI score is an average of
five different barrier scores (income, cultural, education, insurance, and housing) that measure
various socio-economic indicators of each community using the 2021 source data.

e Every populated ZIP code in the United States is assigned a barrier score of 1-5
depending upon the ZIP code national rank (quintile).
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e A score of 1 represents the lowest rank nationally for the statistics listed, while a score of
5 indicates the highest rank nationally.

e For all barriers, ZIP codes with scores of 1 or 2 have a smaller percentage of the
population facing the barriers than the national average, while ZIP codes with a score of
4 or 5 have a higher percentage, and ZIP codes with a score of 3 have a similar
percentage.

Figure 8
Community Needs Index for ZCTAs in Hays County
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Source. Dignity Health and IBM Watson.

INCOME

Median household income reflects the relative affluence and prosperity of an area. Areas with
higher median incomes are likely to have a greater share of educated residents and lower
unemployment rates.

¢ The median household income in Hays County was $77,511 in 2020, which was notably
higher than the Texas median ($66,048) and the U.S. as a whole ($67,340).
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e The median household income for Hays County is lower than other counties in the
Austin-Round Rock MSA, including Travis ($82,605) and Williamson ($91,507), but
higher than Bastrop ($74,612) and Caldwell ($66,128).

e Differences exist across groups defined by race and ethnicity in particular for
Hispanic/Latinx households who have a median household income that is approximately
$12,000 per year lower than that of non-Hispanic whites in 2019 ($59,625 vs. $75,082).

e Large differences exist within the county, with median household incomes ranging from
$44,159 in the San Marcos ZCTA to $132,568 in the Driftwood ZCTA. The large
population of college students in San Marcos attending Texas State University could
partially explain these differences in household income (37,800 students in 2020).

POVERTY AND ALICE

The Census Bureau sets federal poverty thresholds every year and varies by size of family and
ages of family members. A high poverty rate is both a cause and consequence of poor
economic conditions. A high poverty rate also indicates that local employment opportunities are
not sufficient to provide for the local community. Through decreased buying power and
decreased tax revenue to the county, poverty correlates with lower quality schools and
decreased business survival.

At the individual level, 13.7% of Hays County residents live below the federal poverty level.
From 2015 to 2019, Hispanic/Latinx residents were more likely to live in poverty than their white
counterparts (17.1% vs. 11.4%,). Although similar to state and national poverty rates, the Hays
County average masks important differences at the sub-county ZCTA level.

Within Hays County, the San Marcos ZCTA has the highest proportion of people living in
poverty. As displayed in Figure 9, this ZCTA has 14% or more of the population living below the
FPL (shown in green). This is a higher percentage than the county-level prevalence of 13.7%.

e The poverty rate in San Marcos is 28% compared to between 4.2% and 9.2% for all
other ZCTAs.

e As San Marcos is also the most populous ZCTA, 70% of Hays County residents living in
poverty reside in the San Marcos ZCTA.
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Figure 9
ZCTAs in Hays County with Greater than or Equal to 14% of Households Living Below FPL
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Source. American Community Survey, 2015-2019. Retrieved from UDS Mapper.

In addition to poverty, it is also important to understand the portion of residents who live above
the federal poverty level but earn less than the cost of living in their area, measured as ALICE.*

ALICE is an important indicator of economic insecurity because it identifies the prevalence of
households who struggle to afford essentials like food, housing, or health care, and yet do not
meet income qualifications for public assistance programs, such as Supplemental Nutrition
Assistance Plan (SNAP). Basic costs of living are defined as the bare-minimum costs for
housing, child care, food, transportation, health care, and a smartphone plan.

e In 2018, 14% of Hays County households fell below the poverty level and 30% were
ALICE.

e Single person and cohabitating households with no children are most likely to fall below
the ALICE threshold in Hays County due to either living in poverty or being ALICE
(50%).

e Households headed by individuals 65 years and older are most likely to fall into the
ALICE category (38%).

County-level ALICE data masks important intra-county differences as shown in Figure 10. In the
San Marcos ZCTA, 27% of households live in poverty while an additional 39% are ALICE; thus,
two-thirds of San Marcos households have insufficient assets and income to meet basic cost of

4 ALICE: an acronym for Asset Limited, Income Constrained, Employed. ALICE typically describes those who live
above the poverty line but earn less than the basic cost of living for their area. For more information on the ALICE
methodology and data, visit unitedforalice.org.
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living needs in Hays County. This far exceeds other ZCTAs where between 14% and 38% of
households fall below the ALICE threshold.

Figure 10
The Percentage of Hays County Households Living Below the Poverty Level and ALICE Threshold is
Highest in San Marcos
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UNEMPLOYMENT

As with many areas of Texas, unemployment in Hays County was low through March 2020,
increased early in the COVID-19 pandemic, and then began to fall (Figure 11). However, as of
October 2021, Hays County was still experiencing higher levels of unemployment than prior to
the pandemic. In February 2020, the Hays County unemployment rate was 2.7%. It jumped to a
high of 12.3% in April 2020 and remained above 5% through March 2021. It was still hovering
around 3.5% in October 2021.

Workers in service industries were the most affected by loss of employment due to the
pandemic. While local unemployment data is not available for race and ethnicity, at the national
level, Hispanic women (21%), immigrants of all races and ethnicities (19%), young adults
agesl16-24 years old (25%), and those without any college education (21%) experienced the
greatest job loss during the initial surge in unemployment early in the pandemic.®

5 Kochhar, R. (2020). Hispanic women, immigrants, young adults, those with less education hit hardest by COVID-19
job losses. Pew Research Center. https://www.pewresearch.org/fact-tank/2020/06/09/hispanic-women-immigrants-
young-adults-those-with-less-education-hit-hardest-by-covid-19-job-losses/.
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Focus group participants noted that the prevalence of unemployment during the pandemic
intensified financial insecurity, especially among Hispanic/Latinx community members.

Figure 11
Unemployment in Hays County, Texas and U.S.: January 2020 - Oct 2021
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Source. U.S. Bureau of Labor Statistics.

HOUSING

Participants in the focus groups and key informant interviews identified the lack of affordable
housing as an important barrier to health in Hays County, especially over the last few years.
Participants noted that because housing is increasingly unaffordable, people’s ability to be
healthy, engage with health care, or pay for other basic costs of living is inhibited. The
cumulative effect of these stressors is increased mental stress.

Participants described the large influx of people moving into the area due to housing crises
elsewhere. One key informant said people are coming from Austin and California, “buying up a
lot of real estate” and causing property values to become unaffordable for long-time community
members. Not only does this create barriers for home ownership, rent prices have increased
exponentially as well.

“When 50% or 60% of your income is going towards
rent or towards your mortgage, then you’re not
able to put gas in the car or go to the doctor.”

— Key Informant
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Note: Due to the lag of 1-2 years in the availability of housing data, we can only provide a partial
picture of the rising cost of housing up until 2019. The focus groups and key informant
interviews highlighted a more heightened housing affordability crisis that has unfolded during
the last two years (2020-21).

Both median rents and the values of owner-occupied homes in Hays County have

skyrocketed in the past five years (2010-2014 to 2015-2019).

- While median rent in the county was $954/month on average between 2010-2014, it
has increased 21% to $1,154/ month over the latter five-year period.

- The median value of owner-occupied homes increased 35.9% over the same period
from $175,700 to $238,000.

Important differences in median home values exist at the ZCTA level:

- The Buda ZCTA experienced the greatest 5-year growth in median home value at
39.1% (current median home value $255,000).

- The highest median home values are in the Dripping Springs and Driftwood ZCTAs
($413,300 and $486,600, respectively).

Median gross rent for all types of units saw the greatest growth in Wimberley (33.8%) and
Buda (27.2%); Buda ($1,316) and Kyle ($1,406) had the highest median rents in 2015-
2019. Figures 12 and 13 depict these changes over time.

Recent data from the Austin Board of Realtors is more indicative of the housing
affordability crisis over the last two years:

- Between November 2020 and 2021, the median price of homes sold in Hays County
increased 27.9% year-to-year to $390,000. In November 2019, the median price of
homes sold was $260,000 (i.e., a 50% growth in median price of homes sold over
two years).
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Figure 12
Median Value of Owner-Occupied Homes, 2010-2014 vs. 2015-2019
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Source. U.S. Census Bureau American Community Survey.

Figure 13
Median Gross Rent, 2010-2014 vs. 2015-2019
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Source. U.S. Census Bureau, American Community Survey.

Increased housing costs become problematic when residents to not experience a similar
increase in income, such as in Hays County. The increased home prices and rents are driven
largely by area residents moving out of Travis County in search of more affordable housing.
However, it is quickly making areas of Hays County that were once considered affordable no
longer feasible for lower-income populations.

HAYS COUNTY 2021-2022 Community Health Needs Assessment 33



SEVERE HOUSING BURDEN

On average, Hays County residents spend 27% of their monthly income on housing costs.
However, 15.7% experience a severe housing cost burden, defined as spending more than 50%
of their monthly income on housing costs. This limits residents’ ability to afford necessities such
as food, transportation and health care. While this rate has decreased from 19.63% five years
ago, the absolute number of households experiencing a severe housing cost burden has stayed
approximately the same.

e In2010-2014 an estimated 12,846 households in Hays County spent more than 50%
of their monthly income on housing, while in 2015-2019, 12,358 did so.

e Around 20% of households in Hays County experience one or more of the following:
overcrowding, housing costs that are greater than 50% of monthly income, lack of
kitchen facilities or lack of plumbing facilities.

Immigrant community members specifically face poor housing conditions, according to
participants in the key informant interviews and focus groups. In addition, the growing costs of
housing have increased homelessness.

HOUSING INSTABILITY

More recently, there is evidence that the COVID-19 pandemic increased housing instability,
defined as either having missed or deferred housing payments or being in serious delinquency.
Prior to the pandemic (January 2020), 1.5% of occupied housing units were at risk of disruption
(3.4% of renter-occupied units and 0.3% of owner-occupied units). In September and October of
2021, 5% were so. This equates to approximately 4,625 households in Hays County being at
risk of losing their homes due to failure to make payments.

EDUCATION

Educational attainment is relatively high in Hays County with 90.1% of adults 25 years and older
having completed at least high school and 37.2% having a college degree or higher compared
to 83.7% and 29.9%, respectively, statewide and 88% and 32.2% at the national level.
However, less than 80% of Hispanic adults completed high school (78.1%) county-wide, and in
Dripping Springs, less than two-thirds have done so (65.2%). Education attainment varies by
race and ethnicity at the county-level as shown in Figure 14 below.
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Figure 14
Hispanic/Latinx Residents of Hays County are the Least Likely to Have Graduated from High School
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Source. American Community Survey, 2015-2019.
Note: With the exception of Non-Hispanic whites, all other racial groups include individuals who identify as both
Hispanic and Non-Hispanic.

Figure 15
Black/African American and Hispanic/Latinx Residents of Hays County are Less Likely to be
College Graduates
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TRANSPORTATION

Participants identified transportation as a common barrier to health care for many residents of
Hays County. Residents spend, on average, 23% of monthly income on transportation. One key
informant noted that, although Hays County is one of the fastest growing counties in the nation,
there is extremely limited public transportation infrastructure. The Capital Area Service
Transportation System (CARTS) service is limited in both hours and available routes (e.g., available
during limited windows one to two days per week for routes within the county), and there are no
other public options. In addition, the CARTS Interurban Coach, which runs between cities in the
10-county region, runs solely out of San Marcos, on the southeast side of the county.

Furthermore, one key informant noted, “There is no transportation available for someone with a
wheelchair in Hays County to go the doctor.” Consequently, disabled community members
experience disproportionate barriers to health care access and are more affected by transportation
barriers and access to services.

“There is no transportation so you miss your follow-up. You
have to reschedule it for the next month, and then they can’t
prescribe you your medicine. That's where it becomes hard
to stay healthy because you’re missing your medications.
That makes it impossible to stay healthy.”

— Focus Group Participant

In addition to the lack of public transportation options, participants noted that many residents of
Hays County do not have access to personal transportation. In fact, 2.9% of households in Hays
County do not own a personal vehicle, ranging from 0.4% (78676) to 5.6% (78666). Even in
households that own one vehicle, if someone needs it to get to work, other household members
have no transportation to travel to grocery stores or doctor’s appointments. This leads to relying
on neighbors or friends for transportation. It is common for multiple households to ride together
to pick up food from the food pantry, for example.

“We’ve stuffed four families’ worth of stuff into one car
because only one person had access to a car that day.”

— Focus Group Participant

For vehicle-limited households, lack of access to public transportation can also limit people’s
ability to work, especially if multiple family members from household need to travel to work. For
those who do have access to vehicles, gas and repairs are an additional financial burden.
Therefore, needing to drive to San Marcos for affordable health care services at CommuniCare
Health Center can be a barrier for many.
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FOOD INSECURITY

Data from 2018 indicate that 12.1% of Hays County residents lack adequate access to food.
This is slightly lower than the statewide rate (15.0%) but higher than the rate for the U.S. as a
whole (11.5%). Food insecurity affects health in two ways:

1. By making it difficult for individuals to maintain healthy diets that are instrumental to
managing chronic conditions such as diabetes; and
2. By leading individuals to forgo costly medication in order to feed their families.

Food insecurity increased during the COVID-19 pandemic, and the current rate is likely higher
than it was three years ago. Projections from Feeding America’s Map the Meal Gap study
indicates an increase in food insecurity in Hays County in 2021 to 14.1%, affecting an additional
4,540 people.

Focus group participants identified general financial insecurity and geographic division of food
access as two root causes of food insecurity. They also identified food insecurity as a common
barrier to health. Participants noted that many residents could not afford healthy food or enough
food for their family. One key informant said, “People are making hard choices between
medications and eating, or whether or not their kids eat.” As a result, families often resort to
buying cheaper food even though it is less healthy.

“A lot of times, eating less expensive
food is the way fo fill your stomach.”

— Key Informant

While many community members use the Hays County Food bank, which makes an effort to
include fresh produce and healthy options with each distribution, the quantity of food provided
does not meet the needs of larger families. Similarly, school districts distributed breakfast and
lunches for families during remote learning for the 2020-21 school year, but many families
struggled to take advantage of this because “there’s only one vehicle in the household, and
whoever takes that to work has the vehicle,” according to one key informant.

In addition to the food pantries, some community members are able to get assistance with food
through public benefits such as SNAP—Supplemental Nutrition Assistance Program. Yet, while
some families qualify for benefits based on income, many families are not able to access SNAP
due to their immigration status. For example, in November 2021 6,155 Hays County residents
received SNAP benefits while 14,364 were eligible to do so, according to the Texas Health and
Human Services Commission web site.

With respect to geographic access, participants noted that communities on the eastern side of |-
35 have fewer groceries stores compared to those on the western side. Three neighborhoods in
particular are officially designated by the U.S. Department of Agriculture as low income with
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limited food access, and at least 100 households located more than a ¥2 mile from the nearest
supermarket with no vehicle available.

Figure 16
Hays County Census Tracts that are Low Income with Low Food Access

- Low Income & Low Access Using Vehicle

Source. U.S. Department of Agriculture, 2019.

INTERNET ACCESS

Increasingly, activities of daily life require a stable, fast broadband connection. This became
even more important during the COVID-19 pandemic when schools transitioned to remote
learning, the use of telehealth increased, and many employees began to work from home.

e In Hays County, 72.3% of households had broadband access, defined as having a DSL,
fiber optic or cable internet subscription, in 2015-2019.
e About 1 in 10 households in Hays County (9.8%) have no internet connection at all and
another 8.3% access the internet solely via a cellular data plan.
e There are differences in internet access by income and race/ethnicity:
- While 94.2% of households with income $75,000 or greater have broadband access,
those earning less than $10,000 are far less likely to have access (62.6%).
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- Over 30% of households earning less than $20,000 have no internet connection at
all, while only 5.3% of those earning $75,000 and greater lack a connection.

- Hispanic/Latinx and Black/African American residents are more likely to live in
households lacking internet access: 20.5% and 35.4% respectively.

Figures 17 and 18 below highlight variation in internet access by income and race and ethnicity.

Figure 17
Low-Income Households in Hays County are the Least Likely to Have Internet Access

94.2%  0.5% 5.3%

$75,000 or more | 777,

87.4% 12.6%

$50,000 - $74,999 %

79.1% 0.1% 20.8%

$35,000 - 349,909 | NN 7220

70.3%  0.4% 29.3%

s20,000-$34,999 NN 2 @
68.7% 31.3%

$10,000 - $19,999 T
62.6% 37.4%

< $10,000 7

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

m Broadband Dial-Up No Internet

Source. U.S. Census Bureau, American Community Survey.
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Figure 18
Black/African American and Hispanic/Latinx Households are Less Likely to have Internet Access

87.0% 0.3% 12.7%

were. [

79.4% 0.1% 20.5%

= [

m Broadband Dial-Up No Internet

Source. U.S. Census Bureau, American Community Survey.

RACISM AND DISCRIMINATION

Based on input from focus group participants and key informant interviews, lack of cultural
knowledge and sensitivity of health care providers is an issue faced by many minority
community residents. Participants highlighted situations where they have encountered
discriminatory speech and treatment from health care providers due to their immigration status.
Other participants mentioned immigrants may be reluctant to give out personal information for
health care or social services because of fears of deportation and consequently, will not visit
doctors or social service agencies. Such interactions with providers can reduce the likelihood
that individuals seek needed care in the future.

“We need to have an agency or medical service
that doesn’t care if you are a citizen or not.”

— Focus Group Participant

Additionally, LGBTQ+ people in Hays County experience discrimination in health care settings,
and transgender residents in particular face significant challenges because “they will receive
poor treatment, or no treatment, or inappropriate treatment.” This may include being
misgendered, having hormone therapy disrupted “without any good reason,” or being ridiculed
by providers.

There is a need for more health care providers who are responsive to LGBTQ+ culture (e.g.,
knowledgeable about pronoun preference) and equipped to treat health issues specific to the
LGBTQ+ community and transgender residents (e.g., hormone replacement therapy).
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Community Assets and Strengths

Hays County has several community assets that should be considered as part of any
community health needs assessment. Focus group and interview participants noted that Hays
County has a strong sense of community and residents demonstrate a priority to take care of
each other. Individuals, local nonprofit organizations and churches from various denominations
are well-networked and coordinate with each other to distribute food and provide social
services. Focus group participants noted that the county’s population growth has brought in
more financial resources. The influx of people with higher incomes presents an opportunity to
tap into private wealth for the greater good. Finally, participants noted that Hays County is home
to a wide age range of people. With large populations of both college students and retirees, the
generational diversity can be leveraged to strengthen the networking and mutual aid happening
in the area.

HEALTH CARE ORGANIZATIONS

Hays County’s health care resources are located primarily along the 1-35 corridor on the
southeastern side of the county. They include several hospitals:

e Ascension Seton Hays

e Baylor Scott and White Medical Center — Buda

e CHRISTUS Santa Rosa Health System — San Marcos
e Kyle ER and Hospital

e Warm Springs Rehabilitation Hospital of Kyle

e Wellbridge Hospital of San Marcos

The county is also home to a number of clinics that serve low-income residents. The following
were mentioned specifically by focus group participants:

e CHRISTUS Trinity Clinic (San Marcos)

e CommuniCare Clinics (San Marcos and Kyle)

e CommuniCare Clinic (Wimberley — provides pediatric care only)
e Live Oak Clinic (San Marcos)

In addition, Hays County has one National Health Service Corps (NHSC) site, CommuniCare
Health Center in Kyle. The NHSC designation is given by HRSA for a clinical site, typically a
federally qualified health center, which is located within a Health Professional Shortage Area
(HPSA) and can provide services to people without regard for their ability to pay.
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Figure 19

National Health Service Center Sites in Hays County and Surrounding Areas
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Source: Health Resources and Services Administration, 2021. Map built with UDSMapper.org.

NONPROFITS AND COMMUNITY ORGANIZATIONS

Nonprofits and community-based organizations in Hays County play a vital role in building

healthy communities by providing educational,

health, and social services to community

members. Focus group participants identified various local organizations and agencies that

have been instrumental in providing resources

to address general needs as well as needs that

have arisen during the pandemic. Below is a list of organizations identified by participants:

Amigos de Jesus Mercado

Any Baby Can

Barnabas Connection

City of San Marcos

Community Action

Greater San Marcos Youth Council
Hays-Caldwell Women’s Center
Hays County Independent School
District

Hays County Food Bank

Hill Country Mental Health and
Developmental Disabilities Center
Meals on Wheels

Out Youth in Austin, TX

Southside Community Center
Women, Infants, and Children (WIC)

Planned Parenthood was also noted as a valuable resource. However, the closest location is in

South Austin (Travis County).
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CHURCHES AND FAITH-BASED ORGANIZATIONS

Focus group participants noted three churches that provide valuable services historically-
underserved community members including: Connection Church, Santa Cruz Catholic Church
and the Vincent de Paul ministry of St. Anthony’s Catholic Church. In addition, the map below
displays the geographic distributions of places of worship within the City of San Marcos, which
has the highest concentration of poverty in Hays County.

Figure 20
Places of Worship in San Marcos
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Source. OpenStreetMap Amenities for North America. Retrieved December 17, 2021.

PARKS

Hays County has a lot of natural space, which can provide opportunities for physical activity,
time in nature, and places for community events. Focus group participants mentioned this as an
asset for many residents of Hays County. In the Buda and Kyle ZCTA'’s, over half of all
residents live within a 10-minute walk of a park (61% and 73%, respectively); in San Marcos,
45% live walking distance from a park; meanwhile, only 17% of Wimberley residents do so.
Data is not available on park access for Driftwood and Dripping Springs.
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Priority Health Needs and Barriers to
Care

The health issues and barriers to health care access and healthy lifestyles experienced by Hays
County residents could be influenced by St. David’s HealthCare through policy or system-level
changes and collaboration with community partners.

KEY HEALTH ISSUES

Hays County residents are doing well relative to the state of Texas and the nation on a number
of health outcomes. They have lower rates of premature mortality, child mortality, drug
overdoses, infant mortality, child mortality, and low birthweight (Appendix A). There are,
however, several health issues which merit attention.

DIABETES

Participants in focus groups and key informant interviews identified diabetes as a priority health
condition in their community, noting a perceived higher prevalence of diabetes in both
Hispanic/Latinx and Black/African American communities of the county. The prevalence of
diagnosed diabetes among adults in Hays County is 8.3% among adults 20 years and older,
which is 2 percentage points lower than the state prevalence. However, quantitative data for
Public Health Region 7 (the region in which Hays County is located) indicate the underpinnings
of these differences are likely socioeconomic in nature, rather than due to race and ethnicity.

e Texas adults in Public Health Region 7 with less than a high school education (21.4%)
are over two and three times more likely to have diabetes than those with at least some
college education (8.4%) and those who have graduated college (6.8%), respectively.

e Adults earning less than $50,000 per year are more than twice as likely to have diabetes
as those who earn more $50,000 or more annually (16.5-16.8% vs. 6.5%).

HAYS COUNTY 2021-2022 Community Health Needs Assessment 44



Figure 21
Areas of Hays County with the Highest Prevalence of Diabetes
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Figure 22
Diabetes Prevalence by Income and Education Attainment, Adults: TX Public Health Region 7
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Source. U.S. Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System, 2018.
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The connection to race and ethnicity is that Hispanic/Latinx and Black/African American
community members are more likely to fall into lower income and education strata than white
community members. Participants noted that the primary driver behind the higher rates of
diabetes in their community was challenges with nutrition and food insecurity and difficulty
affording diabetes medications.

Note: The rates in Figure 21 are for diagnosed diabetes. Where communities experience
barriers to accessing health care, rates of undiagnosed diabetes and prediabetes can be
significant. This is important, as it is possible to reverse prediabetes through medication and
lifestyle changes. In addition, diabetes identified at earlier stages is easier to treat and results in
delaying or preventing the onset of complications that lower quality of life and are expensive to
treat.

HYPERTENSION

The second most commonly identified health priority was hypertension. Participants noted
hypertension is common among the entire population, including younger community members,
an observation corroborated by the quantitative data. According to BRFSS data, slightly less
than one third (29.0%) of community members report having been told they have high blood
pressure by a health care professional. This is equivalent to the rate in Texas, but slightly lower
than the rate nationally (32.3%).

However, because hypertension is generally asymptomatic, knowing that one has it is
dependent upon having regular access to health care, which, as will be discussed in the next
section, is not the norm for many community members in Hays County. Thus, many residents
likely have high blood pressure and are not aware of it. Diagnosing and treating hypertension is
not difficult or expensive. Untreated hypertension, on the other hand, can lead to heart attacks,
strokes, and other complications.

OBESITY

Obesity is another priority health condition linked to both diabetes and hypertension. The
prevalence in Hays County among adults is similar to the state rate (31.7% vs. 31.4%). Both are
higher than the rate nationally (29.7Participants noted it being an issue in younger community
members, as well. One key informant said, “I'm seeing obesity a lot in the younger population.
So they don't have other conditions [like diabetes or hypertension] yet, but they will soon.”

Other participants described increased incidences of weight gain among school-aged children
specifically as a result of the COVID-19 pandemic, which has increased food insecurity,
intensified chronic stress, and led to fewer activities being done outside the home.
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MENTAL HEALTH

Participants in the focus groups and key informant interviews identified mental health as another
health priority for Hays County, specifically challenges with anxiety and depression. They noted
that the rising needs of mental health directly relate to the COVID-19 pandemic.

e According to modeling using 2019 BRFSS data, almost 1 in 5 (18.7%) adult community
members in Hays County have been diagnosed with a depressive disorder at some point
in their lives. Hispanic adults are less likely to report a depression diagnosis than white
adults.

e In 2019, 13.4% of Hays County adults reported their mental health as being “not good”
14 days or more in the past 30 days.

e Rates of mental iliness, thoughts of suicide, and receipt of mental health services are
similar in Public Health Region 7a (including Hays County) compared to the rest of
Texas. Data for these indicators are not available at a county level.

The prevalence of poor mental health is likely higher than the most recent available BRFSS
data, given the impact of the COVID-19 pandemic. Estimates from the Household Pulse Survey,
which CDC has administered on a rolling basis throughout the COVID-19 pandemic, estimates
that 29.5% of Texas adults experienced symptoms of anxiety disorder or depressive disorder as
recently as December 2021. This percentage was previously as high as 43.4% of Texas adults
in January 2021.% At the national level, women reported higher rates of symptoms than men
(33.8% vs. 27.5%), and adults ages 18-29 had rates substantially higher than all other age
categories (44.5%).

6 Household Pulse Survey. Anxiety and Depression. Centers for Disease Control and Prevention.
https://www.cdc.gov/nchs/covid19/pulse/mental-health.htm.
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Figure 23
Rates of Mental lliness, Thoughts of Suicide and Mental Health Services
in Public Health Region 7a are Similar to Texas
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Source. Substance Abuse and Mental Health Services Administration,
National Survey of Drug Use and Health, 2016-2018.

“Even if people do have insurance, it’s hard to getin to
see [a mental health provider]. But for the people without
insurance, it’s pretty much not even an option.”

— Key Informant

When asked to identify the root causes of mental health-related challenges, participants noted
three factors:

Residents face general financial insecurity; one Spanish-speaking focus group participant said,
“l think many people have depression because of the pressure they face in paying rent, bills, car
insurance, and their phone bills.”

Isolation increased due to COVID-19; one key informant noted that isolation brought on by the
pandemic “has been very difficult even for people who were previously pretty healthy.”

There is a lack of mental health providers in Hays County, especially providers who accept
Medicaid or offer affordable self-pay options.

e There is one dedicated mental health treatment facility in the county, located in San
Marcos. Access to mental health providers is a statewide problem.

e The county’s population-to-mental health provider ratio is 971:1 whereas it is 827:1
across the state. Both are much higher than the national ratio of 383:1.
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e Given these supply issues, waitlists for available providers are often multiple months
long, making their services inaccessible for many community members.

CANCER

Some participants mentioned cancer as a health issue of concern in Hays County, but it did not
rise to the level of being a priority in the qualitative analyses. Similarly, the rate of new cancers
in Hays County is slightly lower than that of the state as a whole (401.3 per 100,000 persons vs.
408) and notably below the national rate (449 per 100,000).

e Hispanic/Latinx community members have lower rates of overall cancer incidence than
white and Black/African American members, as well as lower rates of breast (94.9), lung
(22.7), prostate (76.4) and colorectal (43.5) cancer than do non-Hispanic white residents
(134.3, 48.0, 114.2 and 33.1, respectively) in 2014-2018.

¢ Non-Hispanic white residents of Hays County have a higher prostate cancer incidence
than their counterparts statewide (114.2 vs. 98.4 per 100,000) while lung cancer
incidence is lower than that found across the state (48.0 vs. 58.6).

Incidence data for these common cancers is not available for Black/African American residents
for Hays County. However, the rate of cancer deaths (all cancers) is notably higher for
Black/African American residents than it is for the other two groups (207.1 vs. 141.3 and 122.6
for white and Hispanic/Latinx residents, respectively). While Black/African American residents
make up only 3.7% of the population in Hays County, this higher rate of death is indicative likely
of either later stage diagnosis or lower quality care and merits a mention.

BARRIERS TO HEALTH CARE

The affordability and availability of needed health care affect when and whether or not people
seek care. Focus group participants and interviewees indicated that barriers exist in both of
these areas, in particular for more underserved populations. In 2017, the most recent year this
data is available at the county or sub-county level, approximately 17% of Hays County adult
residents reported there being a time in the prior year when they needed care but could not
afford it. The rates vary across ZCTAs, as shown in Figure 24 below. The portion reporting
delaying care was highest in the Kyle ZCTA (23.6%) and lowest in Wimberley (14.2%).

Another indicator of challenges with health care access is the rate of hospital visits for
conditions that are treatable in the ambulatory (e.g., non-hospital) environment. Such visits are
typically more expensive when treated in the hospital environment. Treatment, especially for the
management of chronic conditions, can be sub-optimal if received through emergency
departments due to the short-term, triage focus of that venue.
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Figure 24
A Higher Percentage of Adults in Eastern Hays County Delay Care Due to Cost
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Behavioral Risk Surveillance System, 2017.

In Hays County, the rate of preventable hospital stays among Medicare enrollees in
2018 was 4,243 per 100,000 Medicare beneficiaries. This is comparable to the state and
national rates.

The rate of preventable hospital stays has increased county wide by 20.2% since 2012.
Hispanic/Latinx Medicare enrollees are 1.8 times more likely to use the hospital for
ambulatory-sensitive conditions than are white and Black/African American residents.

UNINSURED

Participants described the challenges that many underserved, low-income, and minority
community members face regarding health care; while many receive lesser quality care due to
financial insecurity or being un- or underinsured, many more forgo care entirely because of the
costs. Participants noted:

People often avoid preventive care because the cost of regular lab tests is prohibitive.
The opportunity costs associated with missing work to see a provider are too high for
underserved and low-income community members.

Many people rely on the emergency room for their health care needs, which ultimately
results in large medical bills that could have been mitigated with more frequent health
care access.
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Families end up “running around, trying to get [their] files
from this [provider] to that one] when insurance coverage
changes]...Then, things fall through the cracks.”

— Key informant

Insurance coverage improves access to care and care seeking by lowering the out-of-pocket
costs. It also improves rates of preventive care (e.g., screenings and vaccinations).

As a state, Texas had a higher percentage of residents under the age of 65 who are
uninsured (20.7%) than any other state in 2019. This is also twice the portion of
residents nationally who are uninsured (9.2%).

In Hays County, 16.7% of residents under the age of 65 are uninsured; this is lower than
the portion of residents statewide who are uninsured, but higher than the national
average.

Relative to other counties in the Austin—-Round Rock MSA, Hays County has a
comparable portion of residents under the age of 65 who are uninsured as Travis County
(16.5%), and fewer than those in Bastrop (22.7%) and Caldwell (25.7%) Counties.
However, the rate of uninsured is higher in Hays County than in Williamson County
(12.4%).

Around 18.8% of Hays County adults ages 19 to 64 are uninsured, while 11.6% of
children under the age of 19 do not have health insurance coverage.

Differences in insurance coverage exist by income as shown in Figure 25 below.

Figure 25
Rates of Uninsured by Age and Income: Hays County, Texas and U.S.
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These rates do not take into account the disruptions that low-income families have in their
health care due to irregular insurance access. Although no data is available at the county level,
national data indicates that two out of five working age adults (ages 19-64) are underinsured
(43.4%).78

ACCESS TO LOW-COST CARE

Providers offering low- or no-cost care are few and located on the southeast side of the county.
The only two federally qualified health centers, or FQHCs, serving adults in Hays County are
located in San Marcos and Kyle. The CommuniCare clinic in Wimberley offers pediatric care
only. Other affordable care options (e.g., the local health department, Live Oak Clinic and
Corridor Primary Care) are all located along the 1-35 corridor as well. Given the lack of public
transportation in the county and personal transportation challenges experienced by many low-
income community residents, this limits access to low-cost care options for residents who do not
live in San Marcos or Kyle.

Participants also reported traveling to Austin or San Antonio to visit specialists with affordable,
sliding-scale options. However, traveling even to San Marcos or Kyle is inaccessible for many
due to not having a personal vehicle, expenses of travel (e.g., gas), or opportunity and financial
costs associated with missing work.

“With just one consultation or one operation, one has to go multiple
times. And let’s not even talk about the price. It is way too high.”

— Spanish-speaking Focus Group Participant

Key informants also noted that additional issues including few providers accepting Medicaid,
which directly affects care affordability for low-income residents and that dental care is cost-
prohibitive for many in the county, with the CommuniCare clinic in Kyle being the sole option for
low-cost basic oral care in the county.

7 The Commonwealth Fund determines people to be underinsured if they are insured all year and they meet one of
the following criteria: (a) their out-of-pocket costs, excluding premiums, over the prior 12 months are equal to 10%
or more of household income, (b) their out-of-pocket costs, excluding premiums, over the prior 12 months are equal
to 5% or more of household income for individuals living under 200% of the federal poverty level ($25,520 for an
individual or $52,400 for a family of four in 2020), or (c) their deductible constitutes 5% or more of household
income.

8 Collins, S., Gunja, M. Z., Aboulafia, G. N. (2020) U.S. Health Insurance Coverage in 2020: A Looming Crisis in
Affordability. The Commonwealth Fund. https://www.commonwealthfund.org/publications/issue-
briefs/2020/aug/looming-crisis-health-coverage-2020-biennial.
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PROVIDER AVAILABILITY

A short supply of providers can be another barrier to care as it increases the time it takes to get
an appointment. In particular, focus group participants noted that waitlists for mental health care
providers are often multiple months long, making their services inaccessible for many
community members.

“Even if people do have insurance, it’s hard to get in to see
[a mental health provider]. But for the people without
insurance, it’s pretty much not even an option.”

— Key Informant

Hays County is designated as a health professional shortage area for both primary care and
mental health by HRSA. (It is not for dental care, however). For both primary and mental health
care, the supply of providers has not kept pace with population growth. The number of residents
per primary care physicians grew by 3.7% between 2010 and 2018 from 2,261 to 2,343. This is
a far larger number of residents per primary care physician than the state as a whole and
nationally. The supply of non-physician primary care providers is also lower than that of the
state as a whole and the U.S., as is the supply of dentists and mental health providers, as
shown in the Figure 26.

Figure 26
Number of Residents per Provider: Hays County, Texas and U.S.
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While the availability of dentists relative to the population is lower than that for the state and
nationally, availability has improved in Hays County from 3,043 residents per dentist in 2010 to
2,616 in 2018. However, as focus group participants pointed out, availability does not mean
care is affordable; thus, dental care still remains inaccessible for low-income populations.
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Other Health Needs

The following additional significant health need emerged from a review of the publicly available
guantitative data for Hays County. While this topic did not specifically emerge as priority areas
in the focus groups and key informant interviews, they are worth noting.

BINGE DRINKING AMONG YOUNGER COMMUNITY MEMBERS

While not mentioned by focus group participants, data indicate that heavy and binge drinking is
more common in Hays County than it is statewide and for the nation as a whole.

e Slightly less than 1 out of 4 residents 18 years and older report either heavy or binge
drinking compared to 1 in 5 across the state and nationally.

e Binge drinking is more prevalent than heavy drinking. This may be due to the county
being home to a large state university as there are large age and marital status
differences in likelihood of binge drinking, specifically, with younger, unmarried
community members being more likely to report recent binge drinking than their older or
married counterparts.

e Almost one-third of community members ages18-29 reported recent binge drinking
(32.3%), a rate that is more than two times that of those 45-64 years old and 10 times
higher than community members over the age of 64.

e Around 25.3% of unmarried adults binge drink compared to 14.4% of married adults.
Similarly, unmarried community members are more likely to report heavy alcohol
consumption than are married community members (8.8% vs. 5.5%).
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Conclusion

As part of a collaboration with local hospital systems, SDF contracted with THI to compile and
analyze quantitative data for Hays for the 2021-2022 CHNA process. Additionally, THI
conducted eight virtual key informant interviews, two virtual community focus groups, and one
virtual Photovoice project to qualitatively understand the health priorities for Hays County.

Both quantitative and qualitative data indicate that Hays County many assets and strengths,
including a strong sense of community and residents demonstrate a priority to take care of each
other. Individuals, local nonprofit organizations and churches from various denominations are
well-networked and coordinate with each other to distribute food and provide social services. At
the same time, Hays County has experienced tremendous population growth over the past
decade, which has created issues both with affordability, in general, and housing-related, in
particular. The growth has also affected provider availability, and lower-income and underserved
populations continue to experience high rates of health issues such as diabetes, obesity,
hypertension and mental illness, as well as significant barriers to access to health care and
living healthy lifestyles. Regionally, the eastern and southern parts of Hays County have higher
rates of poverty, diabetes, delayed care, and generally higher vulnerability. Finally, lack of
cultural knowledge and sensitivity of health care providers is an issue faced by many minority
and LGBTQ+ residents.

Focus group participants and key informants provided a number of recommendations about
actions a health care system could take to address the concerns they identified. The
recommendations focused on three primary outcomes: (a) building trust to improve outcomes
among underserved communities, (b) increasing affordability and access, and (c) reducing
community barriers.

BUILD TRUST

Culturally competent workforce: Equip providers and hospital staff to better serve community
members, especially people who are immigrants, Hispanic/Latinx, Black/African American or
LGBTQ+ and those with disabilities.

Partnerships: Establish coalitions and partnerships with community-based organizations,
churches, and schools to build trust and expand impact.

Community engagement and outreach: Work with community-based organizations to
distribute information about health fairs or other hospital events and services, such as vaccine
clinics.

Language and translation services: Ensure that materials are linguistically accessible and
consider using non-print communication such as radio broadcasts. Increase the number of
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providers who speak Spanish or have accessible translation services. Include language on
office doors and hospital marketing materials that explicitly welcomes historically excluded
populations such as people who are LGBTQ+, immigrants, and Black/African American.

Proof of identification: Remove requirements for photo IDs, proof of citizenship, or other
paperwork that may be a barrier for some populations to provide.

INCREASE AFFORDABILITY AND ACCCESS

Affordable health care: Expand options such as free or low-cost clinics, sliding scale payment
options, co-pay assistance for preventive health care (such as screenings or lab tests), and
processes for nonprofits to easily pay for services on someone’s behalf. Affordable services are
especially needed for adults, as some available options only serve children.

Awareness: Ensure that free or low-cost services are explicitly advertised as such to increase
likelihood that community members will use them.

Mobile clinics in rural areas: Offering mobile clinics would be most helpful if they are available
frequently, such as once a week, and offer free or reduced-cost services.

Primary care and specialists: Expand access to providers, including pediatricians, OB/GYN,
endocrinologists, ophthalmologists, and cardiologists. Specialists who offer free or low-cost
services are especially needed.

Mental health services: Improve and expand access to services that are affordable, culturally
sensitive, and accessible to older adults and minority community members.

REDUCE BARRIERS IN THE COMMUNITY

Community education: Prevention-focused classes or lifestyle change programs should be
affordable or free and culturally appropriate. Programs that address the prevention of diabetes
and hypertension are especially needed. Consider collaborating with community-based
organizations, including churches, to host classes.

“I know the hospital here offers classes and stuff, but they're
not affordable to most people. So just having affordable
options for education I think would be really huge.”

— Key Informant
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Transportation services: Work with local officials to improve options, such as expanding
CARTS or establishing privately funded buses or vans that link clinics and communities.
Transportation services should be accessible to community members with disabilities.

Affordable and healthy food: Expand access by increasing capacity of the Hays County Food

Bank, working with churches to distribute food, and establishing affordable grocery stores in
rural areas.
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Evaluation of 2019 CHNA

St. David’s Foundation last completed Community Health Needs Assessment and
Implementation Plans in 2019. Below are the highlights of accomplishments since 2019 that
support St. David’s Foundation Community Improvement Plans (CHIP).
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Priority Area: Improve the health and well-being of children

Goal from 2019
Implementation Plan

Description of
Objectives

Vision of Success

Progress, Impact,
and Outcomes

Foster the conditions that
create positive early
experiences for young
children, knowing these
early experiences are the
foundation for later
health, social, and
economic outcomes.

Inform the public by
promoting the science of
brain development to
guide clinical practice,
public policy, and
resource decisions.

Screen at key intercept
points such as pediatric
clinics for childhood
adversity, relational
health, and other related
factors.

Treat children through a
strong therapeutic web
that includes specialized
treatments that
incorporate research on
the effects of trauma and
adversity, as well as
tools to build resiliency,
such as parenting
supports.

Prevent adversity and
build resiliency, using
avenues such as parent
engagement and
education campaigns,
and engaging children
and their communities in
their own healing.

Families are supported
and have the key
services they need to
remove sources of
stress, strengthen core
life skills, and foster
positive relationships
between children and
caregivers.

Communities are
connected, with built
environments and norms
that promote social
interaction among
community members.

Stakeholders are
informed about the
science behind brain
development. These
stakeholders include
practitioners, policy
makers, and the general
public.

In 2020, access to
treatment to address
trauma and adversity
services more than
doubled (123%). This
translates to a total of
12,292 children under 18
who received services.

In 2020, the number of
practitioners trained in
trauma-informed care
best practices more than
doubled (143%). This is
equivalent to 460
clinicians utilizing
trauma-informed best
practices.

By 2020, St. David’s
Foundation increased
Brain Story Certifications
statewide by 30%.

By 2020, St. David’s
Foundation increased the
proportion of local school
districts that have
incorporated social-
emotional learning (SEL).

St. David’s Foundation is
on track to increase
home visiting slots in
Central Texas by 10%.
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Priority Area: Improve the health and well-being of women

Goal from 2019
Implementation Plan

Description of
Objectives

Vision of Success

Progress, Impact,
and Outcomes

Ensure women and girls
are supported with the
resources, respect, and
conditions vital for
equitable health and
wellbeing.

Establish Central Texas
as a women’s health and
perinatal safe zone. Lead
and join a shared
community commitment
to protecting women'’s
resources, respect, and
conditions regardless of
what happens in the
broader environment.

Center women of color
(e.g., listen to them, step
back while they drive the
agenda, include them at
key tables, enable them
to tell their own stories,
invest in their
leadership).

Fills gaps in the
fragmented safety net
women’s health system
and fund select
innovations.

Women and girls of color
experience birth equity
(including but not limited
to equitable outcomes in
perinatal care, maternal
morbidity and mortality,
and newborn outcomes).

Women'’s health safety
net policies and
programs are less
fragmented, resulting in
continuity of access
between primary care,
sexual and reproductive
health care, and perinatal
care.

Women and girls can
obtain low-barrier family
planning and
contraceptive care,
including the most
effective methods, in
clinical and community
settings.

Communities are
empowered to share
their own narratives and
stories.

St David’s Foundation
women’s health work
aligns with other issues
and movements relevant
to the health of women
and girls (e.g., improving
conditions for caregivers,
gender-based violence),
expanding intersectional
partners and community
impact.

By 2020, access to
family planning and
contraceptive care
increased more than
doubled (115% and
5,311 people).

In 2020, access to
comprehensive sex
education and pregnancy
prevention programming
for young adults
increased by 29%.

By 2020, St. David’s
Foundation increased the
number of leaders
attending SDF Women’s
Health convenings.

As of 2020, St. David’s
Foundation is on track to
increase the number of
women of color included
in key stakeholder
convenings and the
proportion of grant
partner organizations led
by women of color.

As of 2020, St. David’'s
Foundation is on track to
complete the Perinatal
Safe Zone engagement
plan.
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Priority Area: Improve the health and well-being of older adults

Goal from 2019
Implementation Plan

Description of
Objectives

Vision of Success

Progress, Impact,
and Outcomes

Increase support for
older adults to live safely
and independently in
their own community.

Directly fund services
and support the health of
organizations providing
services to older adults.

Build evidence for new
models by piloting and
evaluating innovative
services in Central Texas
and demonstrating the
“double impact” of
intergenerational
approaches.

Lead new payment
models and public
system improvement by
advocating to MCOs and
legislators on the cost-
effectiveness of adopting
evidence-based services,
advocating for increased
appropriations for
Medicaid services for
older adults, and
engaging local
organizations to
advocate for supportive
aging policies.

Engage and activate
community around aging
issues.

Older adults remain safe
and independent in their
homes as they age.

Older adults have a
better end of life
experience.

Central Texas supports
older adults and engages
them as a vital part of the
community.

Central Texas has an
adequate supply of
accessible, high quality
services for older adults.

By 2020, there was a
74% increase in access
to services for older
adults to assist them in
aging in place. This is
equivalent to 22,067
older adults receiving
core services such as
meals, transportation,
and home repair.

As of 2020, St. David’s
foundation has made
progress on the adoption
of the CAPABLE model
by Central Texas urban
and rural counties.

As of 2020, St. David’s
Foundation added a new
metric to increase
awareness of the
importance of end-of-life
discussions and
documenting plans.

Additional work needs to
be done to increase the
number of caregivers
receiving training and
resources and increase
access to programs that
reduce social isolation.
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Priority Area: Improve the health and well-being of rural communities

Goal from 2019
Implementation Plan

Description of
Objectives

Vision of Success

Progress, Impact,
and Outcomes

Build community capacity
while co-creating and
investing in long term
place-based solutions.

Engage and empower
rural communities to
strengthen networks and
transform policies,
practices, and alignment
of resources to address
prioritized social
determinants of health.

Build the capacity of
people and places
including formal and
informal leaders within
communities and
organizations.

Strategically invest in
solutions that harness
community assets to
support innovation,
ecosystem building, and
other promising rural-
relevant approaches that
can be scaled.

Rural communities have
a culture of health that
transcends beyond
health care access.

Rural residents
experience strong social
connections and are
engaged in thriving
cross-sector, community-
based networks that
promote health and well-
being.

Rural systems undergo
change that includes
policy, practices,
behaviors, and resources
to promote health and
well-being.

Rural organizations have
a strong infrastructure in
place with adequate
capacity.

Rural residents are
engaged and
empowered by diverse
civic leadership to
activate and improve
community well-being.

By 2020, St. David’s
Foundation established
the Bastrop County
resident advisory groups
for two key issues and
develop work plans.

As of 2020, the
development of a
leadership training
program co-designed
with national and local
capacity building
organizations is on track.

As of 2020, the number
of proposals from rural
communities across all
portfolios has increased.

As of 2020, progress has
been made to increase
philanthropic resources
to Central Texas rural
communities through the
dissemination of network
weaving assessments to
local and national rural
funders.

As of 2020, progress has
been made to increase
capacity of a local
nonprofit to serve as a
backbone organization
for community-led efforts.
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Priority Area: Health clinics to become community hubs for health

Goal from 2019
Implementation Plan

Description of
Objectives

Vision of Success

Progress, Impact,
and Outcomes

Facilitate growth of
infrastructure and
capacity as clinics
transition to serve as
community hubs for
health.

Provide access to
primary care and
behavioral health
services for the
uninsured.

Expand capacity of
clinics to provide
activities, processes, and
strategies to improve the
care delivery model.

Encourage clinics to look
outside of their four walls
to develop and
strengthen community
linkages to improve
community health and
well-being.

The uninsured and
underinsured have
access to high quality
care.

Clinics are prepared to
incorporate necessary
changes to their care
models to be able to
succeed in new payment
approaches that reward
value over volume.

Patients are satisfied
with their experiences as
they interact with the
primary care health
system.

Clinics deliver
comprehensive primary
care and interact
effectively outside the
clinic t strengthen
community linkages and
ultimately improve the
health and well-being of
patients and the
population overall.

By 2020, there was an
18% increase in
uninsured patients
receiving medical care.

By 2020, there was a
76% increase in adults
receiving dental care.

By 2020, the number of
patients receiving care
coordination services
more than tripled (375%).

As of 2020, St. David’s
Foundation is on track to
develop and implement a
care coordination
approach at partner
clinics.

As of 2020, progress has
been made on the
proportion of patients
receiving care
coordination,
engagement activities,
and medication
management at partner
sites.

Additional work needs to
be done to increase the
number of partner clinics
implementing social
determinants of health
screening of patients.
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Appendix A

Measurement

Period Hays
Demographics
Total population 2020 241,067 29,145,505 331,449,281
Population by age
Population 18 and under 2015-2019 22.9% 25.5% 22.3%
Population 19-64 2015-2019 65.8% 61.6% 61.2%
Population 65+ 2015-2019 11.4% 12.9% 16.5%
Population by race and ethnicity
Al/AN, NH 2020 0.2% 0.3% 0.7%
Asian, NH 2020 2.0% 5.4% 5.9%
Black, NH 2020 3.7% 11.8% 12.1%
Hispanic 2020 38.5% 39.3% 18.7%
White, NH 2020 50.4% 39.7% 57.8%
Population in poverty 2015-2019 13.7% 14.7% 13.4%
Households below poverty 2018 14.0% 14.0% 13.0%
ALICE households 2018 30.0% 30.0% 29.0%
Not proficient in English, population 2015-2019 9.4% 13.7% 8.4%
Disabled population 2015-2019 9.3% 11.5% 12.6%
Medicaid coverage 2015-2019 9.4% 16.8% 20.2%
Uninsured 2019 16.7% 20.7% 9.2%
Uninsured adults 2019 18.8% 24.3% 12.9%
Uninsured children 2019 11.6% 12.7% 5.7%
Lack of prenatal care 2017 27.8% 40.0% 17.0%
Dental visit in past 12 months 2018 61.7% 60.7% 67.6%
Preventable hospital stays 2018 4,243 4,793 4,236
Primary care physicians 2018 2,343 1,642 1,319
Dentists 2019 2,616 1,677 1,405
Mental health provider access 2020 971 827 383
Other primary care providers 2020 1,610 1,128 942
Physical inactivity 2019 25.9% 27.2% 26.0%
Excessive drinking 2019 22.2% 19.0% 19.2%
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Measurement

Period Hays Texas U.S.

Binge drinking 2019 22.0% 17.9% 16.8%
Low birthweight 2013-2019 7.2% 8.4% 8.2%
Infant mortality per 1,000 live births 2013-2019 3.8 5.7 5.8
Child mortality per 100,000 under 18 years 2016-2019 38 50 49
Poor or fair health 2019 20.1% 24.3% 24.6%
Frequent physical distress 2019 10.8% 10.7% 12.6%
Adult obesity 2019 33.4% 35.8% 31.9%
Diabetes prevalence 2019 11.3% 12.2% 10.7%
High blood pressure awareness 2019 29.0% 31.7% 32.3%
New cancer cases 2019 401.3 409.5 449
Poor mental health days 2018 4.3 3.8 4.1
Frequent mental distress 2019 12.7% 12.3% 13.8%
Drug overdose deaths 2017-2019 8 11 21
Suicides 2015-2019 12.8 13.1 13.8
Depression 2019 18.7% 17.7% 19.2%
Suicidal thoughts® 2016-2018 3.8% 3.6% 4.2%
Premature mortality per 100,000 under 75 yr 2017-2019 257 339 339
Premature death (YYPL under 75 years) 2017-2019 4,886 6,620 6,907
Life expectancy 2017-2019 80.7 79.2 79.2
Homeownership 2015-2019 62.3% 62.0% 64.0%
Severe housing cost burden 2015-2019 15.7% 13.3% 14.4%
Severe housing problems 2013-2017 20.0% 17.0% 17.5%
Housing stability index Sept/Oct 2021 96.0% - -
Housing and transportation affordability™° 50.0% - 57.0%
Broadband access 2015-2019 72.3% 64.4% 68.9%

Black, NH 2015-2019 91.1% 80.0% 78.7%

Hispanic 2015-2019 79.4% 78.0% 82.6%

White, NH 2015-2019 87.0% 84.4% 87.2%
Food environment index 202181a8nd 8 6 8

9 County value is for Texas Public Health Region 7.

10 Measurement period not provided.
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Measurement

Period Hays Texas U.S.
Food insecurity 2019 12.0% 14.1% 10.9%
Limited access to healthy foods 2015 6.2% 8.7% 5.9%
Access to exercise opportunities 202181%nd 72.4% 80.5% 84.2%
Social vulnerability index 2018 0.4924 - -
Community needs index 2021 2.8 - -
Dissimilarity index - Black / White 2015-2019 35 53 61
Dissimilarity index - Non-White / White 2015-2019 21 40 47
High school completion 2015-2019 90.1% 83.7% 88.0%
American Indians and Alaska Natives 2015-2019 96.4% 80.3% 80.3%
Asians 2015-2019 95.9% 88.2% 87.1%
Blacks / African Americans 2015-2019 94.1% 89.8% 86.0%
Hispanics 2015-2019 78.1% 66.4% 68.7%
Non-Hispanic Whites 2015-2019 96.8% 93.9% 92.9%
College graduation 2015-2019 37.2% 29.9% 32.2%
American Indians and Alaska Natives 2015-2019 20.7% 21.2% 15.0%
Asians 2015-2019 58.8% 59.1% 54.3%
Blacks / African Americans 2015-2019 24.7% 24.6% 21.6%
Hispanics 2015-2019 19.6% 15.0% 16.4%
Non-Hispanic Whites 2015-2019 48.0% 38.7% 35.8%
Unemployment Oct 2021 3.5% 4.8% 4.6%
Income inequality 2015-2019 4.4% 4.8 4.9
Median HH income 2020 $ 77,511 $ 66,048 $ 67,340
No car access 2015-2019 2.9% 5.30% 8.6%
Transportation affordability* 23.0% - 27.0%
11 Measurement period not provided.
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Appendix B

The following table describes each key informant and how their role in the community satisfied
one of the IRS requirements for participation:

Table 1: Description of Key Informants

Community Input Sector

Key Informant

Claire Bow

Attorney and Transgender Advocate

Leaders, representatives, or members of medically

underserved, low income, and minority populations,
and populations with chronic disease needs, in the

community served by the hospital facility

Debbie Gonzales Ingalsbe
County Commissioner Precinct 1

Leaders, representatives, or members of medically

underserved, low income, and minority populations,
and populations with chronic disease needs, in the

community served by the hospital facility

Eleanor Owen
Executive Director
Hays County Food Bank

Leaders, representatives, or members of medically

underserved, low income, and minority populations,
and populations with chronic disease needs, in the

community served by the hospital facility

Margie Rodriguez

Clinic Manager

Hays County Indigent Health Care
Program

Federal, tribal, regional, state, or local health or other
departments or agencies, with current data or other
information relevant to the health needs of the
community served by the hospital facility

Albert Sander
Director
Amigos de Jesus

Leaders, representatives, or members of medically

underserved, low income, and minority populations,
and populations with chronic disease needs, in the

community served by the hospital facility

Carrie Stolfa

Wesley Nurse

First United Methodist
Church San Marcos

Person with special knowledge or expertise in public
health

Diana Woods
Social Services Coordinator
Buda Food Pantry

Leaders, representatives, or members of medically
underserved, low income, and minority populations,
and populations with chronic disease needs, in the
community served by the hospital facility

Name withheld per request
School District in Hays County

Persons with special knowledge or expertise in public
health
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The following table describes the focus group participants in aggregate:

Table 2: Description of Focus Group Participants

Focus
Group

Community Input
Sector

Description Number Language

Spanish- Leaders, representatives, or Participants included 9 Spanish
speakers members of medically female and male

underserved, low income, and residents in ZIP codes

minority populations, and 78676, 78619, and

populations with chronic 78737, with ages ranging

disease needs, in the from 30-65. All

community served by the participants identified as

hospital facility Mexican, Mexican

American, or Chicano.

English- Leaders, representatives, or Female resident of ZIP 1 English
speakers members of medically code 78610. Additional

underserved, low income, and demographic data

minority populations, and withheld to protect

populations with chronic anonymity.

disease needs, in the

community served by the

hospital facility
Photovoice  Leaders, representatives, or Participants included 3 English
(Youth) members of medically female residents in ZIP

underserved, low income, and
minority populations, and
populations with chronic
disease needs, in the
community served by the
hospital facility

codes 78640, 78619 and
78640. Participants were
between 16 and 18 years
old. Two identified as
Mexican, Mexican
American, or Chicano,
one as Hispanic/Latinx
and Spanish origin.
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Photos on the front and back cover of this report were submitted by community members on Facebook, Twitter, and
Instagram with the hashtag #LiveHealthyATX in response to the question, “What makes you healthy?”

This social media campaign was used as a creative method to gather public input for the Austin/Travis County
Community Health Assessment (CHA).
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Thank you to the Austin/Travis County community. The diversity of voices that shared their experiences
and informed this community health assessment was invaluable. Your collective insights are the

compass that guides this important work.

The dedication, expertise, and leadership of the following agencies and people made our 2022
Austin/Travis County Community Health Assessment a collaborative, engaging, and substantive
endeavor that will guide our collective health planning efforts. A special thanks to all of you.

Steering Committee:

Chair: Adrienne Sturrup, Austin Public Health
Vice-Chair: Deborah Britton, Travis County Health
and Human Services

Monica Crowley, Central Health

Sherri Fleming, Travis County Health and Human
Services

Lawrence Lyman, Travis County Health and Human
Services

Julie Mazur, Capital Metro

Core Coordinating Committee:

Chair: Kodjo Dodo, Austin Public Health

Community Health Planner: Maren Lujan, Austin
Public Health

Ana Lidia Almaguel, Travis County Health and Human
Services

Megan Cermak, Central Health

Katie Cromwell, Capital Metro

Data & Research Sub-Committee:
Austin Public Health:
o Jeff Taylor
e Janet Pichette
e  Tracy Haywood
Central Health
e JP Eichmiller
e  Sarita Clark-Leach
Travis County HHS
e Lawrence Lyman
o April Klein
UT Dell Medical School
e Matti M. Hautala
e  Autumn Kaerwer
e Anjum Khurshid

Becky Pastner, St. David’s Foundation

Ann-Marie Price, Baylor Scott & White Health

Ellen Richards, Integral Care

Anthony Segura, Austin Transportation Department
Dr. Andrew Springer, UTHealth School of Public
Health in Austin

Ingrid K. Taylor, Ascension Seton

Dr. Carmen Valdez, UT Dell Medical School

Marianna Espinoza, UT Dell Medical School

Muna Javaid, Integral Care

April Klein, Travis County Health and Human Services
Kelli Lovelace, Ascension Seton

Jesse Simmons, St. David’s Foundation

Tara Stafford, Baylor Scott & White Health

Integral Care
e Surabhi Sharma
e Lorraine Aguirre
e Monica Black
e  Emilio Salinas
UTHealth School of Public Health
e Dr. Nalini Ranjit
e Dr. Andrew Springer
Additional Partners
e Jessica Jones and R. Patrick Bixler, LBJ
School of Public Policy
e Carlos Soto, Community Advancement
Network (CAN)
e Susan Millea, Children’s Optimal Health

Special thanks to APH epidemiologists and Travis County HHS Research and Planning who provided data

for this report.
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Community Engagement Sub-Committee:
Siglinda Orozco, AISD - Parent Programs

Leonor Vargas, AISD - Parent Programs

Hailey Easley, Austin Asian Community Health
Initiative (AACHI)

Lucy Nguyen, Austin Asian Community Health
Initiative (AACHI)

Halana Kaleel, Austin Public Health - Language
Access

Binh Ly, Austin Public Health - Health Equity Unit
Tabitha Taylor, Austin Public Health - Age-Friendly
Jo Anne Ortiz, CapMetro - Community Engagement

Additional Participating Agencies:

African American Youth Harvest Foundation (AAYHF)
African American Men’s Health Clinic

Austin Asian Communities Civic Coalition (AACCC)
Austin Area Urban League

Building Promise USA

City of Austin - Communications and Public
Information Office

Colony Park/Lakeside Neighborhood Association
Community Coalition for Health (C2H)

Contigo Wellness

Dove Springs Proud

El Buen Samaritano

Healthy Williamson County

Live Healthy ATX Photo Outreach Communications:

Isela Guerra, Central Health

Mia Greer, Community Coalition for Health (C2H)
Dr. Charles Moody, Community Coalition for Health
(C2H)

Dr. Rosamaria Murillo, El Buen Samaritano

Juan Rosa, El Buen Samaritano

Carmen Llanes Pulido, GAVA

Ricardo Garay, UT Dell Medical School — Dept. of
Population Health

Kacey Hanson, UT Dell Medical School — Dept. of
Population Health

Housing Authority of the City of Austin (HACA)
Korean American Association of Greater Austin
LifeWorks

Light & Salt Services of Austin

Manor Independent School District

Mobile Loaves and Fishes

North Austin Muslim Cultural Center (NAMCC)
People’s Community Clinic

Pflugerville Equity Office

South Asian’s International Volunteer Association
(SAIVA)

Travis County Community Center at Del Valle
Worker’s Defense Project

We're grateful for the outreach guidance and support provided by Betsy Woldman, City of Austin,
Communication and Public Information Office. Additionally, thank you to all community members who

submitted pictures to the #LiveHealthyATX campaign.

Historical Narrative:

We're grateful for additional input regarding Austin’s racial historical context provided by Sam Tedford,

City of Austin Housing and Planning Department.

Support Staff:

We would like to thank to our interns and staff that assisted throughout the assessment process with
notetaking, data collection, literature reviews, technical assistance, facilitation, etc.:

Maria Elena Garcia, Austin Public Health/UTHealth
School of Public Health in Austin MPH Candidate
Matthew Feck, Austin Public Health/ UTHealth
School of Public Health in Austin MPH Candidate
Jace Balbach, Austin Public Health/South Dakota
State University MPH Candidate

Matthew Howrey, Austin Public Health - Americorps
Vista

Deena Rawleigh, Austin Public Health —
Administrative Senior

Irvine Tessier, Austin Public Health - PHAP

Anjelica Barrientos, Austin Public Health — Fast-Track
Cities Coordinator

Halana Kaleel, Austin Public Health — Public Health
Educator



We are also grateful for the collaboration with KAZI FM for the radio call-in show and thankful to Ms.
Deborah Duncan (APH) and Tabitha Taylor for hosting the programming. Additionally, special thanks to
Ricardo Garay, Jeneice Hall (APH) April Klein, Tri Luong (AACHI — CHW), Binh Ly, Vanessa Sweet (Central
Health) for their assistance with hosting the community forums and Abraham Escobedo and Lynn
Korgan, from Masterword, for their interpretation services.

Special thanks to our hospital partners that assisted in securing additional data, including Ascension
Seton and St. David’s Foundation for funding data indicators and Baylor Scott & White Health for
funding gift cards for participants.

We gratefully acknowledge Health Resources in Action
(HRIA) for providing their data analysis and report writing Health Resources in Action
eXpertISE fOF the COmp|et|0n Of thIS report ‘ W Advin g Public Health and Medeeal Resgarch
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The 2022 Austin/Travis County Community Health Assessment (2022 CHA) involved a number of
stakeholders, including health centers, hospitals, university partners, local school districts, community-
based organizations, foundations, governmental agencies, and Austin Public Health.

The overarching goals of the 2022 Austin/Travis County Community Health Assessment were to:
e Examine the current health status across Austin/Travis County as compared to state and
national indicators
e Explore the current health priorities among Austin/Travis County residents within the social
context of their communities
e Identify community strengths, resources, forces of change, and gaps in services to inform
funding and programming priorities of Austin/Travis County

To support the 2022 CHA, Austin Public Health hired Health Resources in Action (HRiA), a non-profit
public health organization, as a consultant to support and provide strategic guidance on the community
engagement and planning process and the collection and analysis of data, and to develop the report.

The 2022 CHA leverages a social determinants of Social Determinants of Health Framework
health framework. Health is not only affected by
genes and lifestyle factors, but by upstream factors
such as employment status, quality of housing, and
economic policies.

Living and working
~  conditions ~.

Unemployment

Water and
sanitation

Education

Informed by the Mobilizing for Action through

Health

. ) Age, sex, &
Planning and Partnership (MAPP) framework, Agriculture hiie:*?;fv coriv
and food factors

developed by the National Association of County

production Housing

and City Health Officials NACCHO), the 2022 CHA
includes three main assessments:

SOURCE: World Health Organization, Commission on the Social
Determinants of Health, Towards a Conceptual Framework for
Analysis and Action on the Social Determinants of Health, 2005.

The Community Partner Assessment included a summit (n=27) to identify the organizations to involve in
the community health planning process. This process identified the priority of engaging direct service
providers, organizations affiliated with school districts, resident volunteers or ambassadors, grass-roots
initiatives, and faith-based organizations. Participants prioritized focusing on older adults; Black,
Indigenous, and People of Color (BIPOC) and Asian communities; and behavioral health.

The Community Status Assessment involved the analysis of existing social and health data. These data
were drawn from state, county, and local sources, such as the U.S. Census, County Health Rankings,
Texas Department of State Health Services, Austin Area Sustainability Indicators Project, Behavioral Risk
Factor Surveillance System (BRFSS), and vital statistics based on birth and death records.

The Community Context Assessment involved several qualitative methods, including key informant
interviews with community leaders (n=20), in-depth interviews with community members (n=2), seven
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focus groups with community members (n=48), a radio talk show (n=3), a virtual community forum with
community members and leaders (n=16), and photo outreach campaign (n=23) to elicit perceptions of
community strengths, needs, and opportunities for change. Content analysis of local assessments
provided important context regarding priority communities and topics.

As with all data collection efforts, there are several limitations to the 2022 CHA. Secondary data involve
a time lag from the time period of data collection to data availability and some data are not available for
specific population groups or at more granular geographic levels due to small sample sizes. In some
cases, quantitative data across multiple years need to be aggregated to provide more accurate
estimates for a specific group or geographic area. The COVID-19 pandemic introduced some challenges
for community outreach and completion of focus groups. Several communities were underrepresented,
including refugees, youth, indigenous communities, people with disabilities, and faith leaders.

Travis County and Austin experienced an estimated population growth of 26.0% and 20.0%, respectively,
from 2010 to 2020, exceeding population growth for Texas (15.9%) and the US (7.4%) during the same
period. Several focus group participants and community leaders described the Austin and Travis County
region as growing substantially in recent years and perceived that higher income residents were the
largest segment of new residents. One focus group participant shared, “There are no more people born
and raised from Austin because they were all priced out.”

The Austin-Round Rock-Georgetown metropolitan area had the 3rd largest percentage of LGBTQIA+
people in the U.S., with about 5.0% or 90,000 people identifying as LGBTQIA+. About half of residents in
Travis County (52.2%) identified as people of color. More than one-third, 34.8%, of Travis County
residents identified as Hispanic/Latino, 8.2% identified as Black/African American, and 6.6% identified as
Asian. Nearly one-third (30.8%) of residents in Travis County speak a language other than English at
home. Several community members and leaders noted the importance of ensuring that information
about health and available resources are provided in residents’ primary language. One community
leader shared: “Language access is key. If you don’t have any material to educate yourself about a health
disease, then changes can’t really be made.” Legal status emerged as a barrier to accessing services and
resources for undocumented immigrants.

Income influences where people live, their ability to access higher education and skills training, and their
access to resources to help them cope with stressors and health-promoting resources such as healthy
food and health care. Low community wealth is linked with more limited educational and job
opportunities, greater community violence, environmental pollution and disinvestment in essential
infrastructure and resources. In 2019, the median household income in Travis County was $80,726, a
14.6% increase between 2015 and 2019. The median household income for White households was 2.2
times the household income for Black/African American households and 2.3 times the household
income for Hispanic/Latino households in 2019. An estimated one-quarter (25.0%) of LGBTQIA+ survey
respondents reported having incomes less than $24,000. About 13.6% of Travis County children lived in
poverty.



Median Household Income, by Race/Ethnicity, by Travis County, 2019

Black $59,371
Hispanic $56,627
White $128,308

DATA SOURCE: U.S. Census Bureau, American Community Survey 1-Year Estimates, 2019

Many community members and leaders described the cost of living in the area as high and rising and
disproportionately affecting low-income residents, residents of color, and older adults. One community
leader described, “If you look at some of our communities, there is no quality of life, it’s just survival.”
Several community members and leaders described residents who work in low-wage jobs that are
stressful, hard to get, and offer limited incomes and discussed job loss and reduced hours for low-wage
workers during the COVID-19 pandemic. Regarding childcare needs for working individuals, about two-
fifths of Black/African American (42.9%) and Hispanic/Latino (41.1%) respondents and 34.2% of White
respondents reported difficulty finding affordable childcare.

Education improves employment opportunities, economic and social resources, and health literacy,
which shapes understanding of medical information and enables patients to advocate for themselves.
Low-income communities and communities of color are affected by inequities in educational funding
and access to educational resources. The majority (90.4%) of Travis County adults have a high school
degree or higher and 53.0% have a bachelor’s degree or higher. The Hispanic/Latino population has the
highest percentage of population without a high school diploma (26.6%). Among students who dropped
out of high school, 8.2% were Black/African American, followed by Hispanic/Latino students (6.4%).

Home and neighborhood environments may promote health or be a source of exposures that may
increase the risk of adverse health outcomes. Housing is generally the largest household expense. A key
theme was the high and rising cost of housing that disproportionately affects low-income residents,
residents of color, older adults, and persons with disabilities and displaced residents from urban areas to
rural areas. One community leader shared, “[BJecause of [the] increasing cost of living in central core in
Austin and due to gentrification, elderly and disabled [residents] are now in more rural areas.” According
to a Housing Market Analysis, about 65% of respondents reported spending greater than or equal to
30% of their monthly income on housing and 17% reported spending greater than or equal to 50% of
their monthly income on housing — a severe cost burden. In Austin, White households faced severe cost
burden 15% of the time, compared to 25% for Black/African American households; 23% for
Hispanic/Latino households; and 20% for Asian households. As such, people of color are more
vulnerable to the negative consequences of rising housing costs. Homelessness was an area of concern
and disproportionate among LGBTQIA+ youth, people of color, and, more specifically, queer and
transgender people of color. Additionally, Travis County census tracts with higher proportions of
Black/African American residents have high community-level homelessness risk factors.
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Air, water, and land quality in rural areas and access to grocery stores and community and recreational
centers in both urban and rural areas emerged as features of the built environment of concern. Several
community members described development as stressful and affecting health. One community member
shared, “[There is] demolition across the street [...] the dust coming into the apartment.” The growth of
businesses that primarily serve high income residents contributed to the need to travel further to access
affordable food and some community members described feeling excluded by the neighborhood design.
Several community members and leaders discussed the need to improve access to services, including
banks, pharmacies, grocery stores, and urgent care clinics in low-income communities.

Residents described internet and computer accessibility and training as important for accessing
information and resources, staying connected, and participating in remote education. Some community
members and leaders noted that internet and computer access was more difficult for low-income
residents and rural communities and was critical during the COVID-19 pandemic and Winter Storm Uri.

Transportation emerged as a barrier for conducting day-to-day activities such as getting groceries, going
to school, and going to the doctor. In 2019, an estimated 60% of Travis County residents spent <30
minutes commuting, around one-third (33%) spent 30-60 minutes commuting and 7% spent over an
hour commuting. Community members and leaders described several barriers to using public transit and
limited public transportation and medical or senior transit options in rural areas. Senior community
members noted that medical ride services were limited and made for long and exhausting travel.

In 2019, around 15.6% of Travis County residents reported consuming 5+ servings of fruits and
vegetables daily, which is lower than patterns in 2011 (22.6%). Focus group participants described the
high cost of healthy foods, affordability and accessibility of fast foods, and long work hours as barriers to
healthy eating. Nearly one-quarter (23.0%) of LGBTQIA+ survey respondents reported that they
experienced food insecurity, compared to 13.0% of respondents who did not identify as LGBTQIA+.
Several community members and leaders shared that it was more difficult to eat healthy foods during
the COVID-19 pandemic and observed an increased need for food assistance.

Many community members and leaders described active living and exercise as important for health.
Some residents described safe access to green space as facilitating physical activity. As one focus group
participant shared, “[I]f you have a park close by you have more initiative to go out instead of staying in
the house.” About one-third of Travis County adults reported being highly active in 2011-2019.

Relationships are important for physical and mental well-being, including encouraging positive healthy
behaviors. Conversely, discrimination as part of one’s social environment can negatively affect health. In
Travis County in 2015-2019, 5.7% of teens aged 16-19 years were disconnected, defined as teens neither
in school nor working. In 2018, 6.3% of Travis County residents aged 65+ lived alone. When asked about
trust in institutions, the highest percentage of respondents reported trusting local charities and non-
governmental organizations (90.3%) and the education system (84.8%), with less trust towards the



federal (56.5%) and state (62.9%) government and media (63.9%). Over half of respondents felt
informed about neighborhood issues (70.5%) and agreed that neighbors are improving the area (60.5%).

Percent Respondents Trusting Local Institutions, Austin Area Community Survey, 2020

m Trust m Very Little Trust

Local Charities and other NGOs
Education System

Healthcare System

Local Government

Media

State Government

Federal Government

DATA SOURCE: Austin Area Sustainability Indicators, Austin Area Community Survey, 2020
NOTE: This data combines the survey responses of "Some", "Quite a lot", and "A great deal" as "Trust".

Safety

Crime and safety are additional aspects of community health related to the social environment. Crime
rates remained similar in 2019 compared to 2015. In 2019, the property crime rate (3,244.9
crimes/100,000 population) was higher than the violent crime rate (381.6 crimes/100,000 population). A
few community members described concerns about physical violence, including gun violence,
vandalism, break-ins, and robberies, and police violence.

Racism and Discrimination

Some community leaders described institutional racism as an important factor that shapes adverse
childhood experiences and trauma, access to jobs, educational experiences, housing, family cohesion,
where residents can live, and trust towards the government, which they linked with health. One
community leader shared, “We have to first accept that racism is real; we see it every day.” Some
community leaders described community-based and faith-based organizations as bridges between
historically marginalized groups and the government. Some community members cited incidents of
hate, including verbal attacks and physical violence towards people of color and of non-Christian faith.

COMMUNITY HEALTH OUTCOMES AND BEHAVIORS

General Health Outcomes

The leading causes of death in Travis County in 2020 were heart disease, cancer, unintentional injuries,
and COVID-19. Life expectancy in Travis County and surrounding areas ranges from 68.6 years to 88.9
years, and is highest in northern and western census tracts. In 2018, 16.2% of Travis County adults
reported fair or poor health. Almost half (47.3%) of LGBTQIA+ respondents reported poor or fair physical
health. In 2020, on average LGBTQIA+ respondents reported 6.0 days of poor physical health in the last
month. In 2019, 13.8% of Del Valle residents and 11.3% of Montopolis residents reported poor physical
health for 14 days+ of the last 30 days, compared to 9.6% of Austin residents. Several community
members and leaders described health as including happiness, quality of life, safety, spiritual well-being,
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2022 Austin/Travis County Community Health Assessment

access to healthy foods, an active lifestyle, and limited stressful life circumstances, which are referred to
as social determinants of health.

Life Expectancy, by Census Tract in Travis County and Surrounding Areas, 2010-2015

Life Expectancy at birth (Quintiles)
W560-751  [@752-775 [J776-795 @ET06-816 ENEIT-975

DATA SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, 2010-2015

Maternal and Child Health

In 2013-2019, the rate of births among females aged 15-19 in Travis County (23.8 per 1,000 population)
was lower than the teen birth rate across Texas (31.4 per 1,000 population). The teen birth rate from
2013-2019 was higher for Hispanic/Latino teens (43.0 per 1,000 population) than other racial/ethnic
groups. In 2019, 7.6% of infants in Travis County were born with a low birth weight.

Chronic Disease

About one-fifth (22.4%) of Travis County residents have been diagnosed with diabetes. From 2011 to
2019, a higher percentage of Hispanic/Latino residents and those aged 65 and over reported being
diagnosed with diabetes compared to their counterparts. In 2017, the heart disease and stroke mortality
rate in Travis County (121.6 and 28.8 deaths per 100,000 population, respectively) was lower than that
in Texas (163.4 and 39.0 deaths per 100,000 population, respectively).

Cancer

Overall cancer incidence in 2013-2017 in Travis County was 391.9 per 100,000 population. Prostate and
lung cancer had the highest incidence rates compared to colon and female breast cancer. The female
breast cancer incidence rate in Travis County (32.5 per 100,000 population) was higher than Texas and
the US (22.5 and 29.8 per 100,000 population, respectively). In 2017, the cancer mortality rate was
lower in Travis County (117.0 per 100,000 population) compared Texas and the US (141.4 and 146.2 per
100,000 population, respectively).

Behavioral Health Outcomes

In 2017-2019, the rate of drug poisonings, also referred to as overdoses, was 12.6 deaths per 100,000
population in Travis County. Substance use disorders and mental iliness are closely linked and often co-
occurring. Among Travis County residents, the suicide rate was 12.2 deaths per 100,000 population and
highest among males (18.5 deaths per 100,000 population) and White residents (17.1 deaths per
100,000 population) in 2016-2020. In 2020, a higher percentage of females (33.0%) compared to males
(20.9%) reported poor mental health, and the prevalence of poor mental health days has increased



overall for both genders. In the same year, a higher percent of Hispanic/Latino adults (31.5%) reported
poor mental health compared to White (26.3%) and Black/African American (22.9%) adults. In 2020, the
highest proportion of adults experiencing poor mental health was seen among adults aged 18-29
(32.6%) and 30-44 years of age (34.3%). Significant mental health needs, stigma around mental health,
and limited access to mental health care were common themes among community members and
leaders. Some residents perceived an increase in mental health issues during the COVID-19 pandemic,
which they linked with the stress and trauma of the COVID-19 pandemic, social isolation, and economic
suffering. One community leader shared, “Then we look at the physical piece: depression and anxiety are
at an all-time high which affect our physical health. The brain-body connection is huge and | cannot
stress that enough.”

In 2018, about one-fifth (22.2%) of Travis County adults reported binge drinking in the past 30 days and
12.7% reported that they currently smoke. The majority of Travis County adults reported using a
seatbelt (females: 95.0%, males: 91.9%).

The rate of HIV was 14.5 per 100,000 population, and the rate of AIDS was 6.2 per 100,000 in Travis
County in 2019; a decline from 2015. In Travis County, the syphilis, gonorrhea, and chlamydia rates
increased from 2014 to 2018. Black/African American residents and 15-24 year olds generally had the
highest rates of these infections. In 2021, 20% of LGBTQIA+ survey respondents reported receiving
sexual health education without content specific to LGBTQIA+ populations, 16% received abstinence-
only education, and 17% reported receiving no comprehensive sex education.

Access to comprehensive, quality health care services is important for promoting and maintaining
health, preventing and managing disease, and reducing the chance of premature death. In 2019, 14% of
Travis County residents were without health insurance. Nearly one-quarter of LGBTQIA+ respondents
reported lacking health insurance (23.0%). Almost half (48.6%) of LGBTQIA+ respondents reported not
seeking care when having a health problem, followed by nearly one-quarter (24.3%) of respondents who
reported going to a public clinic. The high cost of healthcare and insurance were the most commonly
cited barriers to medical care. About 29.2% of Hispanic/Latino survey respondents and 26.7% of White
respondents were not able to access dental services. Approximately 25.5% of Black/African American
respondents reported being unable to receive medical care and medical prescriptions. Nearly one-
quarter (24.7%) of Hispanic/Latino respondents listed barriers to accessing vision care.

\ll/7
2,
"(\‘,

Together Thrive



Percent Unable to Receive Healthcare Services among Austin Area Community Survey Respondents,
by Race/Ethnicity, 2020

m Black Hispanic White Other

29.6%
25.5% 25.5% 267%67%  24.7%
2.8;/09 . 2.8%  21.7% 21.3% 21.7%
. (] 1890 0, 0,
18.3% ( 17.0% 155% 16.7% 45.7% 1523
9 “13.3%
12.8% 11.1% 0
I 6.4%
Medical care Medicine Dental Services Vision Services Mental Health Specialty Care

Prescriptions

DATA SOURCE: Austin Area Sustainability Indicators, Austin Area Community Survey, 2020

When discussing access to health care, common themes were gaps in health insurance coverage for low-
income residents, including lapses of health insurance coverage, few providers who accept Medicare,
and difficulty accessing preventive care (e.g., primary, vision, dental), emergency services, specialists,
and providers who care for older adults. According to participants, the Medical Access Program (MAP) is
helpful for accessing health care services for qualifying low-income, uninsured Travis County residents.
However, some participants felt that there were bureaucratic barriers to accessing MAP.

Experiences of discrimination in health care settings also emerged among some community members
and leaders, who described how past experiences of racial discrimination shaped distrust in health care
providers for residents of color and cited experiences of limited culturally sensitive care for patients of
color and low-income patients. A lack of bilingual health providers and interpretation services emerged
as a health care barrier among some focus group participants and community leaders, including in
primary care, specialty services and home health assistance.

Some community members and leaders described delays in accessing health care services and
screenings due to the COVID-19 pandemic, which they noted may have consequences for late diagnoses.
Vaccinations emerged as another gap in health care that was aggravated by the COVID-19 pandemic.

Just over half of adults in Del Valle (57.6%) and Montopolis (50.5%) reported receiving screening for
cholesterol, compared to 70.7% of Austin adults. About two-thirds Travis County adults (65.7%-68.6%)
reported being up-to-date on colorectal cancer screenings in 2020.

In 2016, about three-quarters (75.7%) of childbearing individuals in Travis County reported receiving
prenatal care in the first trimester. Around three-fifths (62.8%) of females aged 18+ reported having a
pap smear within the past 3 years in Austin in 2020, marking a decline from pap smear patterns in 2012



through 2018. About 70.2% of females aged 40+ reported having a mammogram within the past 2 years
in Austin in 2020. A slightly higher percentage of White females (76.6%) reported having a mammogram
compared to Hispanic/Latino females (61.3%) in 2020.

EMERGENCY PREPAREDNESS

Given the COVID-19 pandemic, heat waves and Winter Storm Uri, emergency preparedness was top of
mind for many assessment participants. From the Austin Area Community Survey, the majority of survey
respondents reported experiencing emergencies of extreme heat (69.5%), heavy wind (69.1%), drought
(63.5%) and hail (59.5%) in the last 10 years. About three-fifths (60.8%) of White respondents agreed
that they had a safe place to shelter; this was slightly lower among Black/African American (57.6%) and
Hispanic/Latino respondents (53.1%).

Percent Experienced Emergency in Last 10 Years among Austin Area Community Survey Respondents,
2020

Extreme Heat [ o .59

Heavy Wind | co.1%

Drought [ ¢ 5
Hail I 5o .59
Poor Air Quality | NG :c.3%

Flooding I 3..7%

Dust Storm |GG 10.2%
Wildfire | 9.9%

DATA SOURCE: Austin Area Sustainability Indicators, Austin Area Community Survey, 2020

COVID-19

The COVID-19 pandemic has had broad and deep impacts on Travis County residents. In Travis County,
COVID-19 vaccination completion was highest among Asian (65.5%) residents, followed by White
residents (57.0%) and Hispanic/Latino residents (47.6%) and lowest among Black/African American
residents (34.3%) in 2021. Several community members and leaders noted that the COVID-19 pandemic
has worsened economic suffering, increased social isolation, exacerbated mental health issues, and
highlighted barriers to accessing information and health care resources for lower-income residents,
residents for whom English is not their primary language, and communities of color.

WINTER STORM URI/EMERGENCY PREPAREDNESS

Some residents described Winter Storm Uri as traumatic and increasing social isolation and
technological barriers to accessing pressing information and resources. Several community members
described struggling to meet basic needs such as food and electricity during the storm. One interview
participant shared: “I didn’t have money and the ATM was down, and when | went to the store to get gas
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there was no gas, so | starved through the winter storm.” Some residents described an ongoing and
significant financial toll of Winter Storm Uri, including disruptions of income and high utility bills.

Some community leaders cited resident support for each other, including sharing resources and
information, as an important community strength. According to community leaders, community health
workers, community-based organizations, faith-based organizations, and established community
networks have been central to meeting the needs of residents most affected by health inequities. One
community leader shared, “...As an organizer | feel that the power is at the bottom, and we should all be
working to disassemble the hierarchy and [distribute] power. People give me energy.” Many community
leaders and some community members described cross-sectoral partnerships as important community
strengths. One focus group participant described: “We go out of our way to build partnerships.”

Building on the perceived community assets and thinking ahead to the future, assessment participants
outlined the following suggestions for making Austin and Travis County overall a healthier place.

Many community leaders recommended that the City of Austin and Travis County deepen their
relationships with communities across the region, including building relationships with and
incorporating into planning processes community leaders from diverse geographic communities, such as
communities on the outskirts of Austin, and identity-based communities, such as racially minoritized
groups. Given sizable population growth across the region and displacement of longstanding residents,
some residents recommended intentionally including long-time residents in planning processes, not just
relatively new residents. According to community leaders, there is a need to improve quality of outreach
to residents when engaging them in planning processes, including ensuring that information about
resident engagement opportunities reaches residents through realistic and culturally appropriate
communication channels and in residents’ primary language.

In terms of priority areas, some community leaders discussed the need to address systemic racism in
criminal justice, education, and health care sectors and build capacity to counteract hate. Several
community members and leaders recommended expanding community gardens programs, food
pantries, and farmer’s markets. Some community leaders highlighted the need to expand Medicaid to
improve access to health care for low-income residents and recommended improving the capacity of
clinics that currently serve low-income residents to expand their hours and days of operation. Another
recommendation included coordinating the release from the hospital for people who are homeless by
bringing together hospitals, EMS, and organizations who serve people who are experiencing
homelessness. The need to address bureaucratic barriers to expanding mental health supports, improve
funding for mental health services, and to make mental health services available to people who are
experiencing homelessness and low-income residents also emerged. Some community members and
leaders cited the need to coordinate health care across specialties in order to strengthen chronic disease
management and the need to support older adults and residents with significant health needs for aging
in place.
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Community leaders recommended leveraging collaborative planning spaces as opportunities to build
connections and relationships across local community-based health equity organizations since many
organizations reported that they did not know each other. They noted that this process had potential to
build collective strategies and action and coordinate efforts and discussed the importance of shifting
from a competitive environment among non-profit organizations.

Shifting the funding model when supporting the work of small community-based organizations and
racial equity organizations was a common theme among many individuals representing community-
based organizations. Another funding recommendation included re-hauling the current reimbursement
model to enable the City and County to meaningfully partner with smaller organizations who have
smaller reserves and who cannot wait for reimbursement. One community leader shared, “Building
capacity in orgs. and smaller orgs. There needs to be a concerted efforts to strengthen orgs, because if
we strengthen these organizations, they strengthen us.” A few community leaders noted the need to be
more transparent about how funding priorities are made. Some community forum participants observed
that racism, patriarchy, other systemic factors, and the historical underinvestment in public health
create and maintain inequities that affect community health.

This assessment included a review of secondary data and collection of primary data to shed light on the
social and economic context, community health issues, and community visions of residents Austin/Travis
County. The following key themes emerged through this synthesis:

e Social determinants of health, such as access to healthy food and financial security required to
be healthy, were viewed as more pressing concerns than health outcomes themselves. While
some chronic health issues were discussed and are of concern, assessment participants focused
on upstream issues of daily life, which are referred to as social determinants of health.

e Housing affordability continues to be concerns in Austin/Travis County. Due in large part to
significant population growth, a key theme was the high and rising cost of housing that
disproportionately affects low-income residents, residents of color, older adults, and persons
with disabilities, and displaced residents from urban areas to rural areas. While median income
has steadily increased in recent years, cost of living in the area is high and increasing as well.

e The COVID-19 pandemic has had substantial impact on the lives and the physical and mental
health of residents in Austin/Travis County. The COVID-19 pandemic has exacerbated many of
the issues that existed as well as highlighted new issues. COVID-19 pandemic has worsened food
security, economic suffering, increased social isolation, exacerbated mental health issues, and
highlighted barriers to accessing information and health care resources for lower-income
residents, residents for whom English is not their primary language, and communities of color.

o Emergency preparedness is an emerging public health issue in the region. Given the COVID-19
pandemic, heat waves and Winter Storm Uri, emergency preparedness was top of mind for
many assessment participants. Most residents reported experiencing a natural disaster
emergency in the past decade and many described the immediate an ongoing personal and
community challenges these emergencies have caused.
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Mental health was identified as a important community health concern. Significant mental
health needs, stigma around mental health, and limited access to mental health care were
common themes among community members and leaders. Some residents perceived an
increase in mental health issues during the COVID-19 pandemic, which they linked with the
stress and trauma of the COVID-19 pandemic, social isolation, and economic suffering.

Healthcare access — specifically high cost of healthcare and insurance - is a significant concern
in Austin/Travis County, especially among people of color. When discussing access to health
care, common themes were gaps in health insurance coverage for low-income residents,
including lapses of health insurance coverage, few providers who accept Medicare, and difficulty
accessing preventive care (e.g., primary, vision, dental), emergency services, specialists, and
providers who care for older adults.

A strength of Austin/Travis County are the strong network of residents and organizations in
the area. Community residents are supportive of each other and generous with sharing
resources and information. Cross-sector partnerships among schools, community-based
organizations, private companies and others also represent a community strength. Community-
based institutions were seen as important access points for information and access to services.
Faith-based organizations were highlighted as a key strength and a bridge between historically
marginalized communities and local/county government.

12



Health is affected by where and how we live, work, play, and learn.! Understanding these factors and
how they influence health is critical to efforts aimed to improve the health of the community.
Identifying the health issues of an area and their larger context and then developing a plan to address
them are key steps in the larger health planning process. To accomplish these goals, a collaboration
among various community partners, including Austin Public Health, Travis County Health and Human
Services, Central Health, St. David’s Foundation, Central Metro, Austin Transportation Department,
Integral Care, Ascension Seton, Baylor Scott & White Health, UTHealth School of Public Health in Austin,
and UT Dell Medical School is leading a comprehensive community health planning effort to measurably
improve the health of Austin/Travis County, TX residents, the Austin/Travis County Community Health
Plan. This effort entails two major phases:

1. A community health assessment (CHA) to identify the health-related needs and strengths of
Austin/Travis County

2. A community health improvement plan (CHIP) to determine major health priorities, overarching
goals, and specific strategies to be implemented in a coordinated way across the Austin/Travis
County

In addition to guiding future services, programs, and policies for these agencies and the area overall, the
CHA and CHIP are also prerequisites for the health department to earn accreditation from the Public
Health Accreditation Board (PHAB), which indicates that the agency is meeting national standards.

This report presents the findings from the 2022 Assessment for Austin/Travis County, which was
conducted July — December 2021 using a collaborative, participatory approach. These findings will
inform discussions and priority areas for the CHIP, scheduled to take place August 2022 — February 2023.

The 2022 Austin/Travis County CHA was conducted to fulfill several overarching goals, specifically:
e To examine the current health status across Austin/Travis County as compared to state and
national indicators
e To explore the current health priorities among Austin/Travis County residents within the social
context of their communities
e To identify community strengths, resources, forces of change, and gaps in services to inform
funding and programming priorities of Austin/Travis County

This CHA focuses on Travis County, which is home to numerous communities, including Austin, Texas
state capital. While the largest proportion of the population in Travis County (“the County”) resides in
the City of Austin, given the fluidity of where people work and live in the County and that numerous
social service and health organizations in the area serve individuals across the County, a focused effort
was made to include data and the community voice from across the County.
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This community health assessment provides a snapshot in time of community strengths, needs, and
perceptions. It should be acknowledged that there are numerous community initiatives and plans,
expansion of health and social services, and improvements in programs and services that have recently
been undertaken. This report does not delve into these areas, but further examination of these
initiatives will occur during the CHIP process when discussions focus on specific health issues.

With the aim of better understanding not only the priority health needs of the Austin/Travis County
community- but the social factors that influence these needs as presented in Figure 10, a mixed
methods approach based in qualitative and quantitative assessment methods of inquiry formed the
foundation of the 2022CHA. Guided by a stakeholder-engaged, collaborative approach assessment
aimed to identify both the strengths and needs of Austin/Travis County community residents via the
following methods: secondary analysis of existing health and social data; primary data collection via
focus groups, interviews, and community forums; and content analysis of existing local partners’
assessment reports.

In guiding the 2022 CHA, we followed the Mobilizing for Action through Planning and Partnerships
(MAPP) framework, a community-driven strategic planning process developed and hosted by the
National Association of County and City Health Officials (NACCHO). This framework was helpful for
guiding the 2012 and 2017 Austin/Travis County CHAs and the 2022 CHA builds on the organizational
infrastructure established in previous cycles, while incorporating changes made to the framework in the
latest, MAPP 2.0 version. The new process centers three main assessments [see Appendix H for further
information]:

e Community Partner Assessment: reflective assessment by community partners to look critically
within their own systems and processes and assess their role in the community’s health and
well-being.

e Community Status Assessment: quantitative description of the status of the community,
including community demographics, health status, contributing factors (e.g., social/structural
determinants), health equity indicators, and across all these variables, existing inequities.

e Community Context Assessment: focus on perspectives from community members with lived
experience, as well as a deep analysis of historical, systemic, and structural information which
elucidate the root causes of inequity.

Components of all three assessments are incorporated throughout the report to provide a more
contextualized narrative of health and well-being for the Austin/Travis County area.
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Table 1. Components & Methodologies of Assessments

Community Partner Assessment Summit
Community Partner Assessment Community Partner Survey (not included due to
low response rate)
Secondary Data Collection
Content Analysis
Primary Data Collection
Community Context Assessment Content Analysis

Historical Overview

Community Status Assessment

To develop a social, economic, and health portrait of Austin/Travis County through a social determinants
of health framework, existing data were drawn from state, county, and local sources. Sources of data
included, but were not limited to, the U.S. Census, U.S. Bureau of Labor Statistics, County Health
Rankings, Texas Department of State Health Services, Austin Area Sustainability Indicators Project, and
Quality of Life Reports. Types of data included self-report of health behaviors from large, population-
based surveys such as the Behavioral Risk Factor Surveillance System (BRFSS), public health disease
surveillance data, as well as vital statistics based on birth and death records. The BRFSS, a telephone
survey of adult residents, asks respondents about their behaviors that influence health, as well as
whether they have had or currently have specific conditions.

The Data & Research Sub-Committee, composed of subject-matter experts from partner organizations,
reviewed past indicators and provided updates and recommendations for inclusion in the 2022 CHA. A
variety of partners gathered data for this report, including Austin Public Health, CAN, Integral Care, LBJ
School of Public Policy, and Travis County HHS. Additionally, IBM Watson Consultants provided data as
part of a larger realignment between APH’s CHA and hospital partners’ Community Health Needs
Assessments (CHNAs). The secondary data collection, compilation and analyses addressed one of the
goals of this assessment—to examine the current health status across Austin/Travis County as compared
to state and national indicators.

Local assessments informed the 2022 CHA by providing further context for specific priority communities
and topics. Several organizations shared their reports for inclusion which staff then reviewed for
relevant data. Citations for these reports can be found in Appendix K.

This assessment sought to elevate community voices and gather input from a diverse and representative
group of individuals. Local community leaders and organizations, participants of the Community
Engagement Sub-Committee, assisted in developing materials and identifying and targeting residents for
outreach for focus groups, In-depth interviews, Key interviews, and possible community forums. The
Community Engagement Sub-Committee also reviewed 2017 CHA Interview guides and provided
updates and edits for the 2022 CHA interview guides [see Appendix D]. A variety of qualitative data
collection methods were employed in the 2022 CHA (Table 2) and are further detailed below.
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Table 2. Overview of Qualitative Data Collection

Community Partner
Assessment

General Key Interviews
In-Depth Interviews
Focus Groups

Virtual Community Forum
Radio Talk-Show

Photo Outreach Campaign
Total

Health Stakeholders

Community Leaders
Community Members
Community Members

Community Members and
Leaders
Community Members
Community Members

1 Event

17 Interviews
2 Interviews
7 Focus Groups

1 Event

1 Event
41 Submissions

27 Participants

20 Participants
2 Participants
48 Participants

16 Participants

3 Participants
23 Participants
139 Participants

In the fall of 2021, partners attended a Community Partner Assessment Summit as a part of the 2022
Community Health Assessment efforts. The event was a component of the new Mobilizing for Action
through Partnerships and Participation Evolution process (i.e. MAPP 2.0) and took place on Sept. 10,
2021 via a virtual Teams meeting with 27 individuals representing 21 unique organizations.

As part of the Summit, participants completed a “Circles of Involvement” activity in which participants
provided feedback on which organizations to involve in the community health planning efforts and how
to do so efficiently.

Major themes in the responses included:

organizations and/or providers that provide direct care, including CHWSs, Primary Care
Physicians (PCP), Doulas, Caregivers, FQHCs, etc.

Organizations involved in school districts, including School Health Advisory Council, PTAs, and
Parent Support Specialists as well as CATCH (Coordinated Approach to Child Health) nights at
schools.

Participants also highlighted the need to engage with residents in a variety of capacities,
engaging retired volunteers as paid engagement ambassadors; similarly, grassroots efforts and
organizations were also mentioned as a point of focus.

Other major themes included a focus on older adults and behavioral health and engagement
with faith-based organizations and/or churches. Significantly, several coalitions were cited,
drawing attention to the importance of aligning community health planning efforts with existing
collaboratives and alliances. Specific communities were also identified in the exercise, such as
focusing on Black, Indigenous, and People of Color (BIPOC) and the Asian communities.

Participants also shared the following barriers to community representation:

participant fatigue,

lack of representation,

lack of participation from residents directly impacted by services provided, e.g. “...many people
who plan transit don’t rely on transit (should get more representation from the people that
receive the services; giving a paid consulting position to community members that use these
services)...”

16



e Other concerns included language barriers and the lack of translated materials as well as digital
divides and tailoring work to meet community needs, e.g. work schedule, financial needs,
transportation, etc.

Discussion about how the community factors into the process included mentions of youth, church
leaders, schools, and pregnant individuals’ partners: “Sexual health efforts are mostly being led by
professionals right now... trying to amend by creating more opportunities for youth to participate.”
Additionally, one participant challenged assumptions of “community” and expanding on those
limitations. Additionally, references were made regarding “trust” and the use of existing networks as
critical to reaching communities of color. Several participants declared the need for increased
community involvement overall.

Participants also discussed lessons learned from COVID and the need to be creative with solutions as
well as the need to listen to people and meet them “where they are.”

e One participant shared that “Thinking about flexibility as we had to change a lot of the way we
do things with a huge shift to virtual events and appointments.”

e Another also noted the benefits of having online applications that individuals can access through
mobile as very successful.

e One participant noted the role funding plays in ensuring collaboration and providing incentives
to share data.

e Other data concerns mentioned by organizations included duplication of efforts and sharing
data. “When you are funded by different agencies with different data requirements for each then
you can burden the data services and cause the data to become a barrier and it is no longer
streamlined.” They shared how different data requirements lead to information that cannot be
used across different programs.

In addition to the Community Partner Assessment Summit, several qualitative methods were employed
to gather complementary data.

After identifying target communities, Austin Public Health contacted individuals and organizations for
potential participation in the interview process. Staff from Austin Public Health and Travis County
assisted with the data collection, completing 19 total interviews (Key and In-Depth), either in person or
virtually. Interviewers and support staff completed outreach to community leaders and other
participants via e-mail to schedule interviews and completed note-taking during the meetings. Only in-
depth interviewees received $20 Target gift cards for their participation.

The Community Engagement Sub-Committee assisted with identifying 13 preliminary communities for
focus groups based on under-representation, being underserved communities, or lack of existing
information. Austin Public Health completed seven focus groups ranging from 4 to 12 individuals, either
in-person or virtually, with the following groups: Latino individuals (English and Spanish sessions), older
adults, subsidized-housing residents, parent support specialists, and Pflugerville representatives. Focus
group residents not acting in a professional capacity received $20 Target gift cards for their
participation. IBM Watson and Community Coalition for Health (C2H) also provided focus group findings
from community health leaders and the African American male population respectively.
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In an effort to improve outreach and engage with a greater variety of audiences, Austin Public Health
collaborated with KAZI FM, a radio station predominantly serving the African American community, to
host a call-in radio program and gather community input regarding major health concerns and priorities.
The radio station promoted the event ahead of time as did Austin Public Health. The night of the
program, hosts introduced the segment and prompted community members to call in with their
responses. Unfortunately, hosts only received three calls, too small of a sample size that the call
contents could not be included in this report.

A virtual community forum was organized to allow community members to provide their insight with
regards to 1) barriers, 2) available resources, and 3) solutions for healthy living. City of Austin, Austin
Public Health, and partner organizations promoted the event in three languages, English, Spanish, and
Vietnamese ahead of the event. 16 forum participants joined break-out groups, divided by language and
facilitated by community partners, and utilized Google slides to document their input for incorporation
in the assessment.

In the summer of 2021, Austin Public Health engaged with the public for their LiveHealthyATX Photo
Outreach project where they encouraged Austin and Travis County residents to submit photos via social
media sites answering the question “What Makes You Healthy?” APH produced materials in English,
Spanish, Vietnamese, and Chinese to engage with a diverse population and offered the top “liked”
images gift cards for their submissions as well as publication in our 2022 Assessment. The project
received 41 submissions by 23 unique participants. Images contained in this report were selected from
individuals’ submissions.

The qualitative data from interviews, focus groups and the community forum were coded and then
analyzed thematically for main categories and sub-themes using NVivo, Version 12. Data analysts
identified key themes that emerged across all discussions as well as unique issues noted by specific
individuals or groups. Frequency and intensity of discussions on a specific topic were key indicators used
for extracting main themes. While regional or other differences are noted where relevant, analyses
emphasized findings common across Travis County. lllustrative quotes (paraphrased and direct) are
presented throughout this report.

As with all data collection efforts, there are several limitations that should be acknowledged. Numerous
secondary data sources were drawn upon in creating this report and each source has its own set of
limitations. Overall, it should be noted that different data sources use different ways of measuring
similar variables (e.g., different questions to identify race/ethnicity). There may be a time lag for many
data sources from the time of data collection to data availability. Some data are not available by specific
population groups (e.g., race/ethnicity) or at a more granular geographic level (e.g., city or zip code) due
to small sub-sample sizes. Data visualizations may exclude categories or data labels for values under 5%.
Some data for the population are estimates based on data collected from a subset of the total
population. In some cases, data from multiple years may have been aggregated to allow for more
accurate data estimates at a more granular level or among specific groups.
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There were also severe limitations to outreach work and ability to complete focus groups due to the
ongoing COVID pandemic; instead, researchers sought to connect with representatives and service
providers targeting specific communities as well as pull information from local assessments and reports
to supplement primary data collection. Communities that were underrepresented in data collection
efforts for this assessment include refugee communities, youth, indigenous communities, people with
disabilities, and faith leaders.
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FINDINGS

FINDINGS:
POPULATION CHARACTERISTICS
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POPULATION CHARACTERISTICS

The following section provides a demographic overview of Austin and Travis County.

Overall Demographics

The most current figures from the 2020 Decennial Census show that the population experienced a
growth nationally, in Texas, Travis County and Austin compared to the 2010 Decennial Census (Table 3).
Texas experienced a 15.9% increase in population, resulting in a total population of 29,145,505. Travis
County and Austin experienced population growth of 20.0% or more. Notably, the population growth in
Texas from 2010 to 2020 was more than double the percent increase in population seen nationwide
during this same period. In Travis County and Austin, the percent increase in population was
approximately three times the percent increase in population across the US from 2010 to 2020.

Table 3. Total Population, by US, State, County and City, 2010 and 2020

% Population Change
from 2010 to 2020

United States 308,745,538 331,449,281 7.4%
Texas 25,145,561 29,145,505 15.9%
Travis County 1,024,266 1,290,188 26.0%
Austin 801,829 961,855 20.0%

DATA SOURCE: U.S. Census Bureau, Decennial Census of Population and Housing, 2010 and 2020

Several focus group participants and community leaders described the Austin and Travis County region
as growing substantially in recent years. When discussing population growth in recent years, several
focus group participants suggested that higher income residents were the largest segment of new
residents in the region. Several participants noted that the region has a transient feeling linked with
growth of the population. One focus group participant observed, “There are no more people born and
raised from Austin because they were all priced out.”

Age

In Travis County, about one-quarter (25.1%) of the population was under 19 years of age in 2019, which
is slightly lower compared to the state of Texas (28.3%) (Figure 1). About half (48.1%) of Travis County’s
population is comprised of residents aged 20-49 years, higher than in Texas overall (41.3%).
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Figure 1. Age Distribution, by State and County, 2019

W< 1year m 1-9 years 10-19 years 20-29 years
30-39 years 40-49 years m 50-59 years m 60-69 years
m 70-79 years m 80 years and older

Texas I- 14.3% 14.6% 14.0% 12.7% 11.9% I
Travis County I- 12.1% 14.7% 18.2% 15.2% 11.8% II

DATA SOURCE: Texas Demographic Center, University of Texas at San Antonio, 2019
NOTE: Data labels £ 5% not shown

A focus group participant explained that health issues are common among older adults: “/There are]
many issues that hit you as you age. Always one thing or another.” Several focus group participants and
community leaders also discussed the importance of providing more health care and social supports for
older adults, which is discussed later in this assessment.

Gender and Sexual Orientation

According to the 2015-2019 Community Survey (U.S. Census), Travis County was comprised evenly of
male (50.5%) and female (49.5%) residents (Figure 2).

Figure 2. Sex Distribution, by Travis County, 2019
50.5% 49.5%

Male Female

DATA SOURCE: U.S. Census Bureau, American Community Survey 5-Year Estimates, 2015-2019

LGBTQIA+ Community in Austin

LGBTQIA+ is an acronym that brings together many different gender and sexual identities that often face
marginalization across society. The acronym stands for lesbian, gay, bisexual, transgender, queer,
guestioning, intersex, asexual, and the + holds space for the expanding and new understanding of
different parts of the very diverse gender and sexual identities. In a March 2021 report, the Williams
Institute estimates that the Austin-Round Rock-Georgetown metropolitan area had the 3rd largest
percentage of LGBTQIA+ people (relative to the overall population size of the metro area) in the
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country; they estimate that about 5.0% or 90,000 people in Austin-Round Rock-Georgetown
metropolitan area identify as LGBTQIA+.

The ShoutOut Austin LGBTQIA+ Quality of Life Study gender identity definitions can be found in
Appendix B: Gender Identity Definitions. Cisgender men and cisgender women each comprised 31% of
survey respondents, followed by 6% genderqueer people (Figure 3). Note that respondents may not be
statistically representative of the population in Austin, but robust findings may provide insight into the
larger breakdown of the LGBTQIA+ residents of Austin.

Figure 3. Gender Identity Distribution of LGBTQIA+ Quality of Life Study Respondents, 2021
Cisgender man NG S 10
Cisgender woman [N, S 1%
Genderqueer I 6%
Non-binary I 5%
Trans Male or Trans Man | 5%
Trans Female or Trans Woman I 4%
Gender fluid 1M 3%
Gender non-conforming M 3%
Other N 3%
Prefer nottosay M 3%
Agender HH 2%
Questioning W 2%
Two-Spirit or other Native Identity [l 2%

DATA SOURCE: City of Austin, Equity Office and LGBTQIA+Q Quality of Life Advisory Commission, ShoutOut Austin
LGBTQIA+ Quality of Life Study, 2021

NOTE: Respondents may not be statistically representative of the population in Austin, but robust findings may
provide insight into the larger breakdown of the LGBTQIA+ residents of Austin.

About one-fifth of respondents to the LGBTQIA+ Quality of Life Study identified as either gay (23.0%),
heterosexual or straight (22.0%) or bisexual (18.0%) (Figure 4).

Figure 4. Sexual Orientation Distribution of LGBTQIA+ Quality of Life Study Respondents, 2021

Gay I ) 3%
Heterosexual or straight I 2 %
Bisexual NN 13%
EHJELE KV
Queer I 11%
Pansexual NG S
Asexual I 2%
Fluid 1l 1%
Other I 1%
Prefer nottosay I 1%
Questioning M 1%
DATA SOURCE: City of Austin, Equity Office and LGBTQIA+ Quality of Life Advisory Commission, ShoutOut Austin
LGBTQIA+ Quality of Life Study, 2021

NOTE: Respondents may not be statistically representative of the population in Austin, but robust findings may
provide insight into the larger breakdown of the LGBTQIA+ residents of Austin.
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In addition to gender and sexual orientation, population data were examined by race/ethnicity. More
than half of residents in Travis County (52.2%) identified as people of color, a proportion that was
slightly lower than across Texas (59.5%) (Figure 5). Almost half (47.8%) of Travis County residents
identified as non-Hispanic White (henceforth, White), which was slightly higher than the percent of
Texas residents (41.5%) who identified as White. More than one-third (34.8%) of Travis County residents
and almost two-fifths (39.5%) of Texas residents identified as Hispanic/Latino. Non-Hispanic
Black/African American (henceforth, Black/African American) residents made up 8.2% of Travis County
and 11.9% of Texas populations; non-Hispanic Asian residents (henceforth, Asian) made up around 7%
of the Travis County and less than 5% of Texas populations.!

Figure 5. Racial and Ethnic Distribution, by State and County, 2019
H Asian, Non-Hispanic Black, Non-Hispanic Hispanic, Any Race
White, Non-Hispanic Other, Non-Hispanic

Texas ﬁ 2.2%
Travis
| ¥
County

DATA SOURCE: Texas Demographic Center, The University of Texas at San Antonio, 2019

While the total population in Travis County increased by 26.0% from 2010 to 2020 according to the U.S.
Decennial Census, when examining Travis County by census tract, there were varying percent changes in
population by race/ethnicity.

1 Racial and ethnic terminology: The term “Hispanic/Latino” is used to refer to persons who identify as Hispanic or
Latina/o/x. The terms Black, White, and Asian to refer to non-Hispanic persons who identify with these
racial/ethnic groups.
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Change in Non-Hispanic Asian Population, 2010-2020

Author: City of Austin Housing and Planning Department

Credit: U.S. Census Bureau, 2020 Decennial Census P.L. 94-171 File
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According to ACS data (U.S Census) cited by Greater Austin Asian Chamber of Commerce, Asian
Americans in Austin are the fastest growing demographic group, with the Asian population doubling
every twelve years.? About 8% of residents in the Austin metropolitan statistical area (MSA) identified as
Asian American, with the highest percentage of the Asian population originating or descending from
India (41.0%) and China (17.0%) (Figure 6). In addition to the groups listed in Figure 6, Austin is home to
emerging refugee populations from Nepal, Burma, Cambodia and Laos.

Figure 6. Percent Asian Population by Countries of Origin, by Austin Round Rock Metropolitan
Statistical Area, 2019
Indian NG 2 1.0%
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DATA SOURCE: U.S. Census Bureau, American Community Survey; as cited by Greater Austin Asian Chamber of
Commerce, 2019

When asked to describe the population in the Austin and Travis County region, focus group participants
and community leaders described the population as very diverse racially and ethnically, including
Hispanic/Latino, South Asian, Black/African American, and Korean residents. Several community leaders
and focus group participants observed growing socioeconomic inequities in the region that particularly
affect residents of color.

One community leader described outlying regions of Travis County where Korean communities are
established: “There are some [Koreans] in Pflugerville, Round Rock, Cedar Park, Georgetown ... Many
Koreans including some older populations live here, [they are a] population of less than 10,000, but more
are moving in.”

Another community leader described the Muslim community in the area as socioeconomically diverse:
“It is a very diverse population economically with people who have lucrative careers or are more
financially well-off, but you also have recent arrivals of refugees.”

According to another community leader, there is a need for greater support for African American
residents in the area: “In the African American community, ‘we need everything,’ it’s alignment of
services, awareness, mak[ing] sure [that] services are where and when they need to be. That they’re
communicated how they need to be to those most in need. We see a lot of gaps to the most vulnerable
populations. It’s not just diabetes, it’s holistically.” — Community leader
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According to community leaders, the immigrant populations in the region includes Hispanic/Latino
immigrants and some refugees from Middle Eastern and Asian countries. One community leader
observed that the growth of the refugee community has slowed due to federal immigration restrictions
in recent years that limited refugee migration to the United States (US).

Several participants described growth of the bilingual population in the region and a sizable population
for whom English is not their first language. One focus group participant observed, “The population is
growing a lot, wherever you go there are bilingual people.” Inadequate access to information and social
and health care services in residents’ primary language emerged as a barrier to getting COVID-19
information, health information, and accessing social services and health care, which is discussed in later
sections of this assessment.

Some community leaders noted that a sizable proportion of Hispanic/Latino immigrants primarily speak
Spanish, citing a need for services and information available in Spanish. One community leader who
provides health care services to low-income residents described their patient population: “75 to 85% of
patients are Hispanic, most are immigrants, about 75% prefer Spanish, which is the best indicator for
high rate of immigrants.”

One community leader observed that the expansion of several tech industries in the area has attracted
Asian immigrants who are fluent in English and/or whose educational experiences have prepared them
for high-income careers that are booming in the region. Another community leader echoed that growth
of immigrant communities linked with tech industries in the area have attracted younger immigrant
workers who are fluent in English.

In contrast, according to one community leader, refugees are generally less likely to be fluent in English.
This community leader emphasized the importance of investing in bilingual education programs for
refugee communities: “/ want a language program [...] to teach English to our refugee population. Most
immigrants who are non-refugees are here because they have an advanced skill set already. A big
component of their community is those who are in the IT industry already.”

According to Census data, a higher proportion of residents in Travis County (30.8%) and Texas (35.6%)
speak a language other than English at home compared to the U.S. overall (22.0%) (Figure 7).
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Figure 7. Percent Households Speaking Only English or Language Other than English at Home, by US,
State and County, 2019

m Speak only English Speak a language other than English

. 78.0%
United States
22.0%

64.4%
Texas
35.6%

. 69.2%
Travis County 20 8%
. 0

DATA SOURCE: U.S. Census Bureau, American Community Survey 1-Year Estimates, 2019

About one-third of households in Travis County (36.7%) and Texas (38.7%) that speak a language other
than English at home are considered non-English speaking households, defined as households that speak
English less than “very well”; this percentage was similar for households across the US (38.8%) (Figure
8).

Figure 8. Percent Households Non-English Speaking (Among Households Speaking a Language Other
than English at Home), by US, State and County, 2019

United States 38.8%

Texas 38.7%

Travis County 36.7%

DATA SOURCE: U.S. Census Bureau, American Community Survey 5-Year Estimates, 2015-2019
NOTE: Percentage of households that speak English less than "very well" within all households that "speak a
language other than English"

Among Asian American households in the Austin Round Rock MSA, the percentage of households who
speak English “less than very well” was highest among Vietnamese speaking (50.8%) and Korean
speaking (49.6%) households and lowest among households that speak Hindi (17.5%) and Urdu (20.0%)
at home (Figure 9).
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Figure 9. Percent Households Speaking English “Very Well” and “Less than Very Well,” by Language
Spoken at Home, by Austin Round Rock Metropolitan Statistical Area, 2019

m Very well  m Less than very well

Hindi
Urdu
Tagalog
Chinese
Korean
Vietnamese

DATA SOURCE: U.S. Census Bureau, American Community Survey; as cited by Greater Austin Asian Chamber of
Commerce, 2019
NOTE: The primary Chinese dialects are Mandarin and Chinese

Several community leaders and focus group participants noted the importance of making sure that
information about health and available resources, as well as services, are readily available in residents’
primary language. One community leader highlighted the centrality of providing information in
language: “Language access is key. If you don’t have any material to educate yourself about a health
disease, then changes can’t really be made. Each community has a very nuanced way of looking at
wellbeing.” Another community leader echoed the need for language justice to promote health equity,
“Language is a barrier to the people that need resources the most.”

Community forum participants concurred. Language access emerged as an important barrier to
information about resources and to receiving quality services for community members for whom English
is not their primary language. Forum participants recommended improving outreach efforts by ensuring
that information is available in residents’ primary language, using in-person modes of communication,
and leveraging the language skills of community-based organizations to address language gaps in public
health services and information.

One community leader characterized the current limited state of language support from local
governmental leaders, a gap which their organization has had to fill to address information and resource
gaps that affect the diverse Asian and Pacific Islander community in the region: “We have no language
support from the city. We have about 40 different [Asian and Pacific Islander] languages spoken in Travis
County.” One community leader described the importance of local governmental representatives
collaborating with and supporting community-based initiatives in improving access to information and
resources in residents’ primary language. To address the gap in information available in residents’
primary language, one community leader shared how Korean communities in the region rely on
information made available by other cities:

“We are intertwined with other cities with Korean associations. We

don’t get our information from Austin. We get our information from
other cities, so | think this association will take a good role in this
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community and it would be nice to be a part of what the city is trying to
do. It is very important how the city supports us.” — Community Leader

One community leader identified the need to improve outreach to Spanish-speaking communities who
are increasingly living in the outskirts of the City.

“I think trying to continue to reach Spanish speaking and organizations
that provide or cater to Spanish speaking population. A lot of them may
exist in Central and East Austin, but [you] don’t see many providing
services as far out here [Del Valle]. So, how can we get them out here
doing more targeted work?” — Community leader

Another community leader emphasized that translation of information must be culturally tailored:
“Translation must also relate to the cultures, such as having community outreach things such as fliers
being made by people from that community.”

Some Hispanic/Latino focus group participants and some community leader described legal status as a
barrier to accessing services and resources.

“I know that not having it [authorized US presence], being scared to ask
for services, it’s about what they will ask [for]. If they ask for your Social
Security card, that could be an impediment for a person seeking
additional services, because they fear what if they ask me for it and |
don’t have one. What if something happens and... | think it could be a
factor that keeps them from looking for additional services.” — Focus
Group Participant

Some Hispanic/Latino focus group participants mentioned not being able to access federal stimulus
payments linked with the COVID-19 pandemic due to their legal status, including assistance for US
citizen children. One focus group participant shared, “They [...] also said that the parents of children who
were citizens were going to obtain some of the money through the children, for me that is not true
because they never sent us anything.” A community leader elaborated on the challenges that
undocumented communities face in accessing financial assistance that to which they are entitled:

“[For] undocumented people in Del Valle, [there is] a lot of
misinformation about ability to apply for financial assistance. If they
don’t qualify for federal dollars, other pots of money are available, with
their account; water and gas, even with no documentation, there are
still services available.” — Community Leader

One focus group participant explained how state-issued government identification card policies that
exclude undocumented immigrants from accessing a usual state ID or driver’s license make it difficult to
access resources linked with having a current state ID and also limit one’s sense of belonging. They
explained:

“I would like it if we were all treated equally. Even the ID they used to
issue here in Texas they no longer do it. There are places where they ask
for a Texas ID, they don’t accept registration, so you feel bad. And they
forbid it, because one feels like a second-class person because we are
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not the same as those who can show their driver's license or
identification. In that | have felt quite [excluded].” — Focus Group
Participant

Notably, in-depth interview participants also discussed at length the challenges of navigating day-to-day
activities, such as seeing a doctor or securing housing, due to lack of a current state-issued ID or driver’s
license.
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FINDINGS:
COMMUNITY SOCIAL AND ECONOMIC CONTEXT
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COMMUNITY SOCIAL AND ECONOMIC CONTEXT

As noted previously, this assessment focused on the social and economic issues that affect a
community’s health. Where a person lives, learns, works, and plays all have an enormous
impact on health. Health is not only affected by people’s genes and lifestyle behaviors, but by

upstream factors such as employment status, quality of housing, and economic policies. Figure 10
provides a visual representation of these relationships.

Figure 10. Social Determinants of Health Framework
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SOURCE: World Health Organization, Commission on the Social Determinants of Health, Towards a Conceptual Framework for Analysis and
Action on the Social Determinants of Health, 2005.

The data to which we have access is often a snapshot in time, but the people represented by that data
have lived their lives in ways that are constrained and enabled by economic circumstances, social
context, and government policies. To this end, much of this report is dedicated to discussing the social,
economic, and community context in which residents live. We hope to understand the current health
status of residents and the multitude of factors that influence their health to enable the identification of
priorities for community health planning, existing strengths and assets upon which to build, and areas
for further collaboration and coordination.

Economic Indicators

Income is a powerful social determinant of health. At an individual level, income influences where
people live, their ability to access higher education and skills training, and their access to resources to
help them cope with stressors, all of which affect health and well-being. Income also shapes access to
health-promoting resources such as healthy food, health care, and technological advances (e.g., new
medical treatments).> Compared to their higher income counterparts, low-income individuals have
higher rates of smoking, obesity, and physical inactivity; more limited access to healthy foods,
opportunities for physical activity, and healthy environments; higher rates of physical limitations, heart
disease, diabetes, stroke, and other chronic conditions; and more limited access to health care.* At a
community level, regardless of individual level of income, low community wealth often correlates with
more limited educational and job opportunities, greater community violence, environmental pollution
and disinvestment in essential infrastructure and resources.> While income, education, and employment
are all associated with health outcomes in slightly different ways, many of the same population
groups—communities of color, women, immigrants, and others—experience the compounded
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challenges and structural inequities across the myriad of systems related to economic advancement and
upward mobility.

Austin’s history is rooted in the exploitation of the labor of many communities of color, which has led
to the devaluation of the labor of these communities. Austin’s history, like many other communities in
this country, was shaped by public policies that invested in wealth-generating opportunities for white
communities while excluding communities of color from the same resources. Additionally, the role of
housing in wealth generation for or wealth stripping from communities was split largely along racial and
socioeconomic lines. More recently with the 2008 recession, Black communities were targeted for
subprime mortgages, and the result of the crash was that many Black households have even less equity
through homeownership than before 2008.°

“And the deal is, those problems [financial stress] how do they trickle
[sic] down to the child: lack of food, diapers, lack of healthcare, lack of a
job, the ability to have the necessary education, or tablet, so they can be
ready for school, first day grade one reading on grade level.” —
Community Leader

American Community Survey (U.S Census) estimates from 2019 indicate that the median household
income was higher in Travis County ($80,726) and slightly lower in Texas ($64,034) compared to the US
overall ($65,712) (Figure 11). Between 2015 and 2019, median household incomes increased the least in
Texas (6.6%) and the most in Travis County (14.6%).

Figure 11. Median Household Income, by US, State and County, 2015 and 2019

2015 2019
$80,726
United States Texas Travis County

DATA SOURCE: U.S. Census Bureau, American Community Survey 1-Year Estimates, 2015 and 2019

When comparing median household income by race/ethnicity in Travis County, Asian households had
the highest median household income ($151,112), followed by White households (5128,308) (Figure 12).
In contrast, the median household income for White households was 2.2 times the household income
for Black/African American households and 2.3 times the household income for Hispanic/Latino
households in 2019.
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Figure 12. Median Household Income, by Race/Ethnicity, by Travis County, 2019

White $128,308
DATA SOURCE: U.S. Census Bureau, American Community Survey 1-Year Estimates, 2019
Additionally, about one-quarter (25.0%) of LGBTQIA+ respondents to the LGBTQIA+ Quiality of Life Study
survey reported having incomes below $24,000, compared to nearly one-fifth (18.0%) of non-LGBTQIA+
respondents.
More than one-tenth of the population in Travis County (11%), Texas (14%), and the US (12%) lived
below the federal poverty line, according to 2019 ACS estimates (Figure 14). In Travis County, 143,785

residents lived below the federal poverty level (data not shown).

Figure 13. Percent Population Below the Poverty Level, by US, State and County, 2019

United States 12.0%

Texas 14.0%

Travis County 11.0%

DATA SOURCE: U.S. Census Bureau, American Community Survey, 1-Year Estimates, 2019

According to 2019 County Health Rankings data, almost one-fifth of children in the US (17.0%) and Texas
(19.2%) lived in poverty; this percentage was slightly lower in Travis County (13.6%) (Figure 14).

Figure 14. Percent Children in Poverty, by US, State and County, 2019

United States 17.0%

Texas

19.2%

Travis County 13.6%

DATA SOURCE: Small Area Health Insurance Estimates (SAHIE), U.S Census Bureau; as cited by County Health
Rankings & Roadmaps, 2019
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Many focus group participants, community leaders, and in-depth interview participants described the
cost of living in the area as high and rising, which they linked with the growing tech industry. Several
participants perceived that companies coming to the area were getting a tax break, while residents were
experiencing increases in taxes. One Hispanic/Latino focus group participant who has lived in Austin for
decades shared their experience with the rising cost of living:

“I[T]he cost of living in Austin, I’'ve been here 40+ years and it keeps
going up. Austin keeps asking companies to come and they are coming
and coming, but they’re not giving us regular people here a break,
because taxes keep going up, | don’t know if this is part of health, but it
is stressful, so | guess it is health. But they’re giving them a lot of [tax]
break[s], where they’re putting the burden back on the taxpayer. They’re
making a lot of the older residents where they don’t want to be here.”

— Focus Group Participant

One community leader characterized the day-to-day experiences of low-income residents as survival: “If
you look at some of our communities, there is no quality of life, it’s just survival.” Another community
leader described how due to rising gas costs in their neighborhood, they often traveled farther to fill up
their gas tank, highlighting the day-to-day impacts and adjustments that residents are making due to the
rising cost of living.

Some focus group participants and community leaders described the impossible equation of living on
income from minimum wage jobs and paying for rent, childcare, and transportation. One community
leader described this dilemma for a low-income family with young kids, particularly for single parents:

“[F]or the families, childcare cost is a problem. And a living wage. For
example, a single mother with four kids, they can’t have a 15 or 16
dollar an hour job, and be able to afford an apartment in Austin. The
high cost of apartments, if you have 3-4 kids in childcare, a car payment,
rent, you are struggling. [...] Some of the mothers are trying to work 2
and 3 jobs. How do you work 2-3 jobs and not get caught up with CPS
[Child Protective Services] looking at you to see if you’re a fit mother or a
fit household. That’s the reality.”” — Community Leader

According to focus group participants and several community leaders, limited income and rising costs of
living are very stressful and negatively affect health for low-income residents, residents of color, and
older adults across the region. One community leader described how Asian residents are often
overlooked when thinking about low-income residents in the region.

Key informants identified several socioeconomic challenges that immigrants navigate, including securing
work opportunities and responsibilities to financially support their kin networks. One community leader
shared, “Many immigrants are still trying to find work, [experiencing] language barriers.” According to
one community leader, barriers to job opportunities are compounded by economic responsibilities to
family and communities in the United States and in their home countries. This community leader shared,
“You have an additional responsibility as well as an opportunity [regarding immigrants who are wanting
to just work and send money home] to be a contributing member of this community that is now your
community.”
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One Hispanic/Latino focus group participant highlighted the irony that Hispanic/Latino immigrants are
employed in industries that are classified as “essential work” during the COVID-19 pandemic. This
resident noted that construction industry in particular has been central to sustaining the growth across
the region, yet their income and treatment does not honor these contributions.

Several focus group participants and community leaders described their communities and/or the
communities they serve as including residents who work in low-wage jobs that are stressful, hard to get,
and with incomes that make it difficult to make ends meet, while also observing a growth in high-
income job opportunities that are attracting residents outside of the region. One community leader
described the community in which they work:

“Dove Springs is a working-class neighborhood, so these things
mentioned affect everyone and the residents work all kinds of shifts due
to their blue collar jobs.” — Community Leader

The perception of the availability of quality education, professional development or training for jobs
remained roughly the same between 2008 and 2018, although a higher percentage of people (57%)
viewed this kind of training as “usually available,” rather than “very available” than in past years. A
higher percentage of Black/African American (26%) and Hispanic/Latino (19%) residents did not believe
trainings for the kinds of jobs they sought were available, as compared to other racial/ethnic
categories.’

One in-depth interview participant described how prison vocational programs inadequately prepare
people to re-enter the workforce once they have been released from prison, making it difficult to re-
integrate into society. "...If the prison system is not going to help reentering citizens develop marketable
skills, it’s to the advantage the community to do so. The more successful people are at reintegrating back
into society the less of a threat they are, the more they will desire to integrate into norms of society.”

When examining the effect of English proficiency on the potential to get a job they are otherwise
qualified for, about two-fifths of Hispanic respondents (40.7%) reported that the lack of English
proficiency did not affect them. In contrast, the highest percentages of Hispanic (26.2%) and Other/
Multiracial (23.3%) respondents somewhat or a great deal affected their potential to get a job they
would be otherwise qualified for (Figure 15). These findings could underscore the need for enhanced
educational support for English training and other additional language support.

Figure 15. Effect of English Proficiency on the Potential to Get a Job Otherwise Qualified For, 2020

M Black Hispanic Other/Multiracial White

40.7%
0,
3’1'7/§.1.8%
25.5%
13.3% 14-9‘Vi3 6o
0,
13.0% 4o ©10.0% 10.6%
5.7% 6.2%
. 1.7%
A great deal Somewhat Just a little Not at all

DATA SOURCE: Austin Area Sustainability Indicators, Austin Area Community Survey, 2020
NOTE: No response or N/A responses are excluded.
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When discussing work, often focus group participants and several community leaders discussed the
impact of COVID-19 on work and stress for low-wage workers. One focus group participant described
how stress levels for residents working in low-wage jobs have worsened with the COVID-19 pandemic
and contribute to increases in chronic disease:

“I see people that are working in construction almost all day and with a
very low salary and they are the only ones that are outside, they are
essential workers, all of them, many in restaurants, and lately with the
pandemic, stress is building up. This is leading to more chronic diseases
or, as | said before, it causes triglycerides t