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The following spreadsheet shows the county of residence of patients served by St. David’s HealthCare 
facilities. Based on this data, the four St. David’s facilities include the following county Community 
Health Needs Assessments: 
 
St. David’s Medical Center – Travis, Williamson, Bastrop, Hays, Caldwell 
 
St. David’s South Austin Medical Center – Travis, Williamson, Bastrop, Hays, Caldwell 
  
St. David’s North Austin Medical Center – Travis, Williamson, Hays, Bastrop 
 
St. David’s Round Rock Medical Center – Travis, Williamson 
 
 
 
 
 
 



Geography of Patients Served by St. David's

Cases from January 1, 2014 thru December 31, 2014
Extracted January 8, 2015

County TOTALS Percent
Travis 100,183 54.2% 85,199 64.3% 80,318 69.0% 14,286 23.2% 279,986 56.5%
Williamson 45,353 24.5% 1,743 1.3% 24,264 20.8% 42,503 69.1% 113,863 23.0%
Bastrop 7,959 4.3% 20,637 15.6% 3,242 2.8% 472 0.8% 32,310 6.5%
Hays 8,652 4.7% 12,263 9.3% 1,512 1.3% 211 0.3% 22,638 4.6%
Caldwell 1,907 1.0% 1,983 1.5% 303 0.3% 86 0.1% 4,279 0.9%
All Other Counties 19,063 10.3% 7,582 5.7% 5,929 5.1% 3,686 6.0% 36,260 7.3%
None/Unknown 1,636 0.9% 3,024 2.3% 875 0.8% 266 0.4% 5,801 1.2%

184,753 132,431 116,443 61,510 495,137

Notes:
Each of the counties that make up "All Other Counties" represent less than 1% of total patients across hospital facilities
The remaining counties (highlighted above) are included in the individual facility's CHNA if patient population represents 1% or greater

ST. DAVID'S MEDICAL CENTER SOUTH AUSTIN MEDICAL CENTER NORTH AUSTIN MEDICAL CENTER ROUND ROCK MEDICAL CENTER



 

 
Community Health Needs Assessment  

December 2016 
 
Definition of the Community Served  
St. David’s Foundation, in collaboration with other healthcare entities in Central Texas, conducted 
Community Health Needs Assessments for the following 5 counties: Bastrop, Caldwell, Hays, Travis and 
Williamson Counties.  These counties were selected because they represent the county of residence for 
the majority of patients receiving care at St. David’s Hospital facilities.  The purpose of the assessments 
was to identify and prioritize health needs so that healthcare organizations can better serve their 
communities. 
 
Description of Process & Methodology 
The assessments included several components, including:  a review of previously published community 
needs assessments and quantitative data from secondary sources, interviews, focus groups, and an 
online survey.   The data collection team gathered input from people who represent the broad interests 
of each county and who have special knowledge of or expertise in the community’s health issues.  The 
key stakeholders included nonprofit leaders, health department authorities, public school leaders, 
healthcare providers or leaders, elected officials, researchers, people representing distinct geographic 
areas, and people representing certain ethnic/racial groups. Feedback from these key stakeholders was 
incorporated into the prioritization process. (For a detailed description of methodology, please refer to 
appendices in the attached reports.)   
 
Prioritized Description of Significant Health Needs 
Based on the findings from these five county‐level assessments, St. David’s has determined the 
following six areas to be the priority health needs to be addressed in our hospitals’ Implementation 
Plans. The rationale for selecting the following needs is included in the attached pages: 

1. Need for improved healthcare access, quality and insurance coverage 
2. Need for improved socioeconomic factors that contribute to health 
3. Need for improved health and well‐being of children 
4. Need for improved health and well‐being of women 
5. Need for improved health and well‐being of seniors 
6. Need for improved health and well‐being in rural communities 

 
Description of Resources Potentially Available to Address these Needs 
St. David’s will utilize a variety of resources to address these needs, including distributions from St. 
David’s HealthCare Partnership, income from investments, and capacity of staff, including expertise in 
public health, grantmaking, strategic communications, and organizational capacity building.   
 
 



Rationale for Selection as Community Health Need 

 

GOAL  1:  IMPROVE  HEALTHCARE ACCESS,  QUALITY  AND  INSURANCE COVERAGE FOR  

CENTRAL  TEXANS 

HOW  WILL  WE  ADDRESS  THIS  GOAL?  (OBJECTIVES)  

1. INCREASE ACCESS TO & QUALITY OF PATIENT‐CENTERED MEDICAL HOMES 

2. INCREASE ACCESS TO SPECIALTY CARE 

3. INCREASE ENROLLMENT AND UTILIZATION OF INSURANCE COVERAGE 

4. ENSURE WORKFORCE IS ADEQUATE TO MEET NEEDS AND IS REFLECTIVE OF COMMUNITY 

DIVERSITY  

WHY  THESE AREAS?   

Medical Homes and Specialty Care:  Fragmented medical care is not only costly but an ineffective 

approach in the health care delivery system. The patient‐centered medical home (PCMH) is a model of 

primary care that is comprehensive, patient‐centered, coordinated, accessible, and committed to quality 

and safety.  A central PCMH function is to coordinate services for patients within and outside the 

facilities. By coordinating care and communication, PCMHs link patients to specialists, dental and 

behavioral health providers and community supports that make up a “medical neighborhood.” 

Insurance Coverage:  Uninsured people receive less medical care and less timely care, have worse health 

outcomes, and lack of insurance is a fiscal burden for them and their families. People of color, people in 

rural areas, low wage workers, and the unemployed are more likely to lack health insurance. Safety‐net 

care from hospitals and clinics improves access, but does not fully substitute for health insurance.   

Workforce:  Health professional shortages in primary and specialty care, as well as allied health 

professions hinder access to care. Shortages affect stability and efficiency of clinics and pose challenges 

to their core mission. Quality, cost‐effectiveness and patient satisfaction are affected. Ensuring diversity 

while building the workforce leads to care that is delivered with cultural and linguistic competence while 

bolstering patient engagement and reducing patient safety concerns. 



Rationale for Selection as Community Health Need 

 

GOAL  2:  IMPROVE  SOCIOECONOMIC  FACTORS THAT  CONTRIBUTE  TO  HEALTH 

HOW  WILL  WE  ADDRESS  THIS  GOAL?  (OBJECTIVES) 

1. INCREASE AVAILABILITY & UTILIZATION OF HEALTHY FOOD AND PHYSICAL ACTIVITY OPTIONS 
2. IMPROVE DELIVERY AND COORDINATION OF WRAP‐AROUND SERVICES FOR LOW‐INCOME HOUSING 

DEVELOPMENTS INCLUDING PERMANENT SUPPORTIVE HOUSING 

WHY  THESE  AREAS?    

Clinical care accounts for 20% of one's health status while social and economic factors, the physical 
environment, and healthy behaviors account for the other 80%. If the aspiration is to become the healthiest 
community in the world, then investing in the community conditions that enable people to lead heathier lives 
will be an important part of SDF's strategic shift.  The linkages between socioeconomic factors and health are 
supported by a robust evidence base and solutions are emerging.  There is also ample opportunity for 
innovation, leadership, and multisector partnership.   

While the social determinants of health can seem boundless, entering this work in the following areas would  
a) build on prior work; 
b) have specific agendas for leading, leveraging, or partnering; 
c) connect to community health indicators; 
d) and respond to priorities identified in our community health needs assessment.     
 

Healthy Food:  Research and common sense link eating nutritious food with lower rates of overweight/obesity 
and chronic disease.  With areas in Central Texas designated as food deserts (difficult to access affordable, fresh 
food) and with about a quarter of Austin's population considered food insecure, eating healthy food is a 
challenge for many in our community.  Strategic efforts nationally aim to improve first foods (very young 
children), school foods, and community foods. 

 

Physical Activity:  While sedentary behavior contributes to overweight/obesity and chronic disease, regular 
physical activity contributes to physical and emotional wellbeing and reduces the negative health effects of 
chronic stress. In communities where there are public safety concerns, stretched family incomes, and limited 
infrastructure, residents face barriers to achieving recommended levels of exercise as well as to incorporating 
physical activity into daily life.  One strategic and sustainable approach could be to improve the built 
environment.   
 
Housing Wrap Around Services:  The sickest 5% of people who experience the most complex medical and social 
challenges drive about 50% of our nation's medical costs.  The most promising model in terms of both improving 
individual outcomes while reducing systemic costs (e.g., emergency departments, jails) is one that stabilizes 
housing first for our most vulnerable residents.  While SDF will not seek to fund brick and mortar housing units, 
it is positioned to maximize the SUPPORTIVE component of permanent supportive housing.  Examples of wrap 
around services and community amenities include case management, assertive community treatment for people 
with severe mental illness, and healthy lifestyles interventions.   



Rationale for Selection as Community Health Need 

 

GOAL  3:  IMPROVE  THE HEALTH AND  WELL‐BEING  OF  CHILDREN  AND  REDUCE  HEALTH 
DISPARITIES  AMONG  TARGETED  CHILD  POPULATIONS  

HOW  WILL  WE  ADDRESS  THIS  GOAL?  (OBJECTIVES)  

1. INCREASE PREVENTION AND TREATMENT OF TRAUMA IN CHILDREN 
2. REDUCE TEEN PREGNANCY 

3. IMPROVE ORAL HEALTH IN ELEMENTARY SCHOOL CHILDREN  

WHY  THESE  AREAS?    

While there are a wide variety of interventions and approaches that are designed to improve the health and well‐being of 
children, the two objectives under this goal were selected based on the unique position SDF has in terms of our relationship 
with almost all of the local safety‐net clinics in our area (objective 3.1) and our operation of a school‐linked mobile dental 
program serving low income children (objective 3.2). 

Prevention and Treatment of Trauma: Extensive research indicates that responsive relationships and health promoting 
environments in the early years provide a strong foundation for a lifetime of effective learning, adaptive behavior and good 
health.    

Given the frequent interactions young children and their families have with primary care providers, and their generally 
trusted status they hold, primary care providers can be a key intercept point for both prevention and early intervention 
efforts regarding trauma and adversity in childhood.  The American Pediatric Academy has recommended the pediatricians 
focus greater attention on building capacity for parents raising young children under adverse conditions.  The research base 
on how pediatricians can do this effectively is growing significantly, led in large part by Harvard’s Center for the Developing 
Child.  Thus, there are now clearer paths and guidance that pediatricians can employ to inform that practice with this 
research.  

Teen Pregnancy: Texas has the fourth highest rate of teen pregnancy in the nation, and the second highest rate of teen 
births. Texas also has the highest rate in the nation for repeat teen pregnancies. Travis, Bastrop, and Caldwell all have teen 
birth rates above the national average. Teen pregnancy affects communities of color disproportionately, with Latinos 
experiencing the highest rates of teen pregnancy, followed by African‐Americans. However, socio‐economics is the greatest 
predictor of risk for teenage pregnancy. In Travis County, only 12 of its 53 zip codes account for 80% of all teen births. These 
zip codes encompass lower income neighborhoods located in the far north, east, and far south parts of Austin. 

Becoming a parent as a teenager creates significant challenges for the teen parents and their children. Teen parents are at 
increased risk of dropping out of school because of the pressures they experience. Only 38 percent of teen mothers 
complete high school while less than 2 percent go on to obtain a college degree. In addition, children born to teen parents 
are more likely to experience adverse health and developmental consequences while also having an elevated risk to 
perform poorly in school.  

Oral Health:  Childhood caries is the most preventable chronic disease in school‐aged children.  Significant health disparities 
exist as it relates to oral health access.  The “silent epidemic of oral diseases” disproportionately affects disadvantaged 
communities, especially children, the elderly, and racial/ethnic minority groups.  One in 4 children have untreated tooth 
decay and this rate among low‐income populations is more than twice compared to higher income populations.  Research 
from the American Dental Association and the American Academy of Pediatric Dentistry show that sealants are an 
evidence‐based clinical practice that can decrease the risk of tooth decay by 80% in permanent molars.  Despite the 
effectiveness of sealants to prevent caries, only one in five school‐aged children from low‐income families receives dental 
sealants to prevent dental caries.   

 



Rationale for Selection as Community Health Need 

 

GOAL  4:  IMPROVE  THE HEALTH AND  WELL‐BEING  OF  WOMEN  AND REDUCE  HEALTH  DISPARITIES  

AMONG  TARGET  POPULATION  

HOW  WILL  WE  ADDRESS  THIS  GOAL?  (OBJECTIVES)  

1. INCREASE ACCESS TO COMPREHENSIVE WOMEN’S HEALTH SERVICES  

WHY  THESE  AREAS?    

Access to Comprehensive Women’s Health: Women have a lower mortality rate than men, but experience more disease 
and disability throughout their lifetimes. During childbearing years, women have greater needs for clinical care than men. In 
2011, significant cuts in the Texas state family‐planning budget led to reductions in access and utilization of state‐funded 
family planning services. A study in Austin in 2013 found that expressed desire for Long Acting Reversible Contraceptives 
(such as IUDs and implants) is greater than the ability to actually receive those highly effective methods of birth control, 
particularly among young, low‐income, uninsured women. Investments in women’s health services will not only benefit 
women directly, but also improve child health outcomes and reduce poverty.  



Rationale for Selection as Community Health Need 

 

GOAL  5:  IMPROVE  THE HEALTH AND  WELL‐BEING  OF  SENIORS  AND REDUCE  DISPARITIES  AMONG  

TARGETED  SENIOR  POPULATIONS 

HOW  WILL  WE  ADDRESS  THIS  GOAL?  (OBJECTIVES)  

1. IMPROVE QUALITY AND ABILITY FOR SENIORS TO AGE IN PLACE.  

WHY  THIS  AREA?    

Central Texas is leading the country in the growth of older populations. A recent report by the Brookings Institute found 
that the Austin‐Round Rock metropolitan area has the fastest growing pre‐senior population (age 55‐64) in the nation and 
the second fastest growing senior population (age 65+) in the nation.  
 
Quality of Life: The desire of the vast majority of older adults is to remain living at home rather than enter a costly nursing 
home. However, many need help to achieve this goal. A St. David's Foundation survey found that 11% of seniors had 
difficulty getting out of a bed or chair and 7% needed help with bathing, showering or dressing. Fifteen percent lack 
adequate transportation and 28% of seniors age 75 and over report a problem with loneliness. The survey also found 86% 
of older adults have a chronic disease and 63% have multiple chronic conditions. Older adults are also vulnerable to 
malnutrition, abuse, neglect, and financial exploitation. As seniors near the end of life, they need support to ensure relief 
from the symptoms and stress of a serious illness.  
 
Caregiver Support: Hired and family member caregivers play a vital role in enabling our senior population to age in their 
homes and communities. They play a direct role in managing the health and safety of the aging population and are also a 
source of social connection.   A lack of resources and supports for caregivers coupled with the round the clock demands of 
caring for seniors with health issues and disabilities can lead to caregiver burnout and dissatisfaction.  This can then lead to 
poor quality care and frequent caregiver turnover. Family members often bear the burden of caregiving roles and often 
experience a downward spiral of their own health that worsened as a result of caregiving. These caregivers' health situation 
is more than just a problem for themselves as their decline in health has also affects their ability to provide care. 
 



Rationale for Selection as Community Health Need 

 

GOAL  6:  IMPROVE  HEALTH OUTCOMES  IN  RURAL  COMMUNITIES AND  REDUCE  HEALTH 

DISPARITIES  AMONG  TARGET  POPULATIONS  

HOW  WILL  WE  ADDRESS  THIS  GOAL?  (OBJECTIVES)  

1. INCREASE ACCESS TO PRIMARY CARE IN RURAL AREAS 

2. REDUCE SUBSTANCE USE DISORDERS 

WHY  THESE  AREAS?    

 

Rural residents often experience barriers to healthcare that limit their ability to get the care they need at the right 

place, right time and at the right dosage. Access to primary care, mental health and dental providers is worse than 

average in the 4 rural counties in SDF’s service area (County Health Rankings).   In addition to inadequate supply of 

healthcare services in an area, there are other factors which play a significant role in healthcare access including 

workforce shortages (e.g. primary care providers), health insurance status, distance and transportation, poor 

health literacy, and the stigma of certain conditions such as mental health or substance use issues. 

Access to Primary Care:  Rural populations experience lower access to health care along several dimensions 

including affordability, proximity, and quality, compared to non‐rural areas.  In addition, rural communities are 

often designated as Health Professional Shortage Areas (HPSA) and/or Medically Underserved Areas (MUA) and 

have higher population to provider ratios.  Although access to primary care does not guarantee good health, 

access to healthcare is critical for a population’s well‐being and vitality. 

Substance Use Disorders: Existing complex challenges in many rural communities (poor housing, poverty, and 

unemployment) can increase the likelihood of substance use. The cultural, structural, and social realities of rural 

life can not only affect the prevalence of drug use but also exacerbate its consequences. The isolation and self‐

reliance of rural communities can negatively affect care‐seeking behavior, particularly regarding mental health and 

substance abuse services. Barriers to care seeking in rural areas are both attitudinal and structural. Factors such as	
perceived stigma and mistrust in assurance of confidentiality as well as obstacles to transportation, lack of 

insurance coverage, and unavailability of local detoxification and psychiatric services can all inhibit rural residents' 

willingness and ability to seek care. 
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EXECUTIVE SUMMARY 
 

Introduction and Background 
 

St. David’s Foundation, Seton Healthcare Family, and Central Texas Medical Center have 

collaborated to conduct a Community Health Needs Assessment for Bastrop County.  The 

purpose of the Assessment is to identify and prioritize health needs so that these three 

organizations can better serve their communities.   

 

The Assessment includes four components:  1) review of previously published community needs 

assessments and quantitative data from secondary sources, 2) interviews, 3) focus groups, and 

4) an online survey.   Nybeck Analytics reviewed quantitative data analyses by MIA Consulting 

and previously published community needs assessments.   We incorporated the findings from 

MIA Consulting and previous community needs assessments into the project design, interviews 

and focus group, and this report as appropriate.  During the interviews, focus group, and online 

survey, Nybeck Analytics gathered input from people who represent the broad interests of 

Bastrop County and who have special knowledge of or expertise in the community’s health 

issues.  The key stakeholders included nonprofit leaders, health department authorities, public 

school leaders, healthcare providers or leaders, elected officials, researchers, people 

representing distinct geographic areas, and people representing certain ethnic/racial groups.  

Consultants for Nybeck Analytics conducted nine interviews between Nov. 9 and 23, 2015 and 

one focus group on Jan. 29, 2016.  After completing the interviews and focus group, we 

administered an online survey in early Feb. 2016 to help prioritize needs previously identified in 

the Assessment.  (For a detailed description of methodology, please refer to Appendices.) 

 

Unmet Community Health Needs   
 

During the interviews and focus group, Nybeck consultants asked each participant to explain 

what he or she believed to be the most significant community health needs facing Bastrop County 

and the people served by the participant’s organizations, barriers to meeting those needs, and 

potential solutions.  Rather than describing “community context” or “social or environmental 

factors,” when asked to name the most significant “community health needs,” participants often 

replied with: “transportation” and “housing” and also needs more traditionally considered 

healthcare-related issues.  Nybeck Analytics has followed their lead and written the report in the 

spirit of their responses.  Based on the online survey findings and a qualitative assessment of the 

interviews and focus group, Nybeck Analytics offers the needs in prioritized order below.  

 

Primary healthcare.  Assessment participants decried the primary care provider shortage, which 

has been a problem for many years.  Several named it as their number one priority in Bastrop.  

Participants want more providers and integrated care at school-based clinics. 
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More robust transportation system.  Several Assessment participants named transportation as 

their number one priority, a root cause of other issues, and as a barrier to accessing healthcare. 

Bastrop needs an “affordable collaboration for a public transportation system.”   

 

Mental and behavioral healthcare.  There is a relatively high rate of suicide in the county, which 

is most likely due to recent suicides among children in Smithville.  There are very few mental and 

behavioral healthcare resources aimed at serving the mental health needs of the community, 

especially children and Housing Authority clients, before emergencies develop.  Participants 

would like to see more early intervention services and school-based services, including qualified 

counselors and case managers.   

 

Resources and services supporting healthy lifestyles.  A priority is “making sure that we have 

healthy food options and education for families in the community.” Participants emphasized 

culturally and linguistically appropriate prevention programs aimed at low-income residents.   

 

Affordable housing.  Participants rated housing as a high priority.  Recent population growth and 

the recent fires have contributed to the housing shortage.  Assessment participants said people 

with disabilities and families in Elgin may be particularly vulnerable.  Interviewees described the 

lack of stable housing as a barrier to a better life and as a root cause of health-related problems.   

 

System of coordination among social service and healthcare providers. People who work in 

healthcare and the social services expressed frustration at the lack of coordination and 

communication among their circle of professionals in Bastrop. Assessment participants 

recognized accomplishments of the Interagency Group, the Wesley Nurses, and Bastrop 

Community Care and its members.  They noted that partnerships and funding can be 

instrumental in creating a system of coordination.   

 

Patient navigation and education about available resources.  Potential clients and patients in 

the community do not seem to be aware of existing resources.  Many “have absolutely no idea 

where to go, what questions to ask.”  Providers, facing difficulties, realize that they must do a 

better job at promoting available services.  Participants described a need for patient navigation, 

especially with regard to insurance and financial considerations related to healthcare.  

Information in English and Spanish is important. 

 

Dental care among adults.  According to Assessment participants, “There are no dental services 

on a sliding scale or affordable that are available to adults.”  Adults on Medicaid often cannot 

find a dentist who will accept Medicaid in Bastrop. 

 

Eyeglasses and hearing aids for children.  Very low-cost eyeglasses, hearing services, and hearing 

aids are needs among children in Bastrop.  School nurses often have to search for reliable hearing 

resources when children fail their hearing tests.   

 

Childcare and after-school care.  Participants described a lack of daycare resources in Bastrop 

County and linked daycare and after-school care to a family’s health and well-being.   
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Specialty care.  While still an issue, participants said that the number of specialty physicians 

providing services in Bastrop seems to be increasing.   

 

Building Community and Connections 
 

Bastrop is changing, and change can be unsettling.  Population growth has transformed a quaint 

historic village into a fast-growth city. Many in Bastrop fear that their quiet town of friendly 

neighbors will become lost among the new developments.  People want to build community in 

the social sense and with bricks and mortar.  The infrastructures for transportation, housing, and 

health and social services need to be strengthened in a way that maintain “that wonderful 

community feel.”  Participants expressed enthusiasm for existing collaborations and their desire 

for more strategic partnerships to accomplish the community’s goals. 

 

Populations to Target with Resources and Services 
 

Suggested resources and services can benefit all residents of Bastrop County, particularly those 

with limited resources.  Interviewees and focus group participants identified people in low-

income households and the following groups who may be particularly vulnerable and need 

specific resources:  

• Children: childcare and afterschool care, eyeglasses and hearing resources, preventive 

mental and behavioral health services 

• Older adults: a community center, eyeglasses, dental care, caregiver support, housing, 

transportation, food and nutrition, alternatives to nursing homes 

• Residents in Elgin and Smithville:  primary healthcare, mental and behavioral health 

services 

• People in supportive housing:  mental and behavioral health services   
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INTRODUCTION 
 

St. David’s Foundation 
 

St. David’s Foundation is part of the public-private partnership known as St. David’s HealthCare, 

which includes six hospitals in the Central Texas region. The Foundation represents the public 

arm of the partnership and is designated as a 501(c)3 hospital by the IRS.  Each year, the 

Foundation returns a share of St. David’s HealthCare‘s earnings to the community in the form of 

grants. The Foundation’s grant making occurs within a five-county area in Central Texas, which 

includes Bastrop.  In recent years, the Foundation has experienced dramatic growth in its 

earnings from St. David’s HealthCare, and in 2015, the Foundation invested more than $65 million 

through grants and direct programs focused on community health. 

 

Purpose of Community Health Needs Assessment 
 

St. David’s Foundation (SDF), Seton Healthcare Family (Seton), and Central Texas Medical Center 

(CTMC) have collaborated to conduct a Community Health Needs Assessment for Bastrop 

County.  The purpose of the Assessment is to identify and prioritize health needs so that these 

organizations can better serve their communities.   

 

As non-profit hospitals, Seton, SDF, and Central Texas Medical Center are each required by the 

IRS to prepare Community Health Needs Assessments (CHNAs) to be finished by the end of their 

2016 tax years.  The three organizations share the same IRS requirements to conduct CHNAs.  In 

prior years, Seton, SDF and CTMC conducted separate CHNAs in Bastrop County and reported 

similar prioritized needs for the county. The IRS encourages hospitals to work with local partners 

to conduct CHNAs so that the community and each organization can benefit from the 

collaboration and avoid duplication of efforts.  

 

For the 2016 CHNA process for Bastrop County, Seton, SDF, and CTMC collaborated in planning 

and making decisions to meet the needs of all organizations and the community.  The 

organizations strove to equally divide work and financial investment.  Division of responsibilities 

was made based on respective staff capacity and expertise and the following components:  

 

 

Component Examples Owner Organization

Quantitative data acquisition
BRFSS, Census, RWJF County 

Rankings
Seton Healthcare Family

Data analysis & Interpretation
Health indicators & outcomes, 

demographics

St. David's Foundation, Seton Healthcare 

Family

Qualitative data and 

community feedback

Focus groups, forums, stakeholder 

interviews
St. David's Foundation

CHNA report development
Independently developed by each 

organization
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To meet the goals of the Assessment, “community health” is defined in a broad sense and 

includes numerous factors at multiple levels.  Individual behaviors (diet and exercise), clinical 

care (access to medical services), social and economic factors (state’s minimum wage), and the 

physical environment (air quality, parks, sidewalks) can impact a community’s health.1 

 

Purpose of Report 
 

This report focuses on the community health needs of Bastrop County.  It describes findings from 

a literature review, interviews and focus groups, an online survey, and a review of existing 

quantitative data collected from secondary sources.  Representatives from St. David’s 

Foundation, Seton Healthcare Family, and Central Texas Medical Center identified and prioritized 

key stakeholders to participate in the interviews, the focus group, and online survey.  Key 

stakeholders included people who represent the broad interests of Bastrop County and who have 

special knowledge or expertise in its health issues.  They included nonprofit leaders, health 

department authorities, public school leaders, healthcare providers or leaders, elected officials, 

researchers, people representing distinct geographic areas, and people representing certain 

ethnic/racial groups.  (See Appendices for a detailed description of methodology.)   

 

Profile of Bastrop County 
 

Bastrop County’s 2016 population is estimated to be 82,190.  By 2030, Bastrop County’s 

population is expected to increase by 29%, adding 24,111 people and bringing the total to 

106,301.2   
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Cities include Bastrop (approximately 7,856 people in 2014), Elgin (8,622), and Smithville (3,927).  

Each city has its own school district.  In 2014, Whites made up approximately 55% of the 

population, Hispanics made up 35%, African Americans made up 8%, and other racial/ethnic 

groups made up 2% of the Bastrop County population.3   

 

 
 

Recently, Bastrop County’s population has grown quickly.   Much of the growth is due to an 

exodus of people from Austin who can no longer afford to live there.  Thus, the population growth 

includes a disproportionate number of people with lower levels of education and income.  In 

Bastrop County, 17% of people, or 13,594, live under the Federal Poverty Level (FPL).  Compared 

to the U.S., a relatively high percentage of children (27%) live below the FPL. 

 

Bastrop Caldwell Hays Travis Williamson

0 to 17 20,058 9,876 46,572 277,728 130,024

18 1,247 590 3,595 13,944 7,184

19 to 64 48,815 25,414 118,338 736,421 296,034

65 and over 12,070 5,853 19,836 101,489 55,320

Total 82,190 41,733 188,341 1,129,582 488,562

Source: Texas State Data Center

Projected Population by Age Group, County Comparisons, 2016
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The arrival of new residents with lower education and income levels has created a corresponding 

increase in the demand for social services.  

• “…Bastrop is going from being and thinking like a little town to needing to be Pflugerville.  

Every institution in this community, everything we do as a community is influenced by 

that dynamic.” 

• “Bastrop is growing too fast.  We’re not growing in the resource area.” 

• “Elgin ISD is growing about 1.25% economically disadvantage every year.  So, over time, 

in 25 years, we’ve grown over 30% in our population…  That’s not unusual for Texas, but 

we are now at 72% low SES [socioeconomic status], which comes with a lot of challenges.” 

 

The county is struggling to rebuild after the recent fires and floods.  The Hidden Pines Fire burned 

in 2008.   In September 2011, Bastrop County suffered the most destructive wildfire in Texas 

history.  This fire, the Bastrop County Complex fire, destroyed over 1,600 homes.  In May and 

October 2015, floods devastated the county.   

 

According to interviewees, many people in the county are still coming to terms with the county’s 

tremendous population growth.  The Assessment participants themselves are searching for ways 

Below FPL Total Pop. %

Bastrop 13,594 82,190 17%

Caldwell 7,787 41,733 19%

Hays 32,112 188,341 17%

Travis 196,773 1,129,582 17%

Williamson 34,248 488,562 7%

Texas - - 18%

U.S. - - 15%

Estimated Number and Percentage of People Living under 

the Federal Poverty Level, County Comparisons, 2010-2014

Sources:  Percentages from RWJF County Health Rankings, population 

estimates from Texas State Data Center (2016)

Below FPL Total Pop. %

Bastrop 5,416 20,058 27%

Caldwell 2,568 9,876 26%

Hays 6,986 46,572 15%

Travis 58,323 277,728 21%

Williamson 13,002 130,024 10%

Texas - - 25%

U.S. - - 22%

Estimated Number and Percentage of Children Living under 

the Federal Poverty Level, County Comparisons, 2010-2014

Sources:  Percentages from RWJF County Health Rankings, population 

estimates from Texas State Data Center (2016)
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to build community in the social sense and also the actual infrastructure for transportation, 

housing, and health and social services. 

• “It affects everything we do. Me, naming it, doesn’t help it. We’ve got to actually do 

something and figure out what that is and not say to people, who come in and want to 

change something, we can’t say to them, ‘If you hate this place that much, why did you 

move here in the first place? Why do you come in and change everything we already 

have?”  

• “The same thing is true for our social services and our quality of life…  How do you 

maintain that wonderful community feel?  How do you maintain that?”  

• “It is, ‘How come I go to the restaurant and don’t know anybody?’  So, they’re sort of 

bewildered by it, and they’re just sticking to their friends.” 

•  “…There’s not a real community center…” and there is an inadequate community center 

for older adults. 

 

COMMUNITY HEALTH NEEDS IN BASTROP COUNTY 
 

This section presents findings from the interviews, focus group, and review of existing 

quantitative data.  Nybeck Analytics is not endorsing the ideas or the needs described, nor have 

we checked for accuracy of people’s statements.  During interviews and the focus group, we 

asked participants to explain what they thought were the most significant community health 

needs facing Bastrop County and the people served by the participants’ organizations, barriers 

to meeting those needs, and potential solutions.  Rather than describing “community context” 

or “social or environmental factors,” when asked to name the most significant “community 

health needs,” participants often replied with “transportation” and “housing” and also needs 

more traditionally considered healthcare-related issues.  We have followed their lead and written 

the report in the spirit of their responses.   

 

Primary Healthcare  
 

The Issues 
Lack of Healthcare Coverage 

Compared to the U.S., Bastrop County has a relatively high percentage of children (17%) and 

adults aged 18 to 64 (31%) who are uninsured. 
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Cost Barriers 

 

In Bastrop County, 23% of 

adults (n=14,290) reported 

that they could not see a 

physician during the past year 

due to cost.  This percentage is 

relatively high compared to 

the U.S. 

 

 

 

 

 

 

 

Uninsured Total Pop. %

Bastrop 3,515 21,305 17%

Caldwell 1,287 10,466 12%

Hays 5,970 50,167 12%

Travis 33,834 291,672 12%

Williamson 13,446 137,208 10%

Texas - - 13%

U.S. - - 8%

Estimated Number and Percentage of Uninsured Children, 

Aged 0 to 18, County Comparisons, 2013

Sources:  Percentages from RWJF County Health Rankings, population 

estimates from Texas State Data Center (2016)

Uninsured Total Pop. %

Bastrop 15,269 50,062 31%

Caldwell 8,035 26,004 31%

Hays 31,215 121,933 26%

Travis 191,343 750,365 26%

Williamson 60,644 303,218 20%

Texas - - 31%

U.S. - - 21%

Estimated Number and Percentage of Uninsured Adults, 

Aged 18 to 64, County Comparisons, 2013

Sources:  Percentages from RWJF County Health Rankings, population 

estimates from Texas State Data Center (2016)

Could Not See 

Physician Total Pop. %

Bastrop 14,290 62,132 23%

Caldwell 8,283 31,857 26%

Hays 21,265 141,769 15%

Travis 127,778 851,854 15%

Williamson 35,854 358,538 10%

Texas - - 19%

U.S. - - 14%

Estimated Number and Percentage of Adults Who Could 

Not See a Physician Due to Cost,

County Comparisons, 2006-2012

Sources:  Percentages from RWJF County Health Rankings, population 

estimates from Texas State Data Center (2016)
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Primary Care Provider Shortage 

 

With approximately 28 primary care physicians per 

100,000 people, Bastrop County has been designated 

a Health Professional Shortage Area for primary care 

providers.4  

 

 

 

 

 

 

 

 

Assessment participants decried the provider shortage, which has been a problem for many 

years.  Several named it as their number one community health need priority in Bastrop. 

• “In the 20 years I’ve been with Bastrop County Indigent Care, our struggle has been to 

maintain primary doctors.” 

• “The biggest thing in Bastrop that’s needed is primary care providers…  It’s clearly a 

primary care shortage area.  I think everybody knows that.  In large part, that’s due to 

physician geographic maldistribution.  We’ve been trying to recruit in Bastrop for almost 

two years now for primary care providers, and we’ve not been able to do it.”  

• “…There's a situation in Smithville and similarly in Elgin where there is an entire 

population of people who have no primary care physician.  They just are not getting seen 

by anybody.” 

• “I think if you say, ‘Where in Bastrop County is there a void of proper medical care?’, I 

probably would identify Elgin as the place in our county where we have the least 

resources to meet the needs.” 

• “There are limited doctors who take Medicaid, and they’re being overwhelmed…  I think 

they have their little percentage of their clients that they’ll accept, but it seems like there's 

so many people in the community on Medicaid that it's becoming more and more difficult 

to get into a doctor.” 

• “Regardless of the level of the primary care provider, be they doctor, be they advanced 

practice nurse, be they a PA [physician’s assistant], it’s nobody.  We have an issue, 

obviously…” 

 

A local clinic has tried mightily to recruit a primary care physician.  During an interview, the CEO 

explained some of the issues with attracting a physician to the area. 

 
We’ve tried incentives with large signing bonuses or retention bonuses or the like.  I’m sure 

eventually you could have an incentive where somebody would do it, but whether or not that 

provider is suited for the community and cares about the community…  I think you have to be 

that new smaller market in order for them to work effectively.  That’s our biggest problem is 

Bastrop 28.1

Caldwell 28.4

Hays 46.7

Travis 81.2

Williamson 63.8

Texas 58.5

U.S. 74.5

Primary Care Physicians

per 100,000 Population,

County Comparisons, 2012

Source: RWJF Health Rankings
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just workforce within Bastrop County…  I think that one very helpful thing is actually identifying 

providers who want to work in rural areas.   

 

You also have to find an independently functioning provider who’s not scared about being the 

only person out there sometimes and has the confidence to make the [medical decisions].  The 

other thing is, the further you get out, the more acute patients often are, coming in, in terms of 

more complex or more acute because they haven’t had regular healthcare…  Having a provider 

with the confidence and the experience who’s seen these things and can manage an acute 

chronic situation is important.  It’s not just anybody that you can put in these locations. 

 

Vaccines for Adults 

Nurses at the County Health Department described how it’s difficult for many adults to obtain 

recommended vaccines.  The health department cannot provide vaccines to adults over the age 

of 19.  “I get a lot of adults that are on Medicaid, they’re not children, they’re Adult Medicaid, 

they’re not Medicare.  We cannot give vaccines to adult Medicaid patients.  Their doctor writes 

them an order, he doesn’t carry vaccine in his office, they can’t get it from the drug store, they 

can’t get it from us, they don’t know where to get it from.” 

 

Suggested Solutions 
Increase Number of Providers in Bastrop 

Assessment participants suggested that St. David’s Foundation continue to promote or expand 

its loan repayment programs and create a pipeline for providers, specifically in rural areas.   
 

I think St. David’s [Foundation], for example, does a great job with its loan repayment…  It does 

an excellent job with their loan repayment program that I believe they run through the State.  If 

there were something that specifically tried to draw people who want to work in rural areas, 

because there are people who want to do that, it’s a matter of being able to find them, locate 

them, let them know of these communities that exist here and be able to draw them in.  From 

a pipeline perspective, there are definitely people who want to work in these areas.  I don’t think 

they necessarily know about these opportunities. 

 

Another participant recommended the creation of a college readiness program and a regional 

pipeline for future healthcare professionals. 
 

College readiness programs...  If we can encourage, through our healthcare partnerships, 

internships–we’ve already got Texas A&M Health Science Center, UT Health Science Center, 

Texas State and Austin Community College–all of these great programs that are trying to 

produce our next generation of professionals.  We need to think forward and have internships 

that encourage them, educate them and make them knowledgeable about our systems of care.  

This is so that, 1) we can steal them when they’re ready to come out, and 2) to keep them 

informed about what the pubic system and private systems are all about, so they can make 

informed choices. 
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Integrated Care at School-Based Clinics 

Participants suggested integrated school-based care that can be offered to students, their 

families, and school staff.  One successful school-based campus clinic already exists in Elgin. 

• “It’s got to be school-based health centers, not just counseling, but why not just go ahead 

and put primary healthcare in schools?  Then we need to have a nurse practitioner that’s 

there along with our counselors.  We see not only the kids, we see the kids’ families, we 

see the teachers and instructors.  We keep them on their feet and in school and in a safe 

environment rather than having to make the parents stop what they’re doing at work or 

at home, come pick up the child, take that child somewhere else and then get back home.  

It’s all taken care of there.  It’s those commonsense prevention-type things.” 

• “We’ve actually created a school-based health clinic on one of our campuses [in Elgin ISD], 

and it’s more than just school based.  Now it’s a clinic to serve our entire community, not 

just students.  It’s on our campus…  We… are partnering with Community Health Centers 

of South Central Texas.” 

 

A New Medical Facility in Elgin 

The participant noted that the successful 

school-based clinic is unable to fully meet 

the needs of Elgin.  “We need more than 

just the school clinic…  We’ve got to have 

something more substantial in terms of a 

medical facility in Elgin.” 

 

 

 

 

 

 

 

Vaccines for Adults 

To make vaccines more accessible, nurses recommended a designated clinic or other place where 

adults on Medicaid could obtain vaccines.    

 

More Robust Transportation System 
 

The Issues 
Four focus group participants named transportation as their number one priority.  Interviewees 

who live in the cities of Bastrop and Elgin also named it as a top priority, a root cause of other 

issues, and as a barrier to accessing healthcare. 

• “Basically, the number one issue in both Bastrop and Caldwell Counties with regard to 

health care needs is transportation.  There is no real public transportation that allows for 

quick and timely access and convenient access to health care.” 
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• “Especially with the geographic scope of a county like Bastrop, it just makes solving 

transportation problems for patients very, very difficult.  That’s certainly an issue that we 

have.” 

•  “I think transportation is certainly a major issue for patients in terms of being able to get 

to and from clinics.  I think it’s obviously more acute as you get out from the urban areas 

into these outlying counties.  There just aren’t a lot of options.  For the patients that [Lone 

Star Circle of Care] provides care to who are usually under 200% of the Federal Poverty 

Level, there are a number of stars that need to align to make their appointments.  

Transportation is one of them.  If anything goes wrong, even with CARTS or other things 

that they are able to get access to, then they could miss their appointment.  

Transportation has been something that consistently has been an issue since we’ve 

opened the clinic.”   

 

People are grateful for CARTS but note its limitations.   

• “In general, what concerns me most?  Transportation, definitely.  We do have what we 

call a CARTS System that runs between 8:00 and 5:00.  They have specific routes that are 

in the city limits.  They do have particular types of services that you can have outside the 

city limits, but they are limited, and they do cost a little bit more.”   

• “CARTS is a good system, but it's not a real consistent system…  Yeah, if they have an 

appointment in Austin, you can get the CARTS bus from here to Austin, but you have to 

connect with Austin transit buses to go anywhere and then getting back again to where 

you can be picked up and brought back out to Bastrop.  It can be very difficult.” 

 

In Elgin, the school district must provide rides to vulnerable families. 
 

Elgin ISD has a very large homeless and foster care population that we serve…  We have a 

designated position to assist with homeless and in foster care.  I want say we are in the upwards 

of when you combine those two – probably close to 300 kiddos.  They spend a lot of time 

assisting families in transportation needs.  When they have to go to the doctor, they get picked 

up by our folks and get taken to their appointments and so forth because they don’t have 

vehicles. 

 

Suggested Solutions 
“The first [priority] would be an affordable collaboration for a public transportation system.  

That’s got to be number one.  If you don’t have that, you’ve got nothing.”  Another interviewee 

suggested a partnership among clinics and funders.   

 
In terms of potential solutions, I have seen some health centers do van transportation of 

patients.  That may be something that works in Bastrop for people who have particular 

difficulties getting into see a provider.   Transportation is actually provided by the clinic itself.  

Certainly that would be something we would need a foundation or some other external 

assistance for because this is nothing we would have the wherewithal to do on our own.  That 

is somewhere where a partnership could be very important in terms of being able to provide 

transportation to patients who need it. 
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Several organizations and individuals have formed a loose collaboration to address 

transportation problems as they relate to healthcare and explore options.  The entities include:  

Bluebonnet Trails, the City of Bastrop with Mayor Kesselus, the County with Judge Pape, the 

Episcopal Foundation, CARTS, and others.   

 

Mental and Behavioral Healthcare 
 

The Issues 
Suicide 

There is a relatively high rate of suicide,5 which is most likely due to recent suicides among teens 

in Smithville. 
 

Lack of Access 

There are few mental and behavioral healthcare resources aimed at serving the mental health 

needs of the community, especially children and Housing Authority clients, before emergencies 

develop.  Bastrop County has been designated a Health Professional Shortage Area for Mental 

Health.  An interviewee noted that there weren’t enough behavioral specialists.  Three 

interviewees described issues among the populations that they serve. 

• “Accessible mental health services…  It’s prevention.  It’s full-based mental health services 

with qualified counselors who are there to connect with the kids at a point in time when 

they have questions or concerns.  It’s not waiting for their first suicide attempt, or to come 

in when there is a suicide and try to wrap around the children.  So often, that’s been the 

role, and we just need qualified counselors on the school-based campuses.” 

• “The second priority, I would say mental health is probably becoming the biggest 

challenge for Elgin ISD and providing the necessary resources to address family and 

student needs in the area of mental health.” 

• “The other thing we've experienced working here at the Housing Authority with a lot of 

our clients who may have mental health disorders or something, the really only place they 

can go to is MHMR if they're not a threat to themselves or others.  There’s such a long 

waiting list.  It's hard to get in.  But even when they get in, they don't see a doctor right 

now in person.  I guess they don't have a doctor on staff.  They're doing TV monitors.  So, 

we’re seeing clients where we can see that they’re spiraling out of control, or we can see 

that their behavior is not the way it had been consistently and have concerns…  I guess, 

there's no other real options if you're on Medicaid or Mental Health Services.” 

 

Suggested Solutions 
Participants would like to see more early intervention services and school-based mental and 

behavioral health services, including qualified counselors.  One interviewee described case 

management as a “game changer” but also as a “drop in the bucket.”  Elgin ISD needs funding to 

bring in Communities in Schools and also to continue a successful program.   

• “A lot of school districts have the Communities In School programs…  My experience with 

that has been very positive.  Elgin has never had the opportunity or the finances to be 

able to participate with that.”   
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• “Elgin ISD was incredibly fortunate to obtain a federal grant that allowed us to add one 

counselor at every campus, two social workers…  and a school psychologist.  That’s just 

barely touching where our needs are.  It’s a three-year grant.  Potentially, it could extend 

a fourth year if we have any additional dollars out of the grant that did not get spent.  

Trying to sustain that will be a challenge for us for sure.  So far, it’s been great.  It has 

freed up our campus counselors...  The social workers have added a completely new 

dynamic.  They’re amazed at the number of students and families that have a need.  It’s 

not just students.  It’s the entire family that needs the intervention or family support.”   

 

Resources and Services Supporting Healthy Lifestyles 
 

The Issues 

 
About a third of adults in Bastrop County are 

considered obese.     
 

 

 

 

 

 

 

 

 

 

There is a relatively low 

number of WIC-

authorized stores per 

100,000 people, and 18% 

of low-income residents 

do not live close to a 

grocery store.6   

 

 

 

 

 

 

 

 

Bastrop 31%

Caldwell 31%

Hays 27%

Travis 21%

Williamson 29%

Texas 29%

Percentage of Adults Aged 20 and 

Older Who Are Obese, 2011

Sources:  RWJF County Health Rankings

Number of WIC-Authorized 

Stores per 100,000, 2011

Percentage of Low-Income 

Population Not Close to 

Grocery Store, 2010

Bastrop 5.3 18%

Caldwell 5.2 8%

Hays 5.5 7%

Travis 6.0 8%

Williamson 4.5 7%

Texas 9.1 10%

U.S. 15.6 6%

Limited Access to Healthy Foods,

County Comparisons

Source:  RWJF County Health Rankings
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Many residents in Bastrop 

(n=17,657) reported no 

leisure-time physical activity.   

 

 

 

 

 

 

 

 

 

 

 

Only 57% of Bastrop County 

residents live reasonably close 

to a park or recreational facility 

that offers space for physical 

activity.  Types of locations can 

include city, county, state, or 

national parks and facilities 

such as gyms, community 

centers, YMCAs, dance studios 

and pools.7 

 

 

 

 

Suggested Solutions 
Education and Greater Access to Healthy Foods 

Several participants suggested health education and greater access to healthy foods.  They 

emphasized culturally and linguistically appropriate prevention programs aimed at low-income 

residents.   

• “It requires changing lifestyles, changing habits, everything from personal hygiene habits 

to eating habits to exercising and taking care of oneself, it's a lifestyle kind of an issue, 

and I'm not sure that healthcare…  I know this is the holistic approach…, and I’ve heard 

them talk about that, but I'm not sure we're making a lot of progress toward really 

ministering to the whole person.” 

• “It’s healthy foods and nutrition education.  It’s all about wellness and prevention, and 

that starts with having access to affordable, healthy foods and nutrition that is also 

culturally sensitive.  Like recipes in Spanish, not just in English.  Access to health markets 

or farmers’ markets that provide healthy, fresh foods in appropriate ways.  Also the 

education, not only would you provide them the food.  How easy is it to get fast food?  

With Access Total Pop. %

Bastrop 17,657 60,885 29%

Caldwell 7,817 31,267 25%

Hays 29,017 138,174 21%

Travis 134,066 837,910 16%

Williamson 63,244 351,354 18%

Texas - - 23%

Estimated Number and Percentage of Adults Aged 20 and 

Over Reporting No Leisure-Time Physical Activity,

County Comparisons, 2011

Sources:  Percentages from RWJF Health Rankings, population 

estimates (19 and older) from Texas State Data Center (2016)

With Access Total Pop. %

Bastrop 46,848 82,190 57%

Caldwell 20,867 41,733 50%

Hays 177,041 188,341 94%

Travis 1,095,695 1,129,582 97%

Williamson 459,248 488,562 94%

Texas - - 84%

U.S. - - 85%

Estimated Number and Percentage of People with Access to 

Exercise Opportunities, 2010-2013

Sources:  Percentages from RWJF County Health Rankings, population 

estimates from Texas State Data Center (2016)
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You provide them with easy ways to prepare those foods that make it convenient for the 

families. ….  We have some farmers’ markets, but they’re more or less, if you think about 

it, charming markets in downtown areas rather than an educational venue that would be 

welcoming and help them to…  serve the low-income residents.” 

 

Participants believe that education programs can go hand-in-hand with chronic disease 

management.  “We, like most communities, need more education and more grassroots efforts in 

the areas of chronic health conditions such as diabetes, hypertension, the things that people 

need to be taking medication for but don't have the resources that they need, actually retraining 

on lifestyle and habits that are so hard to break and change.” 

 

Affordable Housing 
 

The Issues 
In Bastrop County, 31% of housing units are considered “substandard.”  Almost a third of 

households have a high-cost housing burden.  That is, the housing costs account for more than 

30% of the household’s income.8   

 

 
 

Participants rated housing as a high priority during interviews.  Recent population growth and 

the two fires have contributed to the problem.   

• “Housing.  Very scarce…  We’ve had a shortage of housing that's really increased I’d say 

in the last year.  So, right now there is definitely a rental housing shortage in Bastrop.  

Then as far as the Housing Authority goes…, our money is restricted to the specific 

programs we administer, but there’s no new funding to expand those programs.” 

• “One thing that has crippled the housing is the Bastrop County Complex Fire [2011]. You 

take out over 1,600 homes and you’ve crippled your housing ratio.”  “Not much has been 

rebuilt from the fire either. It has been very slow rebuilding.” 

• “…Just an overall housing shortage, as far as affordable housing in Bastrop. It just seems 

like our existing housing is not keeping up with the demands of the growth.” 

Bastrop 31% Bastrop 29%

Caldwell 34% Caldwell 30%

Hays 41% Hays 40%

Travis 39% Travis 38%

Williamson 30% Williamson 30%

Texas 34% Texas 32%

U.S. 36% U.S. 36%

Percentage of Substandard Housing 

Units, County Comparisons,

2010-2014

Source:  RWJF County Health Rankings, 

"Substandard" is a unit with at least 1 of 5 

specified deficiencies.

Households with Housing Costs Using 

More than 30% of Household Income, 

County Comparisons, 2010-2014

Source:  RWJF County Health Rankings
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Assessment participants named people with disabilities and families in Elgin as particularly 

vulnerable. 

• “I would say the biggest issue we’ve encountered is, especially disabled people that need 

a one or two-bedroom unit.  Housing is scarce anyway, but a lot of the new constructions 

have been three or four bedroom units.”  

• “It just seems like a very large number [of homeless and foster care students] in Elgin ISD.  

This is the one of the smallest districts that I’ve worked in, but it just seems like a very 

large number for a district our size.” 

 

Interviewees described the lack of stable housing as a barrier to a better life and as a root cause 

of health-related problems.   

• “If they’re looking at something that’s going to be causing somebody to have success in 

their future, a collaboration, I’m going to underscore that in all of the answers, it’s 

providing affordable housing.  If it’s transitional housing, if it’s anything that can get 

somebody back on their feet so they can get their life together...” 

 

System of Coordination Among Social Service and Healthcare Providers 
 

The Issues 
People who work in healthcare and the social services expressed frustration at the lack of 

coordination and communication among their circle of professionals in Bastrop. 

• “There’s one more problem: community resources.  So, Lois might have something 

available going on in her clinic, and Diana might have something going on at the school, 

and I’m over here in Smithville and don’t have a clue.” 

•  “I don’t know what the clinic’s schedule is now at this point because there’s no 

communication from anyone here to say these are services that we’re currently offering. 

They’re supposed to have dental, they’re supposed to have behavioral health, they’re 

supposed to have—I think they’re doing women’s health.” 

 

Suggested Solutions 
Assessment participants recognized accomplishments of the Interagency Group, the Wesley 

Nurses, and Bastrop Community Care and its members.  They suggested that partnerships and 

funding can be instrumental in creating a system of coordination.   

• “The Interagency Group is kind of our living document.  I was with Interagency when I 

tried to form that document initially, but then I realized cost, frequency of printing, you 

know. We talked about a document online, but then the administering of that document 

online, who’s going to keep it up and that kind of thing was an issue.  But Sandy’s 

absolutely right, the group as a whole and her mail list has become our resource guide 

because there are three or four people who pick up when Sophie’s got an issue. Our 

nurses, the Wesley nurses, with the Methodist churches in our communities are huge 

resources.  Because they’re constantly out assessing these towns…  So it kind of keeps 

everybody together because it changes every day.” 
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• “…Bastrop Community Care, it's our attempt to network.  We're just trying to do what we 

can to reduce inefficiency, to draw people together, to increase interconnectivity and find 

out where the gaps are, in anything, and see if we can do something to leverage it, or 

maybe to do it ourselves as time goes on.  So, anyway, we've started these networking 

meetings with non-profits and churches and mainly a couple of state agencies that seem 

real critical.”  

• “Bastrop Community Care is trying to get some grant funding to basically compile a list of 

services and get that information out…  To try to pull together as much as they can into 

this resource booklet, I guess is a good word for it…  We’ve tried to compile phone 

numbers where people could go to ask for help and stuff.  To have the entire community 

come together and do something like that, I think would be wonderful for our residents 

because there’s a lot of people who have absolutely no idea where to go, what questions 

to ask, so they're intimidated.” 

 

Patient Navigation and Education about Available Resources 
 

The Issues 
Potential clients and patients in the community do not seem to be aware of existing resources.  

Many “have absolutely no idea where to go, what questions to ask.”  Providers, facing difficulties, 

realize that they must do a better job at promoting available services. 
 

The final thing may be communicating or outreaching to the community and making them aware 

of the services that are available.  That’s always challenging as well.  Finding and reaching the 

right people and letting them know.  I think Spanish speaking is a big one.  Our clinics tend to 

build by word of mouth…  It certainly seems like even though we are doing large-scale marketing 

pieces like ads in the paper, radio ads and the like, but for whatever reason, it doesn’t seem to 

be having a lot of effect on actually identifying the right people and bringing them in the door.  

Even though this community is small, it’s interesting, somehow information is not being 

communicated as perhaps it could be…  It’s interesting because you would think a smaller 

community would be easier to penetrate via word of mouth.  It certainly, in my experience, has 

been true.  Something is not working in terms of how... or maybe it’s just disrupted social 

networks that existed prior to the explosive growth. 

 

Participants described a need for patient navigation, especially with regard to healthcare 

coverage and financial considerations.   
 

Awareness of how families can access medical help and understanding what supports are 

available to them financially.  Embedded within our clinic is counseling support to walk them 

through the eligibility process for CHIP, Medicaid and whatever financial supports they are 

eligible for.  They walk them through that and that’s been helpful as well.  A lot of people will 

sometimes avoid even going to the doctor because they think it’s going to cost them a lot of 

money when they don’t realize there are ways to offset that expense. 
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Information for patients in their own languages is important.   
 

Spanish speaking, obviously, for every answer that I’ll be giving you, we’ve got to reinforce that 

the need is for communication.  Number one on that communication list is Spanish speaking 

individuals who can coordinate the services.  That includes primary care physicians, psychiatrist, 

case managers, it’s everybody…  But, it’s our front desk operations.  We’ve got to make sure 

that we’re connecting…  That’s a huge issue. 

 

Dental Care among Adults 
 

Bastrop County has a very high rate of “no dental care among adults in the last twelve months.”9  

Sixty percent said they had not had a dental exam in the past year.  That is double the percentage 

in the U.S. and much higher than other Central Texas counties (see table below).  According to 

Assessment participants, “There are no dental services on a sliding scale or affordable that are 

available to adults.”  Bastrop County has been designated a Health Professional Shortage Area 

for Dental Care.  Adults on Medicaid cannot find a dentist who will accept Medicaid.  The 

“children seem to be fine.  There are pediatric dentists who seem to cover the children.”    

 

 
 

Eyeglasses and Hearing Aids for Children 
 

Very low-cost eyeglasses, hearing services, and hearing aids are needs among children in Bastrop.  

“The biggest thing that we run into is when we, [the school nurses], refer students out for 

assistance for vision or hearing.  Our biggest issue right now is having reliable hearing resources 

where we can refer students who do fail their hearing, and not just going to their local provider, 

they may need further extensive evaluation.”  

 

Childcare and After-School Care 
 

Participants described a lack of daycare resources in Bastrop County.  “All of our daycares are at 

capacity, and there are waiting lists.  So daycare facilities, especially for our kids who are in school, 

No Exam Total Pop. %

Bastrop 37,528 62,132 60%

Caldwell 11,978 31,857 38%

Hays 51,462 141,769 36%

Travis 264,075 851,854 31%

Williamson 100,032 358,538 28%

Texas - - 37%

U.S. - - 30%

Estimated Number and Percentage of Adults with No Dental 

Exam in Past 12 Months, County Comparisons, 2006-2010

Sources:  Percentages from RWJF County Health Rankings, population 

estimates (19 and older) from Texas State Data Center (2016)
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our district has two, but they’re at capacity as well.  We have to feed them and provide 

transportation.  There are no slots available anywhere in this area, not even in-home slots.” 

 

A participant linked daycare and after-school care to a family’s health and well-being.  “Access to 

daycare and programs for children...  That affects persons seeking healthcare.  How do they take 

care of that child?  Also, afterschool programs… if you have a family member who’s working two 

jobs, how is that child remaining safe in the communities?” 

 

Specialty Care 
 

While still an issue, participants said that the number of specialty physicians providing services in 

Bastrop seems to be increasing.  “Until recently we haven’t had any specialists…  We're kind of 

in an interim transitional kind of period where we're starting to get a lot of specialists.  I mean 

I've got the best cardiologist in Central Texas…  He comes out to Bastrop once a week.”  

 

Needs Among Older Adults 
 

Participants emphasized the needs of older adults in Central Texas.  Some of their needs mirror 

the issues of the overall population; others are specific to seniors.  Why emphasize the needs of 

older adults?  “The aging population is just absolutely exploding.”  In Bastrop County, in 2016, 

adults aged 65 and older number 12,070.  By 2030, it’s projected that there will be 22,507 seniors, 

an 86% increase.10   
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Eyeglasses 

Many seniors do not have the money to buy eyeglasses.  The Area Agency on Aging of the Capital 

Area “helps some people get glasses, just basic glasses when their glasses break.  Again, we have 

very little funding.  I think Medicaid does help pay for one pair of glasses every two years.  Most 

of the time they may be okay, but it’s your middle-income people who need help with glasses.”  

 

Dental Care 
 

Medicaid doesn’t pay for any dental.  The Area Agency on Aging of the Capital Area has a long 

waiting list for people who need dental… it’s not just a filling, it’s teeth needing to be pulled.  

Major stuff…  The lack of dental care is a huge issue for our seniors.  It’s the number one way 

they get an infection in their heart.  They can’t eat.  They need soft foods.  They don’t have 

access to soft foods…  People even on Medicaid can’t afford [dental services].  They definitely 

can’t afford any kind of preventive dental care…. 

 

Appropriate Food Sources and Good Nutrition 
Congress passed the Older Americans Act (OAA) in 1965 in response to concern by policymakers 

about a lack of community social services for older adults.  Although older adults may receive 

services under other federal programs, the Older Americans Act is considered to be the major 

vehicle for social and nutrition services to seniors and their caregivers.  The Act authorizes a wide 

array of service programs through a national network of 56 State agencies on aging, 629 area 

agencies on aging, and nearly 20,000 providers.  Unfortunately, according to an interviewee, 

Texas lost approximately 17% of its Older American Act funds in 2013.  This funding has not been 

replaced, and the current political environment is not conducive to increased funding.  The Area 

Agency on Aging of the Capital Area and a network of providers rely on this funding to provide 

many home-delivered meals and congregate meals, and funding for them continues to be an 

issue.   

 

Affordable and Accessible Housing for Older Adults 
Seniors need affordable and accessible housing.  “People can’t age in affordable housing if it’s 

not accessible.”  One problem is that many seniors make too much money to qualify for income-

qualified housing.  Yet, they also cannot not afford to “pay outrageous taxes.  They’re moving out 

of Travis County.  They’re moving out to the more outlying counties, and the problem is, there 

are fewer support services available for them.” 

 

There is currently a push for “Transit-Oriented Housing Developments,” which are often public-

private partnerships.  The Aging and Disability Resource Center has an initiative called “Housing 

Navigation,” which is becoming involved with the housing authorities in the ten-county Central 

Texas region.   

 

Caregiver Support 
In Bastrop County, there is an unmet need for caregiver support and in-home respite.  The lack 

of caregiver support can cause family caregivers to work part-time, leave the workforce, or retire 
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early.4   Middle-income seniors suffer “because they don’t qualify for Medicaid.  Because middle-

income seniors do not qualify for Medicaid, the State cannot pay for an in-home caregiver.  Many 

of these middle-income families lack long-term care insurance, “so they really get stuck.”  “The 

low-income, hard-to-reach [people in rural areas] are in a difficult situation because there are 

fewer providers to provide the care.  This is especially true in Caldwell, Hays, and Bastrop.”  There 

are more companies that provide in-home care and personal care assistants in Williamson and 

Travis.   

 

Leadership, Collaboration, and Planning that Account for Older Adults 
An interviewee suggested a Commission on Seniors in every town, city, and county so that the 

voices and perspectives of seniors can be included in discussions on planning.  In addition to 

creating the commissions or task forces, city and county planners need to take advantage of 

them.   

 

Alternatives to Nursing Homes 
According to an interviewee, the conversion of Medicaid to managed care organizations is 

changing the way the Medicaid population’s needs are being met.  The change is affecting seniors 

who live in nursing homes.  “Assisted living for seniors is a much more affordable way to care for 

folks than 24-hour skilled nursing care…  Medicaid in Texas only pays for an extremely limited 

amount of care in assisted livings.  So, it’s forcing our Medicaid population to live in skilled nursing 

facilities, when they may not need to…  That’s a very high cost of care…  It always seemed fairly 

tragic that there’s a group of seniors with Alzheimer’s who could really benefit from being in an 

assisted living facility, and they can’t participate in that.”  She advocated for giving our seniors 

more options and choices:  their own homes, assisted living facilities, and nursing homes. 

 

PRIORITIZING UNMET NEEDS 
 

The Rankings 
Key informants identified many unmet needs and potential solutions.  A central goal of the Needs 

Assessment is to assist with the prioritization of problems and solutions.  Thus, we created an 

online survey that asked respondents to assess several community health needs on a number of 

criteria.  These criteria were: 1) Relatively large number of people affected, 2) Availability of cost-

effective solutions, 3) A root cause of several other issues, 4) Existence of large disparities among 

groups, and 5) Existence of leadership and momentum to solve unmet need.  (See Appendices 

for methodology.)   

 

Respondents’ priority scores were very high and similar for all of the community needs.  Thus, it 

is difficult to use these data to identify areas for emphasis.  The highest scores were for primary 

healthcare, mental and behavioral healthcare, system of coordination among providers, and 

patient navigation and education.  The lowest scores were for affordable housing and vision and 

hearing resources.  The survey also asked respondents to select the most important community 

health need to address in the next one to three years.  The top response was affordable housing 

(n=2).  No respondents selected a system of coordination as the most important priority.  Two 
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respondents expressed reservations about choosing only one unmet need.  They explained, “All 

of these choices are very important,” and “I cannot choose ‘the most’ because they all 

intertwine.”  Based on the online survey findings and a qualitative assessment of the interviews 

and focus group, Nybeck Analytics offers the needs in prioritized order below. 

 

Primary healthcare.  Assessment participants decried the primary care provider shortage, which 

has been a problem for many years.  Several named it as their number one priority in Bastrop.  

Participants want more providers and integrated care at school-based clinics. 

 

More robust transportation system.  Several Assessment participants named transportation as 

their number one priority, a root cause of other issues, and as a barrier to accessing healthcare. 

Bastrop needs an “affordable collaboration for a public transportation system.”   

 

Mental and behavioral healthcare.  There is a relatively high rate of suicide in the county, which 

is most likely due to recent suicides among children in Smithville.  There are very few mental and 

behavioral healthcare resources aimed at serving the mental health needs of the community, 

especially children and Housing Authority clients, before emergencies develop.  Participants 

would like to see more early intervention services and school-based services, including qualified 

counselors and case managers.   

 

Resources and services supporting healthy lifestyles.  A priority is “making sure that we have 

healthy food options and education for families in the community.” Participants emphasized 

culturally and linguistically appropriate prevention programs aimed at low-income residents.   

 

Affordable housing.  Participants rated housing as a high priority.  Recent population growth and 

the recent fires have contributed to the housing shortage.  Assessment participants said people 

with disabilities and families in Elgin may be particularly vulnerable.  Interviewees described the 

lack of stable housing as a barrier to a better life and as a root cause of health-related problems.   

 

System of coordination among social service and healthcare providers. People who work in 

healthcare and the social services expressed frustration at the lack of coordination and 

communication among their circle of professionals in Bastrop. Assessment participants 

recognized accomplishments of the Interagency Group, the Wesley Nurses, and Bastrop 

Community Care and its members.  They noted that partnerships and funding can be 

instrumental in creating a system of coordination.   

 

Patient navigation and education about available resources.  Potential clients and patients in 

the community do not seem to be aware of existing resources.  Many “have absolutely no idea 

where to go, what questions to ask.”  Providers, facing difficulties, realize that they must do a 

better job at promoting available services.  Participants described a need for patient navigation, 

especially with regard to insurance and financial considerations related to healthcare.  

Information in English and Spanish is important. 
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Dental care among adults.  According to Assessment participants, “There are no dental services 

on a sliding scale or affordable that are available to adults.”  Adults on Medicaid often cannot 

find a dentist who will accept Medicaid in Bastrop. 

 

Eyeglasses and hearing aids for children.  Very low-cost eyeglasses, hearing services, and hearing 

aids are needs among children in Bastrop.  School nurses often have to search for reliable hearing 

resources when children fail their hearing tests.   

 

Childcare and after-school care.  Participants described a lack of daycare resources in Bastrop 

County and linked daycare and after-school care to a family’s health and well-being.   

 

Specialty care.  While still an issue, participants said that the number of specialty physicians 

providing services in Bastrop seems to be increasing.   

 

Importance of Root Causation 
 

We also reviewed the qualitative comments on priorities chosen.  The qualitative data allow us 

to get a more in-depth picture of how respondents established their priorities.  The results from 

Bastrop County suggest that emphasis should be on root causes. 

 

Researchers have referred to the social determinants of health as “upstream” factors affecting 

“downstream” health issues and interventions.11   In other words, the strains of poverty, low 

levels of education, housing instability, and a lack of transportation create situations that produce 

health disparities. Subsequently, interventions must be developed to address the 

disproportionately high rate of health problems in resource-poor environments.  Just as scholars 

have argued, respondents emphasized that the antecedent causes must be addressed first.  The 

benefit of starting “upstream” is that it will be more effective and more cost efficient than trying 

to fund a multitude of services for treating health problems and crises.  While it could be argued 

that initiatives to address transportation and housing are not “health” interventions, the 

respondents felt otherwise.  Respondents stated that developing community partnerships to 

promote improved transportation and affordable housing should be high on the priority list.  For 

example, “Without transportation individuals are not able to access other needed services.”  

Another respondent said, “If someone at least has a warm safe place to call home, things won't 

seem as hopeless and motivate to get help with other issues.”  Respondents who chose 

“supporting healthy lifestyles” and vision and hearing resources also emphasized root causation:   

• “Lifestyle affects everything else in health.  I could have chosen any of these, but changing 

lifestyle is essential to all.” 

• “The kids are our future, and if they can't see or hear, how can they succeed academically 

and be successful in the future?” 
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Building Community and Connections 
 

Bastrop is changing, and change can be unsettling.  Population growth has transformed a quaint 

historic village into a fast-growth city. Many in Bastrop fear that their quiet town of friendly 

neighbors will become lost among the new developments.  People want to build community in 

the social sense and with bricks and mortar.  The infrastructures for transportation, housing, and 

health and social services need to be strengthened in a way that maintain “that wonderful 

community feel.”  Participants expressed enthusiasm for existing collaborations and their desire 

for more strategic partnerships to accomplish the community’s goals. 

 

Populations to Target with Resources and Services 
 

Suggested resources and services can benefit all residents of Bastrop County, particularly those 

with limited resources.  Interviewees and focus group participants identified people in low-

income households and the following groups who may be particularly vulnerable and need 

specific resources:  

• Children: childcare and afterschool care, eyeglasses and hearing resources, preventive 

mental and behavioral health services 

• Older adults: a community center, eyeglasses, dental care, caregiver support, housing, 

transportation, food and nutrition, alternatives to nursing homes 

• Residents in Elgin and Smithville:  primary healthcare, mental and behavioral health 

services 

• People in supportive housing:  mental and behavioral health services 
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APPENDICES 
 

Appendix 1.  Description of Methodology 
 

Review of Literature and Quantitative Data 
A Nybeck Consultant conducted a literature review using previously published community needs 

assessments focused on Central Texas or Bastrop.  MIA Consulting, on behalf of Seton Healthcare 

Family, was responsible for the collection and review of the quantitative data that derive from 

secondary sources.  Community-level data were gathered from sources including the American 

Community Survey, U.S. Census and Behavioral Risk Factor Surveillance System, and the Texas 

State Data Center to illustrate the county’s demographics, health outcomes and health factors. 

MIA Consulting reviewed 80 measures and put measures into groups to allow data to be 

examined at a higher level.  

  

The CHNA data analysis utilizes z-score methodology to compare health measures of specific 

counties to each other, Texas, and the United States. The Robert Wood Johnson Foundation 

(RWJF) uses z-scores to produce its county rankings for various health measures.  Z-scores are a 

way to standardize different types of data for comparison purposes.  The scores measure the 

number of standard deviations from the average of all counties, and are not a comparison to an 

ideal standard.   

 

Nybeck Analytics incorporated the findings from MIA Consulting and previous community needs 

assessments into the project design, interviews and focus group, and this report as appropriate.   

 

Interviews with Key Stakeholders 
Purpose 

The purpose of in-depth interviews was to “identify and prioritize the health needs of the 

community” from the stakeholders’ points of view.  Findings from interviews informed the design 

of the focus group.  Interviews followed a semi-structured guide, and covered the identification 

of health needs, prioritization of health needs, and how best to meet those needs.  The 

interviewer asked about barriers and reasons for unmet health needs, existing resources, needed 

resources, and potential solutions among specific subgroups in the community.  At the end of 

each interview, the interviewer 1) asked if the interviewee could recommend anyone for an 

interview, focus group, or the online survey, 2) asked for permission to use quotes with 

interviewee’s name, and 3) explained that all interviewees would be asked to complete a brief 

survey to prioritize health needs.  Refer to Appendix 2 for Interview Guide. 

 

Sample and Recruitment 

Representatives from collaborating agencies (St. David’s Foundation, Seton Healthcare Family, 

Central Texas Medical Center) made up a steering committee, which was responsible for 

designing the Community Health Needs Assessment.  The steering committee members 

contributed contact information for 37 people who represent the broad interests of Bastrop 

County and who are knowledgeable about its health-related issues.  These key stakeholders 
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included nonprofit leaders, health department authorities, public school leaders, healthcare 

providers or leaders, elected officials, researchers, people representing distinct geographic areas, 

and people representing certain ethnic/racial groups.  The steering committee then prioritized 

potential interviewees, paying attention to factors such as type of work and work place.    

 

To recruit interviewees, Nybeck consultants, with the assistance of St. David’s Foundation and 

collaborating partners, called and emailed prioritized key stakeholders.  Nybeck Analytics 

conducted 9 interviews with 10 key stakeholders in Bastrop County.  Interviews lasted between 

25 and 60 minutes and took place at interviewees’ offices or by phone.  Between November 9-

23, 2015, a Nybeck consultant administered 4 face-to-face interviews and 5 phone interviews.  

The sample included people from the below organizations. 

 

 
 

Transcription 

All interviews were audio-recorded and transcribed and remain confidential. 

 

Focus Group 
Purpose and Questions to Address 

The purpose of the focus group was to approximate a group response to ideas and flesh out 

proposed concepts. The group followed a semi-structured guide: 

1. Identify significant health needs 

2. Identify barriers and reasons for unmet health needs 

3. What supports, programs, and services would help to improve the needs, or issues? 

4. Identify existing resources, needed resources, and potential solutions among specific 

subgroups in the community 

5. What is the group’s reaction to a) health needs, b) barriers, and c) supports, programs, 

and services put forth by the interviewees, the literature review, and the quantitative 

analyses? 

 

Nybeck consultants finalized the design of the focus group guide after discussions with St. David’s 

Foundation (SDF) staff and the Steering Committee, a review of the quantitative data presented 

Name Type

Bastrop County Indigent Health Care City or county gov't

Bastrop Housing Authority City or county gov't

Bastrop Housing Authority City or county gov't

Bluebonnet Trails Community Services, MHMR Community-based org.

CAPCOG Community-based org.

City of Bastrop City or county gov't

County of Bastrop City or county gov't

Elgin ISD Public education, health in schools

Family Crisis Center Community-based org.

Wesley Nurses, Methodist Healthcare Ministries Community-based org.

Organizations Represented by Interviewees
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by SDF’s collaborating partners, and analysis of interview data collected up to the day of the focus 

group. 
 

Recruitment and Sample 

Potential participants were identified from the list of 37 key stakeholders.  Most participants 

were recruited through organizations (schools, social service agencies, clinics) that provide 

services to community residents.  Others were elected officials or government leaders.  During 

recruitment, Nybeck staff explained the study’s purpose.  An incentive of $50 was offered to all 

participants.  Nybeck consultants recruited 13 key stakeholders who represented a specific 

group, occupation, or perspective important to the project.   Eight people from the below 

organizations participated in the focus group on January 29, 2016: 

 

 
 

Administering Focus Group and Collecting Data 

The focus group lasted 90 minutes.  The moderator began with an “unbiased” assessment of the 

focus group participants’ views of the health needs in their community.  The moderator asked 

open-ended questions about health needs.  Next, the moderator followed up with probes about 

any health needs that came up in the quantitative and qualitative analyses but that didn’t come 

up in the groups open-ended responses, such as, “You mentioned that there is a need in your 

community for primary care services like better management of diabetes.  We’ve heard from 

other sources/stakeholders that there is also a need to improve the management of 

hypertension in their communities.  Is this something that you are also facing within your 

community?  Please tell me more.”   An assistant moderator took notes and digitally recorded 

the group interview for transcription.   

 

Data Analysis:  Interviews and Focus Group 
Nybeck consultants coded all transcripts and identified the main themes. From successive 

readings of transcripts, we used content analysis to produce a progressively more refined coding 

scheme. Nybeck consultants collaboratively developed the coding and themes for the final 

summaries.  

 

  

Name Type

A Plus Lifestyle Medical Group Primary care provider, for-profit

Bastrop Chamber of Commerce City or county gov't

Bastrop ISD Public education, health in schools

Centene, Managed Care and Bastrop County Interagency Group Healthcare, for-profit and community-based org.

DSHS-Bastrop County Heath Dept. State, county, city health dept.

DSHS-Bastrop County Heath Dept. State, county, city health dept.

DSHS-Bastrop County Heath Dept. State, county, city health dept.

Smithville ISD Public education, health in schools

Organizations Represented by Focus Group Participants
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Online Survey to Prioritize Needs 
A goal of this project is to prioritize health needs.  This prioritization was a two-step process.  The 

first determined the criteria used to prioritize health needs using Nominal Group Technique.  The 

second step was to prioritize the health needs identified throughout the project (literature 

review, quantitative analysis, interviews, and focus group) through an online survey.   

 

A Nybeck consultant administered the Nominal Group Technique during two planning meetings 

that took place in October 2015 (Appendix 3).   SDF staff, Nybeck consultants, and collaborating 

partners completed the exercise, which resulted in five weighted criteria to be used in prioritizing 

needs:  1) Relatively large number of people affected (.29), 2) Availability of cost-effective 

solutions (.26), 3) A root cause of several other issues (.21), 4) Existence of large disparities among 

groups (.14), and 5) Existence of leadership and momentum to solve unmet need (.10).   

 

The second step involved the survey.  Using the criteria identified during the two planning 

meetings, Nybeck constructed a Prioritization Matrix on SurveyMonkey.  See Appendix 4 for 

process.  An SDF Program Officer emailed a note to all listed stakeholders with email addresses 

(n=31), saying that they would receive an email invitation from Nybeck Analytics to complete the 

six-minute survey.  A Nybeck consultant emailed all interviewees, all focus group participants, 

and other key stakeholders an invitation on Feb. 1, 2016.  A reminder was emailed on Feb. 5, and 

the survey closed on Feb. 9.  Eight interviewees and focus group participants and five other key 

stakeholders completed the survey.  The response rate was 42%.   

 

 
 

Following instructions in the Priority Matrix, a Nybeck consultant analyzed the data using SPSS.  

Based on the weighted criteria, 13 respondents ranked the unmet needs in this order: 

1. Primary healthcare 

2. Mental and behavioral healthcare 

3. System of coordination among social service and healthcare providers 

4. Patient navigation and education about available resources and services 

5. Transportation 

6. Dental care among adults 

7. Resources and services supporting healthy lifestyles 

8. Specialty care 

9. Affordable housing 

n %

City, county, or state government (elected official or other staff) 5 38%

Health department of public clinic (provider or other staff) 3 23%

School or school district (nurse, counselor, superintendent, other staff) 2 15%

Private nonprofit social service organization (provider, executive, other staff) 1 8%

Other 2 15%

Total 13 100%

Sample for Online Survey
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10. Low-cost eyeglasses, corrective lenses, and hearing aids 

 

In a separate question, when asked to “choose one unmet need as the most important to address 

in the next one to three years,” the top response was affordable housing (n=2).  No respondents 

selected system of coordination among providers (see table below).  

 

 

  

n %

Affordable housing 2 15%

Dental care among adults 1 8%

Mental and behavioral healthcare 1 8%

Patient navigation 1 8%

Primary healthcare 1 8%

(healthy food, physical activity, preventive services) 1 8%

Specialty care 1 8%

Transportation 1 8%

Eyeglasses, corrective lenses, and hearing aids 1 8%

Don't know 2 15%

Missing 1 8%

Total 13 100%

Choosing One Unmet Need as the Most Important to Address

In the Next One to Three Years, Bastrop County, 2016
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Appendix 2.  Interview Guide 
 

Introduction 

St. David’s Foundation has asked Nybeck Analytics to conduct a Community Health Needs 

Assessment.  Seton Healthcare Family and Central Texas Medical Center are collaborating with 

St. David’s.  The purpose of the Assessment is to identify and prioritize health needs of the 

community so that these organizations can better serve their patients and communities.  We 

want to get input from people who represent the broad interests of Bastrop County and who 

have special knowledge of or expertise in its health issues.  The purpose of this interview is to get 

your perspective and opinions.   

 

Definition of Community (Bastrop) 

 

Background of Interviewee/Organization  

Current role, background and training, expertise 

 

Significant Health Needs 

• What are largest unmet needs?  Why? 

• What concerns you most about this community’s health?  Why? 

• Barriers and reasons for unmet health needs 

 

Resources/Solutions 

• Thinking about the “significant health needs” identified above, what services are needed, 

or what services need to be expanded or improved? 

• Identify current resources in the community 

• Find out how best to meet identified needs, identify resources and potential solutions:  

What do you think could be done to address the health need we’ve discussed? 

• Identify existing resources, needed resources, and potential solutions among specific 

subgroups in the community 

 

Closing and Follow-Up 

• Ask if interviewee knows anyone else in community appropriate for interview, focus 

group, or online survey. 

• Ask for permission to use quotes with interviewee’s name.  If “yes,” explain that if quote 

is slated for final report, a Nybeck consultant will contact interviewee and get explicit 

permission to use specific quote.   

• Explain that a Nybeck consultant will email invitation to complete a brief online survey to 

prioritize health needs.    
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Appendix 3.  Nominal Group Technique1 
 

The Nominal Group Technique (NGT) has been widely used in public health as a mechanism for 

prioritizing health problems through group input and information exchange.  This method is 

useful in the early phases of prioritization when there is a need to generate many ideas in a short 

amount of time and when input from multiple people must be taken into consideration.  An 

advantage of using this technique is that it is a democratic process allowing for equal say among 

all participants, regardless of position in the agency or community. 

 

Step-by-Step Instructions: 

 

1. Establish group structure – Group of partners with Nybeck Consultant as moderator.  

Moderator clarifies objective and the process. 

2. Silent brainstorming – Nybeck consultant asks partners to brainstorm and think about 

potential criteria before meeting.   

3. Each person lists the criteria that they thought about on a note card.   

4. Generate list in round-robin fashion – Nybeck consultant solicits one idea from each 

person and lists them on a flip chart for the group to view. This process should be 

repeated until all ideas and recommendations are listed. 

5. Group discussion – Nybeck consultant reads aloud each item in sequence, and 

the group responds with feedback on how to condense or group items. 

Participants also provide clarification for any items that others find unclear.  Add 

criteria as necessary. 

6. Anonymous ranking – On a note card, all people at meeting silently rank each listed 

health problems on a scale from 1 to 5 (or so), and Nybeck consultant collects, tallies, 

and calculates total scores. 

7. Repeat if desired/weight criteria– Once the results are displayed, the group can vote 

to repeat the process if items on the list receive tied scores or if the results need to 

be narrowed down further.  Discuss how to weight criteria. 

 

  

                                                           
1 Duttweiler, M. 2007. Priority Setting Tools: Selected Background and Information and Techniques. Cornell 

Cooperative Extension. Cited in “First Things First:  Prioritizing Health Problems,” National Association of County and 

City Health Officials.   http://www.naccho.org/topics/infrastructure/accreditation/upload/Prioritization-Summaries-

and-Examples.pdf. Sept. 2015. 
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Appendix 4.  Prioritization Matrix2 
 

A prioritization matrix is one of the more commonly used tools for prioritization and is ideal when 

health problems are considered against a large number of criteria or when an agency is restricted 

to focusing on only one priority health issue.  Although decision matrices are more complex than 

alternative methods, they provide a visual method for prioritizing and account for criteria with 

varying degrees of importance.  The following steps outline the procedure for applying a 

prioritization matrix to prioritize health issues.  The table below shows a single person’s matrix. 

 

 
 

1. Create a matrix – List all issues vertically down the y-axis of the matrix and all the criteria across 

the x-axis of the matrix so that each row is represented by a health issue and each column is 

represented by a criterion. Include an additional column for the priority score. 

 

2. Rate against specified criteria – Fill in cells of the matrix by rating each health issue against 

each criterion, which should have been established by the team prior to beginning this process. 

An example of a rating scale can include the following:  3 = criterion met well, 2 = criterion met, 

1 = criterion not met. 

 

3. Weight the criteria – If each criterion has a differing level of importance, account for the 

variations by assigning weights to each criterion.  For example, if ‘Criterion 1’ is twice as 

important as ‘Criterion 2’ and ‘Criterion 3,’ the weight of ‘Criterion 1’ could be .5 and the weight 

of ‘Criterion 2’ and ‘Criterion 3’ could be .25. Multiply the rating established in Step 2 with the 

weight of the criteria in each cell of the matrix.  If the chosen criteria all have an equal level of 

importance, skip this step. 

 

4. Calculate priority scores – Once the cells of the matrix have been filled, calculate the final 

priority score for each health issue by adding the scores across the row.  Assign ranks to the 

health problems with the highest priority score receiving a rank of ‘1.’ 

 

  

                                                           
2 Duttweiler, M. 2007. Priority Setting Tools: Selected Background and Information and Techniques. Cornell 

Cooperative Extension. Cited in “First Things First:  Prioritizing Health Problems,” National Association of County and 

City Health Officials.   http://www.naccho.org/topics/infrastructure/accreditation/upload/Prioritization-Summaries-

and-Examples.pdf. Sept. 2015. 

Criterion 1 

(Rating X Weight)

Criterion 2 

(Rating X Weight)

Criterion 3 

(Rating X Weight)
Priority Score

Health Problem A 2 X 0.5 = 1 1 X .25 = .25 3 X .25 = .75 2

Health Problem B 3 X 0.5 = 1.5 2 X .25 = 0.5 2 X .25 = 0.5 2.5

Health Problem C 1 X 0.5 = 0.5 1 X .25 = .25 1 X .25 = .25 1

Example Prioritization Matrix
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Appendix 5.  Online Survey Instrument 
 

Welcome and Thanks 

This 6-minute online survey is part of the 2015-2016 Community Health Needs Assessment. The 

Assessment is a collaborative effort led by St. David's Foundation, Seton Healthcare Family, and 

Central Texas Medical Center.  On behalf of these organizations, thanks for helping to prioritize 

community health needs in Bastrop County. 

 

1.  In the last few months, as part of the Community Health Needs Assessment, did you 

participate in an interview or focus group? 

1. Yes (skip to Q3) 

2. No 

 

Prioritizing Community Health Needs in Bastrop County 

During the Community Health Needs Assessment, people who represent the broad interests of 

Bastrop County and who are familiar with its health issues identified several unmet needs. These 

unmet needs are listed on the left. Five criteria, or questions, often used to prioritize needs are 

listed at the top. 

 

2. Considering the unmet needs on the left, please use the drop-down menus to answer each 

question by responding "yes," "somewhat," or "no." 

 

 

 

Does this 

unmet need 

affect a 

relatively large 

number of 

people?

Are cost-

effective 

solutions 

available to 

address 

this?

Is this 

unmet need 

a root cause 

of several 

other 

issues?

Thinking of 

this unmet 

need, do large 

disparities 

exist among 

groups?

Do 

leadership 

and 

momentum 

exist to 

solve this?

Patient navigation and education about 

available resources and services

Transportation

Affordable housing

Primary healthcare

Dental care among adults

Mental and behavioral healthcare

System coordination among social 

service and healthcare providers

Specialty care

Low-cost eyeglasses, corrective lenses, 

and hearing aids

Resources and services supporting 

healthy lifestyles (healthy food, 

physical activity, preventive services)
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Prioritizing Needs in Bastrop:  Interview and Focus Group Participants 

Unmet needs identified during the Assessment's interviews, focus groups, and literature review 

are listed on the left.     Five criteria, or questions, often used to prioritize needs are listed at the 

top. 

 

3.  Considering the unmet needs on the left, please use the drop-down menus to answer each 

question by responding "yes," "somewhat," or "no." 

 
 

Last Three Questions 

4.  If you could choose one unmet need as the most important to address in the next one to three 

years, what would it be? 

1. Patient navigation and education about available resources and services 

2. Transportation 

3. Affordable housing 

4. Primary healthcare 

5. Dental care among adults 

6. Mental and behavioral healthcare 

7. System coordination among social service and healthcare providers 

8. Specialty care 

9. Low-cost eyeglasses, corrective lenses, and hearing aids 

10. Resources and services supporting healthy lifestyles (healthy food, physical activity, 

preventive services) 

11. Don't know 

Does this 

unmet need 

affect a 

relatively large 

number of 

people?

Are cost-

effective 

solutions 

available to 

address 

this?

Is this 

unmet need 

a root cause 

of several 

other 

issues?

Thinking of 

this unmet 

need, do large 

disparities 

exist among 

groups?

Do 

leadership 

and 

momentum 

exist to 

solve this?

Patient navigation and education about 

available resources and services

Transportation

Affordable housing

Primary healthcare

Dental care among adults

Mental and behavioral healthcare

System coordination among social 

service and healthcare providers

Specialty care

Low-cost eyeglasses, corrective lenses, 

and hearing aids

Resources and services supporting 

healthy lifestyles (healthy food, 

physical activity, preventive services)
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5.  Please explain why you chose to prioritize this one need. _____________________ 

______________________________________________________________________ 

______________________________________________________________________ 

 

6.  Where do you work?     Please choose the response that most closely describes your work 

place. 

1. Health department or public clinic (provider, executive, other staff) 

2. Private for-profit medical practice (provider or other staff) 

3. Private, nonprofit social service organization (provider, executive, other staff) 

4. School or school district (nurse, counselor, superintendent, other staff) 

5. Place of worship 

6. Hospital (hospitalist, nurse, executive, other staff) 

7. Private, nonprofit safety net clinic (provider, executive, other staff) 

8. University or private research firm 

9. Foundation or other philanthropic organization 

10. City, county, or state government (elected official or other staff) 

11. Other (please specify)  ______________________________ 

 

Thanks so much for completing the survey.  We really appreciate it. 
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ENDNOTES 
 

1 This definition of community health is the same used by Austin/Travis County HHS in its Community Health 

Assessment.  See Austin/Travis County Health and Human Services Dept.  Together We Thrive:  Austin/Travis 

County Community Health Plan.  Dec. 2012. https://www.austintexas.gov/sites/default/files/files/Health/CHA-

CHIP/cha_report_8-24-12.pdf. Nov. 2015. 
2 These projections are based on the Texas State Data Center’s One-Half 2000-2010 Migration (0.5) Scenario.  It 

assumes rates of net migration one-half of those of the post-2000 decade.  The reason for including this scenario is 

that many counties in Texas are unlikely to continue to experience the overall levels of relative extensive growth of 

the 2000 to 2010 decade. This scenario projects rates of population growth that are slower than 2000-2010 

changes, but with steady growth.  http://osd.texas.gov/Data/TPEPP/Projections/. March 2016. 
3 U.S. Census Bureau, QuickFacts. http://quickfacts.census.gov/qfd/states/48/48021.html.  Feb. 2016. 
4 Robert Wood Johnson Foundation, County Health Rankings and Roadmaps. 
5 Robert Wood Johnson Foundation, County Health Rankings and Roadmaps. 
6 Robert Wood Johnson Foundation, County Health Rankings and Roadmaps. 

http://www.countyhealthrankings.org/. Feb. 2016.  Living close to a grocery store is defined differently in rural and 

non-rural areas.  In rural areas, it means living less than 10 miles from a grocery store.  In non-rural areas, it means 

less than 1 mile.  Low income is defined as having an annual family income of less than or equal to 200% of the 

Federal Poverty Level. 
7 Robert Wood Johnson Foundation, County Health Rankings and Roadmaps.  “Reasonably close” is residing in a 

census block within a half mile of a park or residing within one mile of a recreational facility (urban census tracts) 

or residing within three miles of a recreational facility (rural census tracts). 
8 Robert Wood Johnson Foundation, County Health Rankings and Roadmaps. 
9 Robert Wood Johnson Foundation, County Health Rankings and Roadmaps. 
10 These projections are based on the Texas State Data Center’s One-Half 2000-2010 Migration (0.5) Scenario.  It 

assumes rates of net migration one-half of those of the post-2000 decade.  The reason for including this scenario is 

that many counties in the State are unlikely to continue to experience the overall levels of relative extensive 

growth of the 2000 to 2010 decade.  This scenario projects rates of population growth that are slower than 2000-

2010 changes, but with steady growth.  http://osd.texas.gov/Data/TPEPP/Projections/. March 2016. 
11 Gehlert S, Sohmer D, Sacks T, Mininger C, McClintock M, Olopade O. Targeting Health Disparities: A Model 

Linking Upstream Determinants to Downstream Interventions: Knowing about the interaction of societal factors 

and disease can enable targeted interventions to reduce health disparities. Health Affairs (Project Hope). 

2008;27(2):339-349. doi:10.1377/hlthaff.27.2.339. 
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EXECUTIVE SUMMARY 
 

Introduction and Background 
 

St. David’s Foundation, Seton Healthcare Family, and Central Texas Medical Center have 

collaborated to conduct a Community Health Needs Assessment for Caldwell County.  The 

purpose of the Assessment is to identify and prioritize health needs so that these organizations 

can better serve their communities.   

 

The Assessment includes four components:  1) review of previously published community needs 

assessments and quantitative data from secondary sources, 2) interviews, 3) focus groups, and 

4) an online survey.   Nybeck Analytics reviewed quantitative data analyses by MIA Consulting 

and previously published community needs assessments.   We incorporated the findings from 

MIA Consulting and previous community needs assessments into the project design, interviews 

and focus group, and this report as appropriate.  During the interviews, focus group, and online 

survey, Nybeck Analytics gathered input from people who represent the broad interests of 

Caldwell County and who have special knowledge of or expertise in the community’s health 

issues.  The key stakeholders included nonprofit leaders, health department authorities, public 

school leaders, healthcare providers or leaders, elected officials, researchers, people 

representing distinct geographic areas, and people representing certain ethnic/racial groups.    

Consultants for Nybeck Analytics conducted six interviews between Nov. 4, 2015 and Jan. 28, 

2016 and one focus group on Jan. 13, 2016.  After completing the interviews and focus group, we 

administered an online survey in early Feb. 2016 to help prioritize needs previously identified in 

the Assessment.  (For a detailed description of methodology, please refer to Appendices.) 

 

Unmet Community Health Needs   
 

During the interviews and focus group, Nybeck consultants asked each participant to explain 

what he or she believed to be the most significant community health needs facing Caldwell 

County and the people served by the participant’s organizations, barriers to meeting those needs, 

and potential solutions.  Rather than describing “community context” or “social or environmental 

factors,” when asked to name the most significant “community health needs,” participants often 

replied with: “transportation,” “housing,” and “poverty, and also needs more traditionally 

considered healthcare-related issues.  Nybeck Analytics has followed their lead and written the 

report in the spirit of their responses.  The needs are listed here in priority, according to key 

stakeholders’ responses to the online survey and a qualitative assessment of the interviews and 

focus group.   

 

More robust transportation system.  Several participants named transportation as the number 

one priority and reported a direct link between transportation problems and access to 

healthcare.  People in Caldwell want an affordable collaboration for a public transportation 

system. 
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Mental and behavioral healthcare.  According to participants, there is a shortage of providers, 

and there are very few mental and behavioral healthcare resources aimed at serving the mental 

health needs of the community, especially children, before emergencies develop.   

 

Physical healthcare.  Participants described a lack of access to primary, preventive, and specialty 

care, partly due to a shortage of providers.  Participants called for a 24-hour stand-alone 

emergency clinic or urgent care clinic, other healthcare facilities that provide specific services, 

integrated care at school-based clinics, specialists who would work part-time in Caldwell, and a 

pipeline for future healthcare professionals.   

 

Resources and services supporting healthy lifestyles.  Assessment participants described a high 

prevalence of unhealthy lifestyles and an unwillingness to change habits among residents.  There 

is a lack of health-related education and knowledge among people living in Caldwell.  Suggested 

solutions include: getting preventive education and services to the people who need them, 

provision of car seats, child care and after-school care, and parenting classes, especially for teen 

parents. 

 

Affordable housing.  Participants rated housing as a high priority during interviews.  There are 

not enough affordable and transitional housing options in Caldwell County, especially in Lockhart. 

Participants emphasized the lack of sufficient resources and service coordination to assist 

homeless people.  They described the lack of stable housing as a barrier to a better life and as a 

root cause of health-related problems.   

 

System of Coordination Among Social Service and Healthcare Providers. Focus group 

participants described a lack of communication among providers and a resulting lack of 

knowledge about available resources and referral opportunities.  With a system in place, 

coordination among service providers would be more efficient, clients and patients would receive 

better care, and money would be saved.  Participants suggested investments in creating a formal 

system that would include paid professional staff and information-sharing opportunities and 

tools.  They also emphasized that collaboration and strategic partnerships are important to 

improving community health in Caldwell. 

 

Patient navigation and education about available resources. Providers are experiencing 

difficulties with outreach and explained that people most in need of services often do not know 

about them or how to access them.  Participants suggested that a system of coordination among 

providers would lead to higher-quality information and referrals for clients and patients.  They 

also suggested designing new modes of outreach to specific groups, strengthening existing 

community outreach, and providing more culturally and linguistically appropriate 

announcements and publications.   

 

Dental care among adults.  Assessment participants described an unmet need for dental care 

among adults, particularly seniors.   
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Resources and services to combat poverty.  In Caldwell, “…there is a significant population in 

poverty, particularly children.”  “We have the hidden poor...  We have homeless and everything, 

but it's not acceptable for them to be out in the open.”  Suggestions centered on workforce and 

economic development and coordinating services for the homeless. 

 

Resources and treatment for substance abuse.  Several participants communicated an increasing 

need for substance abuse services and treatment and trained providers.  They would like to see 

more funding, more continuity of services, an expansion of outreach and preventive services, and 

an expansion of treatment services for those already suffering from substance abuse.     

 

Reproductive health services and teen pregnancy prevention.  Caldwell County has a fairly high 

rate of STDs compared to Texas.  Participants named pregnancy prevention among teens and 

women’s health as issues to prioritize. 

 

Building Community and Connections 
 

Many participants emphasized the need for “greater community” and communication among 

social service and health providers.  Assessment participants want to see a strengthening of the 

communications infrastructure that includes providers, clients, and patients.  For example, 

“Coordination of existing resources has a better chance of positively impacting the health of 

Caldwell County−allowing us to then focus on the missing elements within the service array...”   

 

Populations to Target with Resources and Services 
 

Suggested resources and services can benefit all residents of Caldwell County, particularly those 

with limited resources.  Interviewees and focus group participants identified people in low-

income households and the following groups who may be particularly vulnerable and in need of 

specific resources:  

• Infants and children: car seats, childcare and afterschool care, preventive mental and 

behavioral health services 

• Parenting teens:  parenting classes 

• Older adults: eyeglasses, dental care, caregiver support, housing, transportation, food 

and nutrition, alternatives to nursing homes   
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INTRODUCTION 
 

St. David’s Foundation 
 

St. David’s Foundation is part of the public-private partnership known as St. David’s HealthCare, 

which includes six hospitals in the Central Texas region. The Foundation represents the public 

arm of the partnership and is designated as a 501(c)3 hospital by the IRS.  Each year, the 

Foundation returns a share of St. David’s HealthCare‘s earnings to the community in the form of 

grants. The Foundation’s grant making occurs within a five-county area in Central Texas, which 

includes Caldwell.  In recent years, the Foundation has experienced dramatic growth in its 

earnings from St. David’s HealthCare, and in 2015, the Foundation invested more than $65 million 

through grants and direct programs focused on community health. 

 

Purpose of Community Health Needs Assessment 
 

St. David’s Foundation (SDF), Seton Healthcare Family (Seton), and Central Texas Medical Center 

(CTMC) have collaborated to conduct a Community Health Needs Assessment for Caldwell 

County.  The purpose of the Assessment is to identify and prioritize health needs so that these 

organizations can better serve their communities.   

 

As non-profit hospitals, Seton, SDF, and Central Texas Medical Center are each required by the 

IRS to prepare Community Health Needs Assessments (CHNAs) to be finished by the end of their 

2016 tax years.  The three organizations share the same IRS requirements to conduct CHNAs.  In 

prior years, Seton, SDF and CTMC conducted separate CHNAs in Caldwell County and reported 

similar prioritized needs for the county. The IRS encourages hospitals to work with local partners 

to conduct CHNAs so that the community and each organization can benefit from the 

collaboration and avoid duplication of efforts.  

 

For the 2016 CHNA process for Caldwell County, Seton, SDF, and CTMC collaborated in planning 

and making decisions to meet the needs of all organizations and the community.  The 

organizations strove to equally divide work and financial investment.  Division of responsibilities 

was made based on respective staff capacity and expertise and the following components:  

 

 

Component Examples Owner Organization

Quantitative data acquisition
BRFSS, Census, RWJF County 

Rankings
Seton Healthcare Family

Data analysis & Interpretation
Health indicators & outcomes, 

demographics

St. David's Foundation, Seton Healthcare 

Family

Qualitative data and 

community feedback

Focus groups, forums, stakeholder 

interviews
St. David's Foundation

CHNA report development
Independently developed by each 

organization
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To meet the goals of the Assessment, “community health” is defined in a broad sense and 

includes numerous factors at multiple levels.  Individual behaviors (diet and exercise), clinical 

care (access to medical services), social and economic factors (state’s minimum wage), and the 

physical environment (air quality, parks, sidewalks) can impact a community’s health.1 

 

Purpose of Report 
 

This report focuses on the community health needs of Caldwell County.  It describes findings from 

a literature review, interviews and focus groups, an online survey, and a review of existing 

quantitative data collected from secondary sources.  Representatives from St. David’s 

Foundation, Seton Healthcare Family, and Central Texas Medical Center identified and prioritized 

key stakeholders to participate in the interviews, the focus group, and online survey.  Key 

stakeholders included people who represent the broad interests of Bastrop County and who have 

special knowledge or expertise in its health issues.  They included nonprofit leaders, health 

department authorities, public school leaders, healthcare providers or leaders, elected officials, 

researchers, people representing distinct geographic areas, and people representing certain 

ethnic/racial groups.  (See Appendices for a detailed description of methodology.)   

 

Profile of Caldwell County 
 

Population 
Caldwell County’s 2016 population is estimated to be 41,733.  The county, especially Lockhart, 

has recently experienced “really good solid, steady growth,” and more residents are expected in 

the next 20 to 30 years due to in-migration from Austin and new housing developments.   By 

2030, Caldwell County’s population is expected to increase by 23%, adding 9,594 people and 

bringing the total to 51,327.2  In 2014, Hispanics made up approximately 50% of the population, 

Whites 41% of population, Blacks 7%, and other racial/ethnic groups made up approximately 

2%.3  Cities include Lockhart (13,232 people in 2014) and Luling (5,732 people).   

 

 
 

Bastrop Caldwell Hays Travis Williamson

0 to 17 20,058 9,876 46,572 277,728 130,024

18 1,247 590 3,595 13,944 7,184

19 to 64 48,815 25,414 118,338 736,421 296,034

65 and over 12,070 5,853 19,836 101,489 55,320

Total 82,190 41,733 188,341 1,129,582 488,562

Source: Texas State Data Center

Projected Population by Age Group, County Comparisons, 2016
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Lack of Community Cohesion 
Several Assessment participants expressed the theme of disconnectedness and isolation when 

describing Caldwell County’s newer residents.   

 
I think it’s connections, it’s the main thing to me…  We're trying to get people to know what's 

available in the community, to connect.  We think that we can address some of the needs right 

there…  There’s so many people moving in who don’t have any family connections, so they're 

just isolated. They're kind of like the Dust Bowl, The Grapes of Wrath...  People just moving 

somewhere for something better.  So then, they're just there by themselves, and if things don’t 

work, or they were already having problems, and then they have domestic violence or whatever, 

then they're isolated, and they don’t really have anyone to diffuse that or help them… 

 

Long-time residents who work in healthcare or the social services feel like they need to change 

the ways they reach potential clients and patients and publicize and provide services.  They linked 

people’s disconnectedness to their well-being and health. 

 
So, over time, [Caldwell County] has been a more rural area.  So, in a more rural area, you’ve 

got a handful of people in each town, maybe 30 people, that if you know those 30 people, you 

can find anything.  So, that's really kind of still the case in Luling.  At least, whatever there is, you 

can find.  In Lockhart that's changing…  So, that's kind of an overlying issue, too, is changing from 

being really rural to being more, I don’t know what to call it, influenced by those who are moving 

in.  In Lockhart, you don’t necessarily know everyone who’s there now.  In Luling, you still do. I 

know the police know everybody, because they’ve lived there forever. So, that really changes 

the dynamics and the way that you work with the community and the way that people get 

support that they need.  When you're trying to work with the communities, that's what I think 

is really different now, is that we don’t know who these people are, and we don’t know when 

they need help, and we don’t know what they need.  They don’t know anyone to help them, so 

things get worse before they ask for help. 

 

COMMUNITY HEALTH NEEDS IN CALDWELL COUNTY 
 

This section presents findings from the interviews, focus group, and review of existing 

quantitative data.  Nybeck Analytics is not endorsing the ideas or the needs described, nor have 

we checked for accuracy of people’s statements.  During each interview and the focus group, we 

asked each participant to explain what he or she thought were the most significant community 

health needs facing Caldwell County and the people served by the participant’s organization, 

barriers to meeting those needs, and potential solutions.  Rather than describing “community 

context” or “social or environmental factors,” when asked to name the most significant 

“community health needs,” participants often replied with: “transportation,” “housing,” and 

“poverty,” and also needs more traditionally considered healthcare-related issues.  Nybeck 

Analytics has followed their lead and written the report in the spirit of their responses.  The needs 

are listed in priority, according to participants’ and other key stakeholders’ responses to the 

online survey and a qualitative assessment of the interviews and focus group.   
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More Robust Transportation System 
 

The Issues 
Transportation is a significant problem in Caldwell.  Many residents do not have cars, and public 

transportation options are extremely limited.  “We don’t have a public transportation system.  

It’s not in our budget.  It’s amazing how many people don’t have transportation. We’re building 

a two-mile stretch of highway here with sidewalks.  It’s a big problem.  I don’t have a ready 

answer.  Thank goodness for CARTS, and that’s mainly for out-of-town travel.” 

 

Several participants named transportation as the number one priority and reported a direct link 

between transportation problems and access to healthcare.   

• “Basically, the number one issue in both Bastrop and Caldwell Counties with regard to 

health care needs is transportation.  There is no real public transportation that allows for 

quick and timely access and convenient access to health care.  That’s the number one 

issue for both.” 

• “As far as the health needs of the county, I think there are two things that really stick out.  

One is access to health care in terms of transport…  A lot of patients despite having a lot 

of family and kids and everything, apparently just don’t have the means to get to the 

hospital.  Luling is the primary hospital for Caldwell County…  Getting from Lockhart to 

Luling for some people is sometimes an issue.  Getting from Lockhart to San Marcos or 

Kyle for more advanced testing like detailed medicine testing is also a big problem.” 

 

Suggested Solution 
“The first [priority] would be an affordable collaboration for a public transportation system.  

That’s got to be number one.  If you don’t have that, you’ve got nothing.” 

 

Mental and Behavioral Healthcare 
 

The Issues 
Access to mental and behavioral healthcare was cited an issue.  Assessment participants raised 

concerns about the lack of providers.  “The mental health… I still think for years and years, we’ve 

said there’s not enough mental health providers in this county, and when [patients] do get on 

the list, it’s months or weeks before they can be seen.”  There are very few mental and behavioral 

healthcare resources aimed at serving the mental health needs of the community, especially 

children, before emergencies develop.   
 

Accessible mental health services…  It’s prevention.  It’s full-based mental health services with 

qualified counselors who are there to connect with the kids at a point in time when they have 

questions or concerns.  It’s not waiting for their first suicide attempt, or to come in when there 

is a suicide and try to wrap around the children.  So often, that’s been the role, and we just need 

qualified counselors on the school-based campuses. 
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Suggested Solutions 
Participants would like to see more early intervention services and school-based mental and 

behavioral health services, including qualified counselors. 

 

Physical Healthcare  
 

The Issues 
Provider Shortage 

 

With approximately 28 primary care physicians per 

100,000 people, Caldwell County has been designated 

a Health Professional Shortage Area for primary care 

providers.4  

 

 

 

 

 

 

 

 

Participants explained that there are not enough physicians who accept Medicaid, which results 

in more ER visits.  “One thing I’ve seen is that with the Medicaid managed care, we only have so 

many providers in the county, and they're very maxed out, and sometimes when there is an 

illness, they cannot get in to see the physicians, and so that in turn makes them resort to going 

to the ER.  So, we need more Medicaid providers.” 

 

Lack of Healthcare Coverage 

 

Compared to the U.S., Caldwell 

County has a relatively high 

percentage of adults (31%) 

who are uninsured.   

 

 

 

 

 

 

 

 

 

  

Bastrop 28.1

Caldwell 28.4

Hays 46.7

Travis 81.2

Williamson 63.8

Texas 58.5

U.S. 74.5

Primary Care Physicians

per 100,000 Population,

County Comparisons, 2012

Source: RWJF Health Rankings

Uninsured Total Pop. %

Bastrop 15,269 50,062 31%

Caldwell 8,035 26,004 31%

Hays 31,215 121,933 26%

Travis 191,343 750,365 26%

Williamson 60,644 303,218 20%

Texas - - 31%

U.S. - - 21%

Estimated Number and Percentage of Uninsured Adults, 

Aged 18 to 64, County Comparisons, 2013

Sources:  Percentages from RWJF County Health Rankings, population 

estimates from Texas State Data Center (2016)



12 

 

Assessment participants explained that many people have no or inadequate healthcare coverage. 

• “We still have a lot of people who have no insurance at all, or they make too much money 

to qualify for Medicaid, so then they can’t afford the insurance and need the kind of 

providers who are willing to take a sliding scale and all those kinds of things, or some more 

free services.”  

• “A lot of the things I hear when people call us, like our adults we cover, no insurance 

period.  You can’t have Medicaid, no insurance.  We have people calling us saying, ‘I need 

a meningococcal vaccine.’  It’s like, ‘Do you have insurance?,’ “Well yes.’  But they’re still 

having to pay a $135 out of pocket for a vaccine with insurance.  It’s crazy.”  

 

Lack of Access to Primary and Preventive Healthcare 

 

Compared to Texas (19%), 

there is a fairly high rate of 

people in Caldwell (26%) who 

could not see a physician due 

to cost.5   

 

 

 

 

 

 

 

 

 

 

 

 

There is also a relatively high rate of preventable 

hospital stays among Medicare enrollees living in 

Caldwell County.   

 

 

 

 

 

 

 

 

 

 

  

Could Not See 

Physician Total Pop. %

Bastrop 14,290 62,132 23%

Caldwell 8,283 31,857 26%

Hays 21,265 141,769 15%

Travis 127,778 851,854 15%

Williamson 35,854 358,538 10%

Texas - - 19%

U.S. - - 14%

Estimated Number and Percentage of Adults Who Could 

Not See a Physician Due to Cost,

County Comparisons, 2006-2012

Sources:  Percentages from RWJF County Health Rankings, population 

estimates from Texas State Data Center (2016)

Bastrop 68.8

Caldwell 106.9

Hays 52.2

Travis 56.3

Williamson 48.3

Texas 62.9

U.S. 59.3

Preventable Hospital Stays Per 1,000 

Medicare Enrollees, County 

Comparisons, 2012

Source:  RWJF County Health Rankings
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Lack of Access to Specialty Care 

According to a participant who leads a healthcare organization, “It’s very difficult to obtain 

specialists out here and keep them.”  Participants complained about the lack of specific types of 

specialists.   
Specialty services, good luck. Medicaid has slashed entire programs, not just reimbursement. 

They’ve just about gutted orthodontic care. There’s not an orthodontist who will take a 

Medicaid patient unless it’s a charity case.  There are oral surgeons over in San Marcos who will 

accept children on Medicaid. I don’t see it getting particularly better.  You just got to accept it 

as being part of the community, being a healthcare provider, and providing the needs no matter, 

within reason, what the reimbursement rate is.  

 

Oncology is a sub-specialty, which we do lack in Caldwell County.  The county has an 

extraordinarily high incidence of cancer…  There is an unbelievably high rate of lung cancer, 

pancreatic cancer.  So we really need oncology.  That’s one specialty that’s lacking. 

 

A physician explained that some patients who receive services in Austin have trouble finding 

follow-up care.   
 

There is occasionally an issue with patients who get specialty health in Austin.  For instance, I 

had a patient who became a new patient of mine yesterday.  He had a really almost near-death, 

catastrophic accident last year.  Survived after lots of major surgery.  Now, he is having a 

problem getting in to see the surgeon at Brackenridge because…   [The surgeon] took care of 

him because he was Star-Flighted there, but ‘technically we don’t really need to take care of you 

because you don’t belong in Travis County.’  Which, I mean, they’re right.  I don’t blame them.  

If they are going by the rule, and they’re overworked at Brackenridge...  This guy, the patient, is 

left high and dry, so my nurse is having to find surgeons who will accept his insurance and things 

like that.  

 

Suggested Solutions 
More Healthcare Facilities 

Lockhart residents want a new clinic and other facilities that offer specific healthcare services: 

• “The crying need is a modern hospital, full-service.  I don’t know if that’s in our future any 

time soon, but I think establishing some type of 24-hour stand-alone emergency clinic or 

urgent care clinic…” 

• “A free clinic” 

• “Most people have to travel out of town for imaging:  an imaging center.” 

• “What we really do need is an oncology infusion center in the hospital.   We used to do it 

before, and for various reasons we stopped doing it. We need to get that back because 

there are a ton of patients who have to drive quite long distances to get simple things…”   

 

Integrated Care at School-Based Clinics 

“It’s got to be school-based health centers, not just counseling, but why not just go ahead and 

put primary healthcare in schools?  Then we need to have a nurse practitioner who’s there along 

with our counselors.  We see not only the kids, we see the kids’ families, we see the teachers and 

instructors.  It’s all taken care of there.  It’s those commonsense prevention-type things.” 
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Part-Time Specialists Who Work But May not Live in Caldwell County 

A focus group participant suggested bringing “in specialty providers even if they’re willing to 

come in for half of their time and provide those type of services at a user-discounted price for 

those who aren’t insured.” 

 

College Readiness Programs and Pipeline for Future Healthcare Professionals 
 

College readiness programs...  If we can encourage, through our healthcare partnerships, 

internships–we’ve already got Texas A&M Health Science Center, UT Health Science Center, 

Texas State and Austin Community College–all of these great programs that are trying to 

produce our next generation of professionals.  We need to think forward and have internships 

that encourage them, educate them and make them knowledgeable about our systems of care.  

This is so that, 1) we can steal them when they’re ready to come out, and 2) to keep them 

informed about what the pubic system and private systems are all about, so they can make 

informed choices. 

 

Resources and Services Supporting Healthy Lifestyles 
 

The Issues 
 

Unhealthy Lifestyles 

Assessment participants described a high prevalence of unhealthy lifestyles and an unwillingness 

to change habits among residents: 

• “There’s just way too much unhealthy eating in this county.” 

• “People smoke.  People are obese.  People don’t exercise.” 
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• “I’ve clearly had patients leave my practice because I kept nagging them about their 

smoking.” 

 

About a third of adults in Caldwell County are 

considered obese.     

 

 

 

 

 

 

 

 

 

 

There is a relatively low 

number of WIC-

authorized stores per 

100,000 people, and 8% 

of low-income residents 

do not live close to a 

grocery store.6   

 

 

 

 

 

 

 

 

A quarter of residents in 

Caldwell (n=7,817) 

reported no leisure-time 

physical activity.   

 

 

 

 

 

 

 

 

 

Bastrop 31%

Caldwell 31%

Hays 27%

Travis 21%

Williamson 29%

Texas 29%

Percentage of Adults Aged 20 and 

Older Who Are Obese, 2011

Sources:  RWJF County Health Rankings

Number of WIC-Authorized 

Stores per 100,000, 2011

Percentage of Low-Income 

Population Not Close to 

Grocery Store, 2010

Bastrop 5.3 18%

Caldwell 5.2 8%

Hays 5.5 7%

Travis 6.0 8%

Williamson 4.5 7%

Texas 9.1 10%

U.S. 15.6 6%

Limited Access to Healthy Foods,

County Comparisons

Source:  RWJF County Health Rankings

With Access Total Pop. %

Bastrop 17,657 60,885 29%

Caldwell 7,817 31,267 25%

Hays 29,017 138,174 21%

Travis 134,066 837,910 16%

Williamson 63,244 351,354 18%

Texas - - 23%

Estimated Number and Percentage of Adults Aged 20 and 

Over Reporting No Leisure-Time Physical Activity,

County Comparisons, 2011

Sources:  Percentages from RWJF Health Rankings, population 

estimates (19 and older) from Texas State Data Center (2016)
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Only 49% of Caldwell 

County residents live 

reasonably close to a park 

or recreational facility that 

offers space for physical 

activity.  Types of 

locations can include city, 

county, state, or national 

parks and facilities such as 

gyms, community centers, 

YMCAs, dance studios and 

pools.7 

 

 

Focus group participants called people’s attention to the high number of car accidents and 

the lack of car seats in the wrecked cars. 
 

On I-30 we had numerous accidents, children ejected from the cars and killed.  We had [car seat] 

events each month.  We were in conjunction with Lockhart EMS.  We would have community 

car seat events.  We try to get information out to the schools.  Any time we do a health fair, we 

give out information for car seats, but the need is still there.  We have people calling all the time 

asking for car seats.  We’ve given out all the seats that we had in our clinic, so right now, we 

have none.  We’re looking for any type of brand or something.  

 

Lack of Health-Related Education and Knowledge 

Participants provided conflicting perspectives on the availability of programs and services to help 

people become healthier.  Some stressed a lack of educational programs, while others explained 

that programs are available, but residents tend not to take advantage of them for a variety of 

reasons.  Three participants offered their opinions:  

 
The second issue that we have is basically education. There is considerable denial about the 

damage that diabetes can do.  There has been considerable resistance to smoking cessation. 

There is a lot of resistance to age-appropriate screening like colonoscopies, mammography, 

things like that.  If you would ask me the number one health problem of Caldwell County, I would 

have said diabetes a few years ago.  That’s probably going to be obesity at this point with 

diabetes a close second.  There’s no concept of calorie intake, calorie reduction, daily exercise 

required.  So, an educational plan at that level would really help things a lot.  

 

About the education: it’s quite a shortage of education programs. Basically, I know there’s a 

diabetic wellness program. I had several talks, which have been sponsored by the local dairy 

company on diabetes: sleep apnea, high blood pressure, obesity.  What I found is that we initially 

had a great attendance, and despite advertising it in the paper, after a while it was down to 

maybe a dozen people, which was really not worth my time taking a morning off. 

 

I think these counties, there are a lot of resources such as we have at the AgriLife Agent in 

Caldwell County, and they're doing wonderfully well, and they have increased funding for 

With Access Total Pop. %

Bastrop 46,848 82,190 57%

Caldwell 20,867 41,733 50%

Hays 177,041 188,341 94%

Travis 1,095,695 1,129,582 97%

Williamson 459,248 488,562 94%

Texas - - 84%

U.S. - - 85%

Estimated Number and Percentage of People with Access to 

Exercise Opportunities, 2010-2013

Sources:  Percentages from RWJF County Health Rankings, population 

estimates from Texas State Data Center (2016)
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education.  It's just how they're going to decide how they're going to disseminate this 

education, like diabetes, cooking their own food, things like that.  So, there are a lot of resources, 

they are out there, and I see agencies working together. 

 

Suggested Solutions 
Preventive Education and Services 

Participants suggested community-based “grass-

roots” education, taught by peers.  They 

emphasized culturally and linguistically 

appropriate prevention programs aimed at low-

income residents.  They talked about making it 

easier to choose a healthier lifestyle by 

conveniently locating farmers’ markets and 

community gardens.  Because many people in 

Caldwell are in denial about certain issues, the 

educational programs may require special 

promotion and marketing or other enhancements. 

 
It’s healthy foods and nutrition education.  It’s all about wellness and prevention, and that starts 

with having access to affordable, healthy foods and nutrition that is also culturally sensitive.  Like 

recipes in Spanish, not just in English.  Access to health markets or farmers’ markets that provide 

healthy, fresh foods in appropriate ways.  Also the education, not only would you provide them 

the food.  How easy is it to get fast food?  You provide them with easy ways to prepare those 

foods that make it convenient for the families. ….  We have some farmers’ markets, but they’re 

more or less, if you think about it, charming markets in downtown areas rather than an 

educational venue that would be welcoming and help them to…  serve the low-income residents. 

 

Other suggestions included:   

• Tobacco cessation, where the program provides “information that will give people the 

incentive or enforcements they need to be able to quit smoking.” 

• Programs for increased exercise and physical activity 

• One-on-one nutrition, diabetes, and obesity counseling 

• Continued and enhanced support for the county’s car seat program 

 

Childcare and After-School Care 

A participant linked daycare and after-school care for children to health and well-being.  “Access 

to daycare and programs for children...  That affects persons seeking healthcare.  How do they 

take care of that child?  Also, afterschool programs… if you have a family member who’s working 

two jobs, how is that child remaining safe in the communities?” 

 

Parenting Classes, Especially for Parenting Teens 

A focus group participant prioritized the need for parenting classes and believes better parenting 

will lead to healthier lifestyles among the whole family.  “I work with the teens on parent 
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education.  There are many more teen parents that could use parent education to raise their kids 

in a productive environment.” 

 

Affordable Housing 
 

The Issues 
Participants rated housing as a high priority during interviews.  There are not enough affordable 

and transitional housing options in Caldwell County, especially in Lockhart. 

• “I can give you the top ones.  The next [priority after transportation] is actually affordable 

housing…” 

• “There is a shortage of housing and not enough inventory.”  

• “I’m talking about when Bluebonnet Trails [sees] persons with housing needs, we don’t 

have access to resources in our county like in Travis County or in Bexar County.” 

• “Lockhart is still dealing with growth issues and people moving to Lockhart who are trying 

to find affordable housing when they work in Austin.   Luling, it’s not really the case.   

That's not really the case there.” 

 

Participants emphasized the lack of sufficient resources and service coordination to assist 

homeless people. 

• “Well, right now we have the food bank in Luling, and it's entirely run by the Luling 

Ministerial Alliance and the churches.  It's donation only, and you have to have like an 

address or a utility bill or something…  I'm not saying that if somebody came in there and 

said, ‘I'm homeless,’ they would probably give them food, but no, in fact, when I've had 

people show up at the door, I was told to send them to the police station, and then they 

would give them a gas card or what have you….  The main thing I had was with the 

Ministerial Alliance…  So, the current protocol was to send them out to the police station, 

and then let them call the president of the Ministerial Alliance.” 

• “But Lockhart’s another ballgame too, Lockhart has the Catholic Church and other 

resources, and so it’s just very difficult.  Sometimes you just want to tell people you need 

to go into Austin or San Antonio, that's where the resources are for homeless people, and 

you might even buy them a bus ticket, if we had a bus stop.” 

 

Interviewees described the lack of stable housing as a barrier to a better life and as a root cause 

of health-related problems.   

• “Transportation, housing, and childcare have always been the barriers to people being 

able to actually make positive changes.  Now, I would put housing way, way at the front 

of the list.” 

• “If they’re looking at something that’s going to be causing somebody to have success in 

their future, a collaboration, I’m going to underscore that in all of the answers, it’s 

providing affordable housing.  If it’s transitional housing, if it’s anything that can get 

somebody back on their feet so they can get their life together...” 
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In Caldwell County, 34% of housing units are considered “substandard.”  Almost a third of 

households have a high-cost housing burden.  That is, the housing costs account for more than 

30% of the household’s income.8   

 

 
 

System of Coordination Among Social Service and Healthcare Providers 
 

The Issues 
Focus group participants described a lack of communication among providers and a resulting lack 

of knowledge about available resources and referral opportunities. 

• “I’ve heard of the earlier pediatricians who came in…  The local family doctors never heard 

from them.  It’s like, ‘I’m here, send them to me,’ not pick up the phone and say, ‘I’m here.   

I can handle these kind of cases for you.  I’m here to help any way I can.” 

• “I’ve been at the judge’s office when my colleague has gotten a phone call, and she’s new 

here too, and she looks at me, and I said, ‘I don’t know.’  I don’t have kids, so I don’t know 

what’s going on or what services we have.” 

• “Keeping people connected.  This idea we’re hearing about difficulties with outreach.  

The community not knowing what the resources are, but it sounds like also the 

professionals also not necessarily knowing what other services are available to their 

clients in the county.” 

 

Suggested Solutions 
There were a lot of suggestions for building a system of coordination for providers.  An 

interviewer described how coordination among service providers would be more efficient and 

save money in the long run.   

 
If you have twenty churches in the area, some people go to ten of the churches and ask for every 

one of them, and then when they get together and start talking, they realize that everybody has 

helped this person when in essence if they were to come together and have a system then they 

could all unite and be able to help this person one time. 

Bastrop 31% Bastrop 29%

Caldwell 34% Caldwell 30%

Hays 41% Hays 40%

Travis 39% Travis 38%

Williamson 30% Williamson 30%

Texas 34% Texas 32%

U.S. 36% U.S. 36%

Percentage of Substandard Housing 

Units, County Comparisons,

2010-2014

Source:  RWJF County Health Rankings, 

"Substandard" is a unit with at least 1 of 5 

specified deficiencies.

Households with Housing Costs Using 

More than 30% of Household Income, 

County Comparisons, 2010-2014

Source:  RWJF County Health Rankings
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Focus group participants emphasized greater communication among providers. 

• “I would put more money towards the services we have, and we need to increase and try 

to put money more in the communication, provider-to-provider services, talking to 

services and just becoming a greater community, but that is hard to accomplish.” 

• “A little more interaction…  When a specialist comes here, he’s got to recruit.  He’s got to 

recruit patients. He’s got to recruit referrals.  He’s got to recruit the family doctors, and 

the more we can get those guys together, hopefully those people build up the volume to 

the point to where they travel here, and they’re committed to either come here 

themselves or keep an associate in here because it’s a profit center.” 

 

Focus Group participants suggested investments in creating a formal system that would include 

paid professional staff and information-sharing opportunities and tools.  

• “If we had a list of what each of you does and what you all offer, because if we had 

information, we could find a place there in the first floor at the courthouse or at the 

Justice Center City Hall and just put out information as to what everybody offers.” 

•  “Strengthen the Interagency meeting.”  “We have meetings called Caldwell County 

Interagency Coalition.  We would discuss the resources and then also hypothetically, we 

could talk about, ‘I had somebody come, and this is what's going on, do you all have any 

suggestions?’  It's a wonderful organization.” 

• “So, there is a SHAC community, Student Health Advisory Committee…  Well, in Lockhart, 

I'm told that they have a fairly robust committee.  In Luling, the parental support is kind 

of small, and so something that we've talked about is ways to improve that…  Parents 

don't understand the importance of it.”  

 

Focus group participants also stressed that collaboration and strategic partnerships among the 

City of Lockhart, the City of Luling, the Interagency Coalition, SHAC, and other stakeholder groups 

are key to improving the community health of Caldwell County.  They also emphasized success is 

dependent on the dedication and sense of responsibility among community members and 

professionals. 

• “If strategically you are going to do this…  I think that as a group, everyone has to come 

up.” 

• “All you really need is that you want them to be devoted and pretty much engaged into 

making things happen.” 

 

Patient Navigation and Education about Available Resources 
 

The Issues 

Difficulties with Outreach 

• “There's a lack from the age of 21 to retirement that of people having the education to 

reach out for services…  Another thing, in being a nurse and being out there, it's really, 

that age population, it's really hard to reach out to them…” 
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• “We do need to advertise.  We do have other types of coverage, so we need to get those 

entities out.  Always getting the newspaper.  Editor is a good friend of mine, but if you 

don’t buy an ad, you don’t get any coverage in the newspaper.  He does make an effort 

to put out a directory of all the physician’s services, but it’s only once a year.” 

• “I also think to your point, we can run ads in the paper all day long, but what we found is 

that it’s usually not reaching the community that we need…” 

• “Usually word of mouth.  Really, that’s where we have to fix the problem.”  

• “I think the problem is that the consumer doesn’t know to connect to 2-1-1…  So I think 

again, it’s that gap of how are we educating our members or community.  ‘Here is actually 

what you do have available at your disposal.”  

 

Lack of Knowledge about Available Resources 

•  “A lot of people aren’t aware that we have specialty coverage here.  South Austin has a 

clinic for example, over on the west end of town, CTMC has a clinic on the south side of 

town. Seton has their clinic here.  A lot of people, I think, aren’t aware that we have an 

allergist who comes to town.  We have orthopedic people who come to Lockhart.  We do 

have OB/GYN.  We do have periodontists.  We do have pediatricians.”   

• “There are a lot of Hispanics and African Americans…  I think that’s a big chunk of our 

population that needs to know that there are some of these services in the community.” 

 

Suggested Solutions 
• Build a system of coordination among social service and healthcare providers so that they 

can better assist clients and patients with information and referrals.  For example, “…Just 

individuals in the community who are able to connect these individuals with the agencies 

that they need to be connected, no one falls through the cracks.  I think care coordination 

is huge.  If you can have a few, four or five people who are working within this group of 

people to connect these individuals, that would make a great impact.”  

• Strengthen, enhance, and design new ways to do community outreach to specific groups. 

• Promote and expand 2-1-1 and make it more specific to Caldwell County. 

• Provide information to patients that is culturally and linguistically appropriate.  For 

example, “Spanish speaking, obviously, for every answer that I’ll be giving you, we’ve got 

to reinforce that the need is for communication.  Number one on that communication list 

is Spanish speaking individuals who can coordinate the services.  That includes primary 

care physicians, psychiatrist, case managers, it’s everybody…  But, it’s our front desk 

operations.  We’ve got to make sure that we’re connecting…  That’s a huge issue.” 

 

Dental Care among Adults 
 

Caldwell County has been designated a Health Professional Shortage Area for dentists.  

Assessment participants described an unmet need for dental care among adults, particularly 

seniors.   
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Most children are covered under Medicaid for dental care.   Adults 21 and over do not have 

much coverage.  This is a large out-of-pocket expenditure.  There is a dental clinic in Luling that 

provides care but not for some extractions, dentures, bridges, crowns and root canals.  Clients 

have to find other resources, and most of the time, this is not affordable.  Dental care is the 

root to overall health and also self-esteem. 

 

We do have the dental clinics that have reduced price dentistry, but some of them in the 

counties, they don't take care of dentures, I mean there's not a resource for dentures or like 

crowns, bridges, things like that.  So, I see that where seniors are struggling, or they're doing 

without when they need it, or saying, ‘Just pull my tooth, it's hurting me, it's infected so just pull 

it,’ and I'm not sure what the solution is. 

 

Caldwell County, compared to the U.S., has a high rate of “no dental care among adults in the 

last twelve months.”9  Thirty-eight percent said they had not had a dental exam in the past year.   

 

 
 

 

Resources and Services to Combat Poverty 
 

The Issues 
Compared to the U.S., Caldwell County has a fairly high rate of poverty among adults (19%).10 

• “…There is a significant population in poverty, particularly children (26%).” 

• “We have the hidden poor in this county.  We have homeless and everything, but it's not 

acceptable for them to be out in the open.” 

• “[City of Lockhart] did a comprehensive plan.  We are in partnership with Hays County, 

and we both identified that our poverty numbers were increasing, and for Caldwell 

County that was the fact that half of the homes are mobile homes or trailer houses…” 

 

No Exam Total Pop. %

Bastrop 37,528 62,132 60%

Caldwell 11,978 31,857 38%

Hays 51,462 141,769 36%

Travis 264,075 851,854 31%

Williamson 100,032 358,538 28%

Texas - - 37%

U.S. - - 30%

Estimated Number and Percentage of Adults with No Dental 

Exam in Past 12 Months, County Comparisons, 2006-2010

Sources:  Percentages from RWJF County Health Rankings, population 

estimates (19 and older) from Texas State Data Center (2016)
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Suggested Solutions 
A participant suggested better coordination of services for the homeless.  Other suggestions 

centered on workforce and economic development.  One participant highlighted how the 

acceptance of Workman’s Compensation at healthcare organizations can contribute to economic 

development. 

• “If we can, we always focus on jobs that are at least above the County average [income].  

So, [people in Caldwell] have the ability, if they are working at such a level, and they have 

a certain skillset, then they can keep moving up without having to commute out.  Because 

right now, I want to say 50% of our workforce commutes out.” 

• “The major need is one that we have no workmen’s comp service and it hinders…  it’s 

detrimental for us as far as recruiting manufacturing type of businesses, and that is 

something that we are growing in…  People who have Workman’s Compensation are 

pushed to San Marcos, Kyle, or Austin.” 

 

  

Below FPL Total Pop. %

Bastrop 13,594 82,190 17%

Caldwell 7,787 41,733 19%

Hays 32,112 188,341 17%

Travis 196,773 1,129,582 17%

Williamson 34,248 488,562 7%

Texas - - 18%

U.S. - - 15%

Estimated Number and Percentage of People Living under 

the Federal Poverty Level, County Comparisons, 2010-2014

Sources:  Percentages from RWJF County Health Rankings, population 

estimates from Texas State Data Center (2016)

Below FPL Total Pop. %

Bastrop 5,416 20,058 27%

Caldwell 2,568 9,876 26%

Hays 6,986 46,572 15%

Travis 58,323 277,728 21%

Williamson 13,002 130,024 10%

Texas - - 25%

U.S. - - 22%

Estimated Number and Percentage of Children Living under 

the Federal Poverty Level, County Comparisons, 2010-2014

Sources:  Percentages from RWJF County Health Rankings, population 

estimates from Texas State Data Center (2016)
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Resources and Treatment for Substance Abuse 
 

The Issues 
Several participants communicated an increasing need for substance abuse services and 

treatment and trained providers.  For example, “We have a lot of drug and alcohol abuse.  I had 

someone come up to me who worked in the legal system, and they were asking me if I could help 

them, because they had just seen that the drug abuse or the crime has just escalated, it's out of 

sight…  But we are not trained, that’s like a very special type of work.” 

 

Suggested Solutions 
Participants would like to see more funding, more continuity, and an expansion of outreach and 

preventive services and treatment services for those already suffering from substance abuse.     

• “I would like to see more resources for mental health, more resources for substance 

abuse.” 

• “So, we talk about ways to get agencies…  to go right to the kids, to try to prevent and try 

to give them a successful life.  As far as the drugs and everything, I think having people 

who are knowledgeable about this and who know how to work with abuse, to go in and 

do that outreach.” 

• “There is Hays-Caldwell Council on Drug Abuse.  There is a coordinator that I've met a few 

times who is going into the schools.  She said that she's now in the Lockhart school, and 

so hopefully that has started in Luling, and this is another thing that as grants, as the 

money goes down, or they have the change in staffing, then it's like another person 

starting all over again.” 

 

Reproductive Health Services and Teen Pregnancy Prevention 
 

Caldwell County has a fairly high rate of STDs compared to Texas.11  Participants named 

pregnancy prevention among teens and women’s health as issues to prioritize. 

 

Needs Among Older Adults 
 

Participants emphasized the needs of older adults in Central Texas.  Some of their needs mirror 

the issues of the overall population; others are specific to seniors.  Why emphasize the needs of 

older adults?  “The aging population is just absolutely exploding.”  In Caldwell County, in 2016, 

adults aged 65 and older number 5,853.  By 2030, it’s projected that there will be 9,970 seniors, 

an 70% increase.12   
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Eyeglasses and Dental Care 

Many seniors do not have the money to buy eyeglasses or access dental care. 

• The Area Agency on Aging of the Capital Area “helps some people get glasses, just basic 

glasses when their glasses break.  Again, we have very little funding.  I think Medicaid 

does help pay for one pair of glasses every two years.  Most of the time they may be okay, 

but it’s your middle-income people who need help with glasses.”  

• “When you have people, a lot of times they say they worked hard all their lives, and they 

end up with Medicare, and then if they don't have a secondary [insurance], or if they don't 

qualify for Qualified Medicare Beneficiary, they still don't have a resource for eyeglasses 

and dentistry.”   

• “We do have the dental clinics that have reduced price dentistry, but some of them in the 

counties, they don't take care of dentures, I mean there's not a resource for dentures or 

like crowns, bridges, things like that.  So, I see that where seniors are struggling or they're 

doing without getting a new pair of glasses when they need it or saying just pull my tooth, 

it's hurting me, it's infected so just pull it and I'm not sure what the solution is.” 

 

Appropriate Food Sources and Good Nutrition 
Congress passed the Older Americans Act (OAA) in 1965 in response to concern by policymakers 

about a lack of community social services for older adults.  Although older adults may receive 

services under other federal programs, the Older Americans Act is considered to be the major 

vehicle for social and nutrition services to seniors and their caregivers.  The Act authorizes a wide 

array of service programs through a national network of 56 State agencies on aging, 629 area 

agencies on aging, and nearly 20,000 providers.  Unfortunately, according to an interviewee, 
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Texas lost approximately 17% of its Older American Act funds in 2013.  This funding has not been 

replaced, and the current political environment is not conducive to increased funding.  The Area 

Agency on Aging of the Capital Area and a network of providers rely on this funding to provide 

many home-delivered meals and congregate meals, and funding for them continues to be an 

issue.   

 

Affordable and Accessible Housing for Older Adults 
Seniors need affordable and accessible housing.  “People can’t age in affordable housing if it’s 

not accessible.”  One problem is that many seniors make too much money to qualify for income-

qualified housing.  Yet, they also cannot afford to “pay outrageous taxes.  They’re moving out of 

Travis County.  They’re moving out to the more outlying counties, and the problem is, there are 

fewer support services available for them.” 

 

There is currently a push for “Transit-Oriented Housing Developments,” which are often public-

private partnerships.  The Aging and Disability Resource Center has an initiative called “Housing 

Navigation,” which is becoming involved with the housing authorities in the ten-county Central 

Texas region.   

 

Caregiver Support 
In Caldwell County, there is an unmet need for caregiver support and in-home respite.  The lack 

of caregiver support can cause family caregivers to work part-time, leave the workforce, or retire 

early.4   Middle-income seniors suffer “because they don’t qualify for Medicaid.  Because middle-

income seniors do not qualify for Medicaid, the State cannot pay for an in-home caregiver.  Many 

of these middle-income families lack long-term care insurance, “so they really get stuck.”  “The 

low-income, hard-to-reach [people in rural areas] are in a difficult situation because there are 

fewer providers to provide the care.  This is especially true in Caldwell, Hays, and Bastrop.”  There 

are more companies that provide in-home care and personal care assistants in Williamson and 

Travis.   

 

Leadership, Collaboration, and Planning that Account for Older Adults 
An interviewee suggested a Commission on Seniors in every town, city, and county so that the 

voices and perspectives of seniors can be included in discussions on planning.  In addition to 

creating the commissions or task forces, city and county planners need to take advantage of 

them.   

 

Alternatives to Nursing Homes 
According to an interviewee, the conversion of Medicaid to managed care organizations is 

changing the way the Medicaid population’s needs are being met.  The change is affecting seniors 

who live in nursing homes.  “Assisted living for seniors is a much more affordable way to care for 

folks than 24-hour skilled nursing care…  Medicaid in Texas only pays for an extremely limited 

amount of care in assisted livings.  So, it’s forcing our Medicaid population to live in skilled nursing 

facilities, when they may not need to…  That’s a very high cost of care…  It always seemed fairly 

tragic that there’s a group of seniors with Alzheimer’s who could really benefit from being in an 
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assisted living facility, and they can’t participate in that.”  She advocated for giving our seniors 

more options and choices:  their own homes, assisted living facilities, and nursing homes. 

 

PRIORITIZING UNMET NEEDS 
 

The Rankings 
 

Key informants identified many unmet needs and potential solutions.  A central goal of the Needs 

Assessment is to assist with the prioritization of problems and solutions.  Thus, we created an 

online survey that asked respondents to assess several community health needs on a number of 

criteria.  These criteria were: 1) Relatively large number of people affected, 2) Availability of cost-

effective solutions, 3) A root cause of several other issues, 4) Existence of large disparities among 

groups, and 5) Existence of leadership and momentum to solve unmet need.  (See Appendices 

for methodology.)   

 

Respondents’ priority scores were very high and similar for all of the community needs.  Thus, it 

is difficult to use these data to identify areas for emphasis.  The highest scores were for primary 

healthcare, mental and behavioral healthcare, and reproductive health services and teen 

pregnancy prevention.  The lowest scores were for dental care among adults, specialty care, 

resources and services supporting healthy lifestyles, substance abuse treatment, and a system of 

coordination among providers.  The survey also asked respondents to select the most important 

community health need to address in the next one to three years.  The top three responses were 

mental and behavioral healthcare and system of coordination among providers, and resources 

and services to combat poverty.  No respondents selected reproductive health services and teen 

pregnancy prevention, transportation, substance abuse treatment, or specialty care as the most 

important priority.  In summary, the quantitative data suggests that respondents see mental and 

behavioral healthcare as particularly important.  Dental care among adults, specialty care, and 

substance abuse treatment were consistently ranked a lower priority.  Based on the online survey 

findings and a qualitative assessment of the interviews and focus group, Nybeck Analytics offers 

the needs in prioritized order below. 

 

More robust transportation system.  Several participants named transportation as the number 

one priority and reported a direct link between transportation problems and access to 

healthcare.  People in Caldwell want an affordable collaboration for a public transportation 

system. 

 

Mental and behavioral healthcare.  According to participants, there is a shortage of providers, 

and there are very few mental and behavioral healthcare resources aimed at serving the mental 

health needs of the community, especially children, before emergencies develop.   

 

Physical healthcare.  Participants described a lack of access to primary, preventive, and specialty 

care, partly due to a shortage of providers.  Participants called for a 24-hour stand-alone 

emergency clinic or urgent care clinic, other healthcare facilities that provide specific services, 
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integrated care at school-based clinics, specialists who would work part-time in Caldwell, and a 

pipeline for future healthcare professionals.   

 

Resources and services supporting healthy lifestyles.  Assessment participants described a high 

prevalence of unhealthy lifestyles and an unwillingness to change habits among residents.  There 

is a lack of health-related education and knowledge among people living in Caldwell.  Suggested 

solutions include getting preventive education and services to the people who need them, 

provision of car seats, child care and after-school care, and parenting classes, especially for teen 

parents. 

 

Affordable housing.  Participants rated housing as a high priority during interviews.  There are 

not enough affordable and transitional housing options in Caldwell County, especially in Lockhart. 

Participants emphasized the lack of sufficient resources and service coordination to assist 

homeless people.  They described the lack of stable housing as a barrier to a better life and as a 

root cause of health-related problems.   

 

System of Coordination Among Social Service and Healthcare Providers. Focus group 

participants described a lack of communication among providers and a resulting lack of 

knowledge about available resources and referral opportunities.  With a system in place, 

coordination among service providers would be more efficient, clients and patients would receive 

better care, and money would be saved.  Participants suggested investments in creating a formal 

system that would include paid professional staff and information-sharing opportunities and 

tools.  They also emphasized that collaboration and strategic partnerships are important to 

improving community health in Caldwell. 

 

Patient navigation and education about available resources. Providers are experiencing 

difficulties with outreach and explained that people most in need of services often do not know 

about them or how to access them.  Participants suggested that a system of coordination among 

providers would lead to higher-quality information and referrals for clients and patients.  They 

also suggested designing new modes of outreach to specific groups, strengthening existing 

community outreach, and providing more culturally and linguistically appropriate 

announcements and publications.   

 

Dental care among adults.  Assessment participants described an unmet need for dental care 

among adults, particularly seniors.   

 

Resources and services to combat poverty.  In Caldwell, “…there is a significant population in 

poverty, particularly children.”  “We have the hidden poor...  We have homeless and everything, 

but it's not acceptable for them to be out in the open.”  Suggestions centered on workforce and 

economic development and coordinating services for the homeless. 

 

Resources and treatment for substance abuse. Several participants communicated an increasing 

need for substance abuse services and treatment and trained providers.  They would like to see 
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more funding, more continuity of services, an expansion of outreach and preventive services, and 

an expansion of treatment services for those already suffering from substance abuse.     

 

Reproductive health services and teen pregnancy prevention.  Caldwell County has a fairly high 

rate of STDs compared to Texas.  Participants named pregnancy prevention among teens and 

women’s health as issues to prioritize. 

 

Importance of Root Causation and Prevention 
 

We also reviewed the qualitative comments on priorities chosen.  The qualitative data allow us 

to get a more in-depth picture of how respondents established their priorities.  The results 

suggest that emphasis should be on root causes and prevention. 

 

Root Causation 
Researchers have referred to the social determinants of health as “upstream” factors affecting 

“downstream” health issues and interventions.13   In other words, the strains of poverty, low 

levels of education, housing instability, and a lack of transportation create situations that produce 

health disparities. Subsequently, interventions must be developed to address the 

disproportionately high rate of health problems in resource-poor environments.  Just as scholars 

have argued, respondents emphasized that the antecedent causes must be addressed first.  The 

benefit of starting “upstream” is that it will be more effective and more cost efficient than trying 

to fund a multitude of services for treating health problems and crises.  While it could be argued 

that initiatives to address poverty and homelessness are not “health” interventions, the 

respondents felt otherwise.  Respondents stated that developing community partnerships to 

reduce poverty and promote workforce development, affordable housing, and transportation 

should be high on the priority list.  For example, “I chose ‘resources and services to combat 

poverty’ because with affluence and education, transportation, housing, mental health services, 

transportation, etc. can be eased. Though, I would say that these are still at the top of the list of 

importance.”   

 

Prevention 
Respondents were also aligned with existing research about the power of prevention. They 

repeatedly emphasized the need for early intervention. “Living a healthy lifestyle helps prevent 

many other medical issues, and many of the unmet needs on this list.” 

 

Building Community and Connections 
 

Many participants emphasized the need for “greater community” and communication among 

social service and health providers.  Assessment participants want to see a strengthening of the 

communications infrastructure that includes providers, clients, and patients.  For example, 

“Coordination of existing resources has a better chance of positively impacting the health of 

Caldwell County−allowing us to then focus on the missing elements within the service array...”   
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Populations to Target with Resources and Services 
 

Suggested resources and services can benefit all residents of Caldwell County, particularly those 

with limited resources.  Interviewees and focus group participants identified people in low-

income households and the following groups who may be particularly vulnerable and in need of 

specific resources:  

• Infants and children: car seats, childcare and afterschool care, preventive mental and 

behavioral health services 

• Parenting teens:  parenting classes 

• Older adults: eyeglasses, dental care, caregiver support, housing, transportation, food 

and nutrition, alternatives to nursing homes 

 

 

  



31 

 

APPENDICES 
 

Appendix 1.  Description of Methodology 
 

Review of Literature and Quantitative Data 
A Nybeck Consultant conducted a literature review using previously published community needs 

assessments focused on Central Texas or Caldwell.  MIA Consulting, on behalf of Seton Healthcare 

Family, was responsible for the collection and review of the quantitative data that derive from 

secondary sources.  Community-level data were gathered from sources including the American 

Community Survey, U.S. Census and Behavioral Risk Factor Surveillance System, and the Texas 

State Data Center to illustrate the county’s demographics, health outcomes and health factors. 

MIA Consulting reviewed 80 measures and put measures into groups to allow data to be 

examined at a higher level.  

  

The CHNA data analysis utilizes z-score methodology to compare health measures of specific 

counties to each other, Texas, and the United States. The Robert Wood Johnson Foundation 

(RWJF) uses z-scores to produce its county rankings for various health measures.  Z-scores are a 

way to standardize different types of data for comparison purposes.  The scores measure the 

number of standard deviations from the average of all counties, and are not a comparison to an 

ideal standard.   

 

Nybeck Analytics incorporated the findings from MIA Consulting and previous community needs 

assessments into the project design, interviews and focus group, and this report as appropriate.   

 

Interviews with Key Stakeholders 
Purpose 

The purpose of in-depth interviews was to “identify and prioritize the health needs of the 

community” from the stakeholders’ points of view.  Findings from interviews informed the design 

of the focus group.  Interviews followed a semi-structured guide, and covered the identification 

of health needs, prioritization of health needs, and how best to meet those needs.  The 

interviewer asked about barriers and reasons for unmet health needs, existing resources, needed 

resources, and potential solutions among specific subgroups in the community.  At the end of 

each interview, the interviewer 1) asked if the interviewee could recommend anyone for an 

interview, focus group, or the online survey, 2) asked for permission to use quotes with 

interviewee’s name, and 3) explained that all interviewees would be asked to complete a brief 

survey to prioritize health needs.  Refer to Appendix 2 for Interview Guide. 

 

Sample and Recruitment 

Representatives from collaborating agencies (St. David’s Foundation, Seton Healthcare Family, 

Central Texas Medical Center) made up a steering committee, which was responsible for 

designing the Community Health Needs Assessment.  The steering committee members 

contributed contact information for 25 people who represent the broad interests of Caldwell 

County and who are knowledgeable about its health-related issues.  These key stakeholders 
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included nonprofit leaders, health department authorities, public school leaders, healthcare 

providers or leaders, elected officials, researchers, people representing distinct geographic areas, 

and people representing certain ethnic/racial groups.  The steering committee then prioritized 

potential interviewees, paying attention to factors such as type of work and work place.    

 

To recruit interviewees, Nybeck consultants, with the assistance of St. David’s Foundation and 

collaborating partners, called and emailed prioritized key stakeholders.  Nybeck Analytics 

conducted six interviews with key stakeholders in Caldwell County.  Interviews lasted between 

25 and 60 minutes and took place at his or her place of work or by phone.  Between Nov. 4, 2015 

and Jan. 28, 2016, a Nybeck consultant administered three face-to-face interviews and three 

phone interviews.  The sample included people from the below organizations. 

 

 
 

Transcription 

All interviews were audio-recorded and transcribed and remain confidential. 

 

Focus Group 
Purpose and Questions to Address 

The purpose of the focus group was to approximate a group response to ideas and flesh out 

proposed concepts. The group followed a semi-structured guide: 

1. Identify significant health needs 

2. Identify barriers and reasons for unmet health needs 

3. What supports, programs, and services would help to improve the needs, or issues? 

4. Identify existing resources, needed resources, and potential solutions among specific 

subgroups in the community 

5. What is the group’s reaction to a) health needs, b) barriers, and c) supports, programs, 

and services put forth by the interviewees, the literature review, and the quantitative 

analyses? 

 

Nybeck consultants finalized the design of the focus group guide after discussions with St. David’s 

Foundation (SDF) staff and the Steering Committee, a review of the quantitative data presented 

by SDF’s collaborating partners, and analysis of interview data collected up to the day of the focus 

group. 
 

Name Type

Bluebonnet Trails Community Services Safety net clinic, mental health

CAPCOG Community-based organization

City of Lockhart City or county gov't

Hays-Caldwell Women's Center Community-based organization

Methodist Healthcare Ministries Community-based organization

Seton Internal Medicine Practice Healthcare, nonprofit

Organizations Represented by Interviewees
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Recruitment and Sample 

Potential participants were identified from the list of 25 key stakeholders.  Most participants 

were recruited through organizations (schools, social service agencies, clinics) that provide 

services to community residents. Others were elected officials or government leaders. During 

recruitment, Nybeck staff explained the study’s purpose.  An incentive of $50 was offered to all 

participants.  Nybeck consultants recruited eleven key stakeholders who represented a specific 

group, occupation, or perspective important to the project.   Ten people from the below 

organizations participated in the focus group: 

 

 
 

Administering Focus Group and Collecting Data 

The focus group lasted 90 minutes.  The moderator began with an “unbiased” assessment of the 

focus group participants’ views of the health needs in their community.  The moderator asked 

open-ended questions about health needs.  Next, the moderator followed up with probes about 

any health needs that came up in the quantitative and qualitative analyses but that didn’t come 

up in the groups open-ended responses, such as, “You mentioned that there is a need in your 

community for primary care services like better management of diabetes.  We’ve heard from 

other sources/stakeholders that there is also a need to improve the management of 

hypertension in their communities.  Is this something that you are also facing within your 

community?  Please tell me more.”   An assistant moderator took notes and digitally recorded 

the group interview for transcription.   

 

Data Analysis:  Interviews and Focus Group 
Nybeck consultants coded all transcripts and identified the main themes. From successive 

readings of transcripts, we used content analysis to produce a progressively more refined coding 

scheme. Nybeck consultants collaboratively developed the coding and themes for the final 

summaries.  

 

  

Name Type

Caldwell County Commission City or county gov't

City of Lockhart City or county gov't

Communities in Schools Community-based organization

Community Health Ctrs of South Central Tex. Safety net clinic

DSHS-Caldwell County Health Dept. State, county, city health dept.

DSHS-Caldwell County Heath Department State, county, city health dept.

DSHS-Caldwell County Heath Dept. State, county, city health dept.

Lockhart Housing Authority City or county gov't

School Health Advisory Council-Lockhart ISD Public education, health in schools

Seton Family Health Center Lockhart & Luling Safety net clinic

Organizations Represented by Focus Group Participants
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Online Survey to Prioritize Needs 
A goal of this project is to prioritize health needs.  This prioritization was a two-step process.  The 

first determined the criteria used to prioritize health needs using Nominal Group Technique.  The 

second step was to prioritize the health needs identified throughout the project (literature 

review, quantitative analysis, interviews, and focus group) through an online survey.   

 

A Nybeck consultant administered the Nominal Group Technique during two planning meetings 

that took place in October 2015 (Appendix 3).   SDF staff, Nybeck consultants, and collaborating 

partners completed the exercise, which resulted in five weighted criteria to be used in prioritizing 

needs:  1) Relatively large number of people affected (.29), 2) Availability of cost-effective 

solutions (.26), 3) A root cause of several other issues (.21), 4) Existence of large disparities among 

groups (.14), and 5) Existence of leadership and momentum to solve unmet need (.10).   

 

The second step involved the survey.  Using the criteria identified during the two planning 

meetings, Nybeck constructed a Prioritization Matrix on SurveyMonkey.  See Appendix 4 for 

process.  A St. David’s Foundation Program Officer emailed a note to all listed stakeholders with 

email addresses (n=25), saying that they would receive an email invitation from Nybeck Analytics 

to complete the six-minute survey.  A Nybeck consultant emailed all interviewees, all focus group 

participants, and other key stakeholders an invitation on Feb. 1, 2016.  A reminder was emailed 

on Feb. 5, and the survey closed on Feb. 9.  Ten interviewees and focus group participants and 

three other key stakeholders completed the survey.  The response rate was 52%.   

 

 
 

Following instructions in the Priority Matrix, a Nybeck consultant analyzed the data using SPSS.  

Based on the weighted criteria, 13 respondents ranked the unmet needs in this order: 

1. Primary healthcare 

2. Mental and behavioral healthcare 

3. Reproductive health services and teen pregnancy prevention 

4. Affordable housing 

5. Resources and services to combat poverty 

6. More robust system of transportation 

n %

Private nonprofit social service organization (provider, executive, other staff) 3 23%

City, county, or state government (elected official or other staff) 2 15%

Health department of public clinic (provider or other staff) 2 15%

Private, nonprofit safety net clinic (provider, executive, other staff) 2 15%

Hospital (hospitalist, nurse, executive, other staff) 1 8%

Local mental health authority 1 8%

Public housing authority 1 8%

School or school district (nurse, counselor, superintendent, other staff) 1 8%

Total 13 100%

Sample for Online Survey



35 

 

7. Patient navigation 

8. System of coordination among social service and healthcare providers 

9. Substance abuse treatment 

10. Resources and services supporting healthy lifestyles 

11. Specialty care 

12. Dental care among adults 

 

In a separate question, when asked to “choose one unmet need as the most important to address 

in the next one to three years,” the top three responses were mental and behavioral healthcare, 

system of coordination among social service and healthcare providers, and resources and 

services to combat poverty.  No respondents selected reproductive health services and teen 

pregnancy prevention, transportation, substance abuse treatment, or specialty care as the most 

important priority (see table below). 

 

 

  

n %

Mental and behavioral healthcare 3 23%

System of coordination among social service and healthcare providers 3 23%

Resources and services to combat poverty 2 15%

Affordable housing 1 8%

Dental care among adults 1 8%

Patient navigation 1 8%

Primary healthcare 1 8%

Resources and services supporting healthy lifestyles (healthy food, 

physical activity, preventive services) 1 8%

Total 13 100%

Choosing One Unmet Need as the Most Important to Address

In the Next One to Three Years, Caldwell County, 2016
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Appendix 2.  Interview Guide 
 

Introduction 

St. David’s Foundation has asked Nybeck Analytics to conduct a Community Health Needs 

Assessment.  Seton Healthcare Family and Central Texas Medical Center are collaborating with 

St. David’s.  The purpose of the Assessment is to identify and prioritize health needs of the 

community so that these organizations can better serve their patients and communities.  We 

want to get input from people who represent the broad interests of Caldwell County and who 

have special knowledge of or expertise in its health issues.  The purpose of this interview is to get 

your perspective and opinions.   

 

Definition of Community (Caldwell) 

 

Background of Interviewee/Organization  

Current role, background and training, expertise 

 

Significant Health Needs 

• What are largest unmet needs?  Why? 

• What concerns you most about this community’s health?  Why? 

• Barriers and reasons for unmet health needs 

 

Resources/Solutions 

• Thinking about the “significant health needs” identified above, what services are needed, 

or what services need to be expanded or improved? 

• Identify current resources in the community 

• Find out how best to meet identified needs, identify resources and potential solutions:  

What do you think could be done to address the health need we’ve discussed? 

• Identify existing resources, needed resources, and potential solutions among specific 

subgroups in the community 

 

Closing and Follow-Up 

• Ask if interviewee knows anyone else in community appropriate for interview, focus 

group, or online survey. 

• Ask for permission to use quotes with interviewee’s name.  If “yes,” explain that if quote 

is slated for final report, a Nybeck consultant will contact interviewee and get explicit 

permission to use specific quote.   

• Explain that a Nybeck consultant will email invitation to complete a brief online survey to 

prioritize health needs.    
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Appendix 3.  Nominal Group Technique1 
 

The Nominal Group Technique (NGT) has been widely used in public health as a mechanism for 

prioritizing health problems through group input and information exchange.  This method is 

useful in the early phases of prioritization when there is a need to generate many ideas in a short 

amount of time and when input from multiple people must be taken into consideration.  An 

advantage of using this technique is that it is a democratic process allowing for equal say among 

all participants, regardless of position in the agency or community. 

 

Step-by-Step Instructions: 

 

1. Establish group structure – Group of partners with Nybeck Consultant as moderator.  

Moderator clarifies objective and the process. 

2. Silent brainstorming – Nybeck consultant asks partners to brainstorm and think about 

potential criteria before meeting.   

3. Each person lists the criteria that they thought about on a note card.   

4. Generate list in round-robin fashion – Nybeck consultant solicits one idea from each 

person and lists them on a flip chart for the group to view. This process should be 

repeated until all ideas and recommendations are listed. 

5. Group discussion – Nybeck consultant reads aloud each item in sequence, and 

the group responds with feedback on how to condense or group items. 

Participants also provide clarification for any items that others find unclear.  Add 

criteria as necessary. 

6. Anonymous ranking – On a note card, all people at meeting silently rank each listed 

health problems on a scale from 1 to 5 (or so), and Nybeck consultant collects, tallies, 

and calculates total scores. 

7. Repeat if desired/weight criteria– Once the results are displayed, the group can vote 

to repeat the process if items on the list receive tied scores or if the results need to 

be narrowed down further.  Discuss how to weight criteria. 

 

  

                                                           
1 Duttweiler, M. 2007. Priority Setting Tools: Selected Background and Information and Techniques. Cornell 

Cooperative Extension. Cited in “First Things First:  Prioritizing Health Problems,” National Association of County and 

City Health Officials.   http://www.naccho.org/topics/infrastructure/accreditation/upload/Prioritization-Summaries-

and-Examples.pdf. Sept. 2015. 
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Appendix 4.  Prioritization Matrix2 
 

A prioritization matrix is one of the more commonly used tools for prioritization and is ideal when 

health problems are considered against a large number of criteria or when an agency is restricted 

to focusing on only one priority health issue.  Although decision matrices are more complex than 

alternative methods, they provide a visual method for prioritizing and account for criteria with 

varying degrees of importance.  The following steps outline the procedure for applying a 

prioritization matrix to prioritize health issues.  The table below shows a single person’s matrix. 

 

 
 

1. Create a matrix – List all issues vertically down the y-axis of the matrix and all the criteria across 

the x-axis of the matrix so that each row is represented by a health issue and each column is 

represented by a criterion. Include an additional column for the priority score. 

 

2. Rate against specified criteria – Fill in cells of the matrix by rating each health issue against 

each criterion, which should have been established by the team prior to beginning this process. 

An example of a rating scale can include the following:  3 = criterion met well, 2 = criterion met, 

1 = criterion not met. 

 

3. Weight the criteria – If each criterion has a differing level of importance, account for the 

variations by assigning weights to each criterion.  For example, if ‘Criterion 1’ is twice as 

important as ‘Criterion 2’ and ‘Criterion 3,’ the weight of ‘Criterion 1’ could be .5 and the weight 

of ‘Criterion 2’ and ‘Criterion 3’ could be .25. Multiply the rating established in Step 2 with the 

weight of the criteria in each cell of the matrix.  If the chosen criteria all have an equal level of 

importance, skip this step. 

 

4. Calculate priority scores – Once the cells of the matrix have been filled, calculate the final 

priority score for each health issue by adding the scores across the row.  Assign ranks to the 

health problems with the highest priority score receiving a rank of ‘1.’ 

 

  

                                                           
2 Duttweiler, M. 2007. Priority Setting Tools: Selected Background and Information and Techniques. Cornell 

Cooperative Extension. Cited in “First Things First:  Prioritizing Health Problems,” National Association of County and 

City Health Officials.   http://www.naccho.org/topics/infrastructure/accreditation/upload/Prioritization-Summaries-

and-Examples.pdf. Sept. 2015. 

Criterion 1 

(Rating X Weight)

Criterion 2 

(Rating X Weight)

Criterion 3 

(Rating X Weight)
Priority Score

Health Problem A 2 X 0.5 = 1 1 X .25 = .25 3 X .25 = .75 2

Health Problem B 3 X 0.5 = 1.5 2 X .25 = 0.5 2 X .25 = 0.5 2.5

Health Problem C 1 X 0.5 = 0.5 1 X .25 = .25 1 X .25 = .25 1

Example Prioritization Matrix
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Appendix 5.  Online Survey Instrument 
 

Welcome and Thanks 

This 6-minute online survey is part of the 2015-2016 Community Health Needs Assessment. The 

Assessment is a collaborative effort led by St. David's Foundation, Seton Healthcare Family, and 

Central Texas Medical Center.  On behalf of these organizations, thanks for helping to prioritize 

community health needs in Caldwell County. 

 

1.  In the last few months, as part of the Community Health Needs Assessment, did you 

participate in an interview or focus group? 

1. Yes (skip to Q3) 

2. No 

 

Prioritizing Community Health Needs in Caldwell County 

During the Community Health Needs Assessment, people who represent the broad interests of 

Caldwell County and who are familiar with its health issues identified several unmet needs. These 

unmet needs are listed on the left. Five criteria, or questions, often used to prioritize needs are 

listed at the top. 

 

2. Considering the unmet needs on the left, please use the drop-down menus to answer each 

question by responding "yes," "somewhat," or "no." 

 

Does this 

unmet need 

affect a 

relatively large 

number of 

people?

Are cost-

effective 

solutions 

available to 

address 

this?

Is this 

unmet need 

a root cause 

of several 

other 

issues?

Thinking of 

this unmet 

need, do large 

disparities 

exist among 

groups?

Do 

leadership 

and 

momentum 

exist to 

solve this?

Resources and services to 

combat poverty

Transportation

Affordable housing

Primary healthcare

Dental care among adults

Mental and behavioral 

healthcare

Substance abuse treatment

Specialty care

Reproductive health services and 

teen pregnancy prevention

Resources and services 

supporting healthy lifestyles 

(healthy food, physical activity, 

preventive services)

Patient navigation and 

education about available 

resources and sources

System coordination among 

social service and healthcare 

providers
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Prioritizing Needs in Caldwell:  Interview and Focus Group Participants 

Unmet needs identified during the Assessment's interviews, focus groups, and literature review 

are listed on the left.     Five criteria, or questions, often used to prioritize needs are listed at the 

top. 

 

3.  Considering the unmet needs on the left, please use the drop-down menus to answer each 

question by responding "yes," "somewhat," or "no." 

 
 

Last Three Questions 

4.  If you could choose one unmet need as the most important to address in the next one to three 

years, what would it be? 

1. Resources and services to combat poverty 

2. Transportation 

3. Affordable housing 

4. Primary healthcare 

5. Dental care among adults 

6. Mental and behavioral healthcare 

7. Substance abuse treatment 

8. Specialty care (such as cardiology, urology, orthopedics, etc.) 

Does this 

unmet need 

affect a 

relatively large 

number of 

people?

Are cost-

effective 

solutions 

available to 

address 

this?

Is this 

unmet need 

a root cause 

of several 

other 

issues?

Thinking of 

this unmet 

need, do large 

disparities 

exist among 

groups?

Do 

leadership 

and 

momentum 

exist to 

solve this?

Resources and services to 

combat poverty

Transportation

Affordable housing

Primary healthcare

Dental care among adults

Mental and behavioral 

healthcare

Substance abuse treatment

Specialty care

Reproductive health services and 

teen pregnancy prevention

Resources and services 

supporting healthy lifestyles 

(healthy food, physical activity, 

preventive services)

Patient navigation and 

education about available 

resources and sources

System coordination among 

social service and healthcare 

providers
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9. Reproductive health services and teen pregnancy prevention 

10. Resources and services supporting healthy lifestyles (healthy food, physical activity, 

preventive services) 

11. Patient navigation and education about available resources and sources 

12. System of coordination among social service and healthcare providers 

13. Don't know 

 

5.  Please explain why you chose to prioritize this one need. _____________________ 

______________________________________________________________________ 

______________________________________________________________________ 

 

6.  Where do you work?     Please choose the response that most closely describes your work 

place. 

1. Health department or public clinic (provider, executive, other staff) 

2. Private for-profit medical practice (provider or other staff) 

3. Private, nonprofit social service organization (provider, executive, other staff) 

4. School or school district (nurse, counselor, superintendent, other staff) 

5. Place of worship 

6. Hospital (hospitalist, nurse, executive, other staff) 

7. Private, nonprofit safety net clinic (provider, executive, other staff) 

8. University or private research firm 

9. Foundation or other philanthropic organization 

10. City, county, or state government (elected official or other staff) 

11. Other (please specify)  ______________________________ 

 

Thanks so much for completing the survey.  We really appreciate it. 
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ENDNOTES 
 

1 This definition of community health is the same used by Austin/Travis County HHS in its Community Health 

Assessment.  See Austin/Travis County Health and Human Services Dept.  Together We Thrive:  Austin/Travis 

County Community Health Plan.  Dec. 2012. https://www.austintexas.gov/sites/default/files/files/Health/CHA-

CHIP/cha_report_8-24-12.pdf. Nov. 2015. 
2 These projections are based on the Texas State Data Center’s One-Half 2000-2010 Migration (0.5) Scenario.  It 

assumes rates of net migration one-half of those of the post-2000 decade.  The reason for including this scenario is 

that many counties in Texas are unlikely to continue to experience the overall levels of relative extensive growth of 

the 2000 to 2010 decade. This scenario projects rates of population growth that are slower than 2000-2010 

changes, but with steady growth.  http://osd.texas.gov/Data/TPEPP/Projections/. March 2016. 
3 U.S. Census Bureau, QuickFacts. http://quickfacts.census.gov/qfd/states/48/48055.html. Feb. 2016. 
4 Robert Wood Johnson Foundation, County Health Rankings and Roadmaps. 
5 Robert Wood Johnson Foundation, County Health Rankings and Roadmaps. 
6 Robert Wood Johnson Foundation, County Health Rankings and Roadmaps. 

http://www.countyhealthrankings.org/. Feb. 2016.  Living close to a grocery store is defined differently in rural and 

non-rural areas.  In rural areas, it means living less than 10 miles from a grocery store.  In non-rural areas, it means 

less than 1 mile.  Low income is defined as having an annual family income of less than or equal to 200% of the 

Federal Poverty Level. 
7 Robert Wood Johnson Foundation, County Health Rankings and Roadmaps.  “Reasonably close” is residing in a 

census block within a half mile of a park or residing within one mile of a recreational facility (urban census tracts) 

or residing within three miles of a recreational facility (rural census tracts). 
8 Robert Wood Johnson Foundation, County Health Rankings and Roadmaps. 
9 Robert Wood Johnson Foundation, County Health Rankings and Roadmaps. 
10 Robert Wood Johnson Foundation, County Health Rankings and Roadmaps. 
11 Robert Wood Johnson Foundation, County Health Rankings and Roadmaps. 
12 These projections are based on the Texas State Data Center’s One-Half 2000-2010 Migration (0.5) Scenario.  It 

assumes rates of net migration one-half of those of the post-2000 decade.  The reason for including this scenario is 

that many counties in the State are unlikely to continue to experience the overall levels of relative extensive 

growth of the 2000 to 2010 decade.  This scenario projects rates of population growth that are slower than 2000-

2010 changes, but with steady growth.  http://osd.texas.gov/Data/TPEPP/Projections/. March 2016. 
13 Gehlert S, Sohmer D, Sacks T, Mininger C, McClintock M, Olopade O. Targeting Health Disparities: A Model 

Linking Upstream Determinants to Downstream Interventions: Knowing about the interaction of societal factors 

and disease can enable targeted interventions to reduce health disparities. Health Affairs (Project Hope). 

2008;27(2):339-349. doi:10.1377/hlthaff.27.2.339. 
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EXECUTIVE SUMMARY 
 

Introduction and Background 
 

St. David’s Foundation, Seton Healthcare Family, and Central Texas Medical Center have 

collaborated to conduct a Community Health Needs Assessment for Hays County.  The purpose 

of the Assessment is to identify and prioritize health needs so that these organizations can better 

serve their communities.   

 

The Assessment includes four components:  1) review of previously published community needs 

assessments and quantitative data from secondary sources, 2) interviews, 3) focus groups, and 

4) an online survey.   Nybeck Analytics reviewed quantitative data analyses by MIA Consulting 

and previously published community needs assessments.   We incorporated the findings from 

MIA Consulting and previous community needs assessments into the project design, interviews 

and focus group, and this report as appropriate.  During the interviews, focus group, and online 

survey, Nybeck Analytics gathered input from people who represent the broad interests of Hays 

County and who have special knowledge of or expertise in the community’s health issues.  The 

key stakeholders included nonprofit leaders, health department authorities, public school 

leaders, healthcare providers or leaders, elected officials, researchers, people representing 

distinct geographic areas, and people representing certain ethnic/racial groups.  Consultants for 

Nybeck Analytics conducted ten interviews between Oct. 29, 2015 and Jan. 28, 2016 and one 

focus group on Jan. 6, 2016.  After completing the interviews and focus group, we administered 

an online survey in early Feb. 2016 to help prioritize needs previously identified in the 

Assessment.  (For a detailed description of methodology, please refer to Appendices.) 

 

Unmet Community Health Needs   
 

During the interviews and focus group, Nybeck consultants asked participants to explain what 

they believed were the most significant community health needs facing Hays County and the 

people served by the participant’s organizations, barriers to meeting those needs, and potential 

solutions.  Rather than describing “community context” or “social or environmental factors,” 

when asked to name the most significant “community health needs,” participants often replied 

with: “poverty,” “transportation,” “housing,” and also needs more traditionally considered 

healthcare-related issues.  Nybeck Analytics has followed their lead and written the report in the 

spirit of their responses.  The needs are listed here in priority, according to key stakeholders’ 

responses to the online survey and a qualitative assessment of the interviews and focus group.   

 

Resources and services supporting healthy lifestyles.  According to participants, a lack of 

education and economic inequalities lead to poor lifestyle decisions such as unhealthy diets and 

a lack of exercise.  Diabetes is a significant health problem, partly due to lack of access to healthy 

foods and lack of knowledge about healthy eating.  Assessment participants stressed the need 

for community-based strategies and interventions at early ages that promote healthy behaviors.  

They also suggested education and services to manage diabetes and other chronic diseases. 
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Resources and services to combat poverty.  Participants emphasized that a lack of socio-

economic resources is the root cause of most community health concerns. They suggested more 

local partnerships to address poverty. 

 

Mental and behavioral healthcare.  There are very few mental and behavioral healthcare 

resources aimed at serving the mental health needs of the community, especially children, before 

emergencies develop.  Assessment participants raised concerns about residents with very serious 

mental health problems who often require extensive treatment and case management.    The 

County, the hospital emergency rooms, the police department, and school counselors often have 

to respond to crises.  Suggestions included:  early intervention services, strengthening and 

expanding integrated behavioral health care, and intensive outpatient treatment for serious 

mental health or substance abuse concerns. 

 

Primary healthcare.  There is a provider shortage in Hays County.  Many children (12%) and adults 

(26%) lack healthcare coverage.  Assessment participants suggested expanding primary 

healthcare into public schools. 

 

More robust transportation system.  Many residents do not have cars, and public transportation 

options are extremely limited.  Participants reported a direct link between transportation 

problems, inability to get to healthcare facilities, and an overutilization of emergency department 

services.  Some service is needed to help residents get to their appointments, return home from 

the hospital, and pick up their medications.  Participants suggested an expansion of bus services, 

a voucher program run by public or private entities, a delivery service for medications, and 

coordination and co-location of social services. 

 

Affordable housing. There is a lack of affordable housing in the area.  In San Marcos, the 

university caters to students who need apartments or rooms for rent, and other cities in Hays 

have a limited inventory of affordable housing.  Several participants explicitly linked housing to 

health.   

 

Resources and treatment for substance abuse. Assessment participants raised concerns about 

people with substance abuse problems who require extensive treatment and case management.  

Drug overdoses of illegal and prescription medication are common.  Participants expressed 

concern over the lack of treatment services.   

 

Patient navigation and education about available resources. Many health problems are 

exacerbated by the challenges of finding providers, navigating the health care system, and 

managing medication.  Case managers and patient navigators, embedded into inpatient and 

outpatient care, can help patients with these issues.   

 

Reproductive health services and teen pregnancy prevention.  There is a relatively high rate of 

teen pregnancy in Hays County and a relatively high prevalence rate of STDs compared to Texas.  
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There continues to be a need for high-quality education in schools about sexual health and 

responsibility.   

 

Dental care.  Many people in Hays County do not receive routine dental care and often wait until 

a serious dental issue occurs before seeking care.  Participants suggested expanding education 

about dental health and dental services.  One interviewee suggested that dental care be further 

integrated into primary care. 

 

Building Community and Connections 
 

An overall theme expressed in the Assessment was the explosive population growth in Hays 

County and how that has contributed to a sense of disconnectedness and lack of social cohesion.  

The cities’ infrastructures have been unable to keep up with the number of new residents.  

Several participants described “lost” individuals who do not know who to ask for help or where 

to turn.  Others described a disjointed and inadequate social services infrastructure with little 

coordination and communication between providers.  

 

Vulnerable Groups 
 

The Needs Assessment identified several vulnerable groups for whom problems are numerous, 

severe, and underserved.  These include people with serious mental illnesses or substance abuse 

concerns, older adults, and residents of Redwood.  These populations can benefit from many of 

the suggested solutions, which include but are not limited to the following: 

• Affordable housing 

• Substance abuse treatment and services 

• Hybrid inpatient/outpatient program 

• Case management and patient navigation 

• Services for the elderly, e.g. caregiver support, assisted living, transportation, medication 

assistance 

• A community center in Redwood  
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INTRODUCTION 
 

St. David’s Foundation 
 

St. David’s Foundation is part of the public-private partnership known as St. David’s HealthCare, 

which includes six hospitals in the Central Texas region. The Foundation represents the public 

arm of the partnership and is designated as a 501(c)3 hospital by the IRS.  Each year, the 

Foundation returns a share of St. David’s HealthCare‘s earnings to the community in the form of 

grants. The Foundation’s grant making occurs within a five-county area in Central Texas, which 

includes Hays.  In recent years, the Foundation has experienced dramatic growth in its earnings 

from St. David’s HealthCare, and in 2015, the Foundation invested more than $65 million through 

grants and direct programs focused on community health. 

 

Purpose of Community Health Needs Assessment 
 

St. David’s Foundation (SDF), Seton Healthcare Family (Seton), and Central Texas Medical Center 

(CTMC) have collaborated to conduct a Community Health Needs Assessment for Hays 

County.  The purpose of the Assessment is to identify and prioritize health needs so that these 

organizations can better serve their communities.   

 

As non-profit hospitals, Seton, SDF, and Central Texas Medical Center are each required by the 

IRS to prepare Community Health Needs Assessments (CHNAs) to be finished by the end of their 

2016 tax years.  The three organizations share the same IRS requirements to conduct CHNAs.  In 

prior years, Seton, SDF and CTMC conducted separate CHNAs in Hays County and reported similar 

prioritized needs for the county. The IRS encourages hospitals to work with local partners to 

conduct CHNAs so that the community and each organization can benefit from the collaboration 

and avoid duplication of efforts.  

 

For the 2016 CHNA process for Hays County, Seton, SDF, and CTMC collaborated in planning and 

making decisions to meet the needs of all organizations and the community.  The organizations 

strove to equally divide work and financial investment.  Division of responsibilities was made 

based on respective staff capacity and expertise and the following components:  

 

 

Component Examples Owner Organization

Quantitative data acquisition
BRFSS, Census, RWJF County 

Rankings
Seton Healthcare Family

Data analysis & Interpretation
Health indicators & outcomes, 

demographics

St. David's Foundation, Seton Healthcare 

Family

Qualitative data and 

community feedback

Focus groups, forums, stakeholder 

interviews
St. David's Foundation

CHNA report development
Independently developed by each 

organization
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To meet the goals of the Assessment, “community health” is defined in a broad sense and 

includes numerous factors at multiple levels.  Individual behaviors (diet and exercise), clinical 

care (access to medical services), social and economic factors (state’s minimum wage), and the 

physical environment (air quality, parks, sidewalks) can impact a community’s health.1 

 

Purpose of Report 
 

This report focuses on the community health needs of Hays County.  It describes findings from a 

literature review, interviews and focus groups, an online survey, and a review of existing 

quantitative data collected from secondary sources.  Representatives from St. David’s 

Foundation, Seton Healthcare Family, and Central Texas Medical Center identified and prioritized 

key stakeholders to participate in the interviews, the focus group, and online survey.  Key 

stakeholders included people who represent the broad interests of Hays County and who have 

special knowledge or expertise in its health issues.  They included nonprofit leaders, health 

department authorities, public school leaders, healthcare providers or leaders, elected officials, 

researchers, people representing distinct geographic areas, and people representing certain 

ethnic/racial groups.  (See Appendices for a detailed description of methodology.)   

 

Profile of Hays County 
 

The Population and Its Tremendous Growth 
Hays County’s 2016 population is estimated to be 188,341.  Hays County is a suburban county 

located within the Austin Metropolitan area.  Cities include:   Buda, Dripping Springs, Hays, Kyle, 

Mountain City, Niederwald, San Marcos, Uhland, Wimberley, and Woodcreek.  In 2014, Hays 

County’s population was approximately 57% White, 37% Hispanic, 4% Black, and 2% Asian.2   

 

 
 

By 2030, Hays County’s population is expected to increase by 45%, adding 84,906 people and 

bringing the total to 273,247.3  Hays County is one of the fastest growing areas in the country.  

San Marcos is the fastest growing city in the United States.  The high growth rate is projected to 

continue for decades.  While some of the growth has been fueled by community characteristics, 

e.g. Texas State University, much of it represents an exodus from Austin of people who can no 

longer afford to live there.  Thus, the population growth includes a disproportionate number of 

Bastrop Caldwell Hays Travis Williamson

0 to 17 20,058 9,876 46,572 277,728 130,024

18 1,247 590 3,595 13,944 7,184

19 to 64 48,815 25,414 118,338 736,421 296,034

65 and over 12,070 5,853 19,836 101,489 55,320

Total 82,190 41,733 188,341 1,129,582 488,562

Source: Texas State Data Center

Projected Population by Age Group, County Comparisons, 2016
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people with lower levels of education and income.  This creates a corresponding increase in the 

demand for social services.  

• “The overarching issue is growth. Just trying to keep up with all the people coming in and all the 

demand for services. We’ve seen a huge increase in the last five years, about 68% increase in 

demand for services [at Hays County Women’s Center].” 

• “That population, if you look at the in migration and who that population is, they are older than 

our average age.  They have an average age of 36 to 40, they’re less educated than our population, 

and 30% of them are at the poverty rate.” 

 

 
School Districts and their Students 
There are three school districts in Hays County.  The two largest are San Marcos Consolidated 

Independent School District (CISD) and Hays CISD. The San Marcos CISD serves San Marcos and 

areas in Hays, Caldwell, and Guadalupe Counties. San Marcos CISD has an enrollment of 7,501 

students: 72% are considered Economically Disadvantaged, and 9% are English Language 

Learners.  Hays CISD covers Kyle, Buda, Niederwald, and Uhland. Hays CISD serves 17,205 

students: 51% are Economically Disadvantaged, and 16% are English Language Learners.  Much 

smaller is the Wimberley ISD with 2,064 students: 28% are Economically Disadvantaged, and 7% 

are English Language Learners.4 

 

Linguistically and Geographically Isolated Hispanic Communities 
There is a large Hispanic population in Hays County, and a significant proportion of it speaks only 

Spanish.  In addition, there is a community located outside the San Marcos city limits (Redwood) 

that is particularly isolated and without resources. 

 
There is a neighborhood, I don’t even think it’s a neighborhood, I don’t really know what it 

is.  It’s out here on Wonder World...  Of all of those kids, they are not in the City of San 

Marcos.  It’s almost like a…  It’s like a Colonia.  The undocumented Hispanics live out there.  
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It’s a trailer home.  It’s like you’ve gone into somewhere else.  It might be in Guadalupe 

County.  It’s in this no man’s land.  It’s not a city.  Those kids go to San Marcos Consolidated 

Independent School District.   What I have been told is that that neighborhood and those kids 

are primarily the reason why 70% of the School District population qualifies for Free and 

Reduced Lunch. 

 

 
 

Lack of Community Cohesion 
Hays County consists of several small cities.  Each has had its own approach to community 

support and engagement. This creates a disjointed social services infrastructure. There is little 

coordination and communication between service providers. And residents are unsure of 

available resources and where they are located.  

• “Overall in Hays County, the social infrastructure was really in San Marcos…  Kyle, Buda, 

Wimberley, Dripping Springs were all little bitty towns, and each town has its own personality and 
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own way that it’s evolving.  Well, Kyle is getting a lot of the lower-income folks…  The city of Kyle 

is really struggling to keep up with any kind of social infrastructure that they need.  For instance, 

we’ve always served Kyle, but we're [Hays County Women’s Center] serving more and more 

people from Kyle than we ever have.” 

• “It’s just finding ways for people to connect and reshuffling the social infrastructure…  What we’ve 

always been able to do over the years, and of course, with limited resources, so we didn’t have 

too much choice about this, was that people found us, and they came to us.  Well now, with 

people not being as connected, then they don’t find us as easily.  So, the traditional ways of doing 

things, I think you’ve got to question every one of them.” 

• “…I think that technology, the connections that I'm talking about, I think that's where a lot of 

people get their connections, and somehow those need to be about the community that they live 

in.  Somehow [they need] to make real connections to the community that they live in.  So, that 

would be my kind of Central Texas, global wish.” 

 

COMMUNITY HEALTH NEEDS IN HAYS COUNTY 
 

This section presents findings from the interviews, focus group, and review of existing 

quantitative data.  Nybeck Analytics is not endorsing the ideas or the needs described, nor have 

we checked for accuracy of people’s statements.  During each interview and the focus group, we 

asked each participant to explain what he or she thought were the most significant community 

health needs facing Hays County and the people served by the participant’s organization, barriers 

to meeting those needs, and potential solutions.  Rather than describing “community context” 

or “social or environmental factors,” when asked to name the most significant “community 

health needs,” participants often replied with: “poverty,” “transportation,” “housing,” and also 

needs more traditionally considered healthcare-related issues.  Nybeck Analytics has followed 

their lead and written the report in the spirit of their responses.  The needs are listed in priority, 

according to participants’ and other key stakeholders’ responses to the online survey and a 

qualitative assessment of the interviews and focus group. 

 

Resources and Services Supporting Healthy Lifestyles 
 

The Issues 
Assessment participants noted a lack of education and economic inequalities lead to poor 

lifestyle decisions such as unhealthy diets and a lack of exercise.  Participants said that diabetes 

is a significant health problem in the area.  Several factors can contribute to the development of 

diabetes or to poor outcomes for diabetic patients.  Contributing factors are lack of access to 

healthy food and lack of knowledge about healthy eating. 

• “As far as the school district goes, Hays Consolidated, I think diabetes is one [priority].  I think the 

lack of understanding of nutrition.  You eat what you can afford, and transportation to get to HEB, 

and once you get there, you can't afford the vegetables, but you certainly can afford fast food, 

and in Kyle and Buda, fast food is the name of the game.  It’s cheap, easy.” 

• “When we're talking about diabetes, I do a lot of education in the community, and I'll set out a 

piece of chicken, a piece of cake, and piece of bread and say, ‘Which would have the least amount 

of carbs?’  Nine out of ten times, they'll grab the cake.  Then, also, the misconception that, ‘If I'm 

not on insulin, I'm not a diabetic.  Even though I may have a blood sugar of 435, I'm not a diabetic 



11 

 

because I don’t take insulin.’ So, they are afraid of insulin versus realizing that the sugar’s the 

culprit.” 

• “Motivation is a huge thing, to try and figure out how we can motivate people to make a change, 

because I hear a lot of times, ‘Well, my dad had diabetes.  He had to have his foot amputated, and 

then his leg.  That will happen to me. So, it’s a defeatist attitude, and we try and educate that no, 

meds are different now.  Treatment is different now.  You don’t have to go down that path.” 

 
The diabetes incidence rate in Hays County is 7.2, 

lower than Texas (9.8) but higher than the U.S. (6.8). 

 

 

 

 

 

 

 

 

 

 

 
There is a relatively low 

number of WIC-

authorized stores per 

100,000 people, and 7% 

of low-income residents 

do not live close to a 

grocery store.5   

 

 

 

 

 

 

 

 

Bastrop 7.8

Caldwell 8.2

Hays 7.2

Travis 6.1

Williamson 7.6

Texas 9.8

U.S. 6.8

Diabetes Incidence Rate for People 

Aged 20 and Older, County 

Comparisons, 2012

Source:  RWJF County Health Rankings, Rate 

is per 1000, age-adjusted.

Number of WIC-Authorized 

Stores per 100,000, 2011

Percentage of Low-Income 

Population Not Close to 

Grocery Store, 2010

Bastrop 5.3 18%

Caldwell 5.2 8%

Hays 5.5 7%

Travis 6.0 8%

Williamson 4.5 7%

Texas 9.1 10%

U.S. 15.6 6%

Limited Access to Healthy Foods,

County Comparisons

Source:  RWJF County Health Rankings
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Many residents in Hays County 

(n=29,017) reported no 

leisure-time physical activity.   

 

 

 

 

 

 

 

 
 

Suggested Solutions 
Community-Based Health Education 

Assessment participants stressed the need for strategies that promote healthy behaviors.  And 

these interventions should be started early for maximal impact.   

• “I think you've got to start early.  You've got to start when they're in elementary school, and have 

those conversations when you go to the cafeteria.  ‘This is what you're going to get. This is why.  I 

just think it’s a culture you have to start young.” 

• “Start young.  Building those patterns early.  A lot of kids see success early, letting them support 

each other young, early, early…  Involving the whole family in those programs.” 

 

Community programs exist and have had some success.  For example, the Hays County Food Bank 

offers family cooking classes, which occasionally include food distribution.  However, this 

program is limited in scope and may need to be expanded.   

 
The way that we get them [to Hays County Food Bank], is that we do a food distribution.  So, 

they come. We make a meal. We all eat together, talk about the food, and talk about 

nutrition.  We do a healthy food distribution, because at our distributions, we pick up food 

from HEB, what they don’t sell, or what's going out of date, all throughout Hays County.  A 

lot of what we get—the bulk of what we get is bread and sweets…  So, we’ve been making a 

push the past four years or so to make the bulk of what we give out more fresh fruits and 

vegetables, and we have gotten a lot more of that coming in, and doing education where we 

pass out kale, because we have a lot of community gardens that are donating to us now. 

 

In addition, new school and community health education programs could be developed.  An 

Assessment participant recommended a community health center that would offer culturally and 

linguistically appropriate education. The Hays County Food Bank, Texas State Nutrition 

faculty/students, community gardens, the San Marcos Activity Center, and other local agencies 

would be excellent partners in a healthy living initiative. 

 
…Getting out into the communities, having a community health facility.  Not just a hospital 

or a doctor’s office that you have to come to in this whole complex where they don’t know 

With Access Total Pop. %

Bastrop 17,657 60,885 29%

Caldwell 7,817 31,267 25%

Hays 29,017 138,174 21%

Travis 134,066 837,910 16%

Williamson 63,244 351,354 18%

Texas - - 23%

Estimated Number and Percentage of Adults Aged 20 and 

Over Reporting No Leisure-Time Physical Activity,

County Comparisons, 2011

Sources:  Percentages from RWJF Health Rankings, population 

estimates (19 and older) from Texas State Data Center (2016)
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where they’re going and don’t know building one or building four.  It’s not clear….  It’s the 

doctors themselves, or their offices or whomever it is that do not make it easy.  There isn’t a 

clinic, a neighborhood clinic maybe that’s what I’m talking about. ‘You’re thinking sort of a 

community center, neighborhood clinic.’   Yes, where people can go in those neighborhoods 

where there is someone who speaks their languages. 

 

Education and Services to Prevent or Manage Diabetes 

A participant believed many people in Hays County who speak Spanish would benefit from 

learning more about chronic disease management.  She also emphasized the need for marketing 

such programs. 

 
Right now we are getting ready to implement diabetes education classes, but because it is 

such a need with the Spanish population, we’re doing the classes in Spanish...  We need to 

advertise that a little bit better, but we’re hoping to meet the Spanish population’s need.  

What we’re finding here is that’s the highest population of patients that we see that really 

needs that extra education in managing their diabetes.  It’s just getting out what we’re doing 

here at the clinic to the different organizations here in Hays County, that they are aware of 

what we’re doing over here, what we’re trying to accomplish over here, that the unfunded 

population and the low income residents of Hays County do have another option besides the 

Emergency Room. 

 

Interviewees explained how diabetic patients may benefit from patient navigators who could 

help with purchasing the correct and lowest-cost medications.    

• “Sometimes the docs prescribe the most expensive, latest diabetic medicine on the market, and 

our clients can't afford it. They’d be much better off if they bought the syringes and pulled their 

own insulin. It’s a lot cheaper than the pins that just pop and go.” 

• “They don’t know to ask the right questions for a price comparison.  A lot of people don’t know 

they’d pay different amounts at pharmacies.” 

 

Another Assessment participant suggested distributing grants to help low-income residents 

afford medication to control their diabetes.  “I wish we could get a grant for insulin and syringes. 

Medicare and Medicaid will pay for amputations all day long, but they won't give the people 

insulin and syringes to enable them to keep the blood sugars down so we're not destroying the 

bodies, and that is what we see here.  It’s $1,000.  Our clients can't afford that.  A thousand 

dollars a month.”  Plus, some clinics see “clients who are on two or three different diabetes 

medicines.” 

 

Resources and Services to Combat Poverty 
 

The Issues 
Several Assessment participants prioritized poverty as an issue in Hays County.  The percentage 

of adults living under the Federal Poverty Level (FPL) is 17%, and the percentage of children living 

under the FPL is 15%. 
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“…At least 75% of kids in San Marcos CISD are on Free and Reduced Lunch.  That’s very 

concerning.  To think that the only meal that kids get is at school.  Are they getting the food that 

they need at home?” In addition to the day-to-day strains of poverty, the residents of Hays 

County, particularly those with lower incomes, have had to endure environmental disasters.  In 

2015 two one-hundred year floods occurred, devastating many families economically.  

 

Suggested Solutions 
Partnerships to Reduce Poverty and Homelessness 

Participants emphasized that a lack of socio-economic resources is the root cause of most 

community health concerns. They suggested more local partnerships (with churches and 

community agencies) to address poverty and housing instability.  They noted that some of these 

initiatives are already underway, but simply need more support and collaboration. 

• “Well, one thing I think with the education, I’m speaking with a group in New Braunfels, that 

Renew Church has started a program called STEPS, where they’re helping people learn how to get 

out of poverty, to break the familial cycle, and I think that’s extremely important because a lot of 

our issues are stemmed to poverty...  I think they’ve graduated their second cohort, and these 

Below FPL Total Pop. %

Bastrop 13,594 82,190 17%

Caldwell 7,787 41,733 19%

Hays 32,112 188,341 17%

Travis 196,773 1,129,582 17%

Williamson 34,248 488,562 7%

Texas - - 18%

U.S. - - 15%

Estimated Number and Percentage of People Living under 

the Federal Poverty Level, County Comparisons, 2010-2014

Sources:  Percentages from RWJF County Health Rankings, population 

estimates from Texas State Data Center (2016)

Below FPL Total Pop. %

Bastrop 5,416 20,058 27%

Caldwell 2,568 9,876 26%

Hays 6,986 46,572 15%

Travis 58,323 277,728 21%

Williamson 13,002 130,024 10%

Texas - - 25%

U.S. - - 22%

Estimated Number and Percentage of Children Living under 

the Federal Poverty Level, County Comparisons, 2010-2014

Sources:  Percentages from RWJF County Health Rankings, population 

estimates from Texas State Data Center (2016)
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people are getting jobs, and they’re teaching them life skills, too but it’s a very structured 

program……What I like is, with the churches--Faith-based.  You’re in the community and most of 

the time your community is right there.  If we could get more churches to empower them to try 

and take on these types of programs.  I was very impressed with that program there and want to 

see about replicating it where I worship…” 

• “The goal was to help in efforts so that people could get better jobs and have health insurance 

benefits…  This is so that the indigent population goes down. What’s another way to make sure 

that happens?  Education, making sure that the labor force here has the training, which is one of 

the initiatives that we have, workforce training.  We make sure they have the training they need 

so they can get a better job, so they don’t have to work as a custodian, they can get a job in 

manufacturing or welding or in whatever.” 

• “And my child’s not going to college, or they’re not going anywhere because they’re going to help 

me support my family.  So it’s that culture, you have to stay home with us.  You have to help us 

and there’s financial aid out there. We have to struggle to get kids to do their financial aid 

applications, and the money’s there.  So ACC is there.” 

 

Community Center for Redwood 

Given the degree of poverty and isolation, a community center for the residents of Redwood was 

suggested.  Redwood is technically in Guadalupe County.  However, it is located within the San 

Marcos area, and residents likely utilize many Hays County health services. 

 
Yeah, low-socioeconomic population out there, and so they work together with I think, San 

Marcos and Hays County to try to get them like a community center and try to help them in 

order to let them know about resources.  I don't even know if any of the population out there 

is undocumented or what, but that’s just an area where it's people who have health needs, 

and it's just never ending, just trying to help people and get them connected to the 

resources. 

 

Mental and Behavioral Healthcare 
 

The Issues 
Mental health was raised repeatedly as a key health concern.  The rates of depression and anxiety 

appear to be increasing and developing at earlier ages.  In addition, with the increase in dementia 

and Alzheimer’s, access to mental and behavioral healthcare is a significant problem among the 

elderly population.  Assessment participants raised concerns about Hays County residents with 

very serious mental health problems, e.g. bipolar, that require more extensive treatment and 

considerable case management.    They noted that the County, the hospital emergency rooms, 

the police department, and school counselors are often responding to crises.  There are very few 

mental and behavioral healthcare resources aimed at serving the mental health needs of the 

community, especially children, before the emergencies develop.   
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Need for Psychiatric Care 

• “The Kyle chief was telling me that they actually saw 150 or 200% jump in a year in the number 

of psychiatric cases they had to go and see to help evaluate as a police department.” 

• “I can tell you from an emergency services perspective, one of our greatest needs in this area is 

psychiatric services.”  

• “We see a lot of psychiatric patients in the hospital in the ED, who have unmet needs and who 

are in a crisis situation.  So, to the tune of about almost one and a half FTEs every pay period just 

in patient care centers that take care of these psychiatric patients because of their behavior, 

because they’re high suicide risk, or they have some other psychiatric issue that’s going on that 

requires them to have a specific patient care companion.” 

• “I mean, we take care of patients as inpatients for days in the emergency department.  We literally 

just had a patient who left after being here for six days in the ED waiting for psychiatric services 

to come available somewhere for him.” 

• “Our geriatric population, our psychiatric services for geriatrics, there are none around here.  The 

Oceans Behavioral Health Hospital, that opened in San Marcos recently…  They are full all the 

time.  So, that really has become a non-resource again.  So, as soon as they filled up, they’re full 

all the time.  As soon as we have a resource available, it becomes completely absorbed, and they 

have no capacity anymore.”  

 

Need for Providers and Early Intervention Services 
 

The greatest thing that we (Hays CISD) see that’s growing is the need for behavioral health 

and counseling services… We have a very small number of providers in the area…  It’s beyond 

what we can handle just here in the schools.  If we do try to handle it just in the schools or 

try to beef up what we’re doing, then there’s an expectation from the parent’s side that we 

continue to do that.  We don’t always have the funds to continue to do that…  We have 

academic counselors.  Some are trained better than others to deal with suicide or 

depression…  That’s really challenging for these counselors, and dollars are always a big deal 

within a school…  We have sometimes suicide scares at school or crises at school.  Handling 

those crises is very time consuming.  That counselor has to drop everything she’s doing to 

handle that kid for the safety of that child… We just have too many kids to serve…  When 

they have those immediate crises, it can take anywhere from 45 minutes to an hour and a 

half.  We have to stay with that child until they are safe.  That doesn’t even handle those 

outcries at the middle-school level.  We have a lot of cutting behaviors that we’re seeing.  It’s 

not suicidal, but it’s a cry for help…   

 

We have a need at both ends of the spectrum but with very low socioeconomic status 

children.  We have trouble being able to place them, we have trouble being able to find the 

counseling that can continue to support that child.  In instances of the immediate need, that’s 

one thing, but the on-going counseling is even harder.  We can get maybe three counseling 

sessions in, that just gets that child through that immediate crisis……We see a lot of this at 

the middle school and even at the elementary level…  The depression and anxiety, we’re 

seeing more and more of that at a younger level, so the ability to intervene early is 

important.   
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Potential Solutions 
Early Intervention Services 

A participant recommended strengthening community-based services and offering more 

preventive care and other relatively low levels of care to people with mental and behavioral 

health issues.  Another suggested the expansion of mental and behavioral healthcare in schools.  

A participant representing public schools said, “Schools would love to have a Community in 

Schools, but they can’t afford the ten thousand dollars that they have to pay to get the social 

workers.”  Another called for more multilingual counselors in the schools.   

 

Strengthen and Expand Integrated Behavioral Health Care 

Participants noted that integrated care is needed, and that it works. It was considered particularly 

important for early childhood.  Behavioral health care could be integrated into primary care, 

obstetrics/gynecology, and pediatrics.  

• “The integrative behavioral health program works.” 

• “When you look at postpartum depression or women who have depression, when they have 

depression, the age range in which they are going to experience depression is during their child 

bearing ages.  So, what does that mean? If a woman becomes depressed during childbearing ages, 

that means they are attached to children.  So, if you address the depression for the mother, that 

may impact several children.  So, being able to identify it early, address it early, de-stigmatizing 

it and getting those individuals help early, you impact the whole family.  But, at the same time, 

if you address behavioral health needs early in a child’s life, then you actually impact that one 

individual child’s development, their being able to learn, their self-confidence, their being able to 

be successful adults very, very early in their lives.  You know, we see kids as early as three years 

old.” 

 

Some participants discussed existing integrated behavioral health programs for children.  

However, it is unclear how widespread these programs are.  Behavioral health also needs to be 

more adequately covered in schools, particularly elementary and middle school, before 

emotional and behavioral crises emerge.   

 

People around the country are applying integrated healthcare to new client populations and 

agency settings.  For example, in addition to placing mental/behavioral health experts in primary 

care settings, agencies are placing primary care providers into behavioral health settings to serve 

those with serious mental illnesses or substance abuse concerns.  Integrated healthcare 

programs are also being offered to high-risk populations such as pregnant women and abused or 

neglected children in State custody.6   Integrated care programs are also expanding to include 

additional holistic health practices.  Peer support workers are being added to integrated 

healthcare programs to promote consumer empowerment.7  Some programs are devoting more 

attention to healthy behaviors such as nutrition, exercise, and stress management.8  Perhaps the 

most compelling direction is in regard to prevention.  While in its infancy, integrated care 

programs for early childhood are being created.  Trauma in childhood (abuse/neglect, maternal 

depression, domestic violence) is a significant predictor of physical and mental health problems 

in adulthood.9  These stressors have been associated with the risk of cardiovascular disease, 
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cancer, depression, substance abuse, suicide, and other health concerns.  Some of the 

relationships have been described as “enormous.”   

 

Intensive Outpatient Treatment for Serious Mental Health or Substance Abuse Concerns 

Several participants suggested that there should be a hybrid inpatient/outpatient service for 

patients leaving hospitalization for severe mental illness or substance abuse.  This could assist 

with long-term recovery and reduce readmission to the hospital or reentry to the ER. 

• “One of the things that I’ll have to say, and I’ve thought a lot about this, is that if a patient who 

went in with a serious mental illness had access to intensive outpatient for at least a thirty-day 

period of time to assure that the patient’s condition is stabilized, then transition to inpatient day 

hospital, day hospital, intensive outpatient, then purely outpatient.  I can tell you, that’s not the 

way it’s happening right now.  They go from inpatient to outpatient without having an opportunity 

to stabilize. When I was doing my training, and I did training in the 1980s, they stayed several 

weeks.  That would never happen these days.” 

• “You know, we need a quasi-inpatient where they go every day for eight hours a day, but are 

allowed to go home during that time.  It’s actually an intensive outpatient group to manage these 

problems. There was one here years ago, but I think the population at the time didn’t support 

continuing those services, so it was discontinued. Over the past couple of years, it’s just gone up 

and up where I think there is a need for it again.”  

 

Primary Healthcare  
 

The Issues 
Number of Providers and Management of Chronic Diseases 

 

Hays County is designated as a Health Professional 

Shortage Area for primary care providers.  There are 

approximately 47 primary care physicians per 100,000 

people. 

 

 

 

 

 

 

 

 

Primary care physicians’ days are increasingly filled with appointments centered on the 

management of chronic diseases.  The work of primary care over the last 20 to 30 years has 

shifted considerably, and now 75% of typical primary care visits are for multiple chronic 

illnesses.10  The provider shortage creates problems for residents of all ages and conditions, but 

is a particular concern for patients who are uninsured or under-insured. 

• “I am most concerned about persons without healthcare. I think we have a large percentage of 

people without healthcare.  That ties into income, and so I feel that there are a lot of folks…  I get 

a lot of calls: ‘I don’t have the funds.’  I direct them to the indigent program…  The guidelines for 

Bastrop 28.1

Caldwell 28.4

Hays 46.7

Travis 81.2

Williamson 63.8

Texas 58.5

U.S. 74.5

Primary Care Physicians

per 100,000 Population,

County Comparisons, 2012

Source: RWJF Health Rankings
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‘indigent’ are so stringent that people seem to be falling through the cracks.  That concerns me.  

How are they getting their healthcare?  You see people going to the ER because they don’t have 

the means to go to their physician’s office or our clinic.”   

• “We have had an increase in the number of clinics in the area, but it’s still not enough.  Most of 

the physicians or many of the physicians, especially as you get more towards San Marcos, at the 

beginning of the year, they accept Medicaid and then sometimes we have challenges where they 

won’t accept any more Medicaid patients.” 

 

 

In Hays, 26% of adults are 

uninsured. 
 

 

 

 

 

 

 

 

 

 

 

 

 

Twelve percent of children are 

uninsured.  This percentage is 

similar to Texas (13%) and 

higher than the U.S. 

percentage (8%). 
 

 

 

 

 

 

 

 

 

 

Uninsured Total Pop. %

Bastrop 15,269 50,062 31%

Caldwell 8,035 26,004 31%

Hays 31,215 121,933 26%

Travis 191,343 750,365 26%

Williamson 60,644 303,218 20%

Texas - - 31%

U.S. - - 21%

Estimated Number and Percentage of Uninsured Adults, 

Aged 18 to 64, County Comparisons, 2013

Sources:  Percentages from RWJF County Health Rankings, population 

estimates from Texas State Data Center (2016)

Uninsured Total Pop. %

Bastrop 3,515 21,305 17%

Caldwell 1,287 10,466 12%

Hays 5,970 50,167 12%

Travis 33,834 291,672 12%

Williamson 13,446 137,208 10%

Texas - - 13%

U.S. - - 8%

Estimated Number and Percentage of Uninsured Children, 

Aged 0 to 18, County Comparisons, 2013

Sources:  Percentages from RWJF County Health Rankings, population 

estimates from Texas State Data Center (2016)
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In Hays County, 15% of adults 

reported a cost barrier to 

receiving healthcare.   
 

 

 

 

 

 

 

 

Suggested Solutions 
Expand Primary Healthcare into Schools 

 

Because it is difficult for 

many families to access 

primary care services, 

several participants 

suggested that primary 

care be integrated into 

the public schools. 

 

 

 

 

 

 

 

 

 

• “We have a clinic in our school district....  It’s called School-Based Help Clinic.  Recently in June, 

CommuniCare took over the operations of our clinic.  What’s really hard for schools is we think in 

terms of teachers, so although we want to keep the kids in school for every dollar we spend, we’re 

taking dollars away from the teachers that we need to educate the kids.”  

• “We recognized 14 years ago that we had a need in our district, that there aren’t enough services, 

and created a clinic in one of our more underserved areas through some grant funding.  That has 

expanded….  It’s been really successful.  It’s just hard for us to continue to maintain in the 

managed care world, so we could only accept Medicaid and Chip.  We weren’t able to accept 

private insurance.  When it comes to immunizations and being able to get in for doctor’s visits 

Could Not See 

Physician Total Pop. %

Bastrop 14,290 62,132 23%

Caldwell 8,283 31,857 26%

Hays 21,265 141,769 15%

Travis 127,778 851,854 15%

Williamson 35,854 358,538 10%

Texas - - 19%

U.S. - - 14%

Estimated Number and Percentage of Adults Who Could 

Not See a Physician Due to Cost,

County Comparisons, 2006-2012

Sources:  Percentages from RWJF County Health Rankings, population 

estimates from Texas State Data Center (2016)
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and actually keeping the kid in school, we’re having to turn them away, saying, “You can’t come.”  

It’s called the WELL Clinic.  It stands for Wellness Encouraged Through Lifelong Learning, and it’s 

known as the WELL Clinic.” 

 

More Robust Transportation System 
 

The Issues 
Transportation is a significant problem. Many residents do not have cars, and public 

transportation options are extremely limited.  While transportation problems are common for 

low-income residents in all communities, the problem is more severe in Hays County.  

Participants reported a direct link between transportation problems, inability to get to healthcare 

facilities, and an overutilization of emergency services. 

• “San Marcos, Kyle, and Buda have a real transportation problem.  San Marcos is in a better place 

than Kyle and Buda in Hays County.  In Wimberley and Hays County, there’s a small group trying 

to start some transportation resources.  It’s probably the number one need because people can’t 

get to their doctor’s appointments. When you think about care transitions coming out of the 

hospital, trying to get them back and forth to those doctor’s visits are a real problem.  It leads to 

readmissions because they don’t make their appointments…  Transportation is probably the 

biggest.”   

• “Transportation’s one of the big reasons we have issues getting people out of the hospital 

discharge-wise, the transportation.  And, it’s also like one of the bigger issues of why we see 

people come back into the ED, because they’ve not been able to physically get where they need 

to go to get the right care.  So, they end up coming back to the ED by ambulance or now in a crisis 

situation or an escalating health problem that could have been dealt with on an outpatient basis.”  

• “We’ll manage them in the ED and then end up sending them home as opposed to admitting 

them.  It’s because they haven’t had the opportunity to get where they need to go.  They couldn’t 

get to their primary care physician. They couldn’t keep that appointment.  They couldn’t get 

themselves to the pharmacy or couldn’t afford the meds from the pharmacy so they just don’t 

take them. Or, they self-prioritize which meds they’re going to take and which ones they won’t. 

Then, they end up having all these issues.  So, transportation is a big problem.  We’ve taken meds 

to people.  We’ve gone and brought a couple of gallons of gas and put in their gas tank.”  

 

One participant explained how certain organizations have had to discontinue services in some 

areas and worried about the effect on disabled people and older adults. 

   
Kyle, the City Council just voted to stop it.  We were like, ‘Holy cow, what’s going to happen 

there?’  Kyle City Council just voted to stop what’s called Demand Response Transportation...  

They already had bad transportation.  What happened as a result of the 2010 census, all the 

way through San Marcos along the I-35 corridor up through Williamson County…  Hays 

County and Williamson County were not considered urbanized areas.  CARTS, which is the 

rural transportation provider, was [thus] able to provide those rides.  Then the 2010 census 

changed that boundary, so cities like Kyle, Buda and San Marcos [no longer considered rural] 

have to figure out how to provide transportation resources to seniors and people with 

disabilities.  This used to be paid out of a different fund.  It used to be paid out of the rural 

funds…… and it had a huge impact all along the I-35 corridor.  So the City of San Marcos now 

contracts with CARTS, but the cities had to come up with funding to provide transportation.  
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Kyle has now chosen not do to that anymore, so the seniors who live in Kyle may not be able 

to get the rides… to go back and forth to public sites.  When the rural boundaries changed 

and the cities all of a sudden, even though they suspected it was coming, everybody doesn’t 

react until it surprises, right?  Many of the seniors lost transportation back and forth to the 

senior centers. 

 

Suggested Solutions 
Participants stressed the need to remedy the transportation problems in Hays County.  Some 

service is needed to help residents get to their appointments, return home from the hospital, 

and pick up their medications.  Some participants suggested enhancing bus services.  Others 

recommended a voucher program.  One suggested a delivery service for medications. 

 

Coordination and Co-location of Social Services 

Assessment participants suggested the coordination and co-location of social services to help 

residents understand where services are and to get them to those services.  One solution being 

developed is The Village.  This is a community-wide collaborative effort to co-locate (and 

coordinate) a number of social service agencies. The land has been purchased, and planning is 

underway. However, the project needs additional funding to come to fruition. 

 
I think all the service organizations here are pretty well-connected.  So referrals tend to be 

made, but right now we have this village function that we’re trying to do.  The food bank will 

be there.  Community Action, WIC.  We’re trying to get all these in rotation to make that ease 

of referral and coordination of appointments, that people have this one stop shop, but we’re 

still two and a half million dollars short but–And so we’ve already broken ground, we own 

the land…  We’ve already made sure that we’re going to have a stop, CARTS on the Metro.  

Community Action has some transportation programs, but as far as the Village, it’s pretty 

centrally located where I think if a low-income person had to drive, this is one of our issues, 

they have to go to WIC, they have to go to Community Action.  They can come to one location.  

It’s a lot easier for them to do that, one trip... 

 

Affordable Housing 
 

There is a lack of affordable housing in the area.  Compared to Texas and the U.S., there is a 

relatively high percentage of substandard housing (41%) in Hays County.  There is also a high-

cost housing burden, meaning that 40% of households spend more than 30% of their household 

income on housing costs. 11 
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In San Marcos, the university caters to students who need apartments or rooms for rent.  The 

other cities have a limited inventory of affordable housing as well.12 

• “One of the big issues that we're facing is that when we bring people in to the shelter because 

they're victims of domestic violence, [Hays County Women’s Center] can help them identify what 

all their resources are, options, whatever, but then there’s really no place for them to go.  So, 

there are jobs.  That's diminished, but there are not places that they can afford to live... So, the 

intersection of poverty and abuse issues is really at a more critical stage than it’s ever been.” 

• “In my opinion, transportation, housing, and childcare have always been the barriers to people 

being able to actually make positive changes. Now, I would put housing way, way at the front of 

the list.” 

•  “Everything is really catered to the student population [in San Marcos].  So, when you’ve got four 

students coming together, they can pay $700 a month each, but when you’ve got a family, a mom 

with kids, of course she can't pay $2,800 a month.  It’s not even set up for that kind of a family.” 

• “…Then you overlay some of these other things that have happened, like the flood.  So, there 

were 100 units of low-income housing that were destroyed by the flood.  

 

Several participants explicitly linked housing to health.  If residents don’t have housing, they can’t 

focus on other issues, such as attending doctor’s visits or healthy eating. 
We have no affordable housing for low-income people. That affects their mental health.  It’s 

just a ripple down.  It’s like Maslow’s Hierarchy of Needs. If you don’t have shelter and food, 

you can't even begin to think about the diabetes, because, ‘I'm just worried about where I'm 

going to sleep tonight,’ and we have no money in this town for homelessness prevention at 

all.  With the flood, it’s really tapped the churches out, and it’s tapped all of our growth 

organizations out.  There are not any resources.  I can't tell you how many times people 

scream at my poor receptionist because we don’t have any places to send to. 

 

Resources and Treatment for Substance Abuse 
 

Several participants felt there was an extreme need for substance abuse services and treatment.  

Assessment participants raised concerns about residents with substance abuse problems that 

require extensive treatment and considerable case management.  Drug overdoses of illegal and 

Bastrop 31% Bastrop 29%

Caldwell 34% Caldwell 30%

Hays 41% Hays 40%

Travis 39% Travis 38%

Williamson 30% Williamson 30%

Texas 34% Texas 32%

U.S. 36% U.S. 36%

Percentage of Substandard Housing 

Units, County Comparisons,

2010-2014

Source:  RWJF County Health Rankings, 

"Substandard" is a unit with at least 1 of 5 

specified deficiencies.

Households with Housing Costs Using 

More than 30% of Household Income, 

County Comparisons, 2010-2014

Source:  RWJF County Health Rankings
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prescription medication are common.  Participants expressed concern over the lack of substance 

abuse treatment services in Hays County.   

• “A huge need for substance abuse services.  It’s not unique to Hays County.  Around the state and 

around the country, there’s a tremendous need for those two services.  For patients who have 

kind of a very acute, very serious, in and out of the hospital type of condition, we really try to 

work with the hospital systems, the residential treatment facilities, to be able to help patients 

who need extensive case management services to be able to manage their condition.” 

• “We don’t have a lot of drug counseling or things of that nature that are available to us as 

resources. So, we end up sourcing a lot of this stuff out of two different counties.” 

 

Patient Navigation and Education about Available Resources 
 

The Issues 
Many health problems are exacerbated by the challenges of finding providers, navigating the 

health care system, and managing medication.  

 

Suggested Solutions 
Care management or patient navigators, embedded into inpatient and outpatient care could help 

patients with these issues.  Care management is already part of most integrated care programs.  

Thus expansion of integrated care could provide both behavioral health services and care 

management. 

• “I’d like to stress, I really think that the future of health education, and that’s where I have my 

background in, I see that we get more bang for our buck, even though it’s costly with the patient, 

one-on-one patient navigators, because when you’ve got somebody to help guide you, you’re 

much more likely to follow that than if you are in a group.  If we had a diabetes class, you go to a 

class and hear about it.  But if you’re working one-on-one, they’re going to be much more likely 

to want your approval.  You know what I’m saying? And the hand holding is just huge.”   

• “It keeps them better able to manage their healthcare needs.  A lot of our patients have really 

chronic healthcare needs and just are not good at managing it.  [Patient navigators] are the ones 

that will just go in and sit down with them, explain everything.  We have a social worker here at 

the clinic who helps them apply for, fill out applications to apply for meds that they may need to 

manage their chronic diabetes or high blood pressure.  They need a lot of assistance, a lot of 

assistance.” 

 

Reproductive Health Services and Teen Pregnancy Prevention 
 

According to a school counselor, there is a relatively high rate of teen pregnancy in Hays County.  

The prevalence rate of STDs is relatively high compared to Texas.13  She stressed the continued 

need for high-quality education in schools about sexual health and responsibility.   

 
One of the things that I'm deeply involved in is preventive education, because the number of 

pregnant and parenting students is relatively high in our district…  It’s a pretty high number, 

although it has dropped a little, consistent with the national trends of fewer pregnant and 

parenting teens.  What's happening is, the teens that we're serving tend to be much higher 
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need in a lot of other reasons. More of them are McKinney-Vento or under the Homeless 

Act or have other big risk factors.  There’s a lot of mental health needs.   

 

So, I work a lot on the preventive.  In fact, St. David’s Foundation actually gave us a small 

grant a couple of years ago for an initiative that we have called Girl Talk Boy Talk.  That's for 

middle school students and their parents.  We really believe that the conversation needs to 

start early in middle school about sexual health and responsibility, both culturally and just 

because it’s hard to do. Their behavior is more sophisticated, or advanced, than their 

knowledge, so we see that higher incidence of pregnancy and STDs.  They're sexually active 

early.  When we did the YRBSS (Youth Risk Behavior Surveillance System), about half of our 

kids indicated that they had been sexually active before they were 14. 

 

Dental Care 
 

The Issues 
There is a lack of affordable dental care in Hays County.  People do not get preventive care and 

often wait until a serious dental issue occurs before seeking care.14  Thirty-six percent of adults 

said they had no dental exam in the past year (see table below).   

• “We have had patients here that come in [to the Live Oak Health Partners Community Clinic], they 

wait until the last minute, they’re in pain and need dental.  What we do, we call around to 

different places. There’s one dental place here in San Marcos that will work with our patients and 

work on a payment plan….  I believe it’s Crescent Dental.” 

• “Medicaid doesn’t pay for any dental.  The Area Agency on Aging of the Capital Area has a long 

waiting list for people who need dental.  Usually, by the time they contact us, it’s not just a filling, 

it’s teeth needing to be pulled.  Major stuff…  The lack of dental care is a huge issue for our seniors.  

It’s the number one way they get an infection in their heart.  They can’t eat.  They need soft foods.  

They don’t have access to soft foods.  It really is a big issue.  People even on Medicaid can’t afford 

[dental services].  They definitely can’t afford any kind of even preventive dental care.   Medicaid 

won’t pay for it.  Even middle-income people, because dental work is so expensive.  We have a 

vendor agreement with a couple of local dentists who will give us discounted prices…  I have so 

little funding when it comes to dental.” 

 

 
 

No Exam Total Pop. %

Bastrop 37,528 62,132 60%

Caldwell 11,978 31,857 38%

Hays 51,462 141,769 36%

Travis 264,075 851,854 31%

Williamson 100,032 358,538 28%

Texas - - 37%

U.S. - - 30%

Estimated Number and Percentage of Adults with No Dental 

Exam in Past 12 Months, County Comparisons, 2006-2010

Sources:  Percentages from RWJF County Health Rankings, population 

estimates (19 and older) from Texas State Data Center (2016)
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Participants also said that many residents don’t have knowledge of basic dental care.  And in 

2015 the City of San Marcos voted to remove fluoride from the water.   

 

Suggested Solutions 
More can be done to teach about dental care, particularly to families with children.  Dental 

services can be made more readily available to Hays County residents.  One suggestion was that 

dental care be integrated into primary care, particularly for children. 
CommuniCare has an interesting model that they’ve been looking at, having a really holistic 

approach.  They have talked about, at their clinics, when a child comes in for a doctor’s visit, 

instead of having to go elsewhere for a dental visit, being able to take care of all of that in 

one.  When you come in for a well-check, the child is able to have a dental exam done.  This 

works better for under the age of three.  This is per my understanding based on the 

information they provided to me.  You can do a chair visit for under the age of three, and 

they can just sit and be evaluated.  At least that would capture an issue earlier, so I like that 

holistic model, especially when we just have a hard time being able to get them there.  If 

they don’t have transportation, if we have them there, why not capture all of their health 

needs at once?  If I was going to ask for something, that would be what I would ask for, 

although that’s a large one to bite off. 

 

Needs Among Older Adults 
 

Participants emphasized the needs of older adults in Central Texas.  Some of their needs mirror 

the issues of the overall population; others are specific to seniors.  Why emphasize the needs of 

older adults?  “The aging population is just absolutely exploding.”  In Hays County, in 2016, adults 

aged 65 and older number 19,836.  By 2030, it’s projected that there will be 39,895 seniors, an 

101% increase.15   
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Culturally-Appropriate Materials in More Languages 
Among older adults, there is need for publications in multiple languages, especially in Travis, 

Williamson and Hays Counties.  In Hays in 2010, 4% of adults aged 60 and older do not speak 

English well. 

 

 
 

Eyeglasses for Older Adults Who Do Not Qualify for Medicaid 

The Area Agency on Aging of the Capital Area “helps some people get glasses, just basic glasses 

when their glasses break.  Again, we have very little funding.  I think Medicaid does help pay for 

one pair of glasses every two years.  Most of the time they may be okay, but it’s your middle-

income people who need help with glasses.” 

 

Appropriate Food Sources and Good Nutrition 
Congress passed the Older Americans Act (OAA) in 1965 in response to concern by policymakers 

about a lack of community social services for older adults.  The Older Americans Act is considered 

to be the major vehicle for social and nutrition services to seniors and their caregivers.  The Act 

authorizes a wide array of service programs through a national network of 56 State agencies on 

aging, 629 area agencies on aging, and nearly 20,000 providers.  Unfortunately, according to an 

interviewee, Texas lost approximately 17% of its OAA funds in 2013.  This funding has not been 

replaced, and the current political environment is not conducive to increased funding. Area 

Agency on Aging of the Capital Area and a network of providers rely on this funding to provide 

many home-delivered and congregate meals, and funding for them continues to be an issue.   

 

Affordable and Accessible Housing for Older Adults 
Seniors need affordable and accessible housing.  “People can’t age in affordable housing if it’s 

not accessible.”  One problem is that many seniors make too much money to qualify for income-

qualified housing.  Yet, they also cannot afford to “pay outrageous taxes.  They’re moving out of 

Travis County.  They’re moving out to the more outlying counties, and the problem is, there are 

fewer support services available for them.” 

 

There is currently a push for “Transit-Oriented Housing Developments,” which are often public-

private partnerships.  The Aging and Disability Resource Center has an initiative called “Housing 

Navigation,” which is becoming involved with the housing authorities in Central Texas.   

Limited English Total Pop. %

Bastrop 705 13,064 5%

Caldwell 290 6,455 4%

Hays 839 20,455 4%

Travis 7,293 115,757 6%

Williamson 1,565 55,880 3%

Adults Aged 60 and Older with Limited English Speaking 

Ability, County Comparisons, 2010

Source: U.S. Census, cited in Area Agency on Aging of the Capital Area, 

Capital Area Council of Governments Area Plan , FY 2015-2016.
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Patient Navigation 
An interviewee described a need for patient navigation among older adults: 
 

Yeah.  I’m talking specifically about geriatrics.  I think there are other issues with our geriatric 

population around here that we see from an emergency services perspective.  We see a lot 

of people who come in, and they haven’t been able to access routine care, don’t have 

information about their meds.  We see a lot of them come back. We have a pretty high 

readmission rate for our respiratory and CHF-related patients. A lot of that is because of the 

complexity of the medications they have to take, their inability to be able to follow up and 

the lack of transportation resources in our town. 

  

Dental Care 
 

Medicaid doesn’t pay for any dental.  The Area Agency on Aging of the Capital Area has a 

long waiting list for people who need dental… it’s not just a filling, it’s teeth needing to be 

pulled.  Major stuff…  The lack of dental care is a huge issue for our seniors.  It’s the number 

one way they get an infection in their heart.  They can’t eat.  They need soft foods.  They 

don’t have access to soft foods…  People even on Medicaid can’t afford [dental services].  

They definitely can’t afford any kind of preventive dental care…. 

 

Inpatient or other Semi-Permanent Facility for Psychiatric Patients 
An Assessment participant emphasized the older adults who suffer from psychiatric issues also 

need a safe place to be when they have a crisis.  

 
The problem with geriatric psych patients is that even in the nursing homes where they 

typically will come from, if their dementia gets bad or they’re acting out or aggressive 

behavior and they can’t handle them, there’s no other resource to send them anywhere, so 

they end up coming to the emergency department for de-escalation and for management of 

crisis.  But, then, we can’t get them back to that nursing home because of the ongoing issues, 

or they simply won’t take them back.  

 

Caregiver Support 
In Hays County, there is an unmet need for caregiver support and in-home respite.  The lack of 

caregiver support can cause family caregivers to work part-time, leave the workforce, or retire 

early.4   Middle-income seniors suffer “because they don’t qualify for Medicaid.  Because middle-

income seniors do not qualify for Medicaid, the State cannot pay for an in-home caregiver.  Many 

of these middle-income families lack long-term care insurance, “so they really get stuck.”  “The 

low-income, hard-to-reach [people in rural areas] are in a difficult situation because there are 

fewer providers to provide the care.  This is especially true in Caldwell, Hays, and Bastrop.”  There 

are more companies that provide in-home care and personal care assistants in Williamson and 

Travis.   
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More Trained Nurses for Assisted Living and Nursing Home Facilities 
There is a growing need for trained staff who can provide consistent high-quality care.  Central 

Texas needs more Registered Nurses, Licensed Practical Nurses, Licensed Vocational Nurses, and 

Certified Nursing Assistants who have training in gerontology.  “As more and more [assisted living 

facilities and nursing homes] open up in our ten counties, primarily in Hays, Travis and 

Williamson, because that’s where the populous is, staffing in those facilities is becoming more 

and more of an issue.  There are not enough people being trained.  The competition is growing 

so much that consistency is starting to falter.” 

 

Care Transitions 
A care transition is the movement of a patient from one setting of care (hospital, ambulatory 

primary care practice, ambulatory specialty care practice, long-term care, home health, 

rehabilitation facility) to another.  Much evidence exists that patients who undergo transitions 

often experience quality-of-care issues.  An interviewee from a community-based organization 

advocated for more funding to pay for “train the trainer” courses.  She noted that care transition 

programs run by community-based organizations work best if hospitals allow the Care Transitions 

coach to embed herself in the hospital to talk about care transitions, to get people to agree to be 

in the Care Transitions program, and [to make sure] the case managers [in the hospital] have a 

good understanding of it.  Then the hospitals have to be somewhat agreeable in [providing 

information about the patient being discharged.]” 
 

Leadership, Collaboration, and Planning that Account for Older Adults 
An interviewee suggested a Commission on Seniors in every town, city, and county so that the 

voices and perspectives of seniors can be included in discussions on planning.  In addition to 

creating the commissions or task forces, city and county planners need to take advantage of 

them.   

 

The Sociology Department at Texas State University recently implemented a new online Master’s 

Program in Aging and Dementia. The program aims to train students as researchers or 

practitioners in the field.  The University is also working with an external funder to create a state 

of the art facility for the elderly that would be used to launch and study progressive approaches 

to elder care, particularly for residents with Dementia. Thus, the University would be a strong 

partner in a Commission for Seniors. 

 

Alternatives to Nursing Homes 
According to an interviewee, the conversion of Medicaid to managed care organizations is 

changing the way the Medicaid population’s needs are being met.  The change is affecting seniors 

who live in nursing homes.  “Assisted living for seniors is a much more affordable way to care for 

folks than 24-hour skilled nursing care…  Medicaid in Texas only pays for an extremely limited 

amount of care in assisted livings.  So, it’s forcing our Medicaid population to live in skilled nursing 

facilities, when they may not need to…  That’s a very high cost of care…  It always seemed fairly 

tragic that there’s a group of seniors with Alzheimer’s who could really benefit from being in an 
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assisted living facility, and they can’t participate in that.”  She advocated for giving our seniors 

more options and choices:  their own homes, assisted living facilities, and nursing homes. 

 

PRIORITIZING UNMET NEEDS 
 

The Rankings 
 

Key informants identified many unmet needs and potential solutions.  A central goal of the Needs 

Assessment is to assist with the prioritization of problems and solutions.  Thus, we created an 

online survey that asked respondents to assess several community health needs on a number of 

criteria. These criteria were: 1) Relatively large number of people affected, 2) Availability of cost-

effective solutions, 3) A root cause of several other issues, 4) Existence of large disparities among 

groups, and 5) Existence of leadership and momentum to solve unmet need.  (See Appendices 

for methodology.)   

 

Respondents’ priority scores were very high and extremely similar for all of the community needs.  

Thus, it is difficult to use these data to identify areas for emphasis. The highest scores were for 

resources and services supporting healthy lifestyles, reducing poverty, increasing access to 

primary healthcare, increasing access to reproductive health services and teen pregnancy 

prevention, and increasing access to mental and behavioral healthcare.  The lowest scores were 

for increasing access to dental services among adults and to specialty care.  The survey also asked 

respondents to select the most important community health need to address in the next one to 

three years.  The top responses were resources and services supporting healthy lifestyles and 

mental and behavioral healthcare.  No respondents selected dental care among adults, 

affordable housing or reproductive health/teen pregnancy prevention as the most important 

priority.  In summary, the quantitative data suggests that respondents see support for healthy 

lifestyles and mental and behavioral healthcare as particularly important.  Dental care was 

consistently ranked a lower priority.  Based on the online survey findings and a qualitative 

assessment of the interviews and focus group, Nybeck Analytics offers the needs in prioritized 

order below. 

 

Resources and services supporting healthy lifestyles.  According to participants, a lack of 

education and economic inequalities lead to poor lifestyle decisions such as unhealthy diets and 

a lack of exercise.  Diabetes is a significant health problem, partly due to lack of access to healthy 

foods and lack of knowledge about healthy eating.  Assessment participants stressed the need 

for community-based strategies and interventions at early ages that promote healthy behaviors.  

They also suggested education and services to manage diabetes and other chronic diseases. 

 

Resources and services to combat poverty.  Participants emphasized that a lack of socio-

economic resources is the root cause of most community health concerns. They suggested more 

local partnerships to address poverty. 
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Mental and behavioral healthcare.  There are very few mental and behavioral healthcare 

resources aimed at serving the mental health needs of the community, especially children, before 

emergencies develop.  Assessment participants raised concerns about residents with very serious 

mental health problems who often require extensive treatment and considerable case 

management.    The County, the hospital emergency rooms, the police department, and school 

counselors often have to respond to crises.  Suggestions included:  early intervention services, 

strengthening and expanding integrated behavioral health care, and intensive outpatient 

treatment for serious mental health or substance abuse concerns. 

 

Primary healthcare.  There is a provider shortage in Hays County.  Many children (12%) and adults 

(26%) lack healthcare coverage.  Assessment participants suggested expanding primary 

healthcare into public schools. 

 

More robust transportation system.  Many residents do not have cars, and public transportation 

options are extremely limited.  Participants reported a direct link between transportation 

problems, inability to get to healthcare facilities, and an overutilization of emergency department 

services.  Some service is needed to help residents get to their appointments, return home from 

the hospital, and pick up their medications.  Participants suggested an expansion of bus services, 

a voucher program run by public or private entities, a delivery service for medications, and 

coordination and co-location of social services. 

 

Affordable housing. There is a lack of affordable housing in the area.  In San Marcos, the 

university caters to students who need apartments or rooms for rent, and other cities in Hays 

have a limited inventory of affordable housing.  Several participants explicitly linked housing to 

health.   

 

Resources and treatment for substance abuse. Assessment participants raised concerns about 

people with substance abuse problems who require extensive treatment and case management.  

Drug overdoses of illegal and prescription medication are common.  Participants expressed 

concern over the lack of treatment services.   

 

Patient navigation and education about available resources. Many health problems are 

exacerbated by the challenges of finding providers, navigating the health care system, and 

managing medication.  Case managers and patient navigators, embedded into inpatient and 

outpatient care, can help patients with these issues.   

 

Reproductive health services and teen pregnancy prevention.  There is a relatively high rate of 

teen pregnancy in Hays County and a relatively high prevalence rate of STDs compared to Texas.  

There continues to be a need for high-quality education in schools about sexual health and 

responsibility.   

 

Dental care.  Many people in Hays County do not receive routine dental care and often wait until 

a serious dental issue occurs before seeking care.  Participants suggested expanding education 
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about dental health and dental services.  One interviewee suggested that dental care be further 

integrated into primary care. 

 

Importance of Root Causation and Prevention 
 

We also reviewed the qualitative comments on priorities chosen.  The qualitative data allow us 

to get a more in-depth picture of how respondents established their priorities.  The results 

suggest that emphasis should be on root causes and prevention. 

 

Root Causation 
Researchers have referred to the social determinants of health as “upstream” factors affecting 

“downstream” health issues and interventions.16   In other words, the strains of poverty, low 

levels of education, housing instability, and a lack of transportation create situations that produce 

health disparities. Subsequently, interventions must be developed to address the 

disproportionately high rate of health problems in resource-poor environments.  Just as scholars 

have argued, respondents emphasized that the antecedent causes must be addressed first.  The 

benefit of starting “upstream” is that it will be more effective and more cost efficient than trying 

to fund a multitude of services for treating health problems and crises.  While it could be argued 

that initiatives to address poverty and homelessness are not “health” interventions, the 

respondents felt otherwise.  Respondents stated that developing community partnerships to 

promote workforce development, education, affordable housing, and transportation should be 

high on the priority list.  

 

Prevention 
Respondents were also aligned with existing research about the power of prevention. They 

repeatedly emphasized the need for early intervention. They commented about how inefficient 

it is to constantly be “putting out fires” rather than addressing problems before they become 

crises. “Start young.  Building those patterns early.  A lot of kids see success early, letting them 

support each other young, early, early, early, early.  A lot of these patterns and these things 

haven’t scanned the issues that live in it, and so involving the whole family in those programs.” 

 

For example, nutrition education, mental health educations and services, and primary care 

should be more fully developed in school settings. Right now they are extremely limited and 

focused on crisis management. In addition, interventions should begin in elementary and middle 

school. Finally, behavioral health should be integrated into primary care to serve early childhood, 

e.g. depression screening for pregnant women, pediatric behavioral health. These interventions 

provide preventive approaches that would likely pay off in the long run for overall population 

health. 

 

Building Community and Connections 
 

An overall theme expressed in the Assessment was the explosive population growth in Hays 

County and how that has contributed to a sense of disconnectedness and lack of social cohesion.  
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The cities’ infrastructures have been unable to keep up with the number of new residents.  

Several participants described “lost” individuals who do not know who to ask for help or where 

to turn.  Others described a disjointed and inadequate social services infrastructure with little 

coordination and communication between providers.  

 

Vulnerable Groups 
 

The Needs Assessment identified several vulnerable groups for whom problems are numerous, 

severe, and underserved.  These include people with serious mental illnesses or substance abuse 

concerns, older adults, and residents of Redwood.  These populations can benefit from many of 

the suggested solutions, which include but are not limited to the following: 

• Affordable housing 

• Substance abuse treatment and services 

• Hybrid inpatient/outpatient program 

• Case management and patient navigation 

• Services for the elderly, e.g. caregiver support, assisted living, transportation, medication 

assistance 

• A community center in Redwood 
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APPENDICES 
 

Appendix 1.  Description of Methodology 
 

Review of Literature and Quantitative Data 
A Nybeck Consultant conducted a literature review using previously published community needs 

assessments focused on Central Texas or Hays (see Appendix 2 for references).  MIA Consulting, 

on behalf of Seton Healthcare Family, was responsible for the collection and review of the 

quantitative data that derive from secondary sources.  Community-level data were gathered 

from sources including the American Community Survey, U.S. Census and Behavioral Risk Factor 

Surveillance System, and the Texas State Data Center to illustrate the county’s demographics, 

health outcomes and health factors. MIA Consulting reviewed 80 measures and put measures 

into groups to allow data to be examined at a higher level.  

  

The CHNA data analysis utilizes z-score methodology to compare health measures of specific 

counties to each other, Texas, and the United States. The Robert Wood Johnson Foundation 

(RWJF) uses z-scores to produce its county rankings for various health measures.  Z-scores are a 

way to standardize different types of data for comparison purposes.  The scores measure the 

number of standard deviations from the average of all counties, and are not a comparison to an 

ideal standard.   

 

Nybeck Analytics incorporated the findings from MIA Consulting and previous community needs 

assessments into the project design, interviews and focus group, and this report as appropriate.   

 

Interviews with Key Stakeholders 
Purpose 

The purpose of in-depth interviews was to “identify and prioritize the health needs of the 

community” from the stakeholders’ points of view.  Findings from interviews informed the design 

of the focus group.  Interviews followed a semi-structured guide, and covered the identification 

of health needs, prioritization of health needs, and how best to meet those needs.  The 

interviewer asked about barriers and reasons for unmet health needs, existing resources, needed 

resources, and potential solutions among specific subgroups in the community.  At the end of 

each interview, the interviewer 1) asked if the interviewee could recommend anyone for an 

interview, focus group, or the online survey, 2) asked for permission to use quotes with 

interviewee’s name, and 3) explained that all interviewees would be asked to complete a brief 

survey to prioritize health needs.  Refer to Appendix 3 for Interview Guide. 

 

Sample and Recruitment 

Representatives from collaborating agencies (St. David’s Foundation, Seton Healthcare Family, 

Central Texas Medical Center) made up a steering committee, which was responsible for 

designing the Community Health Needs Assessment.  The steering committee members 

contributed contact information for 69 people who represent the broad interests of Hays County 

and who are knowledgeable about its health-related issues.  These key stakeholders included 
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nonprofit leaders, health department authorities, public school leaders, healthcare providers or 

leaders, elected officials, researchers, people representing distinct geographic areas, and people 

representing certain ethnic/racial groups.  The steering committee then prioritized potential 

interviewees, paying attention to factors such as type of work and work place.    

 

To recruit interviewees, Nybeck consultants, with the assistance of St. David’s Foundation and 

collaborating partners, called and emailed prioritized key stakeholders.  Nybeck Analytics 

conducted ten interviews with key stakeholders in Hays County.  Interviews lasted between 25 

and 60 minutes and took place at his or her place of work or by phone.  Between Oct. 29, 2015 

and Jan. 28, 2016, a Nybeck consultant administered three face-to-face interviews and seven 

phone interviews.  The sample included people from the below organizations. 

 

 
 

Transcription 

All interviews were audio-recorded and transcribed and remain confidential. 

 

Focus Group 
Purpose and Questions to Address 

The purpose of the focus group was to approximate a group response to ideas and flesh out 

proposed concepts. The group followed a semi-structured guide: 

1. Identify significant health needs 

2. Identify barriers and reasons for unmet health needs 

3. What supports, programs, and services would help to improve the needs, or issues? 

4. Identify existing resources, needed resources, and potential solutions among specific 

subgroups in the community 

5. What is the group’s reaction to a) health needs, b) barriers, and c) supports, programs, 

and services put forth by the interviewees, the literature review, and the quantitative 

analyses? 

 

  

Name Type

CAPCOG Community-based organization

CommuniCare Health Centers Safety net clinic

Greater San Marcos Partnership Economic/business

Hays CISD Public education, health in schools

Hays CISD Public education, health in schools

Hays County Commissioners Court State, county, city health dept.

Hays-Caldwell Women's Center Community-based organization

Live Oak Health Partners Community Clinic Hospital

Methodist Healthcare Ministries Safety net clinic

Seton Medical Center Hays Hospital

Organizations Represented by Interviewees
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Nybeck consultants finalized the design of the focus group guide after discussions with St. David’s 

Foundation (SDF) staff and the Steering Committee, a review of the quantitative data presented 

by SDF’s collaborating partners, and analysis of interview data collected up to the day of the focus 

group. 
 

Recruitment and Sample 

Potential participants were identified from the list of 69 key stakeholders.  Most participants 

were recruited through organizations (schools, social service agencies, clinics) that provide 

services to community residents. Others were elected officials or government leaders. During 

recruitment, Nybeck staff explained the study’s purpose.  An incentive of $50 was offered to all 

participants.  Nybeck consultants recruited eight key stakeholders who represented a specific 

group, occupation, or perspective important to the project.   Six people from the below 

organizations participated in the focus group. 

 

 
 

Administering Focus Group and Collecting Data 

The focus group lasted 90 minutes.  The moderator began with an “unbiased” assessment of the 

focus group participants’ views of the health needs in their community.  The moderator asked 

open-ended questions about health needs.  Next, the moderator followed up with probes about 

any health needs that came up in the quantitative and qualitative analyses but that didn’t come 

up in the groups open-ended responses, such as, “You mentioned that there is a need in your 

community for primary care services like better management of diabetes.  We’ve heard from 

other sources/stakeholders that there is also a need to improve the management of 

hypertension in their communities.  Is this something that you are also facing within your 

community?  Please tell me more.”   An assistant moderator took notes and digitally recorded 

the group interview for transcription.   

 

Data Analysis:  Interviews and Focus Group 
Nybeck consultants coded all transcripts and identified the main themes. From successive 

readings of transcripts, we used content analysis to produce a progressively more refined coding 

scheme. Nybeck consultants collaboratively developed the coding and themes for the final 

summaries.  

 

  

Name Type

Community Action Community-based organization

Hays County Food Bank Community-based organization

Hays ISD Public education, health in schools

Parish Nurse Program Safety net clinic

San Marcos Healthy City Task Force Community-based organization

WIC State, county, city health dept.

Organizations Represented by Focus Group Participants
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Online Survey to Prioritize Needs 
A goal of this project is to prioritize health needs.  This prioritization was a two-step process.  The 

first determined the criteria used to prioritize health needs using Nominal Group Technique.  The 

second step was to prioritize the health needs identified throughout the project (literature 

review, quantitative analysis, interviews, and focus group) through an online survey.   

 

A Nybeck consultant administered the Nominal Group Technique during two planning meetings 

that took place in October 2015 (Appendix 4).   SDF staff, Nybeck consultants, and collaborating 

partners completed the exercise, which resulted in five weighted criteria to be used in prioritizing 

needs:  1) Relatively large number of people affected (.29), 2) Availability of cost-effective 

solutions (.26), 3) A root cause of several other issues (.21), 4) Existence of large disparities among 

groups (.14), and 5) Existence of leadership and momentum to solve unmet need (.10).   

 

The second step involved the survey.  Using the criteria identified during the two planning 

meetings, Nybeck constructed a Prioritization Matrix on SurveyMonkey.  See Appendix 5 for 

process.  A St. David’s Foundation Program Officer emailed a note to all listed stakeholders with 

email addresses (n=59), saying that they would receive an email invitation from Nybeck Analytics 

to complete the six-minute survey.  A Nybeck consultant emailed all interviewees, all focus group 

participants, and other key stakeholders an invitation on Feb. 1, 2016.  A reminder was emailed 

on Feb. 5, and the survey closed on Feb. 9.  Ten interviewees and focus group participants and 

seven other key stakeholders completed the survey.  The response rate was 25%.   

 

 
 

Following instructions in the Priority Matrix, a Nybeck consultant analyzed the data using SPSS.  

Based on the weighted criteria, 17 respondents ranked the unmet needs in this order: 

1. Resources and services supporting healthy lifestyles 

2. Resources and services to combat poverty 

3. Primary healthcare 

4. Reproductive health services and teen pregnancy prevention 

n %

Private nonprofit social service organization (provider, executive, other staff) 4 24%

University or private research firm 3 18%

School or school district (nurse, counselor, superintendent, other staff) 2 12%

Hospital (hospitalist, nurse, executive, other staff) 2 12%

City, county, or state government (elected official or other staff) 1 6%

Private, nonprofit safety net clinic (provider, executive, other staff) 1 6%

Private for-profit medical practice (provider, executive, other staff) 1 6%

Place of worship 1 6%

Foundation or other philanthropic organization 1 6%

EMS Service 1 6%

Total 17 100%

Sample for Online Survey
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5. Mental and behavioral healthcare 

6. More robust system of transportation 

7. Affordable housing 

8. Substance abuse treatment 

9. Patient navigation 

10. Dental care among adults 

11. Specialty care 

 

In a separate question, when asked to “choose one unmet need as the most important to address 

in the next one to three years,” the top two responses were resources and services supporting 

healthy lifestyles and mental and behavioral healthcare.  No respondents selected dental care 

among adults, affordable housing, or reproductive health services and teen pregnancy 

prevention as the most important priority (see table below). 

 

 

  

n %

Mental and behavioral healthcare 4 24%

(healthy food, physical activity, preventive services) 4 24%

Resources and services to combat poverty 3 18%

Transportation 2 12%

Primary healthcare 1 6%

Substance abuse treatment 1 6%

Specialty care 1 6%

Patient navigation 1 6%

Total 17 100%

Choosing One Unmet Need as the Most Important to Address

In the Next One to Three Years, Hays County, 2016
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Appendix 3.  Interview Guide 
 

Introduction 

St. David’s Foundation has asked Nybeck Analytics to conduct a Community Health Needs 

Assessment.  Seton Healthcare Family and Central Texas Medical Center are collaborating with 

St. David’s.  The purpose of the Assessment is to identify and prioritize health needs of the 

community so that these organizations can better serve their patients and communities.  We 

want to get input from people who represent the broad interests of Hays County and who have 

special knowledge of or expertise in its health issues.  The purpose of this interview is to get your 

perspective and opinions.   

 

Definition of Community (Hays) 

 

Background of Interviewee/Organization  

Current role, background and training, expertise 

 

Significant Health Needs 

• What are largest unmet needs?  Why? 

• What concerns you most about this community’s health?  Why? 

• Barriers and reasons for unmet health needs 

 

Resources/Solutions 

• Thinking about the “significant health needs” identified above, what services are needed, 

or what services need to be expanded or improved? 

• Identify current resources in the community 

• Find out how best to meet identified needs, identify resources and potential solutions:  

What do you think could be done to address the health need we’ve discussed? 

• Identify existing resources, needed resources, and potential solutions among specific 

subgroups in the community 

 

Closing and Follow-Up 

• Ask if interviewee knows anyone else in community appropriate for interview, focus 

group, or online survey. 

• Ask for permission to use quotes with interviewee’s name.  If “yes,” explain that if quote 

is slated for final report, a Nybeck consultant will contact interviewee and get explicit 

permission to use specific quote.   

• Explain that a Nybeck consultant will email invitation to complete a brief online survey to 

prioritize health needs.    
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Appendix 4.  Nominal Group Technique1 
 

The Nominal Group Technique (NGT) has been widely used in public health as a mechanism for 

prioritizing health problems through group input and information exchange.  This method is 

useful in the early phases of prioritization when there is a need to generate many ideas in a short 

amount of time and when input from multiple people must be taken into consideration.  An 

advantage of using this technique is that it is a democratic process allowing for equal say among 

all participants, regardless of position in the agency or community. 

 

Step-by-Step Instructions: 

 

1. Establish group structure – Group of partners with Nybeck Consultant as moderator.  

Moderator clarifies objective and the process. 

2. Silent brainstorming – Nybeck consultant asks partners to brainstorm and think about 

potential criteria before meeting.   

3. Each person lists the criteria that they thought about on a note card.   

4. Generate list in round-robin fashion – Nybeck consultant solicits one idea from each 

person and lists them on a flip chart for the group to view. This process should be 

repeated until all ideas and recommendations are listed. 

5. Group discussion – Nybeck consultant reads aloud each item in sequence, and 

the group responds with feedback on how to condense or group items. 

Participants also provide clarification for any items that others find unclear.  Add 

criteria as necessary. 

6. Anonymous ranking – On a note card, all people at meeting silently rank each listed 

health problems on a scale from 1 to 5 (or so), and Nybeck consultant collects, tallies, 

and calculates total scores. 

7. Repeat if desired/weight criteria– Once the results are displayed, the group can vote 

to repeat the process if items on the list receive tied scores or if the results need to 

be narrowed down further.  Discuss how to weight criteria. 

 

  

                                                           
1 Duttweiler, M. 2007. Priority Setting Tools: Selected Background and Information and Techniques. Cornell 

Cooperative Extension. Cited in “First Things First:  Prioritizing Health Problems,” National Association of County and 

City Health Officials.   http://www.naccho.org/topics/infrastructure/accreditation/upload/Prioritization-Summaries-

and-Examples.pdf. Sept. 2015. 
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Appendix 5.  Prioritization Matrix2 
 

A prioritization matrix is one of the more commonly used tools for prioritization and is ideal when 

health problems are considered against a large number of criteria or when an agency is restricted 

to focusing on only one priority health issue.  Although decision matrices are more complex than 

alternative methods, they provide a visual method for prioritizing and account for criteria with 

varying degrees of importance.  The following steps outline the procedure for applying a 

prioritization matrix to prioritize health issues.  The table below shows a single person’s matrix. 

 

 
 

 

1. Create a matrix – List all issues vertically down the y-axis of the matrix and all the criteria across 

the x-axis of the matrix so that each row is represented by a health issue and each column is 

represented by a criterion. Include an additional column for the priority score. 

 

2. Rate against specified criteria – Fill in cells of the matrix by rating each health issue against 

each criterion, which should have been established by the team prior to beginning this process. 

An example of a rating scale can include the following:  3 = criterion met well, 2 = criterion met, 

1 = criterion not met. 

 

3. Weight the criteria – If each criterion has a differing level of importance, account for the 

variations by assigning weights to each criterion.  For example, if ‘Criterion 1’ is twice as 

important as ‘Criterion 2’ and ‘Criterion 3,’ the weight of ‘Criterion 1’ could be .5 and the weight 

of ‘Criterion 2’ and ‘Criterion 3’ could be .25. Multiply the rating established in Step 2 with the 

weight of the criteria in each cell of the matrix.  If the chosen criteria all have an equal level of 

importance, skip this step. 

 

4. Calculate priority scores – Once the cells of the matrix have been filled, calculate the final 

priority score for each health issue by adding the scores across the row.  Assign ranks to the 

health problems with the highest priority score receiving a rank of ‘1.’ 

 

                                                           
2 Duttweiler, M. 2007. Priority Setting Tools: Selected Background and Information and Techniques. Cornell 

Cooperative Extension. Cited in “First Things First:  Prioritizing Health Problems,” National Association of County and 

City Health Officials.   http://www.naccho.org/topics/infrastructure/accreditation/upload/Prioritization-Summaries-

and-Examples.pdf. Sept. 2015. 

Criterion 1 

(Rating X Weight)

Criterion 2 

(Rating X Weight)

Criterion 3 

(Rating X Weight)
Priority Score

Health Problem A 2 X 0.5 = 1 1 X .25 = .25 3 X .25 = .75 2

Health Problem B 3 X 0.5 = 1.5 2 X .25 = 0.5 2 X .25 = 0.5 2.5

Health Problem C 1 X 0.5 = 0.5 1 X .25 = .25 1 X .25 = .25 1

Example Prioritization Matrix
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Appendix 6.  Online Survey Instrument 
 

Welcome and Thanks 

This 6-minute online survey is part of the 2015-2016 Community Health Needs Assessment. The 

Assessment is a collaborative effort led by St. David's Foundation, Seton Healthcare Family, and 

Central Texas Medical Center.  On behalf of these organizations, thanks for helping to prioritize 

community health needs in Hays County. 

 

1.  In the last few months, as part of the Community Health Needs Assessment, did you 

participate in an interview or focus group? 

1. Yes (skip to Q3) 

2. No 

 

Prioritizing Community Health Needs in Hays County 

During the Community Health Needs Assessment, people who represent the broad interests of 

Hays County and who are familiar with its health issues identified several unmet needs. These 

unmet needs are listed on the left. Five criteria, or questions, often used to prioritize needs are 

listed at the top. 

 

2. Considering the unmet needs on the left, please use the drop-down menus to answer each 

question by responding "yes," "somewhat," or "no." 

 

Does this 

unmet need 

affect a 

relatively large 

number of 

people?

Are cost-

effective 

solutions 

available to 

address 

this?

Is this 

unmet need 

a root cause 

of several 

other 

issues?

Thinking of 

this unmet 

need, do large 

disparities 

exist among 

groups?

Do 

leadership 

and 

momentum 

exist to 

solve this?

Resources and services to 

combat poverty

Transportation

Affordable housing

Primary healthcare

Dental care among adults

Mental and behavioral 

healthcare

Substance abuse treatment

Specialty care

Reproductive health services and 

Teen Pregnancy Prevention

Resources and services 

supporting healthy lifestyles 

(healthy food, physical activity, 

preventive services)

Patient navigation and 

education about available 

resources and sources
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Prioritizing Needs in Hays:  Interview and Focus Group Participants 

Unmet needs identified during the Assessment's interviews, focus groups, and literature review 

are listed on the left.     Five criteria, or questions, often used to prioritize needs are listed at the 

top. 

 

3.  Considering the unmet needs on the left, please use the drop-down menus to answer each 

question by responding "yes," "somewhat," or "no." 

 
 

Last Three Questions 

4.  If you could choose one unmet need as the most important to address in the next one to three 

years, what would it be? 

1. Resources and services to combat poverty 

2. Transportation 

3. Affordable housing 

4. Primary healthcare 

5. Dental care among adults 

6. Mental and behavioral healthcare 

7. Substance abuse treatment 

8. Specialty care (such as cardiology, urology, orthopedics, etc.) 

9. Reproductive health services and teen pregnancy prevention 

Does this 

unmet need 

affect a 

relatively large 

number of 

people?

Are cost-

effective 

solutions 

available to 

address 

this?

Is this 

unmet need 

a root cause 

of several 

other 

issues?

Thinking of 

this unmet 

need, do large 

disparities 

exist among 

groups?

Do 

leadership 

and 

momentum 

exist to 

solve this?

Resources and services to 

combat poverty

Transportation

Affordable housing

Primary healthcare

Dental care among adults

Mental and behavioral 

healthcare

Substance abuse treatment

Specialty care

Reproductive health services and 

Teen Pregnancy Prevention

Resources and services 

supporting healthy lifestyles 

(healthy food, physical activity, 

preventive services)

Patient navigation and 

education about available 

resources and sources
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10. Resources and services supporting healthy lifestyles (healthy food, physical activity, 

preventive services) 

11. Patient navigation and education about available resources and sources 

12. Don't know 

 

5.  Please explain why you chose to prioritize this one need. _____________________ 

______________________________________________________________________ 

______________________________________________________________________ 

 

6.  Where do you work?     Please choose the response that most closely describes your work 

place. 

1. Health department or public clinic (provider, executive, other staff) 

2. Private for-profit medical practice (provider or other staff) 

3. Private, nonprofit social service organization (provider, executive, other staff) 

4. School or school district (nurse, counselor, superintendent, other staff) 

5. Place of worship 

6. Hospital (hospitalist, nurse, executive, other staff) 

7. Private, nonprofit safety net clinic (provider, executive, other staff) 

8. University or private research firm 

9. Foundation or other philanthropic organization 

10. City, county, or state government (elected official or other staff) 

11. Other (please specify)  ______________________________ 

 

Thanks so much for completing the survey.  We really appreciate it. 
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EXECUTIVE SUMMARY 
 

Introduction and Background 
 

St. David’s Foundation, Seton Healthcare Family, Austin/Travis County Health and Human 

Services, and Central Health have collaborated to conduct a Community Health Needs 

Assessment for Travis County.  The purpose of the Assessment is to identify and prioritize health 

needs so that these organizations can better serve their communities.   

 

The Assessment includes four components:  1) review of previously published community needs 

assessments and quantitative data from secondary sources, 2) interviews, 3) focus groups, and 

4) an online survey.   Nybeck Analytics reviewed quantitative data analyses by Austin/Travis 

County Health and Human Services, MIA Consulting, and previously published community needs 

assessments.   We incorporated these quantitative findings into the project design, interviews 

and focus group, and this report as appropriate.  During the interviews, focus group, and online 

survey, Nybeck Analytics gathered input from people who represent the broad interests of Travis 

County and who have special knowledge of or expertise in the community’s health issues.  The 

key stakeholders included nonprofit leaders, health department authorities, public school 

leaders, healthcare providers or leaders, elected officials, researchers, people representing 

distinct geographic areas, and people representing certain ethnic/racial groups.  Consultants for 

Nybeck Analytics conducted nine interviews and one focus group between Nov. 14, 2015 and Jan. 

14, 2016.  After completing the interviews and focus group, we administered an online survey in 

early Feb. 2016 to help prioritize needs previously identified in the Assessment.  (For a detailed 

description of methodology, please refer to Appendices.)   

 

Unmet Community Health Needs   
 

During the Assessment, Nybeck consultants asked participants to explain what they believed 

were the most significant community health needs facing Travis County and the people served 

by the participant’s organizations, barriers to meeting those needs, and potential solutions.  

Rather than describing “community context” or “social or environmental factors,” when asked to 

name the most significant “community health needs,” participants often replied with: “poverty,” 

“transportation,” “housing,” and also needs more traditionally considered healthcare-related 

issues.  Nybeck Analytics has followed their lead and written the report in the spirit of their 

responses.  Based on the online survey findings and a qualitative assessment of the interviews 

and focus group, Nybeck Analytics offers the needs in prioritized order below. 

 

Resources and services supporting healthy lifestyles (nutritious food, physical activity, 

preventive services).  Participants noted the burden of chronic diseases such as heart disease, 

cancer, stroke, chronic lung disease, and diabetes.  They emphasized investments in 1) tobacco 

cessation, 2) physical activity, and 3) nutrition.  Approaches should be collaborative and 

comprehensive.  Work sites, schools, and healthcare organizations can coordinate to support 

healthy lifestyles.   
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Resources and services to combat poverty.  These included workforce development, early 

childhood education, affordable housing, and increasing the minimum wage. 

 

Mental and behavioral healthcare.  Assessment participants stressed the need to strengthen 

community-based services and offer more preventive care and other relatively low levels of care 

to people with mental and behavioral health issues.  They suggested 1) studies on the cost-

effectiveness of preventive services, 2) reducing the stigma of therapy, 3) earlier intervention for 

children to prevent mental illness, 4) expansion of mental and behavioral healthcare in schools, 

and 5) strengthening and expanding integrated behavioral healthcare. 

 

Affordable housing.  Participants in the Assessment called for 1) more affordable housing, 2) 

greater awareness and understanding of homelessness and its causes, 3) housing people with 

substance abuse problems or mental health issues, 4) more family shelters.  They argued that 

housing should be seen as a “health intervention.” 

 

Primary and preventive healthcare.  Participants emphasized system-level changes like 

improving quality of care, payment reform, and greater healthcare coverage.  They also discussed 

solving the provider shortage, conducting more sophisticated marketing and development for 

safety net clinics to make them more accessible to the neediest patients, using a more holistic 

approach to healthcare, and providing culturally and linguistically appropriate health-related 

publications and materials. 

 

Patient navigation.  Patient navigation was brought up within several contexts such as to obtain 

healthcare coverage, to be provided to residents in affordable and supportive housing, and to 

help patients navigate primary and preventive care, specialty care, mental and behavioral 

healthcare, and substance abuse treatment.   

 

Resources and treatment for substance abuse. A participant suggested a community-wide 

education and outreach response to emerging drug epidemics.  Several called for building 

capacity in the area of substance use disorders.   

 

More robust transportation system.  Many comments focused on providing transportation to 

and from social service agencies and healthcare facilities.  Suggestions for improvement included 

better planning when developing new clinics, better urban planning, and a partnership among 

transit and healthcare interests to tackle the transportation issue. 

 

Reproductive health services and family planning.  Participants cited the relatively high rates of 

HIV and other STDs in Travis County.  They suggested routine HIV testing in hospitals and 

increasing HPV vaccine rates.  With the HPV vaccine, there is a huge opportunity for success in 

preventing cervical, anal, and throat cancers.  Focus participants stressed the continued need for 

family planning, including abortion services when appropriate and necessary.  They also spoke of 

the high teen pregnancy rate among Hispanics.   
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Dental care among adults.  Interviewees and focus group participants suggested partnerships 

among clinics and hospitals to help patients and decrease emergency room visits.   

 

Specialty care and procedures.  Several people stressed the need for specialty care and 

procedures among patients who depend on the healthcare safety net and who are covered by 

Medicaid.  They discussed the potential for a new ambulatory surgery center. 

 

Vision care and eyeglasses.  Vision care and free to low-cost eyeglasses continue to be needs 

among older adults and families with children in the Austin Independent School District.  Focus 

group participants called for a community-based approach to solving this issue. 

 

Importance of Collaboration and Partnerships 
 

An overall theme in addressing unmet needs in Travis County was greater collaboration and more 

strategic partnerships.  These suggestions involved blanket agreements among the City, the 

County, and school districts to cut down on bureaucracies, data-sharing agreements among 

entities, a system of coordination among social service and healthcare providers, and a 

collaborative effort to improve the continuum of care. 

 

Populations to Target with Resources and Services 
 

Suggested resources and services can benefit all residents of Travis County, particularly those 

with limited resources.  Interviewees and focus group participants identified people in low-

income households and the following groups who may be particularly vulnerable and in need of 

specific resources:  

• Children: preventive mental and behavioral health services, psychiatric care, HPV 

vaccines, vision care and eyeglasses 

• Older adults: caregiver support, more trained healthcare providers, housing, 

transportation, food and nutrition, alternatives to nursing homes, eyeglasses 

• Those suffering from severe mental illnesses or addiction: housing, peer support 

• Residents of affordable or supportive housing: mental and behavioral healthcare, patient 

navigation 

• Residents of Del Valle: transportation, resources supporting healthy lifestyles 

• People with disabilities: greater number of higher-quality services, children’s therapies 

• Certain ethnic/racial groups: resources supporting healthy lifestyles (African Americans 

and Hispanics), culturally and linguistically appropriate outreach and healthcare 

resources (Asian-Americans and Hispanics), and HIV awareness campaigns (African-

Americans)  
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INTRODUCTION 
 

St. David’s Foundation 
 

St. David’s Foundation is part of the public-private partnership known as St. David’s HealthCare, 

which includes six hospitals in the Central Texas region. The Foundation represents the public 

arm of the partnership and is designated as a 501(c)3 hospital by the IRS.  Each year, the 

Foundation returns a share of St. David’s HealthCare‘s earnings to the community in the form of 

grants. The Foundation’s grant making occurs within a five-county area in Central Texas, which 

includes Travis.  In recent years, the Foundation has experienced dramatic growth in its earnings 

from St. David’s HealthCare, and in 2015, the Foundation invested more than $65 million through 

grants and direct programs focused on community health. 

 

Purpose of Community Health Needs Assessment 
 

St. David’s Foundation (SDF), Seton Healthcare Family (Seton), Austin/Travis County Health and 

Human Services, and Central Health have collaborated to conduct a Community Health Needs 

Assessment for Travis County.  The purpose of the Assessment is to identify and prioritize health 

needs so that these organizations can better serve their communities.   

 

As non-profit hospitals, Seton and SDF are each required by the IRS to prepare Community Health 

Needs Assessments (CHNAs) to be finished by the end of their 2016 tax years.  The two 

organizations share the same IRS requirements to conduct CHNAs in Travis County.  The IRS 

encourages hospitals to work with local partners to conduct CHNAs so that the community and 

each organization can benefit from the collaboration and avoid duplication of efforts.  

 

For the 2016 CHNA process for Travis County, Seton and SDF collaborated in planning and making 

decisions to meet the needs of all organizations and the community.  The organizations strove to 

equally divide work and financial investment.  Division of responsibilities was made based on 

respective staff capacity and expertise and the following components:  

 

 
 

Component Examples Owner Organization

Quantitative data acquisition
BRFSS, Census, RWJF County 

Rankings
Seton Healthcare Family

Data analysis & Interpretation
Health indicators & outcomes, 

demographics

Austin/Travis County Health & Human 

Services, St. David's Foundation, Seton 

Healthcare Family

Qualitative data and 

community feedback

Focus groups, forums, stakeholder 

interviews
St. David's Foundation

CHNA report development
Independently developed by each 

organization
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To meet the goals of the Assessment, “community health” is defined in a broad sense and 

includes numerous factors at multiple levels.  Individual behaviors (diet and exercise), clinical 

care (access to medical services), social and economic factors (state’s minimum wage), and the 

physical environment (air quality, parks, sidewalks) can impact a community’s health.1 

 

Purpose of Report 
 

This report focuses on the community health needs of Travis County.  It describes findings from 

a literature review, interviews and focus groups, an online survey, and a review of existing 

quantitative data collected from secondary sources.  The interviews and focus group were 

administered in Travis County.  Representatives from St. David’s Foundation, Seton Healthcare 

Family, Austin/Travis County Health and Human Services, and Central Health identified and 

prioritized key stakeholders to participate in the interviews, the focus group, and online survey.  

Key stakeholders included people who represent the broad interests of Travis County and who 

have special knowledge or expertise in its health issues.  They included nonprofit leaders, health 

department authorities, public school leaders, healthcare providers or leaders, elected officials, 

researchers, people representing distinct geographic areas, and people representing certain 

ethnic/racial groups.  (See Appendices for a detailed description of methodology.)   

 

Profile of Travis County 
 

Travis County’s 2016 population is estimated to be 1,129,582.  Bastrop’s population is equal to 

7% of Travis’ population.  Caldwell’s population equals 4% of the Travis population, and the 

population of Hays equals 17% of the Travis population.  By 2030, Travis County’s population is 

expected to increase by 19%, adding 213,247 people and bringing the total to 1,342,829.2   

 

 
 

Several independent school districts (ISDs) serve Travis County.  The largest is Austin ISD, and 

others include Del Valle, Eanes, Lago Vista, Lake Travis, Leander, Manor, and Pflugerville.  Cities 

in Travis include:  Austin, Bee Cave, Cedar Park, Creedmoor, Elgin, Jonestown, Lago Vista, 

Lakeway, Manor, Pflugerville, Rollingwood, Sunset Valley, and West Lake Hills. 

 

Bastrop Caldwell Hays Travis Williamson

0 to 17 20,058 9,876 46,572 277,728 130,024

18 1,247 590 3,595 13,944 7,184

19 to 64 48,815 25,414 118,338 736,421 296,034

65 and over 12,070 5,853 19,836 101,489 55,320

Total 82,190 41,733 188,341 1,129,582 488,562

Source: Texas State Data Center

Projected Population by Age Group, County Comparisons, 2016
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COMMUNITY HEALTH NEEDS IN TRAVIS COUNTY 
 

This section presents findings from the interviews, focus group, and review of existing 

quantitative data.  Nybeck Analytics is not endorsing the ideas or the needs described during the 

interviews and focus group, nor have we checked for accuracy of people’s statements.  During 

each interview and the focus group, we asked the participant to explain what he or she thought 

were the most significant community health needs facing Travis County and the people served 

by the participant’s organization, barriers to meeting those needs, and potential solutions.  

Rather than describing “community context” or “social or environmental factors,” when asked to 

name the most significant “community health needs,” participants often replied with: “poverty,” 

“transportation,” “housing,” and also needs more traditionally considered healthcare-related 

issues.  Nybeck Analytics has followed their lead and written the report in the spirit of their 

responses.  This section describes the community health needs in prioritized order.  Nybeck 

Analytics offers this prioritization based on our analysis of the online survey findings and a 

qualitative assessment of the interviews and focus group. 

 

Resources and Services Supporting Healthy Lifestyles 
 

The Issues 
In Travis County, chronic diseases are the major causes of morbidity and mortality, with high 

human and economic costs.  “If you look at the burden of disease, both from mortality, morbidity, 

prevalence, you’ve got chronic diseases like heart disease, cancer, stroke, chronic lung disease, 

diabetes.  Those not only affect so many people...  The economic cost to our community is huge.  

The burden on our entire healthcare system, the hospitalizations, the outpatient clinics, the 

medications, all of that is huge...”  Blacks have a higher prevalence of cardiovascular disease than 

Whites and Hispanics.  Blacks and Hispanics have higher rates of diabetes than Whites.3 

 

Lung cancer is the leading cause of death among the cancers, with almost 90% of lung cancers 

due directly to smoking.  Not surprisingly, tobacco is the leading cause of preventable death in 

Travis County.  Each year, cigarettes and other tobacco products cause approximately 600 

deaths. 4  In 2011-2012, an estimated 175,293 Travis County adults, or 1 in 6, “currently” used 

tobacco products such as cigarettes, snus, snuff, chewing tobacco, pipes or cigars.  Tobacco use 

in Travis County differs by sex, age group, and income:  

• Men are more likely to use tobacco than women. 

• Adults aged 18-44 years are more likely to use tobacco than those over 65. 

• Adults with lower incomes are more likely to use tobacco than their wealthier 

counterparts. 

• Adults without a high school diploma are more likely to use tobacco than those with 

higher education levels. 5 

 

Lack of physical activity and poor nutrition are major causes of heart disease and diabetes.  In 

2011-2012, over 400,000 Travis County adults (37%) were considered overweight.  Over 230,000 

Travis County adults (21%) were considered clinically obese.  In recent years, there has been an 



10 

 

increase of overweight and obesity.  African Americans (42%) and Latinos (37%) experienced 

much higher rates of obesity than Whites (19%).6 

 

In Central Texas, many people have limited access to healthy foods.  For example, compared to 

the rest of Texas and the U.S., there is a relatively low ratio of WIC-authorized food stores to 

people in all four counties.  In Travis, 8% of the low-income population does not live within a mile 

of a grocery store.7   

 

 
 

Suggested Solutions 

 
Assessment participants emphasized 

investments in:  1) tobacco 

cessation, 2) physical activity, and 3) 

nutrition.  Approaches should be 

comprehensive.  Work sites, schools, 

the City, the County, healthcare 

organizations, and social service 

organizations can coordinate to 

improve various aspects that affect 

these conditions. 

 

  

 

 

“Let’s Finish Off Tobacco”   

Interviewees suggested increasing and enhancing community-wide policies and more screening 

and referral of patients.  Organizations such as Seton Healthcare Family and St. David’s can be 

advocates for community policy and can gather usual and unusual suspects in the campaign. 

  

Number of WIC-Authorized 

Stores per 100,000, 2011

Percentage of Low-Income 

Population Not Close to 

Grocery Store, 2010

Bastrop 5.3 18%

Caldwell 5.2 8%

Hays 5.5 7%

Travis 6.0 8%

Williamson 4.5 7%

Texas 9.1 10%

U.S. 15.6 6%

Limited Access to Healthy Foods,

County Comparisons

Source:  RWJF County Health Rankings
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Continue to Promote Healthy Foods and Exercise 

Resources and services in support of healthy lifestyles include:  health education, affordable 

healthy food, grocery stores, accessible parks near people most in need, and sidewalks.  “We can 

strengthen the food safety net and simplify the process for becoming SNAP eligible.”  As a 

community, we need to learn “how to infuse healthier food into people’s daily lives.” 

 

Resources and Services to Combat Poverty 
 

The Issues 
Suburban poverty in the Austin Metro area has grown 143% during the last decade.8  In Travis 

County, 17% of residents lived under the Federal Poverty Level.  Interviewees and focus group 

participants echoed recent studies showing widening disparities in Travis County.  When asked 

about the biggest need in our county, a focus group participant said, “The increased economic 

segregation in our community.  The Martin Prosperity Institute named Austin as one of the most 

economically segregated cities in the nation…”9   

 

 
 

Suggested Solutions 
• “If we can improve the socioeconomic status of everyone whether it’s workforce 

development, getting people adequate paying jobs, early childhood education to get 

people out of the cycle of poverty...  Housing and getting people low-income housing, 

affordable housing are things that can raise the underlying socioeconomic status.”   

• “In terms of prevention, a significant increase in the minimum wage is a massive win in 

terms of addressing social determinants of health…”  

 

  

Below FPL Total Pop. %

Bastrop 13,594 82,190 17%

Caldwell 7,787 41,733 19%

Hays 32,112 188,341 17%

Travis 196,773 1,129,582 17%

Williamson 34,248 488,562 7%

Texas - - 18%

U.S. - - 15%

Estimated Number and Percentage of People Living under 

the Federal Poverty Level, County Comparisons, 2010-2014

Sources:  Percentages from RWJF County Health Rankings, population 

estimates from Texas State Data Center (2016)
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Mental and Behavioral Healthcare 
 

Prevalence 
A significant percentage of adults in Travis County report having poor mental health at least five 

days in the past month. The percentage of Latinos reporting poor mental health (27%) is higher 

than that of African Americans (24%) or Whites (18%). 

 

 
 

Early Intervention Services 
Assessment participants suggested strengthening community-based services and offering more 

preventive care and other relatively low levels of care to people with mental and behavioral 

health issues. 

 

The Issues 

“…If we don’t have prevention [or] early intervention systems in place, we pay for these people 

somewhere, somehow on multiple levels…”  For example, “70% of the kids in the juvenile justice 

system have a mental health issue…  Similar for the adult system.  The majority of the people 

who are in the local jail have some kind of mental health condition, and the folks who are living 

on the streets, they have mental health conditions at high percentages.  The folks that use 

emergency services are most likely to have a mental health condition….  As a community, we pay 

for these people somewhere and in multiple systems if we aren’t able to find earlier intervention 

points.” 

 

Suggested Solutions 

Strengthen community-based services.  “Travis County has done a good job at expanding crisis 

capacity and getting more inpatient access to services.  Now, we really need to build out the 
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other parts of the system, so that we have stronger community-based supports in place that help 

prevent people from even needing crisis services to begin with.”  (See  The Integrated Behavioral 

Health System in Travis County-The Desired Continuum of Care, pg. 46.) 

 

For example, “…One of the most recent issues is big support for a sobriety center...  To go from 

being drunk to not drunk, and so if we put a bunch of money into that, what are we doing on the 

backend to make sure there are resources to connect people to?  …Do we also have resources to 

connect them to if they have an interest in engaging in more care, so they’re not hitting the 

sobriety center every weekend?”   

 
Fund cost-effectiveness studies on preventive services.  “Prevention works in individual cases, 

but in terms of being able to say this investment in prevention will save you this much, I don’t 

think there’s really been a good quantifying of that, so it’s easier to say let’s invest in these crisis 

services because you can tell that if people are getting in to crisis services, then they’re not 

getting in to the jails or whatever.  But when it’s further down the line, it’s just hard to figure out 

how much that’s saving.” 

 

Reduce the stigma of therapy and counseling.  To increase the number of people accessing lower 

levels of care, Assessment participants suggested that we further reduce the stigma surrounding 

mental health services: 

• “Therapy, counseling, those different things have a stigma…  Being able to [have] 

somebody who can explain the information to you in your own language or from your 

own background or maybe even tell your own story…  Just making people understand.” 

• “Austin Area Research Organization’s health committee is developing a strategy around 

mental health stigma and how they might help address it, and that might be a major 

barrier removal to helping people get into care.” 

 

Provide earlier and better intervention for children to prevent onset of mental illness. 

• “I think one of the continuing challenges is access to psychiatric care for kids if they need 

it, because unless you’re insured, access to psychiatric care is really hard to get…  making 

sure we have community-based services available for ongoing counseling that kids need.” 

• “Psychiatric care?  We don’t have a lot of that in Pflugerville as far as physicians. Then, it’s 

really hard to get somebody to downtown Austin. Once you get there and you identify 

the problem--psychiatrist, psychologist--if they get diagnosed…  How do they get there? 

How do they get their lab work for the meds that they’re on?  It goes back to 

transportation.  That is kind of like our biggest one I think: transportation.”   

 

Expand mental and behavioral healthcare in schools.   

• “My big ask would be to mimic the program that Manor ISD has right here, the People’s 

Community Clinic, Austin Travis County Integral Care, Student Family Support Office…  

Expand this program that we have” to include “zero to at least 18 to get all of our kiddos.”   

• “Language is key, so more bilingual therapists would be key.  Your medical profession and 

your therapy, mental health should look like a community.”  In Manor, “there are 14 

languages on one campus.” 
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• “We [AISD] now have 17 campuses that offer onsite mental health treatment with an LPC.  

In the spring, we’re going to pilot tele-psychiatry on three campuses, and we are looking 

for a future opportunity with our partners:  Seton and Dell Children’s Medical Center that 

provide all of our nursing services…  So looking at other opportunities to bring healthcare 

and access to healthcare to where the students and families are.” 

• “How do we make sure that services are available across the entire county, whatever that 

looks like, through mobile services or co-located services with other providers or campus-

based services?  I think if you were to talk to some of the school districts, they would say 

mental health is one of their number one issues. Our opportunity is for prevention and 

earlier intervention with kids to get them on a better life path.” 

 

Strengthen and expand integrated behavioral healthcare.  Interviewees and focus group 

participants suggested that we “strengthen the level of integration that we have… When people 

go to their primary care provider, they can get all their needs met, or if they come to [Integral 

Care] because they have a serious mental illness, they can get all their needs met for physical and 

health problems.”  We also need to ensure “that substance use disorder is part of that 

integration…” 

 

People around the country are applying integrated healthcare to new client populations and 

agency settings.  For example, in addition to placing mental/behavioral health experts in primary 

care settings, agencies are placing primary care providers into behavioral health settings to serve 

those with serious mental illnesses or substance abuse concerns.  Integrated healthcare 

programs are also being offered to high-risk populations such as pregnant women and abused or 

neglected children in State custody.10   Integrated care programs are also expanding to include 

additional holistic health practices.  Peer support workers are being added to integrated 

healthcare programs to promote consumer empowerment.11  Some programs are devoting more 

attention to healthy behaviors such as nutrition, exercise, and stress management.12  Perhaps 

the most compelling direction is in regard to prevention.  While in its infancy, integrated care 

programs for early childhood are being created.  Trauma in childhood (abuse/neglect, maternal 

depression, domestic violence) is a significant predictor of physical and mental health problems 

in adulthood.13  These stressors have been associated with the risk of cardiovascular disease, 

cancer, depression, substance abuse, suicide, and other health concerns.  Some of the 

relationships have been described as “enormous.”   

 

Barriers 

Barriers to improving mental and behavioral healthcare exist in Travis County.  Both involve 

funding.  “One of the biggest challenges our community faces is what’s going to happen around 

the 1115 Waiver.  For example, [Integral Care’s] Mobile Crisis Outreach Team works to divert 

people from inappropriate places, such as emergency departments and jails, and we have found 

that it’s a very effective tool to help keep people from those more expensive levels of care…  How 

do we continue to support effective interventions that we know are working as resources shift?  

…One of the biggest risks is that as we build pieces of the system, if we don’t maintain them, then 

we start seeing these situations where people are flooding the crisis system or needing care 
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because they’re not getting intervention earlier.”  Another challenge is making sure people have 

coverage so that they can access the [mental and behavioral healthcare] they need. 

 

Affordable Housing 
 

The Issues 
In Travis County, there are relatively high rates of housing problems:  substandard structures and 

a high-cost housing burden.14  Incomes are relatively flat, and housing prices continue to rise.   

 

 
 

Homelessness is also a problem in Travis County.  In Austin, the number of individuals 

experiencing homelessness declined between 2014 and 2015, but there are still 1,877 homeless 

people, 662 of whom are living on the streets.15  Manor ISD serves between 450-500 homeless 

students annually.  Austin ISD served 2,641 homeless students in school year 2014-2015. 

 

Suggested Solutions 
Interviewees and focus group participants made several suggestions on how to assist people who 

need housing.   

 

Greater Awareness and Understanding of Homelessness 

One interviewee said that to help families who need homes, we need to understand the “real 

barriers” to getting one.  “My big ask is that for people to really understand, that it’s not always 

a choice, it’s just we have working families that just missed one mortgage payment or lost a job 

because of medical, which leads into homelessness.  We have some undocumented families that 

are afraid to seek housing because they don’t have the proper documentation to rent an 

apartment, so they stay with their friends or family.” 

 

“Manor has housing that seems to be affordable, but because most of the houses out here are 

propane, so that’s a higher fee at certain times during the year.  People don’t anticipate their 

propane bill being $300-$400 per month for propane.”  Manor bills and collects month to month, 

Bastrop 31% Bastrop 29%

Caldwell 34% Caldwell 30%

Hays 41% Hays 40%

Travis 39% Travis 38%

Williamson 30% Williamson 30%

Texas 34% Texas 32%

U.S. 36% U.S. 36%

Percentage of Substandard Housing 

Units, County Comparisons,

2010-2014

Source:  RWJF County Health Rankings, 

"Substandard" is a unit with at least 1 of 5 

specified deficiencies.

Households with Housing Costs Using 

More than 30% of Household Income, 

County Comparisons, 2010-2014

Source:  RWJF County Health Rankings
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so families cannot become indebted to its utility company.  “But, we have some families that 

have come from Austin who have $2,000 worth of debt for the utility company, so now [they] 

can’t get housing because [they] can’t get the utilities set up.  Let’s figure out what their real 

barrier is to housing.  What can we help fix?”  St. Vincent de Paul, East Rural Clinic, and Caritas 

provide utility assistance in Manor. 

 

Housing People with Substance Use Problems or Mental Health Issues 

An interviewee suggested expanding housing services for people with substance use problems 

or mental health issues.  “We are now using housing as a health intervention, and this [stops] the 

cycle of people just using services over and over again and not really getting any better.  [Housing] 

is a health intervention and one that’s critical for preventing people from becoming really ill and 

also helping people regain recovery once they do become really ill.  The populations that [Austin 

Travis County Integral Care] serve need permanent supportive housing.”  With regard to housing, 

Integral Care works with Ending Community Homelessness Coalition (ECHO), Salvation Army, 

Front Steps, Green Doors, Mobile Loaves and Fishes, and Community First.   

 

One participant in our Assessment praised the accomplishments of a Medicaid 1115 waiver 

project, which may need funding to continue.  “It’s really been beneficial for [Foundation 

Communities].  The funding that the City has funneled to support housing through the Medicaid 

Waiver program has transformed how we are able to [improve] healthcare access.  [It’s] a 

community treatment team model that we employ in supportive housing for people who have 

crisis mental health needs.  We went from being able to provide nothing to having a fairly robust 

system to provide to our tenants in our supportive housing communities.” 

 

Need for Family Shelters 

“We need family shelters…  You have families that stay in a shelter or a church for a week, and 

then they move to another church.  That can be taxing on the family.  Since you’re in a church, 

you sleep there, you eat there, you do all of your basic needs there, but everybody usually has to 

be out by six to eight o’clock in the morning.  Then when you’re out, and you transport into the 

Day Center, which is in Balcony, it’s taxing on the family.  Salvation Army is a great shelter for 

families, but the family dorm is usually [available only] if you have a spouse.”  Foundation for the 

Homeless also provides family shelter. 

 

Primary and Preventive Healthcare 
 

Interviewees and focus group participants emphasized the need for greater access to primary 

and preventive healthcare.  They discussed payment reform and quality of care, shortage of 

providers, lack of healthcare coverage, lack of convenient healthcare facilities, utilizing a more 

holistic approach, and overuse of the emergency room.  Participants in our Assessment 

acknowledged that system-level changes can improve access to primary and preventive health 

services.   
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Quality of Care and Payment Reform 
The Issues 

The problem is that “nobody pays for [prevention].  Healthcare is an industry built on 

reimbursement.  The model of healthcare is fee for service, so those other services are what you 

would call soft or social services…  And the healthcare model as it is today does not award or fund 

prevention.”  

 

 

Suggested Solutions 

One participant suggested 

leveraging all of the benefits of 

managed care: “To the degree that 

we can, and funders can drive that 

kind of collaboration, make sure 

from the get go, we’re leveraging all 

the benefits of managed care 

without it turning into just a payer 

exercise in trying to squeeze out 

every penny of that capitated rate 

that they possibly can to make it 

work financially.” 

 

Assessment participants suggested that we “all come together” to: 

• “Promote systems change and quality care.  [Promote] data, health information 

exchange, electronic medical record changes, continued support for Integrated Care 

Collaboration.” 

• “…Pool all the healthcare dollars and then find out the strategies and ways to really bend 

the costs covered by prevention and education because an illness model doesn’t work…” 

 

Healthcare Coverage 
Another system-level issue discussed by participants in many contexts is the lack of healthcare 

coverage.  In Travis County, approximately 33,834 children (12%) are uninsured; 26% of adults 

are uninsured.  

• “We lead the nation in uninsured.”   

• “About 11% of families in the [Austin School] District are uninsured…  The population of 

families that we serve through our Family Resource Centers, it’s about 25% of those 

families that are uninsured.  So looking at lots of social and health, mental health needs 

for this.” 
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Provider Shortage 
 

The Issues 

Even though Travis County is not designated as a 

Health Professional Shortage Area, several 

participants described a lack of access due to the 

shortage of providers.  For example, “There’s still a 

huge access issue, but there aren’t enough medical 

personnel currently to address that.  Really, a lot of 

the need is in the ancillary health areas, particularly 

nurses:  Licensed Practical Nurses, Registered Nurses.  

The pipeline is very narrow.  There’s not enough 

faculty with a support for nursing education.”   

 

The table above shows 81 primary care physicians to 100,000 people in Travis.  When interpreting 

provider to population ratios, it is important to keep in mind that most urban areas have much 

Uninsured Total Pop. %

Bastrop 3,515 21,305 17%

Caldwell 1,287 10,466 12%

Hays 5,970 50,167 12%

Travis 33,834 291,672 12%

Williamson 13,446 137,208 10%

Texas - - 13%

U.S. - - 8%

Estimated Number and Percentage of Uninsured Children, 

Aged 0 to 18, County Comparisons, 2013

Sources:  Percentages from RWJF County Health Rankings, population 

estimates from Texas State Data Center (2016)

Uninsured Total Pop. %

Bastrop 15,269 50,062 31%

Caldwell 8,035 26,004 31%

Hays 31,215 121,933 26%

Travis 191,343 750,365 26%

Williamson 60,644 303,218 20%

Texas - - 31%

U.S. - - 21%

Estimated Number and Percentage of Uninsured Adults, 

Aged 18 to 64, County Comparisons, 2013

Sources:  Percentages from RWJF County Health Rankings, population 

estimates from Texas State Data Center (2016)

Bastrop 28.1

Caldwell 28.4

Hays 46.7

Travis 81.2

Williamson 63.8

Texas 58.5

U.S. 74.5

Primary Care Physicians

per 100,000 Population,

County Comparisons, 2012

Source: RWJF Health Rankings
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higher ratios than rural areas and that providers in urban centers, like Austin, may serve patients 

who live in outlying counties, which would lower the effective ratio of providers to patients.   

 

Suggested Solutions 

“There has to be a pipeline in this community.  The medical school will attract people from all 

over the country…  To create avenues in this community that start in our school systems that 

educate kids about health professions and give them opportunities to begin to explore those 

careers all the way up through internships in high school and hard connections to the colleges 

here in our community that might prepare them for any of those potential careers through the 

healthcare industry.  We have to find a way to use that medical school as a mechanism to create 

healthcare professionals who are connected to this community.  That’s a huge thing that I’m not 

seeing enough discussion about, as to how we create our own local pipeline to healthcare.” 

 

Insufficient Number of Clinics and Geographic Mal-Distribution of Health Services 
The Issues 

“Even with all the FQHCs and all the service we have, it’s still an access problem…  All of it 

combined takes care of about half the need, about 200,000 uninsured in Travis County.”  Also, 

we need to address “the migration population shifts in our community and how that’s pushing 

people to some degree out of our areas.  To make sure those populations are still able to access 

those services…  As population shifts in Travis County, and particularly the safety net population 

or people under 200% FPL, we know the clusters and the areas in which they’re moving to.  

They’re moving east, they’re moving north into Pflugerville and the like.”   

 

Suggested Solutions 

Interviewees suggested that people in Travis County conduct more sophisticated marketing and 

development planning.  One argued that safety net providers should increase their agility and 

more quickly move to the populations that need them.  For example, “…More sophisticated 

market development, assess where population is going, create agility in safety net providers as 

Chicago has done.  Match clinics to patient landscape.”   

 

Another suggested bringing healthcare to the patients through telemedicine: “We’re going to 

pilot telemedicine on a high school campus to see how that might work, so looking at other 

opportunities to bring healthcare where the students and families are.” 

 

A Holistic Approach 
One participant suggested that grant making organizations encourage a more innovative, holistic 

approach to healthcare by “bringing their program areas out of independent silos” like primary 

healthcare, mental healthcare, dental health, and nutrition and exercise, etc.    
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Others emphasized how individuals may experience better health and be more receptive to 

different treatments if providers were to take a more holistic approach to healthcare. 

• “Spiritual side.  [El Buen Samaritano] is starting to launch things like pain management 

through meditation, prayer-centered meditation groups…  Our population’s very 

responsive to that, and so I think there’s a lot of untapped potential there.” 

• “The holistic approach…  is really more akin to Asian culture.  They go to one doctor for 

cultural, mental, and spiritual needs because it’s all interconnected, but that system is not 

pervasive…  The stigma of mental health treatment can be alleviated to some extent by 

interconnecting it with physical health, so then this doesn’t have as much stigma…  I think 

that the spiritual is an important element too that needs to be incorporated.” 

 

Culturally Appropriate Materials 
Several Assessment participants emphasized the need for culturally appropriate materials 

related to health and accessing care.  People in Travis County can do a better job of addressing 

health literacy and providing information in many languages including English, Spanish, 

Vietnamese, other Asian languages, and Arabic.   

 

Patient Navigation 
 

According to participants in the Assessment, the term, patient navigation, means assistance 

moving through the complex healthcare system, and it also means “connecting people to 

supports in the community.”  Patient navigation was brought up within several contexts 

(obtaining healthcare coverage, affordable housing, primary and preventive care, specialty care, 

mental and behavioral healthcare, and substance abuse treatment).  The below excerpts 

highlight the key stakeholders’ desire for patient navigation services under several 

circumstances.   

 

Fund Case Managers and Patient Navigation Services inside Clinics 
• “…Patient navigation and there’s no funding for that…  And we’re all trying to cobble 

together some kind of intake system that screens families for all the social services that 

they could be eligible for…” 

• “There’s a social service system that’s working through Best Single Source or Best Single 

Source Plus, and you’ve got…  15 different organizations coming together with a system 

so that there’s no wrong door, and anyone entering with a utility need or rental need, are 

able to access services.  There’s a case management component that addresses the needs 

of that individual client within the individual organization.  It’s been very effective…   

Couldn’t that be applied in a medical community?” 

• “Isn’t that kind of what the CCC, the Community Care Collaborative, is trying to do through 

the work they’re doing to create an integrated delivery system?”  “Exactly.” 
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Train Community Health Workers on Healthcare Coverage and Navigation 

Services 
During the focus group, some participants argued for better trained community health workers 

who could assist people in obtaining healthcare coverage and accessing care: 

• “We could train those community health workers on the Medicaid system… We’re cross 

training all of our parent support specialists and our school counselors, and all of our 

therapists, and our licensed professional counselors are trained on Medicaid, so that 

when they’re providing services to families and students, they can [assist with healthcare 

coverage]…  I know several organizations in the community: Central Health, Seton, that 

have licensures for the Medicaid system that maybe we can partner with.” 

• “Community health workers, especially with the state moving to managed care, that is a 

good adjunct to that model.  In a lot of other communities, it’s not just used for social 

determinates of health, it’s used for the medical system to connect people with the 

medical systems and the specialty care…  Where do they go, how do they keep their 

appointments?” 

 

Others in the focus group expressed skepticism with regard to volunteers doing such work.  For 

example: 

• “I think we have to be careful…  There has to be an infrastructure.  There has to be 

supervision.  These are complex rules.  There are potential liabilities.  There’s 

confidentiality and HIPAA.  It’s not an easy thing…  They really have to be part of a 

system.” 

 

One participant noted the potential of Central Health’s Community Health Champions: 

• “Central Health is developing the Community Health Champion program…  Addressing 

the continuum, you’ve got doctors on one end, and you’ve got your next-door neighbor 

on the other end.  It just seems like in Austin, there are big gaps in between that 

continuum of how to get that care and so—I don’t like the idea of expecting volunteers 

to be able to solve significant problems over time.  The Community Health Champions at 

least is a piece in that puzzle.” 

 

Pay Peers to Offer Support and Navigation 
“If you can train people who have experienced [mental health issues], and then they can be the 

navigators who help people…  They’re paid workers…  It’s a more formalized system, where 

people can bring their lived experience to help other people…  navigate systems and connect to 

the care they need, and those can be used in any system:  chronic disease, substance use, mental 

health.” 

 

Provide Better Navigation in Tandem with Specialty Care 
“We need better navigation and case management for the people in the system, as opposed to 

thinking that more specialty care is going to always solve the problem…  If you just see a specialist, 

and then go back to your normal life, then you’re going to need to see the specialist again.  

Whereas if you have a case manager who helps you navigate the system and see the lower levels 



22 

 

of care, then it keeps you from having to see the specialist…  We need to dig into [this] and 

understand better what really is going to work…  It may actually be a little simpler, but we need 

to think about it in a more complex way.” 

 

Provide Patient Navigation for People in Affordable/Supportive Housing 
“We need to figure out a way to integrate better into the affordable/supportive housing.  So 

many of the issues are health, and [Foundation Communities] has staff who work with a range of 

issues related to support, but nobody who really specializes in navigating the healthcare system, 

even for people who have insurance like Medicaid.  It’s still a challenge to be able to know what 

your benefits are, to be able to navigate, to make sure you do the reapplication on time.  Just a 

whole series of things related to MAP and Medicaid.  People fall through the cracks even if they 

do have a third-party payer...” 

 

Resources and Treatment for Substance Abuse 
 

Assessment participants explained issues, raised questions, and discussed barriers with regard to 

substance abuse and substance abuse treatment. 

 

Provide Community-Wide Education and Outreach on Emerging Drug Problems 
“We treat people that take K2, [a dangerous synthetic drug], but there’s nobody in the 

community that seems to be responsible for responding from an information referral, community 

alert perspective…  We know it’s hitting homeless populations and marginal populations very 

heavily…   From a public health perspective, who’s responsible for responding when these kinds 

of issues arise in a community?  You have a new drug and something that’s dangerous, that’s 

creating a lot of issues for people…  How is a community going to mobilize and respond?  How as 

a community, do we mobilize and respond around these issues in an effective way because it is 

really detrimental to our community overall, not only from a health perspective but from a public 

safety, cost perspective…  It ties up our emergency system...” 

 

Fill the Gaps in the Substance Use Disorder Area 
The Issues 

“There’s very little access to substance abuse in this community.”  “Over the last several years, 

we have lost capacity in the substance use disorder area.” 

 

Barriers to Treating People with Substance Use Disorders 

• “Some of it has to do with reimbursement rates that don’t cover cost of care.  So then 

that’s true with a lot of the state resources.  So folks aren’t renewing their contracts or 

services with the state, and I would say it’s just providers trying to figure out how [they] 

can provide the care.”   

• “With the changes brought about by the Affordable Care Act and the Mental Health Parity 

Act, ideally there will be more resources available because people will be covered through 

insurance for these issues, but if you’re uninsured, which we still have a large number of 

uninsured, you don’t necessarily have access to that kind of care.”   
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More Robust Transportation System 
 

The Issues 
Many interviewees and participants emphasized the role that transportation plays in individual 

and community health.  A representative from CapMetro acknowledged, “There’s a real need to 

get people to the clinics, and they’re having a hard time.”  “[Transportation] is a health and 

human services issue for sure.  It’s about getting to food.  It’s about getting somewhere where 

you can make a living, and those are health issues for sure.”   

 

Transportation’s a big problem in Del Valle, Manor, and Pflugerville.  “The Superintendent of Del 

Valle ISD says that the 148 square miles around her school had no doctor’s office and no grocery 

store” and no public transportation…  “It creates a difficult situation for families...  They can’t 

participate in their children’s lives.  They can’t provide the kind of oversight and supervision the 

children need, so it just really creates a detrimental situation all the way around.” “One of the 

bigger things [in Manor] is transportation, transportation to and from the facilities…    

Transportation is huge…”  An interviewee in Pflugerville said, “I keep going back to 

transportation.  We don’t have buses.  We don’t have any of that transportation for parents to 

get kids to certain areas.” 

 

Suggested Solutions 
Better Planning When Developing New Clinics 

• Take advantage of CapMetro’s data collection.  “[CapMetro’s] Trip Planning Specialist has 

all of the data on what health facilities people call her about…  She’s got a 13-page report 

on all of the data she has, for one year…” 

• “One of [CapMetro’s] asks would be, before any architectural drawings are done, land is 

bought, site decision locations are made...  We have to talk to you about it before any of 

those decisions are made.  We do get in the situation where a health facility is 

developed……and then we get the call, ‘Hey, we have this great new facility.  We’d love 

to have bus service there.’  It’s like, ‘Well, you’re on a frontage road that we can’t safely 

serve,’ or ‘You are not in our service area.” 

• “Before clinics are put in a certain place, [they can talk] to CapMetro to make sure it’s 

even possible to put a route where the clinic is…  If it’s outside of our service area, we 

cannot serve that [area] with our sales tax funds.”  

• “If you’re looking for a high-quality service, you need density, you need a lot of people 

that are within walking distance of your service, you need access to the service, you need 

sidewalks, and a vast majority of our customers walk up to our service, they don’t drive.  

You need other destinations besides just your facility that are nearby.  If you’re a health 

clinic, an office, a grocer or whatever, the more that’s around you that people would want 

to go to, the better the chances that you’re going to have decent quality of service.  Then 

we also need straight lines that our service can operate on.” 
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Better Urban Planning 

• “A community value…  We need more affordable housing within the central city, and we 

need better land use planning.”   

• “Better land use policies that encourage things like sidewalks, straight lines, physical 

infrastructure of more future planning for transportation, …small area, more density.  

More diversity of housing, such as single family homes, apartments, duplexes.” 

• “Location-efficient housing (affordable housing next to public transit) can increase 

household affordability and have a disproportionately positive impact on low-income 

households.” 

 

A Partnership among Transit and Healthcare Interests 

Interviewees suggested a “demonstration project on transit and healthcare facilities working 

together and how to provide transit for their customers.  I’ve always thought that might be a 

good idea, especially if we [CapMetro] are looking outside the service area.  We don’t know how 

open health agencies are to partnering with us on funding transportation.  If we’re looking at 

something outside the service area, we would need some sort of funding partnership.  We have 

not done that yet with a healthcare facility.” 

 

Reproductive Health Services and Family Planning 
 

Human Immunodeficiency Virus (HIV) and Sexually Transmitted Diseases (STDs) 
The Issues 

Travis County has a relatively high rate of HIV and STD prevalence compared to Texas.16   Some 

1,000 people in Travis do not know they are HIV positive.  Some 250,000 people in Travis County 

currently have Human Papilloma Virus (HPV).  Since 2003, the number of primary and secondary 

syphilis cases in Travis County has increased over 300 percent.  Black Americans have 

disproportionately higher rates of HIV and other sexually transmitted diseases and are more 

likely to die from HIV than other groups.17 

 

Suggested Solutions 

For HIV, one interviewee suggested that hospitals, like Brackenridge, can “support routine HIV 

testing.”  The CDC recommends routine testing for HIV.  The community can also provide 

prevention and public awareness campaigns, specifically among African Americans.   

 

The “HPV vaccine is a huge opportunity for success” in preventing cervical, anal, and throat 

cancers.  “The greatest coverage is still like 20% to 30% teens... Right now, probably 250,000 

people are affected with HPV…  That’s a low hanging fruit basket…  If you can get all providers to 

recommend it, just to include it in their recommendations and don’t differentiate it, it’s a part of 

the package…” 
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Family Planning Services 
Abortion Services 

“…It’s unclear what’s going to be happening at the state and federal level with Title X.  [Abortion 

services haven’t] been completely eliminated yet in Travis County, but it’s moving in that 

direction, so we want to make sure women have access to reproductive health services, family 

planning, including abortion if appropriate and necessary.” 

 

Preventing Unwanted Pregnancies among Teens 

The teen pregnancy rate for Travis County is relatively low compared to Texas.  Yet, in 2011, the 

rate for Hispanics (47.2 per 1000 15 to 17 year olds) in Travis County was nearly double the 

county’s overall teen pregnancy rate.  The birth rate for White adolescent was 3.9, and for Blacks 

aged 15 to 17, it was 30.3.18  In Pflugerville, “three of the schools have pregnant middle schoolers, 

one to two on each campus.” 

 

Dental Care among Adults 
 

“Dental is still a need in Travis County.  That is very obvious.”  Many adults in Travis County cannot 

access dental care.  Thirty-one percent reported that they had not had a dental exam in the past 

year. 

 

 
 

There is “one cause:  there are no payer sources—doctors and clinics cannot afford to offer 

dental.”  Interviewees and focus group participants stressed the need for dental care and how 

this need translates to overuse of the emergency room.  Interviewees suggested a partnership 

among clinics and hospitals: “This is an area where we could use collaboration from hospitals 

because…  a significant number of their emergency department visits are probably related to 

emergency dental care.  One would think that there would be a way to work with hospitals to 

divert those visits that don’t need to be there through a clinic that could actually take care of 

dental needs before they abscess…” 

 

  

No Exam Total Pop. %

Bastrop 37,528 62,132 60%

Caldwell 11,978 31,857 38%

Hays 51,462 141,769 36%

Travis 264,075 851,854 31%

Williamson 100,032 358,538 28%

Texas - - 37%

U.S. - - 30%

Estimated Number and Percentage of Adults with No Dental 

Exam in Past 12 Months, County Comparisons, 2006-2010

Sources:  Percentages from RWJF County Health Rankings, population 

estimates (19 and older) from Texas State Data Center (2016)
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Specialty Care and Procedures 
 

The Issues 
Several people stressed the need for specialty care among patients who depend on the 

healthcare safety net and who are covered by Medicaid.  “Specialty care is a mess.”  “In my 

population one of the biggest needs is access to specialty care. We’re a primary care practice.  

Patients need specialists frequently.  If they don’t have a payer source like Medicaid, MAP, or 

ACA product, it is very difficult in this community.  There are very limited resources, especially if 

they need a procedure.”  “It’s a year wait when you have an orthopedic issue...”  Not surprisingly, 

delayed specialty care often results in unreimbursed inpatient hospital care or emergency room 

care.  

 

Suggested Solutions 
With regard to specialty care, Assessment participants discussed the potential for a new 

ambulatory surgery center: 

• “…Encouraging is the new Dell Medical School, especially around specialty care… They’re 

talking about building an ambulatory surgery center so that those folks who can’t get into 

specialists could.” 

• “…An ambulatory surgery center where you can walk in and get many procedures done 

in a day surgery, no need to spend overnight in the hospital, including taking your gall 

bladder out laparoscopically versus spending a night in the hospital.  You can do that in a 

23-hour stay.” 

 

Vision Care and Eyeglasses 
 

Vision care and free to low-cost eyeglasses continue to be needs among older adults and families 

with children in the Austin Independent School District.  “Often times, the family is sharing the 

one pair of glasses that was prescribed to the child.” 

 

Needs among Specific Populations 
 

Older Adults 
Participants emphasized the needs of older adults in Central Texas.  Some of their needs mirror 

the issues of the overall population; others are specific to seniors.  Why emphasize the needs of 

older adults?  “The aging population is just absolutely exploding.”  In Travis County, in 2016, 

adults aged 65 and older numbered 101,489.  By 2030, it’s projected that there will be 187,459 

seniors, an 85% increase.19   

 

“The growth in the aging population is going to tax everything.  Do we have enough hospitals?  

Do we have enough minor care clinics?  Do we have enough personnel to care for them?  Do we 

have enough transportation resources?  Do we have the educated workforce that can help care 

for the population?” 
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Caregiver Support 

In Travis County, there is an unmet need for caregiver support and in-home respite.  The lack of 

caregiver support can cause family caregivers to work part-time, leave the workforce, or retire 

early.20  “Family care givers are definitely being taxed or being asked to provide care for a lot 

longer than they used to because people live with that illness a lot longer.” 

 

Middle-income seniors suffer “because they don’t qualify for Medicaid.  Because middle-income 

seniors do not qualify for Medicaid, the State cannot pay for an in-home caregiver.  Many of these 

middle-income families lack long-term care insurance, “so they really get stuck.”   

 

Caregiver support services do exist in Travis County, but according to interviewees, the amount 

of these services is not going to be able to keep up with population growth.   Often, churches are 

able to offer caregiver respite services for only “a couple of hours once a week.  It’s really 

insufficient.”   

 

More Trained Nurses for Assisted Living and Nursing Home Facilities 

There is a growing need for trained staff who can provide consistent high-quality care.  Central 

Texas needs more Registered Nurses, Licensed Practical Nurses, Licensed Vocational Nurses, and 

Certified Nursing Assistants who have training in gerontology.  “As more and more [assisted living 

facilities and nursing homes] open up in our ten counties, primarily in Hays, Travis and 

Williamson, because that’s where the populous is, staffing in those facilities is becoming more 

and more of an issue.  There are not enough people being trained.  The competition is growing 

so much that consistency is starting to falter.” 
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Affordable and Accessible Housing for Older Adults 

Seniors need affordable and accessible housing.  “People can’t age in affordable housing if it’s 

not accessible.”  One problem is that many seniors make too much money to qualify for income-

qualified housing.  Yet, they also cannot afford to “pay outrageous taxes.  They’re moving out of 

Travis County.  They’re moving out to the more outlying counties, and the problem is, there are 

fewer support services available for them.” 

 

There is currently a push for “Transit-Oriented Housing Developments,” which are often public-

private partnerships.  The Aging and Disability Resource Center has an initiative called “Housing 

Navigation,” which is becoming involved with the housing authorities in the ten-county Central 

Texas region.   

 

Appropriate Food Sources and Good Nutrition 

Congress passed the Older Americans Act (OAA) in 1965 in response to concern by policymakers 

about a lack of community social services for older adults.  Although older adults may receive 

services under other federal programs, the Older Americans Act is considered to be the major 

vehicle for social and nutrition services to seniors and their caregivers.  The Act authorizes a wide 

array of service programs through a national network of 56 State agencies on aging, 629 area 

agencies on aging, and nearly 20,000 providers.  Unfortunately, according to an interviewee, 

Texas lost approximately 17% of its Older American Act funds in 2013.  This funding has not been 

replaced, and the current political environment is not conducive to increased funding.  The Area 

Agency on Aging of the Capital Area and a network of providers rely on this funding to provide 

many home-delivered meals and congregate meals, and funding for them continues to be an 

issue.   

 

Need for Culturally-Appropriate Materials in More Languages 

Among older adults, there is need for publications in multiple languages.  In Travis, 6% of people 

aged 60 and older have limited English skills. 

 

 
 

  

Limited English Total Pop. %

Bastrop 705 13,064 5%

Caldwell 290 6,455 4%

Hays 839 20,455 4%

Travis 7,293 115,757 6%

Williamson 1,565 55,880 3%

Adults Aged 60 and Older with Limited English Speaking 

Ability, County Comparisons, 2010

Source: U.S. Census, cited in Area Agency on Aging of the Capital Area, 

Capital Area Council of Governments Area Plan , FY 2015-2016.
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Dental Care 

“Medicaid doesn’t pay for any dental.  The Area Agency on Aging of the Capital Area has a long 

waiting list for people who need dental… it’s not just a filling, it’s teeth needing to be pulled.  

Major stuff…  The lack of dental care is a huge issue for our seniors.  It’s the number one way 

they get an infection in their heart.  They can’t eat.  They need soft foods.  They don’t have access 

to soft foods…  People even on Medicaid can’t afford [dental services].  They definitely can’t 

afford any kind of even preventive dental care….” 

 

Care Transitions 

A care transition is the movement of a patient from one setting of care (hospital, ambulatory 

primary care practice, ambulatory specialty care practice, long-term care, home health, 

rehabilitation facility) to another.  Much evidence exists that patients who undergo transitions 

often experience quality-of-care issues.  An interviewee from a community-based organization 

advocated for more funding to pay for “train the trainer” courses.  She noted that care transition 

programs run by community-based organizations work best if hospitals allow the Care Transitions 

coach to embed herself in the hospital to “talk about care transitions, to get people to agree to 

be in the Care Transitions program, and [to make sure] the case managers [in the hospital] have 

a good understanding of it.  Then the hospitals have to be somewhat agreeable in [providing 

information about the patient being discharged.]” 

 

Leadership, Collaboration, and Planning that Account for Older Adults 

An interviewee suggested a Commission on Seniors in every town, city, and county so that the 

voices and perspectives of seniors can be included in discussions on planning.  In addition to 

creating the commissions or task forces, city and county planners need to take advantage of 

them.   

 

Alternatives to Nursing Homes 

According to an interviewee, the conversion of Medicaid to managed care organizations is 

changing the way the Medicaid population’s needs are being met.  The change is affecting seniors 

who live in nursing homes.  “Assisted living for seniors is a much more affordable way to care for 

folks than 24-hour skilled nursing care…  Medicaid in Texas only pays for an extremely limited 

amount of care in assisted livings.  So, it’s forcing our Medicaid population to live in skilled nursing 

facilities, when they may not need to…  That’s a very high cost of care…  It always seemed fairly 

tragic that there’s a group of seniors with Alzheimer’s who could really benefit from being in an 

assisted living facility, and they can’t participate in that.”  She advocated for giving our seniors 

more options and choices:  their own homes, assisted living facilities, and nursing homes. 

 

Eyeglasses for Older Adults Who Do Not Qualify for Medicaid 

The Area Agency on Aging of the Capital Area “helps some people get glasses, just basic glasses 

when their glasses break.  Again, we have very little funding.  I think Medicaid does help pay for 

one pair of glasses every two years.  Most of the time they may be okay, but it’s your middle-

income people who need help with glasses.” 
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People with Disabilities 

For people with disabilities in Central Texas, “access to services is far and away the most 

important thing.” “The national office for United Cerebral Palsy just released a report that 

compared quality of services for people with disabilities nationwide, and Texas is only ahead of 

Mississippi right now…”  The waiting for home- and community-based services: “Nationally, there 

are 350,000 people on the waiting list; 50% of those individuals live in Texas.”   

 

The “hostility of the state legislature to the Medicaid program severely restricts access.  There’s 

no defined benefit for autism currently, and our state Medicaid program is one of the last states 

to define a benefit.  With now 1 out of 45 kids presenting with autism, the fact that we’re not 

addressing that is going to present a severe opportunity for us…”  There was also a “$350,000,000 

cut to children’s therapies [during] the last legislative session…  When you consider the fact with 

rising autism rates being what they are…, and the fact that we’re at the very bottom of the nation 

right now addressing needs for a population that’s doubling over the next decade, [it] really 

presents a perfect storm for us.” 

 

PRIORITIZING UNMET NEEDS 
 

Rankings 
 

Nybeck Analytics administered an online survey after all interviews and the focus group were 

completed so that Assessment participants and other identified key stakeholders had the 

opportunity to prioritize unmet needs previously specified.  The first part of the survey asked 

respondents to rank unmet needs by five criteria often used to prioritize community health 

needs.  (Please refer to the Appendices for a detailed description of methodology.)  The criteria 

were: 1) Relatively large number of people affected, 2) Availability of cost-effective solutions, 3) 

A root cause of several other issues, 4) Existence of large disparities among groups, and 5) 

Existence of leadership and momentum to solve unmet need.  Based on these weighted criteria, 

30 respondents ranked the unmet needs.  Respondents’ priority scores were very high and 

extremely similar for all of the community needs.  There was not much variation.  The needs that 

received the highest rankings were (in this order):  1) resources and services supporting healthy 

lifestyles, 2) reproductive health services and family planning, 3) primary healthcare, 4) mental 

and behavioral healthcare, 5) resources and services to combat poverty, and 6) affordable 

housing.  Dental care among adults and specialty care were ranked lowest.  In a separate question 

on the survey, when asked to “choose one unmet need as the most important to address in the 

next one to three years,” respondents ranked these as the top priorities:  1) resources and 

services to combat poverty, 2) affordable housing, and 3) mental and behavioral healthcare.  No 

one named “dental care among adults.”  (See Appendix 1 for tables showing results.)  Supports 

for healthy lifestyles, mental and behavioral healthcare, and combating poverty were 

consistently rated as higher priorities.  Dental care among adults and specialty care were 

consistently rated as lower priorities. 
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When asked to choose the “one unmet need to address,” three respondents expressed 

reservations about choosing only one.  One explained,  
We can’t afford to address just one issue as the return on investment differs across issue 

areas.  Affordable housing, transportation and combating poverty are very expensive and will 

require long term commitments; expanding primary care access, healthy lifestyles, dental, 

behavioral health, including substance abuse treatment, and specialty care less so.  

Investments in those areas may produce broader return to the community in a shorter 

timeframe. Reproductive health needs to be looked at separately from abortions, but both 

are overly politicized, especially teen birth control and sex education and therefore difficult 

to address. 

 

Based on the online survey findings and a qualitative assessment of the interviews and focus 

group, Nybeck Analytics offers the needs in prioritized order below. 

 

Resources and services supporting healthy lifestyles (nutritious food, physical activity, 

preventive services).  Participants noted the burden of chronic diseases such as heart disease, 

cancer, stroke, chronic lung disease, and diabetes.  They emphasized investments in 1) tobacco 

cessation, 2) physical activity, and 3) nutrition.  Approaches should be collaborative and 

comprehensive.  Work sites, schools, and healthcare organizations can coordinate to support 

healthy lifestyles.   

 

Resources and services to combat poverty.  These included workforce development, early 

childhood education, affordable housing, and increasing the minimum wage. 

 

Mental and behavioral healthcare.  Assessment participants stressed the need to strengthen 

community-based services and offer more preventive care and other relatively low levels of care 

to people with mental and behavioral health issues.  They suggested 1) studies on the cost-

effectiveness of preventive services, 2) reducing the stigma of therapy, 3) earlier intervention for 

children to prevent mental illness, 4) expansion of mental and behavioral healthcare in schools, 

and 5) strengthening and expanding integrated behavioral healthcare. 

 

Affordable housing.  Participants in the Assessment called for 1) more affordable housing, 2) 

greater awareness and understanding of homelessness and its causes, 3) housing people with 

substance abuse problems or mental health issues, 4) more family shelters.  They argued that 

housing should be seen as a “health intervention.” 

 

Primary and preventive healthcare.  Participants emphasized system-level changes like 

improving quality of care, payment reform, and greater healthcare coverage.  They also discussed 

solving the provider shortage, conducting more sophisticated marketing and development for 

safety net clinics to make them more accessible to the neediest patients, using a more holistic 

approach to healthcare, and providing culturally and linguistically appropriate health-related 

publications and materials. 
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Patient navigation.  Patient navigation was brought up within several contexts such as to obtain 

healthcare coverage, to be provided to residents in affordable and supportive housing, and to 

help patients navigate primary and preventive care, specialty care, mental and behavioral 

healthcare, and substance abuse treatment.   

 

Resources and treatment for substance abuse. A participant suggested a community-wide 

education and outreach response to emerging drug epidemics.  Several called for building 

capacity in the area of substance use disorders.   

 

More robust transportation system.  Many comments focused on providing transportation to 

and from social service agencies and healthcare facilities.  Suggestions for improvement included 

better planning when developing new clinics, better urban planning, and a partnership among 

transit and healthcare interests to tackle the transportation issue. 

 

Reproductive health services and family planning.  Participants cited the relatively high rates of 

HIV and other STDs in Travis County.  They suggested routine HIV testing in hospitals and 

increasing HPV vaccine rates.  With the HPV vaccine, there is a huge opportunity for success in 

preventing cervical, anal, and throat cancers.  Focus participants stressed the continued need for 

family planning, including abortion services when appropriate and necessary.  They also spoke of 

the high teen pregnancy rate among Hispanics.   

 

Dental care among adults.  Interviewees and focus group participants suggested partnerships 

among clinics and hospitals to help patients and decrease emergency room visits.   

 

Specialty care and procedures.  Several people stressed the need for specialty care and 

procedures among patients who depend on the healthcare safety net and who are covered by 

Medicaid.  They discussed the potential for a new ambulatory surgery center. 

 

Vision care and eyeglasses.  Vision care and free to low-cost eyeglasses continue to be needs 

among older adults and families with children in the Austin Independent School District.  Focus 

group participants called for a community-based approach to solving this issue. 

 

Importance of Root Causation 

 

In explaining how they chose the one unmet need to address in the next one to three years, 

almost all respondents emphasized how the issue is a root cause for other issues.  For example, 

poverty “is the deepest root of all root causes.”  A respondent who prioritized affordable housing 

said, “It is difficult for people to recover from substance abuse, mental health episodes or even 

physical impairments without the safety and security afforded by a private room…”  A respondent 

who prioritized mental and behavioral healthcare explained, “It’s a core issue that is linked to 

several other issues including overall health, poverty, substance use disorder, tobacco use, 

chronic disease.  It often goes untreated and drives high utilization of emergency/crisis and 

criminal justice services.”  A respondent who prioritized supports for healthy lifestyles also 

stressed the concept of root causation. 
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Researchers have referred to the social determinants of health as “upstream” factors affecting 

“downstream” health issues and interventions.21   In other words, the strains of poverty, low 

levels of education, housing instability, and a lack of transportation create situations that produce 

health disparities. Subsequently, interventions must be developed to address the 

disproportionately high rate of health problems in resource-poor environments.  Just as scholars 

have argued, respondents emphasized that the antecedent causes must be addressed first.  The 

benefit of starting “upstream” is that it will be more effective and more cost efficient than trying 

to fund a multitude of services for treating health problems and crises.  While it could be argued 

that initiatives to address poverty and homelessness are not “health” interventions, the 

respondents felt otherwise.   

 

Populations to Target with Resources and Services 
 

Suggested resources and services can benefit all residents of Travis County, particularly those 

with limited resources.  Interviewees and focus group participants identified people in low-

income households and the following groups who may be particularly vulnerable and in need of 

specific resources:  

• Children: preventive mental and behavioral health services, psychiatric care, HPV 

vaccines, vision care and eyeglasses 

• Older adults: caregiver support, more trained healthcare providers, housing, 

transportation, food and nutrition, alternatives to nursing homes, eyeglasses 

• Those suffering from severe mental illnesses or addiction: housing, peer support 

• Residents of affordable or supportive housing: mental and behavioral healthcare, patient 

navigation 

• Residents of Del Valle: transportation, resources supporting healthy lifestyles 

• People with disabilities: greater number of higher-quality services, children’s therapies 

• Certain ethnic/racial groups: resources supporting healthy lifestyles (African Americans 

and Hispanics), culturally and linguistically appropriate outreach and healthcare 

resources (Asian-Americans and Hispanics), and HIV awareness campaigns (African-

Americans)  
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APPENDICES 
 

Appendix 1.  Description of Methodology 
 

Review of Literature and Quantitative Data 
A Nybeck Consultant conducted a literature review using previously published community needs 

assessments and other local reports focused on Austin or Travis County.  MIA Consulting, on 

behalf of Seton Healthcare Family, was partly responsible for the collection and review of the 

quantitative data that derive from secondary sources.  Community-level data were gathered 

from sources including the American Community Survey, U.S. Census and Behavioral Risk Factor 

Surveillance System, and the Texas State Data Center to illustrate the county’s demographics, 

health outcomes and health factors. MIA Consulting reviewed 80 measures and put measures 

into groups to allow data to be examined at a higher level.  

  

Data analysis utilized z-score methodology to compare measures of specific counties to each 

other, Texas, and the United States. The Robert Wood Johnson Foundation (RWJF) uses z-scores 

to produce its county rankings for various health measures.  Z-scores are a way to standardize 

different types of data for comparison purposes.  The scores measure the number of standard 

deviations from the average of all counties, and are not a comparison to an ideal standard.   

 

Nybeck Analytics incorporated the findings from MIA Consulting, Austin/Travis County Health 

and Human Services publications, and previous community needs assessments into the project 

design, interviews and focus group, and this report as appropriate.  Nybeck Analytics 

incorporated several estimates and figures from the Austin/Travis County Health and Human 

Services Department’s 2015 Critical Health Indicators Report.  See Appendix 2 for references.   

 

Interviews with Key Stakeholders 
Purpose 

The purpose of in-depth interviews was to “identify and prioritize the health needs of the 

community” from the stakeholders’ points of view.  Findings from interviews informed the design 

of the focus group.  Interviews followed a semi-structured guide, and covered the identification 

of health needs, prioritization of health needs, and how best to meet those needs.  The 

interviewer asked about barriers and reasons for unmet health needs, existing resources, needed 

resources, and potential solutions among specific subgroups in the community.  At the end of 

each interview, the interviewer 1) asked if the interviewee could recommend anyone for an 

interview, focus group, or the online survey, 2) asked for permission to use quotes with 

interviewee’s name, and 3) explained that all interviewees would be asked to complete a brief 

survey to prioritize health needs.  Refer to Appendix 3 for Interview Guide. 

 

Sample and Recruitment 

Representatives from collaborating agencies (St. David’s Foundation, Seton Healthcare Family, 

Central Health, and Austin/Travis County Health and Human Services) made up a steering 

committee, which was responsible for designing the Assessment.  The steering committee 



35 

 

members contributed contact information for 70 people who represent the broad interests of 

Travis County and who are knowledgeable about its health-related issues.  These stakeholders 

included nonprofit leaders, health department authorities, public school leaders, healthcare 

providers or leaders, elected officials, researchers, people representing distinct geographic areas, 

and people representing certain ethnic/racial groups.  The steering committee then prioritized 

potential interviewees, paying attention to factors such as type of work and work place.    

 

To recruit interviewees, Nybeck consultants, with the assistance of St. David’s Foundation and 

collaborating partners, called and emailed prioritized key stakeholders.  Nybeck Analytics 

conducted 9 interviews (8 face-to-face and 1 phone) between Nov. 17, 2015 and Jan. 14, 2016.   

Interviews lasted between 25 and 60 minutes, and all face-to-face interviews took place at the 

interviewees’ offices.  Two interviews included two interviewees.  The sample included people 

from the below organizations. 

 

 

Transcription 

All interviews were audio-recorded and transcribed and remain confidential. 

 

Focus Group 
Purpose and Questions to Address 

The purpose of the focus group was to approximate a group response to ideas and flesh out 

proposed concepts. The group followed a semi-structured guide: 

1. Identify significant health needs 

2. Identify barriers and reasons for unmet health needs 

3. What supports, programs, and services would help to improve the needs, or issues? 

4. Identify existing resources, needed resources, and potential solutions among specific 

subgroups in the community 

5. What is the group’s reaction to a) health needs, b) barriers, and c) supports, programs, 

and services put forth by the interviewees, the literature review, and the quantitative 

analyses? 

Name Type

Austin/Travis County HHS State, county, city health dept.

CAPCOG Community-based organization

CapMetro Transportation

CapMetro Transportation

CapMetro Transportation

Del Valle ISD Public education, health in schools

Integral Care Safety net clinic, mental health

Integral Care Safety net clinic, mental health

Lone Star Circle of Care Safety net clinic

Manor ISD Public education, health in schools

Pflugerville ISD Public education, health in schools

Organizations Represented by Interviewees
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Nybeck consultants finalized the design of the focus group guide after discussions with St. David’s 

Foundation (SDF) staff and the Steering Committee, a review of the quantitative data presented 

by SDF’s collaborating partners, and analysis of interview data collected up to the day of the focus 

group. 
 

Recruitment and Sample 

Potential participants were identified from the list of 70 key stakeholders.  Most participants 

were recruited through organizations (schools, social service agencies, clinics) that provide 

services to community residents. Others were elected officials or government leaders. During 

recruitment, Nybeck staff explained the study’s purpose.  An incentive of $50 was offered to all 

participants.  Nybeck consultants recruited 13 key stakeholders who represented a specific 

group, occupation, or perspective important to the project.   Eleven people from the below 

organizations participated in the focus group. 

 

 
 

 

Administering Focus Group and Collecting Data 

The focus group lasted 90 minutes.  The moderator began with an “unbiased” assessment of the 

focus group participants’ views of the health needs in their community.  The moderator asked 

open-ended questions about health needs.  Next, the moderator followed up with probes about 

any health needs that came up in the quantitative and qualitative analyses but that didn’t come 

up in the groups open-ended responses, such as, “You mentioned that there is a need in your 

community for primary care services like better management of diabetes.  We’ve heard from 

other sources/stakeholders that there is also a need to improve the management of 

hypertension in their communities.  Is this something that you are also facing within your 

community?  Please tell me more.”   An assistant moderator took notes and digitally recorded 

the group interview for transcription.   

 

  

Name Type

Asian American Quality of Life Commission Community-based organization

Austin ISD Public education, health in schools

City of Austin City government

Community Action Network Community-based organization

CommUnity Care Safety net clinic

El Buen Samaritano Safety net clinic

Foundation Communities Community-based organization

Meals on Wheels and More Community-based organization

One Voice/Easter Seals Central Texas Community-based organization

People’s Community Clinic Safety net clinic

Travis County State, county, city health dept.

Organizations Represented by Focus Group Participants



37 

 

Data Analysis:  Interviews and Focus Group 
Nybeck consultants coded all transcripts and identified the main themes. From successive 

readings of transcripts, we used content analysis to produce a progressively more refined coding 

scheme. Nybeck consultants collaboratively developed the coding and themes for the final 

summaries.  

 

Online Survey to Prioritize Needs 
A goal of this project is to prioritize health needs.  This prioritization was a two-step process.  The 

first determined the criteria used to prioritize health needs using Nominal Group Technique.  The 

second step was to prioritize the health needs identified throughout the project (literature 

review, quantitative analysis, interviews, and focus group) through an online survey.   

 

A Nybeck consultant administered the Nominal Group Technique during two planning meetings 

that took place in October 2015 (Appendix 4).   SDF staff, Nybeck consultants, and collaborating 

partners completed the exercise, which resulted in five weighted criteria to be used in prioritizing 

needs:  1) Relatively large number of people affected (.29), 2) Availability of cost-effective 

solutions (.26), 3) A root cause of several other issues (.21), 4) Existence of large disparities among 

groups (.14), and 5) Existence of leadership and momentum to solve unmet need (.10).   

 

The second step involved the survey.  Using the criteria identified during the two planning 

meetings, Nybeck constructed a Prioritization Matrix on SurveyMonkey.  See Appendix 5 for 

process.  A St. David’s Foundation Program Officer emailed a note to all listed stakeholders with 

email addresses (n=62), saying that they would receive an email invitation from Nybeck Analytics 

to complete the six-minute survey.  A Nybeck consultant emailed all interviewees, all focus group 

participants, and other key stakeholders an invitation on Feb. 1, 2016.  A reminder was emailed 

on Feb. 5, and the survey closed on Feb. 9.  Fourteen interviewees and focus group participants 

and sixteen other key stakeholders completed the survey.  The response rate was 48%.   

 

 

n %

Private nonprofit social service organization (provider, executive, other staff) 12 40%

City, county, or state government (elected official or other staff) 5 17%

School or school district (nurse, counselor, superintendent, other staff) 3 10%

Private, nonprofit safety net clinic (provider, executive, other staff) 3 10%

Health department of public clinic (provider or other staff) 1 3%

Private for-profit medical practice (provider, executive, other staff) 1 3%

University or private research firm 1 3%

Foundation or other philanthropic organization 1 3%

Local mental health authority 1 3%

Other 2 7%

Total 30 100%

Sample for Online Survey
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Following instructions in the Priority Matrix, a Nybeck consultant analyzed the data using SPSS.  

Based on the weighted criteria, 30 respondents ranked the unmet needs in this order: 

1. Resources and services supporting healthy lifestyles (healthy food, physical activity, 

preventive services) 

2. Reproductive health services and family planning, including abortion 

3. Primary healthcare 

4. Mental and behavioral healthcare 

5. Resources and services to combat poverty 

6. Affordable housing 

7. Substance abuse treatment 

8. Transportation 

9. Dental care among adults 

10. Specialty care 

 

In a separate question, when asked to “choose one unmet need as the most important to address 

in the next one to three years,” resources and services to combat poverty, affordable housing, 

and mental and behavioral healthcare were the top priorities (see table below).  No one named 

“dental care among adults.” 

 

 
 

  

n %

Resources and services to combat poverty 6 20%

Affordable housing 6 20%

Mental and behavioral healthcare 6 20%

Resources and services supporting healthy lifestyles (healthy food, 

physical activity, preventive services) 3 10%

Transportation 2 7%

Primary healthcare 1 3%

Substance abuse treatment 1 3%

Specialty care 1 3%

Reproductive health services and family planning, including abortion 1 3%

Don't know 3 10%

Total 30 100%

Choosing One Unmet Need as the Most Important to Address

In the Next One to Three Years, Travis County, 2016
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Appendix 3.  Interview Guide 

Introduction 

St. David’s Foundation has asked Nybeck Analytics to conduct a Community Health Needs 

Assessment.  Seton Healthcare Family, Central Health, and Austin/Travis County Health and 

Human Services are collaborating with St. David’s.  The purpose of the Assessment is to identify 

and prioritize health needs of the community so that these organizations can better serve their 

patients and communities.  We want to get input from people who represent the broad interests 

of Travis County and who have special knowledge of or expertise in its health issues.  The purpose 

of this interview is to get your perspective and opinions.   

 

Definition of Community (Travis) 

 

Background of Interviewee/Organization  

Current role, background and training, expertise 

 

Significant Health Needs 

• What are largest unmet needs?  Why? 

• What concerns you most about this community’s health?  Why? 

• Barriers and reasons for unmet health needs 

 

Resources/Solutions 

• Thinking about the “significant health needs” identified above, what services are needed, 

or what services need to be expanded or improved? 

• Identify current resources in the community 

• Find out how best to meet identified needs, identify resources and potential solutions:  

What do you think could be done to address the health need we’ve discussed? 

• Identify existing resources, needed resources, and potential solutions among specific 

subgroups in the community 

 

Closing and Follow-Up 

• Ask if interviewee knows anyone else in community appropriate for interview, focus 

group, or online survey. 

• Ask for permission to use quotes with interviewee’s name.  If “yes,” Explain that if quote 

is slated for final report, a Nybeck consultant will contact interviewee and get explicit 

permission to use specific quote.   

• Explain that a Nybeck consultant will email invitation to complete a brief online survey to 

prioritize health needs.   
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Appendix 4.  Nominal Group Technique1 
 

The Nominal Group Technique (NGT) has been widely used in public health as a mechanism for 

prioritizing health problems through group input and information exchange.  This method is 

useful in the early phases of prioritization when there is a need to generate many ideas in a short 

amount of time and when input from multiple people must be taken into consideration.  An 

advantage of using this technique is that it is a democratic process allowing for equal say among 

all participants, regardless of position in the agency or community. 

 

Step-by-Step Instructions: 

 

1. Establish group structure – Group of partners with Nybeck Consultant as moderator.  

Moderator clarifies objective and the process. 

2. Silent brainstorming – Nybeck consultant asks partners to brainstorm and think about 

potential criteria before meeting.   

3. Each person lists the criteria that they thought about on a note card.   

4. Generate list in round-robin fashion – Nybeck consultant solicits one idea from each 

person and lists them on a flip chart for the group to view. This process should be 

repeated until all ideas and recommendations are listed. 

5. Group discussion – Nybeck consultant reads aloud each item in sequence, and 

the group responds with feedback on how to condense or group items. 

Participants also provide clarification for any items that others find unclear.  Add 

criteria as necessary. 

6. Anonymous ranking – On a note card, all people at meeting silently rank each listed 

health problems on a scale from 1 to 5 (or so), and Nybeck consultant collects, tallies, 

and calculates total scores. 

7. Repeat if desired/weight criteria– Once the results are displayed, the group can vote 

to repeat the process if items on the list receive tied scores or if the results need to 

be narrowed down further.  Discuss how to weight criteria. 

 

  

                                                           
1 Duttweiler, M. 2007. Priority Setting Tools: Selected Background and Information and Techniques. Cornell 

Cooperative Extension. Cited in “First Things First:  Prioritizing Health Problems,” National Association of County and 

City Health Officials.   http://www.naccho.org/topics/infrastructure/accreditation/upload/Prioritization-Summaries-

and-Examples.pdf. Sept. 2015. 
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Appendix 5.  Prioritization Matrix2 
 

A prioritization matrix is one of the more commonly used tools for prioritization and is ideal when 

health problems are considered against a large number of criteria or when an agency is restricted 

to focusing on only one priority health issue.  Although decision matrices are more complex than 

alternative methods, they provide a visual method for prioritizing and account for criteria with 

varying degrees of importance.  The following steps outline the procedure for applying a 

prioritization matrix to prioritize health issues.  The table below shows a single person’s matrix. 

 

 
 

1. Create a matrix – List all issues vertically down the y-axis of the matrix and all the criteria across 

the x-axis of the matrix so that each row is represented by a health issue and each column is 

represented by a criterion. Include an additional column for the priority score. 

 

2. Rate against specified criteria – Fill in cells of the matrix by rating each health issue against 

each criterion, which should have been established by the team prior to beginning this process. 

An example of a rating scale can include the following:  3 = criterion met well, 2 = criterion met, 

1 = criterion not met. 

 

3. Weight the criteria – If each criterion has a differing level of importance, account for the 

variations by assigning weights to each criterion.  For example, if ‘Criterion 1’ is twice as 

important as ‘Criterion 2’ and ‘Criterion 3,’ the weight of ‘Criterion 1’ could be .5 and the weight 

of ‘Criterion 2’ and ‘Criterion 3’ could be .25. Multiply the rating established in Step 2 with the 

weight of the criteria in each cell of the matrix.  If the chosen criteria all have an equal level of 

importance, skip this step. 

 

4. Calculate priority scores – Once the cells of the matrix have been filled, calculate the final 

priority score for each health issue by adding the scores across the row.  Assign ranks to the 

health problems with the highest priority score receiving a rank of ‘1.’ 

 

 

                                                           
2 Duttweiler, M. 2007. Priority Setting Tools: Selected Background and Information and Techniques. Cornell 

Cooperative Extension. Cited in “First Things First:  Prioritizing Health Problems,” National Association of County and 

City Health Officials.   http://www.naccho.org/topics/infrastructure/accreditation/upload/Prioritization-Summaries-

and-Examples.pdf. Sept. 2015. 

Criterion 1 

(Rating X Weight)

Criterion 2 

(Rating X Weight)

Criterion 3 

(Rating X Weight)
Priority Score

Health Problem A 2 X 0.5 = 1 1 X .25 = .25 3 X .25 = .75 2

Health Problem B 3 X 0.5 = 1.5 2 X .25 = 0.5 2 X .25 = 0.5 2.5

Health Problem C 1 X 0.5 = 0.5 1 X .25 = .25 1 X .25 = .25 1

Example Prioritization Matrix
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Appendix 6.  Online Survey Instrument 
 

Welcome and Thanks 

This 6-minute online survey is part of the 2015-2016 Community Health Needs Assessment. The 

Assessment is a collaborative effort led by St. David's Foundation, Seton Healthcare Family, 

Central Health, and Austin/Travis County Health and Human Services.  On behalf of these 

organizations, thanks for helping to prioritize community health needs in Travis County. 

 

1.  In the last few months, as part of the Community Health Needs Assessment, did you 

participate in an interview or focus group? 

1. Yes (skip to Q3) 

2. No 

 

Prioritizing Community Health Needs in Travis County 

During the Community Health Needs Assessment, people who represent the broad interests of 

Travis County and who are familiar with its health issues identified several unmet needs. These 

unmet needs are listed on the left. Five criteria, or questions, often used to prioritize needs are 

listed at the top. 

 

2. Considering the unmet needs on the left, please use the drop-down menus to answer each 

question by responding "yes," "somewhat," or "no." 

 

Does this 

unmet need 

affect a 

relatively large 

number of 

people?

Are cost-

effective 

solutions 

available to 

address 

this?

Is this 

unmet need 

a root cause 

of several 

other 

issues?

Thinking of 

this unmet 

need, do large 

disparities 

exist among 

groups?

Do 

leadership 

and 

momentum 

exist to 

solve this?

Resources and services to 

combat poverty

Transportation

Affordable housing

Primary healthcare

Dental care among adults

Mental and behavioral 

healthcare

Substance abuse treatment

Specialty care

Reproductive health services and 

family planning, including 

abortion

Resources and services 

supporting healthy lifestyles 

(healthy food, physical activity, 

preventive services)
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Prioritizing Needs in Travis:  Interview and Focus Group Participants 

Unmet needs identified during the Assessment's interviews, focus group, and literature review 

are listed on the left.     Five criteria, or questions, often used to prioritize needs are listed at the 

top. 

 

3.  Considering the unmet needs on the left, please use the drop-down menus to answer each 

question by responding "yes," "somewhat," or "no." 

 
 

Last Three Questions 

4.  If you could choose one unmet need as the most important to address in the next one to three 

years, what would it be? 

1. Resources and services to combat poverty 

2. Transportation 

3. Affordable housing 

4. Primary healthcare 

5. Dental care among adults 

6. Mental and behavioral healthcare 

7. Substance abuse treatment 

8. Specialty care (such as cardiology, urology, orthopedics, etc.) 

9. Reproductive health services and family planning, including abortion 

Does this 

unmet need 

affect a 

relatively large 

number of 

people?

Are cost-

effective 

solutions 

available to 

address 

this?

Is this 

unmet need 

a root cause 

of several 

other 

issues?

Thinking of 

this unmet 

need, do large 

disparities 

exist among 

groups?

Do 

leadership 

and 

momentum 

exist to 

solve this?

Resources and services to 

combat poverty

Transportation

Affordable housing

Primary healthcare

Dental care among adults

Mental and behavioral 

healthcare

Substance abuse treatment

Specialty care

Reproductive health services and 

family planning, including 

abortion

Resources and services 

supporting healthy lifestyles 

(healthy food, physical activity, 

preventive services)
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10. Resources and services supporting healthy lifestyles (healthy food, physical activity, 

preventive services) 

11. Don't know 

 

5.  Please explain why you chose to prioritize this one need. _____________________ 

______________________________________________________________________ 

______________________________________________________________________ 

 

6.  Where do you work?     Please choose the response that most closely describes your work 

place. 

1. Health department or public clinic (provider, executive, other staff) 

2. Private for-profit medical practice (provider or other staff) 

3. Private, nonprofit social service organization (provider, executive, other staff) 

4. School or school district (nurse, counselor, superintendent, other staff) 

5. Place of worship 

6. Hospital (hospitalist, nurse, executive, other staff) 

7. Private, nonprofit safety net clinic (provider, executive, other staff) 

8. University or private research firm 

9. Foundation or other philanthropic organization 

10. City, county, or state government (elected official or other staff) 

11. Other (please specify)  ______________________________ 

 

Thanks so much for completing the survey.  We really appreciate it. 
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Executive Summary 
Overview 

In order to strategically address health issues within the community, it is vital to first sustain broad community 

partnerships and develop a shared vision and goals for the future. This joint ownership and responsibility for the 

community’s health catalyzes the efficient utilization of resources across agencies and groups to evaluate and 

achieve improvements in health status. The Williamson County and Cities Health District (WCCHD) in collaboration 

with strong community partners, including the WilCo Wellness Alliance (WWA), Baylor Scott & White Health, 

Opportunities for Williamson and Burnet Counties, Seton Healthcare Family, and the St. David’s Foundation led the 

Williamson County CHA Strategic Planning Team (hereafter referred to as the CHA Team). The goals of the CHA 

Team were to: 

1. Identify existing and emerging community health needs;  

2. Identify the strengths and assets available to improve health; 

3. Determine key issues that affect quality of life;  

4. Understand key forces of change influencing health in the community; 

5. Evaluate the local public health system and determine priorities for improvement; and 

6. Identify top health priorities for future health improvement efforts. 

Methodology 

The CHA Team used the National Association of County and City Health Officials (NACCHO) Mobilizing for Action 

through Planning and Partnerships (MAPP) process as a proven systematic framework for identifying community 

health needs and the resources for meeting those needs. 

The MAPP process consisted of four assessments – the community health status assessment, the community 

themes and strengths assessment, the forces of change assessment, and the local public health systems 

assessment. Following this framework, the CHA Team utilized a mixed-method, participatory, and collaborative 

approach to conduct these assessments to evaluate the health of the community defined by the geographic area of 

Williamson County, Texas. 

The assessment process included both primary data generated by the partners and secondary data from external 

organizations; the CHA team aggregated this data on health, socio-behavioral, and economic indicators for the 

county from a large number of local, state, and federal data sources.1 Whenever possible, the CHA Team analyzed 

data at the census tract level to understand the diversity within and across areas of Williamson County at the most 

detailed level available. 

However, the CHA Team recognized that numbers alone don’t always tell the whole story. As such, the team 

complemented the large volume of quantitative data with qualitative data gathered through facilitated discussions, 

key informant interviews, and focus groups with residents and stakeholders. 

                                                      
1 Note: Data sources and references are provided in the main document but have been removed from the Executive Summary for brevity. 



 
 

Through engagement in facilitated discussions, leadership from WCCHD and the WWA provided feedback on the 

current status of and potential improvements to the local public health system. Additionally, trained facilitators 

conducted 12 focus groups with community members from a variety of groups including youth, non-English 

speakers, older adults, healthcare systems staff, non-profit organizations, educational entities, and local 

governments. In all, the CHA process engaged more than 100 individual community members. 

Together, these quantitative and qualitative analyses constituted a comprehensive view of the factors influencing 

the health of the community and provided the basis for the community’s determination of their priority areas. 

Of course, the CHA is just the first part of this effort. The companion document, the Community Health 

Improvement Plan (CHIP), will be community’s action plan for proactively addressing the priority areas and 

coordinating community-wide improvement efforts for the next three years. A community-based team in 

collaboration with the Wilco Wellness Alliance (WWA) and other stakeholders will also develop the CHIP. 

Key Findings 

Although this document identified many findings and issues, the authors have distilled some of the key findings for 

consideration here in the Executive Summary and have listed them by assessment below. 

Key Findings - Community Health Status Assessment 

The Community Health Status Assessment (CHSA) comprised the bulk of the CHA, with detailed analyses of the 

disease burdens and health statuses of Williamson County residents as compared to the overall population of Texas 

and national Healthy People 2020 (HP2020) targets. The CHA Team analyzed data on the burden of disease, causes 

of death, and behavioral risk factors (e.g., lifestyle issues such as tobacco use). The team selected assessment 

categories from the MAPP framework’s Core Indicator List. The following summary statistics and trends describe 

the changing population, highlight health successes, and identify gaps where progress can be made to improve the 

health and well-being of Williamson County residents. 

Top 10 Causes of Death 

Over the past century, the leading causes of death in the U.S. have shifted from infectious diseases and acute 

illnesses to chronic and degenerative illnesses. In 2013, the top 10 causes of death in Williamson County were: 1. 

Cancer, 2. Heart Disease, 3. Stroke, 4. Lung Disease, 5. Accidents, 6. Alzheimer’s Disease, 7. Kidney Disease, 8. 

Suicide, 9. Parkinson’s Disease, and 10. Diabetes Mellitus. From 2004 to 2013, cancer and heart disease were 

responsible for over 40% of all attributed causes of death. However, influenza and pneumonia have continued to 

be common causes of death in both the county and the state. 

Population Growth and Demographic Shifts 

Between 2010 and 2014, Williamson County’s population continued to increase rapidly. Current 

projections by the Texas Office of the State Demographer (OSD) show that the county is 

expected to increase from almost 500,000 to over 600,000 in the next ten years, and reach 

nearly one million residents by 2050. Rapid population growth will place greater demands on the 

current healthcare and public health infrastructure and may lead to shifts in patterns of disease 

transmission as the population density increases. 
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A large part of this growth has been driven by a marked increase in the county’s Hispanic population; the OSD 

estimates that this ethnic group will double by 2050. After English, Spanish was the second most common language 

spoken at home in the county. Language barriers can prevent access to health care and limit the availability of 

culturally appropriate information about available resources. As such, planning for future resource allocation and 

initiatives should consider the needs of the growing Hispanic population. 

Williamson County is also graying. By 2050, the OSD predicts residents 65 years and older will be the largest single 

age group in Williamson County. The healthcare system should consider that additional resources will be needed 

for advanced care planning and chronic disease management for this growing segment of the population. 

Unfortunately, the lack of available health information for other racial and ethnic groups in the county prevented 

the CHA team from gaining a better understanding of minority health issues. The authors recommend that data 

sources (particularly those at the local level) include race, ethnicity, and language variables to allow for 

determination of health disparities in minority populations. 

Summary of Health Indicators 

Robert Wood Johnson Foundation’s County Health Rankings has consistently recognized Williamson County as one 

of the healthiest counties in Texas. The county has ranked in the top three since 2010. There are many definitions 

of health, but the most holistic is that of the World Health Organization (WHO): “Health is a state of complete 

physical, mental and social well-being and not merely the absence of disease or infirmity.” 

The CHSA provided summarized data to put the successes and challenges in context. In many cases, Williamson 

County met or exceeded the HP2020 targets, but in other areas more can be done to improve the overall health of 

citizens. The following graphic provides a brief summary of the following topic areas and health indicators, and 

Williamson County’s status for each: 

Indicator and Analysis Status 

Access to Care 

 Health Insurance: Although the percentage of uninsured persons in the county was lower than 
Texas across all groups in both adults and children, 24.2% of Hispanics did not have health 
insurance as compared to about 10.4% for non-Hispanic Whites, 13.6% for African Americans, 
and 12.9% for Asian Americans. Florence, Jarrell, Weir, Bartlett, Granger, as well as small areas in 
Georgetown, Taylor, and Round Rock had the highest percentages of uninsured individuals. The 
HP2020 goal is 0% uninsured, which the county failed to meet for all groups. 

 

Chronic Disease  

 Heart disease: Heart disease mortality rates have been declining and were consistently lower for 
the county (114.6/100,000) than the state rate (175.5/100,000). However, for men and African 
Americans, the rates were considerably higher (144.1 and 145.1, respectively). All of these rates 
failed to meet the HP2020 target of 103.4 deaths per 100,000 population. 

 Stroke: Stroke mortality rates in the county (32.1/100,000) were below both Texas rate 
(42.6/100,000) and the HP2020 target of 34.8/100,000. However, the mortality rate in Hispanics 
(35.8/100,000) failed to meet the HP2020 goal. 

 Diabetes: Diabetes death rates in the county at 11.2/100,000 were half the state rate of 

 

 

 

 

 



 
 

22.0/100,000 and fell far below the HP2020 target of 66.6/100,000. 
 Blood Pressure and Cholesterol: In the county, 27.2% of adults had high blood pressure, whereas 

35.4% had high cholesterol. Although both percentages were lower than the state (30.0% and 
41.8% respectively), they still failed to meet the HP2020 goals of 26.9% and 13.5%. 

Mental Health & Substance Abuse 

 Quality of Life: Adults in the county reported an average of 2.9 poor physical health and 2.7 poor 
mental health days in the past 30 days, while adults in Texas reported an average of 3.5 days and 
3.0 days respectively. There is no HP2020 goal for this metric. 

 Intentional Self Harm (Suicide): Suicide rates have increased 34.8% since 2005 in the county, 
from 8.9/100,000 in 2005-2009 to 12.0/100,000 in the most recent five-year period (2009-
2013). The rate was also greater than the state rate of 11.6/100,000. For men, the rate was 
18.9/100,000, and for non-Hispanic Whites, 17.5/100,000. This was an important issue in the 
county and failed to meet the HP2020 target of 10.2/100,000.  

 Substance Abuse/Tobacco: A smaller percentage of adults in Williamson County (12.0%) smoked 
cigarettes than in Texas (15.0%). The county meets the HP2020 target of 12.0%  

 Substance Abuse/Alcohol: The percentages of adults that drink excessively were higher in the 
county (19.0%) than in Texas (17.0%). Still, the county met the HP2020 target of less than 25.4% 
of adults drinking excessively in the previous 30 days.  

 Mental Health Providers: Williamson County had a lower ratio of mental health providers than in 
Texas. In the county, 1 mental health provider existed for every 1,060 individuals in the county 
compared to 1 for every 990 in Texas. There is no HP2020 goal for this metric. 

 

Maternal and Child Health 

 Low Birth Weight: The percentage of Williamson County babies born with low birth weight has 
increased for the last decade, with 7.2% of live births. The state percentage was 8.4%. As a 
whole, the county met the HP2020 target of 7.8%, but at 13.0% African American infants were 
disproportionately affected by low birth weight and did not meet the HP2020 goal.  

 Prenatal Care: The county’s overall percentage of mothers who received early prenatal care in 
the first trimester was 79.6%, which exceeded the HP2020 goal of 77.9%. However, when 
stratified by race and ethnicity, non-Hispanic Whites exceeded the goal at 83.9% but African 
American (71.6%) and Hispanic populations (70.6%) were somewhat lower. 

 Infant Mortality: The county’s infant mortality rate was 4.8/1,000 live births, which was lower 
than the state’s rate of 5.9/1,000. Both were lower than the HP2020 target of 6.0 deaths per 
1,000 live births even when stratified by race/ethnicity. However, insufficient data were 
available for African American and Other racial and ethnic groups to determine if a disparity 
might exist. At the state level, African Americans have nearly doubled the infant mortality 
(11.5/1,000 versus 5.9/1,000). 

 

Obesity, Overweight, & Healthy Eating 

 Obesity: The percentage of obese residents in Williamson County has increased over time from 
21.2% in 2004 to 28.5% in 2012, which now has exceeded the state percentage of 28.2%. 
However, this still met the HP2020 target of 30.5% or fewer obese adults. Disturbingly, the 
incidence of childhood obesity has also been increasing.  

 Overweight: An astounding 40.3% of adults in the county were overweight, which significantly 
exceeded the average percentage in Texas (35.5%). Combined, overweight and obese account 
for 68.8% of Williamson County residents, leaving 31.2% at a healthy weight. This was below the 
HP2020 goal of 33.9% at a healthy weight. 

 Healthy Eating: In the county, 74.4% of adults did not consume enough fruits and vegetables, 
which was below the state average of 76.2%. Hispanic adults had an even higher percentage of 
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adults with inadequate consumption of fruits and vegetables (85.7%). In addition, food deserts 
were located in census tracts near Jarrell, Bartlett, Granger, Taylor, Round Rock, and 
Georgetown. There is no HP2020 goal for this metric. 

Active Living 

 Physical Activity: The number of adults participating in no leisure time physical activity has 
improved over time from a high of 20.7% in 2005 to 18.4% in 2012 which was nearly half the 
HP2020 goal of 32.6%. Williamson County has consistently had a lower percentage of physically 
inactive adults than the state, which averaged 24.0% in 2012.  

 Environment: In 2013, 9.5 recreation and fitness facilities existed for every 100,000 population 
as compared to 7.7 facilities for every 100,000 population in Texas. Williamson County has 
consistently had more facilities per capita than the state since at least 2008. There is no HP2020 
goal for this metric. 

 

Infectious Diseases 

 Chlamydia and Gonorrhea: Despite reported incidence rates for chlamydia (335.2/100,000) and 
gonorrhea (67.2/100,000) being lower than in Texas (475.0 and 127.7/100,000), these rates 
have risen steadily since 2007. These sexually transmitted infections appeared to 
disproportionately affect women and African Americans (490.7 and 615.2 per 100,000 
population, respectively).  There is no HP2020 goal for this metric. 

 

Legend: Red: Disparities exist among different demographic groups for indicator and indicator does not meet HP2020 goal or the 
indicator does worse compared to the state; Yellow: Disparities might exist among different demographic groups while meeting 
HP2020 goal or indicator does better than the state; Green: Disparities do not exist among different demographic groups and indicator 
meets HP2020 goal or does better than the state 
 
Health Disparities 

HP2020 defines a health disparity as “a type of health difference that is closely linked with social, economic, and/or 

environmental disadvantage.” Examining factors such as race and ethnicity, gender, age, socioeconomic status 

(SES), disability status, mental health, or geographic location and characterizing how their complex interactions 

affect individual and population health can help community members and stakeholders identify and better 

understand health disparities. The CHSA identified the following key factors (socioeconomic status, geographic 

distribute, and demographics) as potential sources of health disparities. 

 Socioeconomic Status 

o There was a small but significant proportion of households with low incomes; 14.1% of households in 

the county earned less than $34,999 per year. 

o African Americans had slightly lower median household incomes compared to non-Hispanic Whites 

($69,180 versus $74,260). Asian Americans did better than non-Hispanic Whites ($102,713 versus 

$74,260), and Hispanics had the lowest median household incomes at $59,192. Both Hispanics and 

African American households earned less than the average median household income in the county. 

o The neighborhoods with the lowest median household incomes were located in Taylor. Three census 

tracts in Taylor, one in Cedar Park, one in Round Rock, and one in Georgetown had the highest 

concentrations of families living below poverty. 

 Geographic Distribution  

o Interstate highway 35 (IH-35) separated the county into distinct east and west health profiles. 

 

 

 



 
 

Individuals living east of IH-35 tended to have lower SES, were more likely to be African American or 

Hispanic, and had worse health outcomes. Individuals living west of IH-35 tended to have higher SES, 

were non-Hispanic Whites, and had improved health outcomes. Asian Americans tended to live west of 

IH-35 and were concentrated near the southern areas of the county. 

o Williamson County residents living in cities located in rural areas such as Liberty Hill, Florence, Jarrell, 

Bartlett, Granger, Taylor, Thrall, Thorndale, and Coupland tended to have worse health outcomes, 

issues with transportation and health care access, and lack of resources. Additionally, these residents 

had a higher percentage of babies born with low birth weight, had reduced access to health insurance, 

and lived in environments that were less conducive to better health (such as food deserts). 

 Demographics (Race/Ethnicity, Age, and Gender) 

o African Americans had the highest mortality rates for diabetes, cancer, heart disease, and stroke. By 

contrast, non-Hispanic Whites had higher mortality rates for lung disease, suicide, and unintentional 

injuries. 

o Males tended to have worse health outcomes than females; they also had higher mortality rates for 

most health issues and conditions. 

Key Findings - Community Themes and Strengths Assessment 

While the Community Themes and Strengths Assessment (CTSA) revealed many positive aspects and an overall 

positive perception of quality of life in Williamson County, it also identified areas for improvement.  

Throughout this assessment process, the CHA Team engaged with key leaders, a wide variety of community 

stakeholders, a youth population, a Spanish speaking population, an elder population, and both urban and rural 

residents. These diverse populations shared perceptions of their communities and the county as a whole. 

According to the data collected the most important values Williamson County residents held were family, health, 

transportation, safety, leadership and community connection, employment, and recreation opportunities. The 

assessment also looked at the issues that most affected quality of life in Williamson County. Residents were most 

concerned with: 

 Access to Healthcare 

 Affordable Childcare 

 Awareness of Resources 

 Barriers to Healthy Lifestyles 

 Affordable Housing 

 Transportation Issues 

 Access to Bilingual Resources 

Our residents and stakeholders listed a variety of resources as important assets for improving 

health and quality of life of residents, including the robust network of nonprofit organizations, 

faith-based organizations, the growing healthcare system, the network of school districts and 

higher education campuses, parks and recreation, and the business community. The CTSA 

process revealed multiple ways to leverage existing resources and provided a comprehensive 

understanding of the perceptions of values, concerns and assets in the county.  
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While most acknowledged the many challenges that lay ahead, the community members, stakeholders, and leaders 

in this assessment anticipated improvements in the health and wellness where they live, work, worship, play, or 

learn in Williamson County.  

Key Findings - Forces of Change Assessment 

The Forces of Change Assessment (FoCA) identified the external factors that affect the environment in which the 

Williamson County public health system operates and the challenges and opportunities created by these factors. 

Focus group participants identified six forces of change. Within each of these focus areas, participants’ recognized 

specific challenges and opportunities that each of these forces creates for the local public health system. The main 

force of change described through this assessment was the growth of Williamson County and its impacts on the 

population and all levels of infrastructure. Other forces of change that were significant in the county were: 

 Demographic changes;  

 Role of technology; 

 Changes in access to healthcare; 

 Increasing need for community preparedness; and 

 Economic changes. 

Key Findings - Local Public Health System Assessment 

The Local Public Health Systems Assessment (LPHSA) was a useful process for the participants, which included key 

leaders from WCCHD and WWA. Through facilitated discussions, participants prioritized and rated services 

provided by the local public health system in Williamson County. WCCHD, WWA, and the community will use these 

findings to improve the local public health system’s provision of the Ten Essential Public Health Services through 

the implementation of the short- and long-term improvement recommendations from participants.  

Recommendations based on the assessment were: 

 Increase community dissemination and promotion of the CHA 

 Incorporate outreach and external communications as a core component of Disease Control and Prevention 

to increase awareness among medical providers 

 Increase inclusion and coordination in preparedness planning across all WCCHD divisions 

 Develop health district-wide community partner contact list 

 Establish process for identifying key constituent partners in the community  

 Re-engage the WWA through identifying and recruiting key stakeholders, and robust facilitation of the 

community and working groups 

 Re-assess the structure of the WWA and set WWA goals at the policy, systems, and environmental level  

Key Findings - Health Priority Survey 

The CHA process provided comprehensive understanding of the perceptions of values, concerns and assets in the 

county, as well as the external factors affecting the ability of these issues to be addressed through the local public 

health system. The CHA Team solicited input from the community and determined a list of possible health priorities 



 
 

based on the results of all of the assessments. 

The Top Five Health Priorities For Williamson County In 2016 Were: 

1. Mental Health: Prevention, support and treatment for mental illness 
2. Access to Healthcare: Basic, affordable healthcare available for all residents 
3. Awareness of Healthcare Resources: Available information and communication 

channels for resources 
4. Active Living: Resources, access and awareness for physical activity opportunities 
5. Chronic Disease: Prevention, treatment and management of chronic diseases 

Conclusions 

Through the review of primary and secondary data, this CHA provides a snapshot into the health and quality of life 

of Williamson County residents. Though the county consistently ranks among the healthiest in Texas, data 

consistently follows demographic, social, and economic patterns that reveal health disparities across the county. 

WCCHD, WWA, and community partners will use these results to develop a CHIP to address the top issues in 

Williamson County. 

This collaborative effort will be the common agenda the county will use to improve the health of all residents. 

Additionally, this assessment and recommendations can be used in the development of the following:  

 Community health changes and trends  

 Hospital based community benefit plans  

 Organizational strategic planning  

 Evidence base for grant applications  

WCCHD, the WWA, and our community partners hope this assessment will increase engagement in supporting the 

health of the people of Williamson County. 
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Introduction 

Many factors shape the health of a community. The concept of social determinants of health captures the complex, 

integrated, and overlapping social structures and economic systems that are responsible for many health 

inequities. These social structures and economic systems include the social environment, physical environment, 

health services, and structural and societal factors. Social determinants of health are shaped by the distribution of 

money, power, and resources throughout the community (1). The five major categories of health determinants are 

genetics, behavior, social circumstances, environmental and physical influences, and medical care (2). To improve 

the health and quality of life of a community, it is necessary to address not only the multiple social determinants of 

health, but also to move from a focus on sickness and disease to one based on prevention and wellness.  

Sustained and broad community involvement is necessary to address the strategic health issues within the 

community and the solutions, like the issues, require the resources of multiple agencies and individuals. This 

shared ownership of community health among diverse stakeholders offers better mobilization and utilization of 

resources to achieve improvement. The first step in this community health improvement process is the Community 

Health Assessment (CHA).  

The CHA is designed to: 

1. Collect, analyze, and use data to educate and mobilize communities, develop priorities, gather resources, 

and plan actions to improve population health, and 

2. Provide a foundation of data to be used for evidence-based goal setting and decision making (3). 

Williamson County CHA 

The Williamson County and Cities Health District (WCCHD) led this CHA effort in collaboration with strong 

community partners including the WilCo Wellness Alliance (WWA), Baylor Scott & White Health, Opportunities for 

Williamson and Burnet Counties, Seton Healthcare Family, and the St. David’s Foundation.  

The goals of the Williamson County CHA were to: 

1. Identify existing and emerging community health needs;  

2. Identify strengths and assets that are available to improve health; 

3. Determine key issues that affect quality of life; 

4. Understand key forces of change that are or will be influencing health in the community;  

5. Evaluate the local public health system and determine priorities for improving provision of the Ten Essential 

Public Health Services; and 

6. Identify top health priorities for future health improvement efforts. 

  



 
 

The Mobilizing for Action through Planning and Partnerships Framework 

The Mobilizing for Action through Planning and Partnerships (MAPP) framework from the National Association of 

County and City Health Officials (NACCHO) is a proven, systematic, and outcome-oriented process for the ongoing 

engagement of community stakeholders. MAPP provides a method to help communities prioritize public health 

issues, identify resources available, and take action. The 2016 Williamson County CHA Team used this process to 

provide an update to the 2013 report.  

MAPP included four assessments, each of which offered important information for improving community health 

(4). Taken as a whole, the four assessments provided a comprehensive understanding of the health of the 

community. The four assessments were: 

 The Community Health Status Assessment (CSHA) identifies priority health issues in the community and 

looks at health outcomes and health behaviors. Questions answered by this assessment include “How 

healthy are Williamson County residents?” and “What does the health status of our community look like?” 

 

 The Community Themes and Strengths Assessment (CTSA) identifies important issues in the community and 

answers the questions “What is important to our community?” and “What assets do we have that can be 

used to improve community health?” 

 

 The Forces of Change Assessment (FoCA) identifies factors that affect the context of the community such as 

legislation, technology, and other changes. The assessment answers the question “What is occurring or 

might occur that affects the health of our community or the local public health system?” 

 

 The Local Public Health System Assessment (LPHSA) looks at the organizations and agencies that constitute 

the local public health system and answers the questions “What are the components, activities, 

competencies, and capacities of the local public health system?” and “How are the Ten Essential Services 

being provided to the community?” 
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Methods 

The Williamson County CHA Team used both quantitative and qualitative data from primary and secondary data 

sources to compile the four MAPP assessments and determine health priorities. Significant secondary data sources 

included:  

 American Community Survey (ACS) 

 Area Health Resource File (AHRF) 

 Behavioral Risk Factor Surveillance System (BRFSS) 

 Centers for Disease Control and Prevention Wide-ranging Online Data for Epidemiologic Research              

(CDC WONDER) 

 Center for Medicare & Medicaid Services (CMS) 

 County Business Patterns (CBP) 

 Dartmouth College Institute for Health Policy & Clinical Practice 

 Feeding America 

 National Center for Chronic Disease Prevention and Health Promotion (NCCDPHP) 

 National Vital Statistics System (NVSS) 

 Nielsen Claritas and SiteReports 

 Safe Drinking Water Information System (SDWIS) 

 Surveillance, Epidemiology, and End Results Program State Cancer Profiles (SEER SCP) 

 Texas Department of Family and Protective Services CPS 

 Texas Department of State Health Services (DSHS) 

 Texas Education Agency (TEA) 

 Texas Office of the State Demographer (OSD) 

 Uniform Crime Reporting – FBI 

 U.S. Census Bureau (Census) 

 U.S. Department of Agriculture (USDA) 

Stakeholder Focus Groups and Key Informant Interviews 

In September 2015, WCCHD and the WWA hosted the Health Education Summit at Texas A&M Health Science 

Center in Round Rock. The purposes of the event were to: 

 Increase capacity of local professionals to engage in effective health education and promotion activities; 

 Strengthen multi-sector collaboration for evidence-based improvements in health policies, programs and 

environments;  

 Explore innovative practices aimed at improving health behaviors, health equity, and health policies in 

Williamson County; and 

 Serve as the Annual Fall Meeting for the WWA. 



 
 

Baylor Scott & White contracted Truven Health Analytics to lead eight focus groups with questions modeled after 

standards from NACCHO. Participants in the focus groups represented multiple sectors in the community: 

healthcare, local government, school districts, non-profit, higher education and business. Appendix E contains the 

full results from these focus groups. Truven Health Analytics also conducted key informant interviews with 

community leaders.  

Community Member Focus Groups 

In October 2015, WCCHD conducted four focus groups in locations across Williamson County to obtain public 

feedback regarding health perceptions of the community. Specifically, the focus groups included participants from 

pre-identified priority populations across the four geographic areas of the county (North, South, East, and West). 

WCCHD collaborated with the Literacy Council of Williamson County, Taylor Independent School District (ISD), 

Good Life Taylor, Opportunities Bagdad Head Start and Opportunities Round Rock Head Start to identify and recruit 

participants at risk for social, economic, and/or environmental disadvantage and of varying age, sex, and 

race/ethnicity. The specific aim for choosing these subgroups was to identify key health issues and perceptions 

from populations where resources may be most needed and strategically utilized in the future. The purpose of the 

focus groups was to gather information from community members about the community they live in and the 

factors that impact quality of life, community assets and strengths, forces of change, and health priorities. 

The CHA team held one community focus group in each of the four geographic areas of Williamson County:  

 North Williamson County (Georgetown, Florence, Jarrell, Weir) 

 South Williamson County (Round Rock, Hutto) 

 East Williamson County (Taylor, Bartlett, Granger, Coupland, Thrall) 

 West Williamson County (Cedar Park, Leander, Liberty Hill) 

Each focus group was approximately two hours in length and conducted in English (three groups) or Spanish (one 

group). Each focus group included one facilitator and one scribe from WCCHD or the community. The scribe and 

the facilitator audio recorded all discussions to ensure that information was captured correctly and completely. The 

facilitators guided each discussion with the same script modeled after standards from the NACCHO (provided in 

Appendix F). Participants attended the focus groups on a voluntary basis and consented to participate. Each 

facilitator discussed with participants how feedback would be used confidentially to identify health priorities across 

the county. Parental consent forms were obtained for participants under the age of 18. WCCHD staff analyzed 

responses using WCCHD scribe notes and transcribed audio recordings.   

Local Public Health Systems Assessment 

The WCCHD District Leadership Team (DLT) and the WWA Leadership Team completed the 

LPHSA in two rounds.  

In October 2015, the WCCHD DLT completed the Priority of Model Standards questionnaire 

online (Appendix G) and components of the Local Public Health System Performance 

Assessment Instrument (Appendix H) during a two-hour discussion facilitated by the Director 

of Public Health Initiatives and Planning (PHIP) at WCCHD.  
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Eleven participants were present for the assessment and represented the following Divisions: 

 Administration 

 Clinical Services 

 Disease Control and Prevention 

 Environmental Health Services 

 Information Technology 

 Public Health Initiatives and Planning 

 Social Services 

 Women, Infant and Children (WIC) Program 

Participants in the WCCHD DLT meeting used the Socrative mobile device polling application to respond to each of 

the questions in the assessment. The application calculated averages for the performance scores. The Model 

Standard scores were an average of the question scores within that Model Standard, Essential Service scores were 

an average of the Model Standard scores within that Essential Service, and the overall assessment score was the 

average of the Essential Service scores. 

The following week, the WWA Leadership Team completed the same two tools online and during a two-hour 

discussion facilitated by the Director of PHIP at WCCHD. Eight members completed the survey and four were 

present for the assessment. Participants represented the following sectors: 

 Hospitals 

 Local government 

 Non-profit organization 

 School district 

Participants from the WWA Leadership meeting used the facilitated discussion to arrive at a consensus regarding 

the status of the local public health system and their recommendations for priority areas and improvement. 

As a result of these two rounds, the CHA Team collected a detailed assessment of the local public health system 

based on the input of a diverse group of internal and external stakeholders with knowledge of the system. 

Prioritization Process 

To identify options for priorities, The CHA Team combined its data review with the information from stakeholder 

focus groups at Health Education Summit and community member focus groups, where the participants in each 

group were asked to come to a consensus on what they felt were the top health priorities for the county. 

The CHA Team used the issues and ideas generated through the focus groups to develop a quantitative survey for 

community members and stakeholders to vote on the most critical priorities for Williamson County. The CHA team 

sent the survey to the entire 400+ membership of the WWA as well as additional community partners via email. 

The CHA team collected survey responses from November through December 2015. The CHIP will address the 

issues with the highest number of recorded votes. 



 
 

Limitations 

The nature of available data sources was the largest limitation to the CHSA. The process of data collection, 

aggregation, and publication by myriad sources prevents access to comprehensive, up-to-the-minute data for the 

CHSA. For some health indicators, the available data can be several years old and may no longer be representative 

of the community. For some data, local details concerning socioeconomic, demographic, or geographic distribution 

were not available, which limited the ability of the analysts to measure the impact of those factors on health 

statuses. Additionally, significant health events can occur in small numbers and hamper the ability of the analysts to 

conduct meaningful subgroup analyses by race, ethnicity, or language. 

The process of securing focus group participants for the CTSA and FoCA also proved to be challenging. Members of 

WWA recruited participants as opposed to random selection. This sampling method can introduce selection bias 

into the results.  

The CHA Team encouraged participation from multiple stakeholders in the focus groups, but some representatives 

were missing from the process including those from the business community, media, health insurance, and judicial 

institutions. The assessment format for the stakeholder focus groups (as one session in the Health Education 

Summit) may have precluded some participants, especially those in high profile or demanding roles, from engaging 

in the meetings. The time commitment may also have hindered the ability of some to participate due to lack of 

employer support or conflicting priorities. It is also possible that the group process deterred introverted individuals 

who prefer less interactive approaches.  

The methodology for gathering inputs and the development of a response for each question in the LPHSA also 

incorporated an unavoidable element of subjectivity. In addition, participants had differences in knowledge about 

the public health system. This may have led to some interpretation differences and issues for some of the 

questions, potentially introducing a degree of response variability. 
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Community Description  

Williamson County is a rapidly growing mid-sized county located in Central Texas just north of the state’s capitol of 

Austin, which is located in Travis County (Figure 1). Williamson is bounded by Burnet County to the West, Bell 

County to the North, Milam and Lee Counties to the East, and Travis and Bastrop Counties to the South. Austin’s 

continued increase in population has impacted Williamson County, with greater and greater numbers of Williamson 

County residents commuting into Austin for work each day. However, Williamson County is an economic magnet in 

its own right, with major employers such as Dell, Sears Teleserv, Emerson, Round Rock Premium Outlets, Baylor 

Scott & White Healthcare, St. David’s Round Rock Medical Center and Georgetown Hospital, Seton Medical Center 

Williamson, Cedar Park Regional Medical Center, Southwestern University, Texas A&M Health Science Center 

Round Rock, and TECO Westinghouse (5). 

With a total estimated population in 2014 of 489,250 residents, the county has experienced dramatic population 

growth in the last decade. Demographic changes have accompanied the overall population growth, with large 

increases in Hispanic, Asian American, and aging populations (6). 

 

Figure 1: Map of Williamson County, Texas 

 

                                                    Map Source: Disease Control and Prevention Division, WCCHD 

 



 
 

Williamson County was wealthier and more educated than Texas as a whole (7). While the county continued to 

benefit from an abundance of high technology firms, including the corporate headquarters of Dell Incorporated, 

the county was also witnessing solid job growth in higher education, healthcare, manufacturing, and retail through 

economic development efforts to diversify. The county's unemployment rate was 6.9% in 2014, which was lower 

than the Texas state average of 7.7% (7).  

As of 2016, Williamson County ranked in the top three healthiest counties in Texas for the sixth consecutive year 

(8). Out of 241 ranked counties, Williamson County was third overall in health outcomes and third overall in health 

factors. While the county was in the top ten for health behaviors (#8), clinical care (#4), and social and economic 

factors (#3), the county was ranked 135th for physical environment.  

Although the county income and educational attainment averages were higher than Texas as a whole, disparities in 

community healthcare needs existed within the county – mainly between the urban/suburban and rural areas. 

Truven Health Analytics displayed these disparities in their Community Need Index (CNI) tool (9). The CNI score was 

an average of five different barrier scores that measured various socioeconomic indicators of each community, and 

was a strong indicator of a community’s demand for various healthcare services. The elements that composed this 

indicator were income, cultural barriers, education, insurance, and housing. The map of the CNI for Williamson 

County, shown in Figure 2, identified the high need areas of the county, which tended to be in the eastern, more 

rural area of the county. Williamson County had an average CNI score of 2.9 on a scale of one to five, with five 

representing areas of highest need. The CNI map provided zip-code level analysis of need. Healthcare and public 

health communities could use this information to determine geographic areas for targeted intervention.  

Figure 2: Community Need Index in Williamson County by Zip Code 

 

Data Sources: Truven Health Analytics, 2015; Insurance Coverage Estimates, 2015; The Nielson 

Company, 2015; Community Needs Index, 2015. 
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This assessment 

aimed to answer the 

following questions:  

“How healthy are 

our residents?” 

“What does the 

health status of our 

community look 

like?” 

Community Health Status Assessment  

Overview 

According to the WHO, health is a “state of complete physical, mental and social 

well-being and not merely the absence of disease or infirmity.” The Community 

Health Status Assessment (CHSA) is a comprehensive summary representing the 

aggregate disease burden and health status of Williamson County residents 

compared to the overall population of Texas and applicable Healthy People 2020 

(HP2020) targets. HP2020 is the nationwide set of 10-year health promotion and 

disease prevention goals established by the United States Department of Health 

and Human Services (10). The CHA Team obtained data for the CHSA from the 

most recent available secondary data sources at the local, state, and national 

levels. Data sources were referenced in each section. The CHSA presents statistics 

and trends for various health indicators (guidelines used to determine the health 

status of a county or state) to identify both achievements and gaps in health 

status and health care availability among race, ethnicity, age, gender, or 

socioeconomic groups within the county. Community partners can apply these 

data to determine strengths and key health issues to establish evidence-based 

planning and interventions across Williamson County.  

The CHA Team derived the CHSA section content from the NACCHO MAPP 

framework “Core Indicator List,” which divided indicators (data elements) into 

the eleven broad-based categories (C1-11). The CHA team used these categories 

as a standardized guide to analyze the health status of Williamson County 

systematically through a strategic process. 

The CHA Team identified health successes and challenges through the comparison and analysis of available data 

related to each category. Once the analysis was completed, the CHA Team summarized the potential impact of the 

indicators on the overall health status of the community. 

The assessments that follow take an in-depth look at health, social, economic, and environmental indicators. These 

indicators, taken in conjunction with community needs projected for the future, will provide the evidence 

foundation to improve the health of Williamson County. 

  



 
 

The CHSA addressed health indicators within the following categories adapted from the NACCHO MAPP framework 

“Core Indicator List” and will follow this organizational structure: 

C1. Demographic Characteristics 

C2. Socioeconomic Characteristics 

C3. Health Resource Availability 

C4. Quality of Life 

C5. Behavioral Risk Factors 

C6. Environmental Health Indicators 

C7. Social and Mental Health 

C8. Maternal and Child Health 

C9. Death, Illness, and Injury 

C10. Communicable Disease 

C11. Sentinel Events 

Strengths and Limitations 

The purpose of this assessment is to provide a general snapshot of the current health of the community. A wide 

variety of health data is available at the county level, providing extensive evidence to support health improvement 

decision-making for those in the healthcare and public health communities who will use this document.  

Although rich in variety and reliable by source, there were limitations to the data. Not all data sources could 

provide comprehensive, up-to-the-minute data for at the Williamson County-level. For all health indicators, the 

CHA Team sought the most recent data available for this assessment, even if from two or more years in the past. 

For some indicators, local data with details concerning socioeconomic, demographic, or geographic distribution did 

not exist, thus limiting the CHA Team’s ability to measure the impact on health status from these influencing 

factors. Additionally, significant health events that occurred in small numbers restricted the ability to conduct 

meaningful analysis and/or identify disparities, especially for subgroups such as a specific race or ethnicity, or small 

geographic areas such as zip codes or census tracts.  

Please note that for the purposes of this assessment, the non-Hispanic White population was 

referred to as “White”, the non-Hispanic African American population was referred to as “Black”, 

and Asian Americans as “Asian” in shorthand for graphs and figures. Hispanics, regardless of race, 

were noted as Hispanic although in Williamson County they are primarily Hispanic Whites as 

defined by the U.S. Census. 
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C1. Demographic Characteristics 

Population Growth 

“I've been here almost 40 years. I was 16 when I got here. [Williamson County] was –

very small. There weren't a lot of people. There are a lot of changes; a lot of people 

everywhere” – Focus group participant 

“Yes, a lot of people are coming from the outside. That's what I've noticed.” – Focus 

group participant 

As noted in the Community Description, Williamson County has been undergoing tremendous growth. Between 

2010 and 2014, the county’s population grew 15.8%, nearly double the population growth within Texas (7.2%). 

Cedar Park, Georgetown, Hutto, and Leander lead the county in growth, with increases between 3 and 4 times the 

state rate as shown in Table 1 below. The Office of the State Demographer predicted the county’s population to 

double in size, reaching nearly 1 million residents by 2050 (Figure 3).  

Table 1: Population Change in Williamson County and Texas, 2010-2050 

Geographic Area 2010 Pop.1 2014 Pop.1 % Growth 2010-14* 2050 Pop.2 

Texas 25,146,104 26,956,958 7.2% 40,502,749 
  Williamson County 422,649 489,250 15.8% 992,814 
    Cedar Park 51,743 63,574 22.9%  
    Georgetown 47,455 59,102 24.5%  
    Hutto 16,459 21,170 28.6%  
    Leander 26,262 34,172 30.1%  
    Round Rock 99,990 112,744 12.8%  
    Taylor 15,281 16,483 7.9%  
Notes: *Growth from April 1, 2010 to July 1, 2014 
Data Sources: 1 Census, 2014; 2 Office of the State Demographer, 2050 
 

Figure 3: Population Projections for Williamson County, 2010-2050 
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The rapid growth in the county can place greater demands on the current healthcare and public health 

infrastructure as well as on community resources. For example, if population growth outpaces growth in health 

care providers, a shortage will occur and access to health care will be affected. In addition, rapid growth can lead to 

shifts in distribution of health conditions and diseases. The county should systematically structure health resources 

and interventions in regards to culture, language, age, race, ethnicity, and language to accommodate the growing 

population. Stakeholders should assess health concerns and needs on a recurring and consistent basis, which will 

be an ongoing challenge given the increasing demands of a growing and changing population. 

Gender and Age Distribution 

“[A] positive part of my life is coming to the senior center now. When we get a bigger 

one, it will be even more enjoyable, because a lot of people are getting turned away.” 

– Focus group participant  

As of 2014, the gender distribution in Williamson County was similar to the overall gender distribution in Texas; 

slightly more females (50.8%) than males (49.2%) lived in the county (Table 2).  

Table 2: Gender Distribution in Williamson County and Texas, 2014 

Gender Williamson County Texas 
Female 50.8% 50.3% 
Male 49.2% 49.7% 
Data Source: Census, 2014 

 

The relative proportion of the county’s senior population is also rapidly growing. Figure 4 and Table 3 provide a 

breakdown of the age groups by percentage of the total. By 2050, residents aged 65 years and older are expected 

to be the largest age group in Williamson County (24.7%), with a larger proportion than the state as a whole 

(19.5%). By that time, projections show that one in four county residents will be at least 65 years of age. 

Projections also show the decreasing proportion of residents under the age of 24, with the percentage of those in 

the “less than 18 years” and “between 18 to 24 years” age groups shifting from 27.1% and 8.7% in 2014 to 19.9% 

and 7.7% in 2050, respectively. 

Table 3: Age Distribution in Williamson County and Texas, 2014 and 2050 

Age 20141 2050*2 

 Williamson County Texas Williamson County Texas 
Median 34.6 33.8 -- -- 
Under 18  27.1% 26.4% 19.9% 22.7% 
18 to 24 8.7% 10.2% 7.7% 9.0% 
25 to 44 29.0% 27.5% 24.1% 25.7% 
45 to 64 24.5% 24.2% 23.6% 23.1% 
65 and over 10.7% 11.7% 24.7% 19.5% 
Notes: * Population Projections: 0.5 Migration Rate 
Data Sources: 1Census, 2014; 2Office of the State Demographer, 2050 

 

According to the Centers for Disease Control and Prevention (CDC) report on The State of Aging 

and Health in America, 2 out of every 3 older Americans have multiple chronic conditions (11).  
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The projected sharp increase in the older population and potential for increased prevalence of chronic diseases in 

Williamson County will increase the need in the future for resources in advance care planning and chronic disease 

management. In addition, the county will need to provide healthcare and quality of life-associated resources 

needed to meet the challenges presented by an aging population (11).  

Figure 4: Population Projections by Age (in years) for Williamson County, 2010-2050 

 

 

Race/Ethnicity Distribution 

“Personally, I've seen a lot of changes in Georgetown because when I got here, there 

weren't a lot of Hispanics living here in Georgetown. There wasn't a lot of information 

for Hispanics, or perhaps it was that I like didn't know much or didn't know, or wasn't 

more informed. So, I think that we do need more information; [to be] more informed 

of what there is.” – Focus group participant 

Rapid population growth has brought with it an influx of diverse individuals into Williamson County, and this 

increased diversity will lead to shifting demographic trends in health status. As shown in Table 4, the largest racial 

and ethnic group in Williamson County in 2014 was non-Hispanic Whites (62.3%) followed by Hispanics (23.8%), 

Others (7.3%), African Americans (6.7%), Asian Americans (5.6%), American Indians/Alaskan Natives (0.9%), and 

then Native Hawaiians/Pacific Islanders (0.1%). Figure 5 provide a chart of these strata. When compared to Texas, 

the county had a higher percentage of non-Hispanic White and Asian American populations and a smaller 

percentage of Hispanic and Black/African American populations. In addition, conditions and risk factors such as 

obesity and diabetes may disproportionately affect some Hispanic populations (12), and the impact of these 

conditions and risk factors should be considered by those undertaking any future health improvement strategies. 
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Table 4: Race/Ethnicity Distribution in Williamson County and Texas, 2014 and 2050 

Race/Ethnicity 
20141 2050*2 

Williamson County Texas Williamson County Texas 
Non-Hispanic White 62.3% 44.0% 42.1% 27.8% 
Hispanic^ 23.8% 38.4% 40.7% 53.1% 
Black/African American 6.7% 12.4% 6.3% 10.0% 
Asian American 5.6% 4.3% N/A N/A 
American Indian/Alaskan Native 0.9% 1.0% N/A N/A 
Native Hawaiian/Pacific Islander 0.1% 0.1% N/A N/A 
Others 7.3% 10.1% N/A N/A 
Notes: * Population Projections: 0.5 Migration Rate; N/A: Population projects not available for following 
races. ^Hispanic involves all races although a majority of indiduals that are Hispanic are White.  
Data Sources: 1 Census, 2014; 2 Office of the State Demographer, 2050 

 

Figure 5: Race/Ethnicity Distribution in Williamson County and Texas, 2014 

 

 

In the county, 53.2% of persons younger than 18 years were non-Hispanic White, while Hispanic 

children accounted for 30.8% of the total number of children (Figure 6 and Figure 7). The 

Hispanic population in the county is expected to increase to nearly match the non-Hispanic 

White population (40.7% versus 42.1%) by 2050. Future resources and initiatives will be needed 

to accommodate the growing Hispanic population in the county. 
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Figure 6: Ethnicity Distribution of Children Under 18 in Williamson 
County and Texas, 2014 

 

 

Figure 7: Racial Distribution of Children Under 18 in Williamson County and Texas, 2014 

          

The geographic distributions of racial and ethnic groups throughout Williamson County are shown in the following 

figures. The CHA team mapped the percentages of non-Hispanic Whites (Figure 8), Hispanics (Figure 9), African 

Americans (Figure 10), and Asian Americans (Figure 11) across the county by census tracts. Census tracts are small 

and relatively permanent statistical subdivisions of the county with between 1,200 and 8,000 residents. Interstate 

Highway 35 (IH-35), a major north-south interstate highway, divides the county’s geography approximately in half. 

The interstate is the thick black line on Figures 8-11. The largest concentrations of non-Hispanic Whites lived west 

of IH-35, while Asian Americans lived southwest of the interstate near Austin, Cedar Park, and Round Rock. African 

Americans and Hispanics mostly lived east of the interstate.  
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Figure 8: Distribution of Non-Hispanic Whites by Census Tract in Williamson County, 2010-2014 

 
 

 Map Source: Disease Control and Prevention Division, WCCHD 
Data Source: American Community Survey, 2010-2014 

 

Figure 9: Distribution of Hispanics by Census Tract in Williamson County, 2010-2014 

 
Map Source: Disease Control and Prevention Division, WCCHD 

Data Source: American Community Survey, 2010-2014 
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Figure 10: Distribution of African Americans by Census Tract in Williamson County, 2010-2014 

 
Map Source: Disease Control and Prevention Division, WCCHD 

Data Source: American Community Survey, 2010-2014 
 

Figure 11: Distribution of Asian Americans by Census Tract in Williamson County, 2010-2014 

 
Map Source: Disease Control and Prevention Division, WCCHD 

Data Source: American Community Survey, 2010-2014 
 



 
 

Language Spoken at Home 

Compared to Texas, Williamson County had more residents older than five years of age who only spoke the English 

language at home (Table 5). 79.3% of residents in the county spoke only English at home, as compared to about 

65.1% in Texas. A majority of residents in the county who spoke a language other than English at home spoke 

Spanish (14.6%). Language barriers can prevent access to health care such as knowledge of information about 

resources. Similarly, a lack of information about the provision of culturally-appropriate care for other racial and 

ethnic groups can prevent the accurate assessment of the health status of individuals. 

Table 5: Language Spoken at Home (Ages 5 and Over) in Williamson County and Texas, 2010-2014 

Indicator Williamson County Texas 

English Only 79.3% 65.1% 
Language other than English 20.7% 34.9% 
    Spanish 14.6% 29.5% 
Data Source: American Community Survey, 2010-2014 

 

C2. Socioeconomic Characteristics 

Socioeconomic characteristics are indicators that describe individual or population economic 

status, work status, and social status. CDC measures economic status by how much money a 

person earns each year, work status by whether a person has a job, and social status by how 

many years a person spent in school (13). When measured together, these three indicators 

estimate socioeconomic status (SES). Research shows that individuals or populations with higher 

SES have better levels of health and health outcomes (14). 

Economic Status - Median Household Income 

“[The] cost of living that the elderly and people with families that are just starting out; 

or even for the kids that are just getting out of college, can’t afford to live in this 

community. [How] are you going to have a community if you’re just basically 

narrowing it down to almost, it seems like, to where only the upper class can almost 

live?” – Focus group participant 

As was stated in the Community Description, Williamson County is relatively affluent when compared to Texas; the 

median household income of the county was $73,286, more than $20,000 higher than the state’s median 

household income. At the subgroup level, the median income for each racial and ethnic group was also higher than 

each subgroup’s median income in Texas. The non-Hispanic White ($74,260) and Asian American ($102,713) 

populations earned above the Williamson County total median household income.  

The Hispanic ($59,192) and African American ($69,180) populations earned below the total 

median household income of the county, but still earned above the median for the state as a 

whole (Figure 12 and Figure 13). The county’s income distribution for 2010-2014 is depicted in 

Figure 14. 
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Figure 12: Median Household Income by Ethnicity in 
Williamson County and Texas, 2015 

 
 

Figure 13: Median Household Income by Race in 
Williamson County and Texas, 2015 

 
 

 

Figure 14: Household Income Distribution in Williamson County, 2010-2014 

       

When mapped across the county (Figure 15), the census tracts located west of IH-35 had higher median household 

incomes when compared to the east side. The areas located in Georgetown and Round Rock had the highest 

median household income ($115,000 and over), whereas areas in Taylor had the lowest median household 

incomes (less than $34,999). 

$
7

3
,2

8
6

 

$
5

9
,1

9
2

 

$
7

7
,1

9
4

 

$
5

3
,0

3
7

 

$
4

0
,6

6
4

 

$
6

0
,7

0
2

 

$0

$25,000

$50,000

$75,000

$100,000

Total Hispanic Not HispanicM
e

d
ia

n
 H

o
u

s
e

h
o

ld
 I
n

c
o

m
e

Median Household Income by Ethnicity in 
Williamson County and Texas, 2015

Williamson County Texas

Data Source: Nielsen, Nielsen SiteReports, 2015

$
7

3
,2

8
6

 

$
7

4
,2

6
0

 

$
6

9
,1

8
0

 

$
1

0
2

,7
1

3
 

$
5

3
,0

3
7

 

$
5

7
,8

3
1

 

$
5

1
,9

5
0

 

$
7

0
,1

8
3

 

$0

$25,000

$50,000

$75,000

$100,000

$125,000

Total White Black Asian

M
e

d
ia

n
 H

o
u

s
e

h
o

ld
 I
n

c
o

m
e

Median Household Income by Race in 
Williamson County and Texas, 2015

Williamson County Texas

Data Source: Nielsen, Nielsen SiteReports, 2015

3.5%
10.6%

29.4%
40.5%

16.0%

Household Income Distribution in Williamson County, 2010-14

Less than $14,999

$15,000 to $34,999

$35,000 to $74,999

$75,000 to $149,999

$150,000 and over

Data Source: American Community Survey, 2010-2014 



 
 

Figure 15: Median Household Income by Census Tract in Williamson County, 2015 

Map Source: Disease Control and Prevention Division, WCCHD 
Data Source: Nielson Claritas, 2015 

Work Status - Poverty and Unemployment  

“When you come here [you] had no idea that the job market is outrageous.” 

“I can’t even afford the low-income apartments. They need to lower.”– Focus group participants 

Compared to the level of poverty in Texas (17.7%), Williamson County residents had a significantly smaller 

percentage (7.6%) who were living below the federal poverty level in 2010-2014. As stated in Table 6, a 

disproportionate percentage of the poor were African Americans (14.6%) and Hispanics (12.2%). 

Table 6: Poverty and Unemployment Levels in Williamson County and Texas, 2010-2014 

Indicator Williamson County Texas 

Population Living Below Poverty Level 7.6% 17.7% 
  Non-Hispanic White 5.3% 9.3% 
  African American 14.6% 24.1% 
  Asian American 5.4% 11.8% 
  Hispanic 12.2% 26.1% 
Children Living Below Poverty Level 9.6% 25.3% 
Families Living Below Poverty Level 5.3% 13.7% 
Unemployment (Civilian Labor Force, 16 and older) 6.9% 7.7% 
Data Source: American Community Survey, 2010-2014 

 
About 1 in 10 children (9.6%) and 1 in 20 families (5.3%) lived below poverty in the county. 

Areas east of IH-35 had higher concentrations of families living below poverty than those west 

of IH-35 (Figure 16). Three census tracts in Taylor, one in Cedar Park, one in Round Rock, and 

one in Georgetown had the highest concentrations of families living below poverty. The 

percentage of the civilian labor force that was unemployed was lower in the county (6.9%) than 

in Texas (7.7%) (Table 6).  
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Figure 16: Families Living Below Poverty by Census Tract in Williamson County, 2015 

 
Map Source: Disease Control and Prevention Division, WCCHD 

Data Source: Nielson Claritas, 2015 

Social Status - Educational Attainment 

Williamson County is highly educated (Table 7). A majority of residents aged 25 and older have attended either 

some form of college or higher (71.7%). This percentage was higher than residents in Texas (56.3%), a pattern that 

held for Bachelor’s and graduate/professional degrees as well. In the county, about 1 in 4 residents had attended 

some college (24.8%), 1 in 10 had an Associate’s degree (8.3%), 1 in 4 had a Bachelor’s degree (26.4%), and 1 in 10 

had a graduate/professional degree (12.2%). 

Table 7: Percentage of Educational Attainment of Population Ages 25 and Older 
in Williamson County and Texas, 2010-2014 

Indicator Williamson County Texas 

High school graduate (includes equivalency) 20.6% 25.2% 
Some college, no degree 24.8% 22.7% 
Associate's degree 8.3% 6.6% 
Bachelor's degree 26.4% 17.9% 
Graduate or professional degree 12.2% 9.1% 
Data Source: American Community Survey, 2010-2014 

 

C3. Health Resource Availability  

Indicators related to health resource availability are used to measure “access, utilization, cost and quality of health 

care and prevention services” in a population (4). Many barriers prevent access to health care such as a lack of 

health insurance coverage, a limited availability of health care providers (e.g., primary care physicians, dentists, and 

mental health providers), lack of transportation, and inability to pay for health services. These barriers can lead to 

unmet health needs, delays in care, failure to receive preventive services, and preventable hospitalizations (15). 



 
 

Improving indicators related to health resource availability is one of the keys to advancing the health of the county.  

Access to Health Care 

“A lot of people don’t go see their doctor or anything, because they can’t afford it. 

Consequently they get sicker and wind up passing away because they can’t afford it.” 

– Focus group participant 

“[Access to healthcare is] terrible. You get sick and [are told], "Well, come next week." 

Well, if you're calling, it's because you're sick at that moment.” – Focus group 

participant 

Primary care is a person’s initial point of contact for medical care to prevent and treat disease and illness (4). 

According to the Journal of Health Affairs, patients with a primary care provider have better management of 

chronic diseases, lower overall healthcare costs, and a higher level of satisfaction with their care (2).  

Access to primary care in Williamson County has increased in the last decade to match ratios in Texas (Figure 17). In 

2002, the county had a lower ratio of Primary Care Physicians (PCPs) (47.6 PCPs per 100,000 population) as 

compared to Texas (61.5 PCPs per 100,000 population). By 2012, the county increased to 67.3 PCPs per 100,000 

population, nearly matching the ratio in Texas (67.3 versus 67.4 per 100,000 population). According to the Area 

Health Resource File, the data included all PCPs practicing patient care, including hospital residents. 

Figure 17: Access to Primary Care Ratio by Year in Williamson County, 2002-2012 

 

Additional indicators that provided information on the status of access to health care in 

Williamson County included dentist ratio, mental health providers ratio, percentage of adults 

without any regular doctor, and the ratio of Federally Qualified Health Centers (FQHCs) or 

centers dedicated to serving individuals with lack of access to medical care in the county (Table 

8).  
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In the county, 1 dentist existed for every 1,880 individuals which was equal to the ratio in Texas and 1 mental 

health provider existed for every 1,060 individuals in the county compared to 1 for every 990 in Texas. There were 

2.6 FQHCs in the county as compared to 1.4 in Texas for every 100,000 individuals in the county. Furthermore, 

Williamson County (16.5%) had nearly half the percentage of adults without any regular doctor than the rest of the 

state (32.4%). 

Table 8: Additional Access to Health Care Indicators in Williamson County and Texas 

Indicator Williamson County Texas 

Dentist Ratio*1 1880:1 1880:1 
Mental Health Providers Ratio2 1060:1 990:1 

Federally Qualified Health Centers Ratio^3 2.6 1.4 

Adults Without Any Regular Doctor (%)4 16.5% 32.4% 
Notes: * ratio of population to provider; ^ per 100,000 Population 
Data Sources: 1 AHRF, 2014; 2 CMS National Provider Identification, 2015; 3 CMS, Provider of 
Services File, 2014; 4 Behavioral Risk Factor Surveillance System, 2011-2012 

Health Insurance 

 “The sad part is also that you’re paying and you get to a place [and they say], “No, 

we don’t accept that insurance.” – Focus group participant 

“I'm finding what's difficult is those that used to take Medicare don't anymore. The 

problem is [physician’s offices] are dropping a lot of Medicare. Unless you're an 

existing customer, they won't accept you. It's becoming more of a challenge to find 

the proper doctors.” – Focus group participant 

Health insurance improves health by increasing access to medical treatment, drugs, routine checkups, and 

screenings. Compared to Texas, fewer Williamson County children (9.1% vs. 14.0%) and total persons (12.6% vs. 

21.9%) were uninsured as shown in Figure 19. However, when stratified by race/ethnicity, about 1 in 4 Hispanics 

(24.2%) did not have health insurance – higher than for non-Hispanic White, African American, and Asian American 

individuals (Figure 18). 

http://www.healthdatastore.com/cms-provider-of-services-file.aspx
http://www.healthdatastore.com/cms-provider-of-services-file.aspx


 
 

Figure 18: Percentage of Population without Insurance by 
Race/Ethnicity in Williamson County and Texas, 2010-2014 

 

 
 

Figure 19: Percentage of Population without 
Insurance for Children and Persons in Williamson 

County and Texas, 2010-2014 

 
 

Williamson County did not meet the ambitious HP2020 target of 100% insurance coverage for children and adults. 

Geographically, the highest percentages of uninsured individuals were located near the rural and eastern side of 

the county (Figure 20). These cities included Florence, Jarrell, Weir, Bartlett, Granger, and small areas in 

Georgetown, Taylor, and Round Rock. Williamson County should strive to increase health insurance for all 

individuals, especially persons of Hispanic ethnicity. 

Figure 20: Percentage of Total Population without Insurance by Census Tract in Williamson County, 
2010-2014 

 
Map Source: Disease Control and Prevention Division, WCCHD 

Data Source: American Community Survey, 2010-2014 
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Potentially Preventable Hospitalizations (PPH) 

“Affordable is out of the question. You either have no coverage at all, or go to the 

emergency room. Then they charge you an arm and a leg and you spend the rest of 

your life paying that off.” – Focus group participant 

Potentially preventable hospitalizations (PPH) are admissions to a hospital for certain acute illnesses (e.g., 

dehydration) or worsening chronic conditions (e.g., diabetes) that may not have required hospitalization had these 

conditions been managed successfully by primary care providers in outpatient settings (16). To understand the cost 

burden and impact of PPHs, DSHS collects data for average hospital charges (costs) for selected diseases and 

conditions (17). In 2013, the average hospital charges and per capita hospital charges were lower in Williamson 

County than in Texas (Table 9).  

However, these costs were still a significant burden - $31,379 average cost and $1,442 per adult, reflecting 

continued issues with management of the illnesses and conditions that could be helped with better access to 

health care. While not all hospitalizations are avoidable, admissions for PPHs vary and commonly include access to 

primary care, care-seeking behaviors, and the quality of care available (16). Table 9 on the following page provide a 

breakdown by illness or condition, as well as a comparison between the county and state for each. 

Table 9: Potentially Preventable Hospitalizations for Adult Residents in Williamson County and Texas, 2013 

Illness or Condition Average Hospital Charge 
Hospital Charges Divided by 

2013 Adult Population 

 Williamson County Texas Williamson County Texas 

Total $31,379  $34,178  $1,442  $2,512  

 Bacterial Pneumonia $33,399  $36,925  $360  $530  
 Dehydration $23,452  $21,706  $61  $101  
 Urinary Tract Infection $23,518  $25,282  $168  $265  
 Angina (without procedures) $28,256  $24,987  $14  $17  
 Congestive Heart Failure $37,834  $41,191  $354  $689  
 Hypertension (High Blood Pressure) $24,282  $25,365  $51  $85  
 COPD or Asthma in Older Adults $29,650  $31,674  $245  $411  
 Diabetes Short-term Complications $25,662  $26,913  $48  $88  
 Diabetes Long-term Complications $42,309  $46,872  $140  $323  
Data Source: Texas Department of State Health Services Center for Health Statistics, 2013 

 

C4. Quality of Life  

Quality of life (QOL) indicators describe not only how long a person lives, but also how well that person is living. 

QOL measures an individual’s ability to function well physically, mentally, emotionally, and socially in life (18). QOL 

indicators are designed to examine factors that enhance or diminish quality of life. According to the CDC, QOL 

indicators such as self-reported health status and disability may be more useful to predict health than objective 

morbidity and mortality measures like cause of death or mortality rates (19).  

Self-Reported Health Status  

 “Some people don't even know what is healthy.” – Focus group participant 



 
 

Self-reported health status is a measure of how individuals view their own health (18). Williamson County residents 

reported a better health status than Texas residents overall (Table 10). Approximately 1 in 8 adults in the county 

(13%) reported their health as poor or fair as compared to 1 in 5 in the state (20%). Additionally, adults in the 

county reported an average of 2.9 poor physical and 2.7 poor mental health days in the past 30 days, while adults 

in Texas reported an average of 3.5 days and 3.0 days, respectively. 

Table 10: Self-Reported Health Status of Adults in Williamson County and Texas, 2014 

Indicator Williamson County Texas 

Poor or fair health 13.0% 20.0% 
Poor physical health days out of 30 days 2.9 3.5 
Poor mental health days out of 30 days 2.7 3.0 
Data Source: Behavioral Risk Factor Surveillance System, 2014 

 

Disability 

According to the CDC, a disability “is any condition of the body or mind (impairment) that makes it more difficult 

for the person with the condition to do certain activities (activity limitation) and interact with the world around 

them (participation restrictions)” (20). Disability may significantly affect the quality of life of an individual.  

For example, an individual with physical, mental, or emotional conditions can have difficulties going to work or 

living independently, thus affecting quality of life (20). The percentage of the county’s population with a disability 

was 9.3%, slightly below 11.6% in Texas (Figure 21).  

Figure 21: Percent Individuals with a Disability by Race/Ethnicity in 
Williamson County and Texas, 2010-2014 

 

The highest percentages of disabilities were in the non-Hispanic White population (10.3%) 

and adults 65 years of age and older (31.5%), as shown in Figure 21 and Figure 22. The 

percentage of individuals affected by disability will most likely continue to increase as the 

population continues to age and the proportion of the population over the age of 65 

increases (Figure 4). 
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Figure 22: Percent Individuals with a Disability by Age in Years in 
Williamson County and Texas, 2010-2014 

 

C5. Behavioral Risk Factors 

Behavioral risk factors are behaviors that can increase the chances of injury, disease, or death (4). Behavioral risk 

factors associated with chronic and infectious diseases include obesity and overweight, physical inactivity and 

unhealthy eating, substance abuse, and lack of cancer screening. 

Adult and Childhood Obesity 

“I’d love to see more focus on child obesity. There’s so much land we could actually 

use, even as a community to do those Victory Gardens.” – Focus group participant 

Obesity in an adult is defined as having a Body Mass Index (BMI) greater than or equal to 30.0, whereas overweight 

is generally indicated by a BMI between 25.0 and 29.9 (21). Obesity and overweight increases the chances of 

developing heart disease, stroke, and diabetes and other risk factors including high blood pressure and high 

cholesterol (22). 

From 2004 to 2012, obesity increased in Williamson County, as it did for Texas as a whole (Figure 23). In 2004, 

21.2% of the adult population in the county was obese. By 2012, the percentage of adult residents classified as 

obese rose to 28.5%, surpassing the state percentage of 28.2%. Still, the county met the HP2020 target of 30.5% or 

less obese adults in the county but is approaching the limit quickly. Furthermore, 4 out of 10 adults in the county 

were overweight/obese (40.3%), again exceeding the statewide percentage (35.5%) (Table 11). Community health 

improvement initiatives will need to take collective action to reverse these trends. 

In contrast, the percentage of individuals with obesity-related risk factors such as high blood pressure and high 

cholesterol in the county was lower than percentage in the state. About 1 in 4 adults had high blood pressure 

(27.2%), and about 1 in 3 adults had high cholesterol (35.4%) in the county. This was compared to about 3 in 10 

adults (30.0%) and 4 in 10 adults (41.8%) respectively in the state (Table 11).  

However, the available secondary data for overweight and obese adults does not include additional data related to 
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high blood pressure and cholesterol. Consequently, the CHA Team was not able to identify a relationship between 

these conditions and risk factors at the county level. Additional data would be required to examine these 

conditions and risk factors independently. More specifically, the CHA team would like to analyze data stratified by 

race/ethnicity and SES to determine those that are at a true risk for being overweight and obese, having high blood 

pressure and cholesterol, and the relationship between these factors. 

Figure 23: Percentage of Adults Obese by Year in Williamson County and Texas, 2004-2012 

 

Table 11: Percentage of Adults with Obesity and Overweight Related Risk Factors 
in Williamson County and Texas 

Indicator Williamson County Texas 

Obesity1 28.5% 28.2% 
Overweight2 40.3% 35.5% 
   
High Blood Pressure3 27.2% 30.0% 
High Cholesterol1 35.4% 41.8% 
Data Sources: 1 Behavioral Risk Factor Surveillance System (BRFSS), 2011-2012; 2 

National Center for Chronic Disease Prevention and Health Promotion, 2012; 3 BRFSS, 
2006-2012 

 
Similarly, childhood obesity is also on the rise in Williamson County. Childhood obesity can lead to short and long-

term health consequences, extending even into adulthood (23). According to the Texas Education Agency (TEA), 

each independent school district (ISD) in Williamson County is required to evaluate the fitness level of all students 

between 3rd and 12th grade with the FITNESSGRAM® assessment tool (24).  

FITNESSGRAM® uses Healthy Fitness Zones (HFZs) criteria to evaluate student fitness levels 

(aerobic capacity, body composition, BMI). The zones are established by The Cooper Institute of 

Dallas, Texas, and represent minimum levels of fitness that offer protection against diseases that 

result from sedentary living (25). If the performance goal is not met, the results are classified as 

Needs Improvement (NI) or, for Aerobic Capacity and Body Composition, Very Lean (Body 

Composition only) or Needs Improvement-Health Risk (NI-HR). When mapped across Williamson 

County ISDs, Liberty Hill, Leander, Cedar Park, Austin, and Round Rock tended to have higher 

concentrations of 3rd to 12th graders who achieved the HFZ standards (Figure 24 and Figure 25).  
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Figure 24: Percent of 3rd to 8th Grade Students with BMI Achieving the Healthy Fitness Zone by Independent 
School District, 2012-2013 

 
Notes: Percent calculated by dividing the sum of student with “Body Mass Index (BMI) Achieving Healthy Fitness Zone” by all 

students tested. 
Map Source: Disease Control and Prevention Division, WCCHD; Data Source: Texas Education Agency Fitnessgram®, 2012-2013 

 

Figure 25: Percent of 9th to 12th Grade Students with BMI Achieving the Healthy Fitness Zone by Independent 
School District, 2012-2013 

 
Notes: Percent calculated by dividing the sum of student with “Body Mass Index (BMI) Achieving Healthy Fitness  

                      Zone” by all students tested. 
Map Source: Disease Control and Prevention Division, WCCHD; Data Source: Texas Education Agency Fitnessgram®, 2012-2013 



 
 

Physical Inactivity and Unhealthy Eating 

“Even if [a person] were to think about eating healthier and going to the grocery store 

and looking at the healthier things, they probably would realize that what they're 

eating is a lot cheaper, and they're used to eating it compared to the healthier foods. 

Then it just kind of falls on both cultural and financial.” – Focus group participant 

“[I would like] more physical activity opportunities for all types of people. People that 

have healthcare conditions.” – Focus group participant 

Physical activity and healthy eating improves health and reduces the risk for disease. Recommended levels of 

physical activity for adults include either 150 minutes of moderate physical activity or 75 minutes of moderate to 

vigorous physical activity (MVPA) per week and recommended levels for children include 60 minutes of MVPA per 

day (26). The newly released 2015-2020 Dietary Guidelines recommends five guidelines for healthy eating: 1) 

“follow a healthy eating pattern across the lifespan”, 2) “focus on variety, nutrient density, and amount”, 3) “limit 

calories from added sugars and saturated fats and reduce sodium intake”, 4) “shift to healthier food and beverage 

choices”, and 5) “support healthy eating patterns for all” (27). 

The percentage of physically active adults in the county has improved since 2004 (Figure 26). In 2012, the 

percentage of adults in Williamson County who reported no leisure time physical activity (18.4%) was below 

percentage of adults in Texas (24.0%). The county met the HP2020 target of 32.6% of adults engaged in no leisure-

time physical activity. 

 Figure 26: Percentage of Adults Physically Inactive by Year in Williamson County and Texas, 

2004-2012

 

About 3 in 4 adults in the county (74.4%) and in Texas (76.2%) did not consume enough fruits 

and vegetables (Figure 27). In addition, Hispanic adults had an even higher percentage of 

adults with inadequate consumption of fruits and vegetables (85.7%). The county must 

increase efforts to improve healthy eating and physical activity to combat the rising rates of 

obesity and overweight in the county. 
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Figure 27: Percentage of Adults with Inadequate Fruit and 

Vegetable Consumption in Williamson County and Texas, 2009 

 

Substance Use and Abuse 

“I don't know, for here it just seems to be normal. That someone's going to get found 

with drugs in a week.” – Focus group participant 

Substance abuse involves the misuse of alcohol, tobacco, and legal and illegal drugs. Tobacco use and smoking can 

damage every organ in the body and cause diseases ranging from cancer to heart disease to chronic obstructive 

pulmonary disease (28). Adults smoked fewer cigarettes in Williamson County (12.0%) than in Texas (15.0%). The 

county met the HP2020 target of 12.0% (Figure 28).  

Excessive drinking of alcohol involves binge drinking, heavy drinking, and drinking by pregnant women or persons 

younger than 21 years. Binge drinking is defined as four or more drinks for women and five or more drinks for men 

in a single occurrence. Heavy drinking is defined as having eight or more drinks per week for women and fifteen or 

more drinks per week for men. Excessive drinking can lead to death and disease (29). The percentage of adults that 

drink excessively was higher in the county (19.0%) than in Texas (17.0%) (Figure 29). The county met the HP2020 

target of 25.4% of adults drinking excessively in the previous thirty days. 
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Figure 28: Percentage of Adults Smoking in 
Williamson County and Texas, 2014 

 
 

Figure 29: Percentage of Adults Drinking Excessively in 
Williamson County and Texas, 2014 

 
 

Routine Cancer Screening 

Routine cancer screening involves checking for signs and conditions of cancer prior to symptoms. Early detection of 

cancer leads to more prompt treatment to increase survival. Cancer was the number one cause of death in the 

county (Figure 41). Important routine screening tests for cancer include colonoscopy and sigmoidoscopy for 

colorectal cancer, mammography for breast cancer, and Pap test for cervical cancer (30). 

When compared to Texas, Williamson County has improved percentages of routine cancer screening (Figure 30). 

The percentage of adults aged 50 years and over who have ever had colon cancer screening in the county is 68.3%, 

higher than in Texas (57.3%). The percentage of Williamson County female Medicare enrollees aged 67-69 years 

who received mammograms in the past two years was 68.5%, as compared to 58.9% in Texas. The percentage of 

adult females aged 18 years and over who had a Pap test in the last three years in the county was 85.5%, compared 

to 76.0% in Texas. However, the county has yet to meet the HP2020 target of 93% screening rate for Pap tests. 

Figure 30: Routine Cancer Screening in Williamson County and Texas, 2006-2012 
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C6. Environmental Health Indicators 

The physical and built environments can directly affect health and quality of life by increasing or decreasing 

exposure to certain environmental risks or health behaviors (31). For example, the physical and built environment 

can either promote or discourage an active living and healthy eating lifestyle. Additionally, clean air and water are 

essential to physical health. 

Physical Environment 

The physical environment can involve air and water quality. Air pollution is measured by particulate matter (PM). 

Also known as fine particulate matter, PM 2.5 are particles smaller than 2.5 microns in size that can travel deep 

into the lungs, affecting both short and long-term lung function. Drinking water violations can also be indicative of 

the water quality of the community. Compared to the state, air pollution and drinking water violations were lower 

in the county (Table 12). Specifically, the fine particulate matter in the county (8.9) was lower than in Texas (9.6) 

and drinking violations were lower in the county (3.0%) than in Texas (7.0%).  

Table 12: Physical Environment in Williamson County and Texas 2011-2014 

Indicator Williamson County Texas 

Air pollution – PM 2.5 µg/m³ 1 8.9 9.6 
Drinking water violations2 3.0% 7.0% 
Data Sources: 1 CDC WONDER, 2011; 2 Safe Drinking Water Information System, 2013-
2014 

 

Active Living Support 

“They really need to fix some of the roads and actually put sidewalks in, because it’s 

extremely dangerous to walk this area.” – Focus group participant 

Active living support involves creating and improving sidewalks, neighborhood parks/trails, and smoke-free places 

to improve health and physical activity in the county (31). A higher number of recreation and fitness facilities can 

increase community access to active living. In 2013, 9.5 recreation and fitness facilities existed for every 100,000 

population in Williamson County as compared to 7.7 facilities for every 100,000 population in Texas (Figure 31). 

Figure 31: Recreation and Fitness Facilities Rate by Year in Williamson County and Texas, 2008-2013
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Healthy Eating Support 

Feeding America, the nation’s largest domestic hunger-relief organization, defines food insecurity as the “lack of 

access, at times, to enough food for an active, healthy life for all household members.” Risk for food insecurity 

tends to increase as poverty and unemployment increase and home ownership decreases (32). As compared to 

Texas, Williamson County has lower percentages of overall food insecurity. However, about 1 in 5 children and 1 in 

7 persons in the county lacked access to enough food for an active and healthy lifestyle (Table 13). 

In addition, the built environment surrounding the healthy food environment is associated with the nutrition and 

diet of its residents and the availability and affordability of healthy foods in the county (31). Compared to Texas, 

there were less grocery stores/supermarkets and Supplemental Nutrition Assistance Program (SNAP, formerly 

known as food stamps) authorized retailers, but more fast food restaurants per every 100,000 population in the 

county than in Texas (Table 13). Only 9.2 grocery stores and supermarkets and 51.6 SNAP authorized retailers 

existed for every 100,000 population in the county. In contrast, Texas had 13.8 grocery stores and 71.9 SNAP 

authorized retailers. On the other hand, 75.5 fast food restaurants existed for every 100,000 population in the 

county as compared to 74.1 fast food restaurants in Texas. Such an environment can prevent access to affordable 

healthy foods and promote access to unhealthy foods. 

Table 13: Healthy Eating Environment in Williamson County and Texas 2013-2014 

Indicator Williamson County Texas 

Overall Food Insecurity1 14.7% 17.0% 
Child Food Insecurity1 21.3% 25.6% 
   
Grocery Stores and Supermarkets Rate*2 9.2 13.8 
Fast Food Restaurants Rate*2 75.5 74.1 
SNAP Authorized Retailers Rate*3 51.6 71.9 
Notes: * per 100,000 population 
Data Sources: 1 Feeding America, 2014; 2 County Business Patterns, 2013; 3 U.S. 
Department of Agriculture, 2014 

 

The U.S. Department of Agriculture (USDA) defines food deserts as “urban neighborhoods and rural towns without 

ready access to fresh, healthy, and affordable food.” A food desert must meet both low-income and low-access 

criteria (33). When mapped across Williamson County by census tracts, food deserts were located in census tracts 

near Jarrell, Bartlett, Granger, Taylor, Round Rock, and Georgetown (Figure 32). 



47 
 

 

Figure 32: Food Deserts by Census Tract in Williamson County, 2010 

 
Notes: * Low- income census tracts where a significant number or share of residents is more than 1 mile (urban) or 
10 miles (rural) from the nearest super market; ** Expanded criteria to determine food deserts include 1. 0.5 mile 

(urban) or 10 miles (rural), 2. 1 mile (urban) or 20 mile (rural), or 3. No vehicle access. 
Map Source: Disease Control and Prevention Division, WCCHD 

Data Source: USDA Economic Research Service - Food Access Research Atlas, 2010 

 

C7. Social and Mental Health 

“I know my mom had mental health issues and there’s not … she actually had to go to 

a hospital, like a mental facility here. There wasn’t that many. If you’re on the waiting 

list. If somebody’s trying to harm themselves and they’re on a waiting list, what are 

you going to do? Help them when they’re dead, almost?” – Focus group participant 

The CDC defines mental health as “a state of well-being in which the individual realizes his or her own abilities, can 

cope with the normal stresses of life, can work productively and fruitfully, and is able to make a contribution to his 

or her community.” Mental health also involves emotional, psychological, and social well-being. Lack of adequate 

housing, safe neighborhoods, education, access to health care, and equitable jobs and wages can increase the risk 

for mental health issues (34).  

Poor mental health days are days where mental health (including stress, depression, and problems with emotions) 

was not good. Between 2006 and 2012, the number of poor mental health days that adults in Williamson County 

reported in the past 30 days was 2.7 days, compared to 3.0 days in Texas (Table 10).   

  



 
 

Intentional Self-Harm (Suicide) 

Individuals that are at risk for intentional self-harm (suicide) may contend with a variety of conditions that affect 

their mental health, including depression, mental illness, substance abuse, loneliness, family history of suicide and 

violence, or physical illness. Suicide and suicide attempts can leave harmful effects on individuals, families, and 

communities (35). Decreasing risk for suicide involves targeting these whole hosts of risk factors and increasing 

protective factors such as mental health support, clinical interventions, and family and community support.  

Over the last ten years, suicide was one of the top ten causes of death in the county in six of those years (Figure 

41). In addition, suicide rates in Williamson County have steadily increased since 2005 surpassing rates in Texas. 

Between 2005 and 2009, the age-adjusted 5-year death rate for suicide was 8.9 deaths per 100,000 population. 

Between 2009 and 2013, the age-adjusted 5-year death rate for suicide was 12.0 deaths per 100,000 population 

(Figure 33).  

Figure 33: Age-Adjusted Suicide Mortality Rate by Rolling 5-Year Average 
in Williamson County, 2005-2013 

 

 

Age-adjusted suicide mortality rates for all individuals, and when stratified for males and non-Hispanic Whites, did 

not meet the HP2020 target (10.2 deaths/100,000 population) (Figure 34 and Figure 35). Males (19.6 

deaths/100,000 population) and non-Hispanic Whites (14.5 deaths/100,000 individuals) had higher rates of suicides 

than the general Texas population. DSHS did not calculate age-adjusted mortality rates for Blacks/African 

Americans and Other race/ethnicity groups due to small numbers of attributed deaths in these categories. 
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Figure 34: Age-Adjusted Suicide Mortality Rate by 
Gender in Williamson County and Texas, 2009-2013 

 
 

Figure 35: Age- Adjusted Suicide Mortality Rate by 
Race/Ethnicity in Williamson County and Texas, 2009-2013 

 
 

 

Additional Mental Health Indicators 

 “Is safety a priority? Yeah, definitely.” – Focus group participant 

Motor vehicle crash deaths, child abuse rate, total violent crime rate, and drug overdose mortality rate can be 

indicative of mental health. The county had improved rates when compared in all categories to Texas. The rate for 

motor vehicle crash death in the county (6.0 deaths per 100,000 population) was less than half that in Texas (13.4 

deaths per 100,000 population). The rate for child abuse in the county (5.3 per 1,000 children) was almost half that 

in Texas (9.2 per 1,000 children). The total violent crime rate in the county (142.3 reported violent crime offenses 

per 100,000 population) was a third of that in Texas (422.0 violent crimes per 100,000 population). In addition, the 

number of overdose deaths in the county (8.0 per 100,000 population) was less than in Texas (9.0 per 100,000 

population) (Table 14). 

Table 14: Additional Mental Health Indicators in Williamson County and Texas, 2002-2014 

Indicator Williamson County Texas 

Motor Vehicle Crash Death Rate*1 6.0 13.4 
Child Abuse Rate (per 1,000 Children)2 5.3 9.2 
Total Violent Crime Rate^*3 142.3 422.0 
Drug Overdose Mortality Rate*4 8.0 9.0 
Notes: ^ Includes homicide, forcible rape, robbery, and aggravated assault; * per 100,000 
population 
Data Sources: 1 Texas Department of State Health Services Center for Health Statistics, 2013, 
2 Texas Department of Family and Protective Services CPS, 2014; 3 Uniform Crime Reporting – FBI, 
2010-2012; 4 CDC Wonder, 2002-2014  

 

  

1
2

.0

1
9

.8

5
.01
1

.6

1
8

.9

4
.7

0.0

5.0

10.0

15.0

20.0

25.0

Total Males Females

A
g

e
-A

d
ju

s
te

d
 D

e
a

th
 R

a
te

(P
e

r 
1

0
0

,0
0

0
 P

o
p

.)

Gender

Age-Adjusted Suicide Mortality Rate by 
Gender in Williamson County and Texas, 

2009-2013

Williamson County
Texas
HP2020 Target = 10.2

Data Source: Texas Department of State Health Services, 
Center for Health Statistics, 2009-2013

1
2

.0 1
4

.5

*N
/A

6
.3 *N

/A1
1

.6

1
7

.5

5
.4

5
.7

6
.8

0.0

5.0

10.0

15.0

20.0

Total White Black Hispanic Others

A
g

e
-A

d
ju

s
te

d
 D

e
a

th
 R

a
te

(P
e

r 
1

0
0

,0
0

0
 P

o
p

.)

Race/Ethnicity

Age- Adjusted Suicide Mortality Rate by 
Race/Ethnicity in Williamson County and Texas, 

2009-2013

Williamson County
Texas
HP2020 Target = 10.2

Notes: * N/A - Too few deaths to calculate age-adjusted mortality rate; White 
= Non-Hispanic White

Data Source: Texas Department of State Health Services, Center for Health 
Statistics, 2009-2013



 
 

C8. Maternal and Child Health 

The well-being of mothers, infants, and children determine the health of the next generation and can help predict 

future public health challenges for families, communities, and the health care system (36). Additionally, maternal 

health is highly correlated with infant and child health (37). Because infants and children are considered vulnerable 

populations, the health and well-being of this population can also indicate the health status of a community (4).  

Infants Born with Low Birth Weight 

Infants born with low birth weight weigh less than 2,500 grams and tend to suffer from many health issues. Low 

birth weight is affected by the mother’s genetics as well as the mother’s health status. In addition, low birth weight 

is indicative of health disparities in the population (37). The percentage of infants born with low birth weight in the 

county has slightly increased over time from 6.6% between 2002 and 2008 to 7.2% between 2006 and 2012, 

whereas in Texas as a whole the percentage has remained essentially constant (Figure 36). Compared to Texas, 

Williamson County had lower percentages of infants born with low birth weight, except for Hispanic infants (Figure 

37).  

Figure 36: Percentage of Babies Born with Low Birth 
Weight by 7-Year Rolling Average in Williamson 

County and Texas, 2002-2012 

 
 

Figure 37: Percentage of Babies Born with Low Birth Weight 
by Race/Ethnicity in Williamson County and Texas, 2013 

 

 
 

Additionally, the percentages for Black/African American (13.0%) and Hispanic (7.9%) infants exceeded the HP2020 

target of 7.8%.  

 

Child and Infant Mortality Rates 

Infant mortality rate is frequently used as a proxy to describe the overall health status of a 

community, as health factors that impact the community tend to affect the health of an infant 

(38). Compared to Texas (5.8 deaths/1,000 live births), the infant mortality rate for Williamson 

County (3.5 deaths/1,000 live births) was lower (Table 15).  
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Table 15: Child and Infant Mortality Rate in Williamson County and Texas, 2009-2013 

Indicator Williamson County Texas HP2020 

Infant Mortality Rate*1 3.5 5.8 6.0 
Child Mortality Rate^2 36.7 53.1 -- 
Notes: * Per 1,000 live births, ^ Per 100,000 Children under 18 
Data Sources: 1 Texas Department of State Health Services Center for Health 
Statistics, 2013; 2 CDC WONDER, 2009-2012 

 

Furthermore, the county and the state’s mortality rates fell below the HP2020 target (6.0 deaths/1,000 live births) 

(Figure 38). Rates for Non-Hispanic Whites (4.4 deaths/1,000 live births) and Hispanics (4.9 deaths/1,000 live births) 

in the county fell below the HP2020 target. No rates were available for Blacks/African Americans and Other 

race/ethnicities due to limited numbers. The child mortality rate can help understand the years of potential life lost 

in a county (39). Like infant mortality rate, the child mortality rate in the county (36.7 deaths/100,000 children) fell 

below the rate in Texas (53.1 deaths/100,000 children). 

Figure 38: Infant Mortality Rate in Williamson County and Texas, 2010-2013 

 

Teen Births 

“I know over five people who are pregnant or have already had their kids.” – Youth 

focus group participant 

Teen pregnancy and teen childbirth can increase health care costs, high school dropout rates, lower school 

achievement, incarceration, and unemployment. In addition, a high teen birth rate might indicate the prevalence of 

unsafe sex practices (37). The annual rate of teen births in the county was 31.7 teen births for every 1,000 females 

aged 15-19 years old (Figure 39). The number of teen births was higher for Hispanic (57.1 births/1,000 females 

aged 15-19) and Black/African American (36.4 births/1,000 females aged 15-19) teenagers. In addition, 1.9% of live 

births were born to adolescents under the age of 18 years in the county as compared to 3.5% in Texas.  
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Figure 39: Teen Birth Rate (7 Year Average) by Race/Ethnicity in Williamson 
County and Texas, 2006-2012 

 

 

Prenatal Care 

Prenatal care is an important part of improving birth outcomes and reducing pregnancy and childbirth problems. 

Infants born to mothers who had not received prenatal care are five times more likely to die and three times more 

likely to be born with low birth weight (40). The total percentage of mothers in 2013 who received early prenatal 

care in the first trimester (79.6%) met and exceeded the HP2020 goal (77.9%); however, percentages for both 

Black/African American (71.6%) and Hispanic (70.6%) mothers fell below the HP2020 target. Percentages after 

stratifying by race/ethnicity were higher in the county than in the state for all groups (Figure 40). 

Figure 40: Percentage of Mothers who Received Early Prenatal Care by 
Race/Ethnicity in Williamson County and Texas, 2013 
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C9. Death, Illness, and Injury 

Top 10 Causes of Death 

Over the past century, the leading causes of death in the U.S. have shifted from infectious diseases and acute 

illnesses to chronic and degenerative illnesses (11). From 2004 to 2013, cancer and heart disease were responsible 

for over 40% of all attributed causes of death in Williamson County. However, influenza and pneumonia have 

continued to be a common cause of death in both the county and the state. In 2013, the top 10 causes of death in 

Williamson County were: 1. Cancer, 2. Heart Disease, 3. Stroke, 4. Lung Disease, 5. Accidents, 6. Alzheimer’s 

Disease, 7. Kidney Disease, 8. Suicide, 9. Parkinson’s Disease, and 10. Diabetes Mellitus (Figure 41). 

  

Figure 41: Leading Causes of Death in Williamson County by Year, 2004-2013 

 

In general, Williamson County (595.2 deaths per 100,000 population) had a lower age-adjusted death rate than in 

Texas (749.2 deaths per 100,000 population). Among the more common causes of death, Williamson County only 

had higher mortality rates in 2013 for Parkinson’s disease and pneumonitis as compared to Texas as a whole. In 

contrast to Williamson County, the leading cause of death in Texas in 2013 was heart disease (Figure 42). 
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Figure 42: Comparative Mortality Rates between Williamson County and Texas, 2013 

 

Chronic Disease 

Chronic diseases are one of the most “common, costly, and preventable of all health problems” (41). More than a 

quarter of all Americans and two out of every three older Americans have multiple chronic conditions, and 

treatment for this population accounts for 66% of the country’s healthcare budget (11). Chronic diseases are 

complex and can involve many individual and environmental factors; however, persons can reduce their risk by 

reducing behavioral risk factors and by adopting a healthy lifestyle. Chronic diseases such as cancer, heart disease, 

stroke, chronic lower respiratory disease, and diabetes are the leading causes of death, disease, injury, and 

disability in Williamson County.  

Cancer  

Cancer was the leading cause of death in Williamson County (Table 16), and has been for ten 

years (Figure 41). Cancer occurs when abnormal cells divide uncontrollably and invade other 

parts of the body. Many different types of cancer exist including breast, cervical, colorectal, 

liver, lung, oral, ovarian, prostate, skin, uterine, vaginal, and vulvar.  
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Practicing certain preventative practices such as routine cancer screening, vaccinating for human papillomavirus 

(HPV) in males and females aged 9 to 26, avoiding tobacco use and excess alcohol consumption, increasing physical 

activity and healthy eating, and reducing sun exposure can reduce risk for cancer (42). 

Death rates for all cancer, as well as breast, colorectal, lung, and prostate cancer for the county were below the 

rates for Texas and HP2020 targets in 2012 (Table 16). From 2009-2013, death rates from all cancer in Williamson 

(136.3 deaths per 100,000 population) were below Texas (161.5 deaths per 100,000 population) and HP2020 

(160.6 deaths per 100,000 population).  

Table 16: Age-adjusted Cancer Death Rates by Cancer Type in Williamson County and Texas, 2012 

Indicator Williamson County Texas HP2020 

All Cancer 142.3 164.6 160.6 
 Breast Cancer (Per 100,000 females) 19.3 21.0 20.7 
 Colorectal Cancer 12.9 15.4 14.5 
 Lung Cancer 37.6 43.5 45.5 
 Prostate Cancer (Per 100,000 males) 14.2 19.6 21.2 
Data Source: Surveillance, Epidemiology, and End Results Program State Cancer Profiles, 2012 

 

Since 2005, death rates as indicated by 5-year rolling averages from all cancer in the county and in the state have 

slowly decreased with county rates consistently lower than the state (Figure 43). 

Figure 43: Age-Adjusted All Cancer Mortality Rate by Rolling 5-Year Average 
in Williamson County, 2005-2013 

  

Furthermore, all cancer death rates in Williamson County for both genders and all races/ethnicities fell below the 

HP2020 target (Figure 44 and Figure 45). Still, males (160.5 deaths per 100,000 population), non-Hispanic Whites 

(143.0 deaths per 100,000 population), and Blacks/African Americans (169.4 deaths per 100,000 population) had 

higher all-cancer death rates as compared to the rate for the general county population (136.3 deaths per 100,000 

population). 
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Figure 44: Age-Adjusted All Cancer 
Mortality Rate by Gender in Williamson 

County and Texas, 2009-2013 

  

Figure 45: Age-Adjusted All Cancer Mortality Rate by Race/Ethnicity in 
Williamson County and Texas, 2009-2013 

 

 
 

Heart Disease 

Heart disease was the second leading cause of death in Williamson County (Figure 42). According to the CDC, heart 

disease includes many types of heart conditions. The most common in the United States is coronary artery disease 

(CAD) (43). CAD decreases blood flow to the heart and over time can weaken the heart muscle. This may lead to 

heart failure, an irregular heartbeat, arrhythmia, or heart attack. Many heart diseases, including CAD, can be 

controlled by making lifestyle changes (reducing risk factors), such as eating a healthier (lower sodium, lower fat) 

diet, increasing physical activity, and quitting smoking. However, certain risk factors cannot be controlled such as 

age and family history (43). 

Heart disease mortality rates, as indicated by five-year rolling averages from 2005 to 2013, have been declining in 

both Williamson County and Texas (Figure 46). 

Figure 46: Age-Adjusted Heart Disease Mortality Rate by Rolling 5-Year Average in Williamson County, 2005-2013
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In Williamson County these rates have been consistently lower than in Texas as a whole (114.6 deaths per 100,000 

population on average for the five-year period 2009-2013 in the county as compared to 175.5 deaths/100,000 in 

Texas). Males (144.1 deaths/100,000 population) and Black/African Americans (145.1 deaths/100,000 population) 

bore a disproportionate burden of mortality in the county as well as in the state (Figure 47 and Figure 48). 

Stroke 

Stroke was the third leading cause of death in Williamson County in 2013 and is a major cause of adult disability 

(44) (Figure 42). According to the CDC, stroke occurs when the flow of blood to the brain is interrupted and brain 

cells begin to die due to lack of oxygen. Like heart disease, certain risk factors, such as age and family history, 

cannot be controlled; however, certain risk factors such as tobacco and alcohol use, physical inactivity, and 

unhealthy eating can be controlled (44). Stroke mortality rates as indicated by 5-year rolling averages have 

decreased since 2005 for the both the county and the state; however, rates in the county have slightly increased 

during the 5-year average from 2009-2013 (Figure 49). 

  

Figure 47: Age-Adjusted Heart Disease 
Mortality Rate by Gender in Williamson 

County and Texas, 2009-2013 

 
  

Figure 48: Age-Adjusted Heart Disease Mortality Rate by Race/Ethnicity 
in Williamson County and Texas, 2009-2013 
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Figure 49: Age-Adjusted Stroke Mortality Rate by Rolling 5-Year Average in 

Williamson County, 2005-2013 

 

 

Still, stroke mortality rate in the county (32.1 deaths per 100,000 population) fell below both Texas (42.6 deaths 

per 100,000 population) and the HP2020 target (34.8 deaths per 100,000 population) (Figure 50). Hispanics (35.8 

deaths per 100,000 population) and Black/African Americans (54.5 deaths/100,000 population) exceeded the 

HP2020 goal (Figure 51). 

Figure 50: Age-Adjusted Stroke Mortality 
Rate by Gender in Williamson County 

and Texas, 2009-2013 

 
 
 

Figure 51: Age-Adjusted Stroke Mortality Rate by Race/Ethnicity in 
Williamson County and Texas, 2009-2013 
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Lung Disease  

According to the CDC, chronic lower respiratory disease (CLRD) or lung disease are conditions that block airflow and 

cause issues with breathing. One specific disease is Chronic Obstructive Pulmonary Disease (COPD). Lung disease 

can also involve emphysema, chronic bronchitis, and in some cases asthma. The main risk factor for lung disease is 

exposure to tobacco smoke; however, air pollution, family history, and respiratory infections can also increase risk 

(28). Since 2005, death rates in the county have increased from 31.7 deaths per 100,000 population in the 5-year 

average in 2007-2011 to 33.5 deaths per 100,000 population in 2009-2013. Still rates were lower in the county 

than in the state (Figure 52).  

Figure 52: Age-Adjusted Lung Mortality Rate by Rolling 5-Year Average in 
Williamson County, 2005-2013 

 

In Williamson County, lung disease disproportionately affected both males (38.3 deaths per 100,000 population) 

and non-Hispanic Whites (36.7 deaths per 100,000 population) (Figure 53 and Figure 54). 
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Figure 53: Age-Adjusted Lung Disease 
Mortality Rate by Gender in Williamson 

County and Texas, 2009-2013 

 
  
 

Figure 54: Age-Adjusted Lung Disease Mortality Rate by Race/Ethnicity 
in Williamson County and Texas, 2009-2013 

 

 
 

Diabetes Mellitus  

“Well, more than anything, it's diabetes.” (A disease that affects the community) – 

Focus group participant 

Diabetes mellitus (DM) is a disease where blood sugar levels are elevated above normal and can cause serious 

health complications including heart disease, blindness, kidney failure, and lower-extremity amputations. There are 

three types of DM: Type 1, Type 2, and gestational. Type 2 DM, accounts for about 90% to 95% of all diagnosed 

cases of diabetes (45). Obesity, family history, physical inactivity, older age, and reduced glucose intolerance can 

increase risk for Type 2 DM. Prevention and treatment involve a healthy diet, physical exercise, maintaining a 

normal body weight, and avoiding use of tobacco (45).  

About 8.4% of adults in Williamson County were diagnosed with diabetes in 2012 (45). Total diabetes-related death 

rates in the county and the state fell far below the HP2020 target of 66.6 deaths/100,000 population (Figure 55).  
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Figure 55: Age-Adjusted Diabetes Mellitus Mortality Rate by Rolling 5-Year 

Average in Williamson County and Texas, 2005-2013 

  

The average annual death rate in the county from diabetes from 2009 to 2013 was 11.2 deaths per 100,000 

population, affecting more males (13.9 deaths per 100,000 population), Blacks/African Americans (41.4 deaths per 

100,000 population), and Hispanics (21.5 deaths per 100,000 population). DSHS did not calculate mortality rates for 

other races/ethnicities (Figure 56 and Figure 57). 

Figure 56: Age-Adjusted Diabetes Mellitus 
Mortality Rate by Gender in Williamson 

County and Texas, 2009-2013 

 
 

Figure 57: Age-Adjusted Diabetes Mellitus Mortality Rate by 
Race/Ethnicity in Williamson County and Texas, 2009-2013 
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Unintentional Injuries (Accidents)  

Deaths due to unintentional injuries (accidents) can result from car accidents, poisonings, drownings, and falls (46). 

Since 2005, death rates in the county and the state from unintentional injury have decreased (Figure 58). In total, 

the Williamson County age-adjusted death rates for unintentional injuries or accidents (27.7 deaths per 100,000 

population) were lower in 2009 to 2013 than in Texas (38.1 deaths per 100,000 population annual average rate), 

and lower than the HP2020 goal (36.0 deaths per 100,000 population).  

Figure 58: Age-Adjusted Unintentional Injury Mortality Rate by Rolling 5-
Year Average in Williamson County and Texas, 2005-2013 

  

However, death due to unintentional injuries or accidents in the county disproportionately affected males (36.0 

deaths per 100,000 population) and non-Hispanic Whites (29.7 deaths per 100,000 population) (Figure 59 and 

Figure 60). 

Figure 59: Age-Adjusted Unintentional 
Injury Mortality Rate by Gender in 

Williamson County and Texas, 2009-2013 

 

Figure 60: Age-Adjusted Unintentional Injury Mortality Rate by 
Race/Ethnicity in Williamson County and Texas, 2009-2013 
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C10. Communicable Disease 

Bacteria, viruses, or other microorganisms cause infectious diseases. In the 19th and early 20th century, the leading 

causes of death in the U.S. and Texas were attributed to infectious diseases, including influenza, smallpox, and 

certain enteric diseases. Public health and medical advances such as vaccine development, treatment for infectious 

diseases, improved disease screening and surveillance, and improvements in sanitation have facilitated the 

reduction in infectious disease incidence and mortality (47).   

Despite the shift in causes of death, infectious diseases still pose a significant public health and medical concern in 

the United States, Texas, and indeed worldwide. Certain behaviors can greatly reduce the risk of spreading 

infections. Proper hand washing, for example, can prevent the transmission of many diseases. Vaccinations reduce 

illnesses and deaths from diseases such as influenza, pertussis (whooping cough), measles, mumps, and others. 

Avoidance of risky sexual behaviors reduces the spread of HIV, chlamydia, gonorrhea, syphilis, and other disorders 

(47). 

The following sections address optional communicable disease topics as suggested by the NACCHO MAPP Core 

Indicator List. WCCHD and DSHS collect data through a passive surveillance system established to collect reports of 

conditions (diseases) contained on the “Texas Notifiable Conditions List,” a set of diseases which are required by 

Texas law to be reported by health care providers, hospitals, laboratories, schools, and others to health 

departments in Texas. Several Texas laws (Health & Safety Code, Chapters 81, 84, and 87) require specific 

information regarding notifiable conditions be provided to DSHS. Health care providers, hospitals, laboratories, 

schools, and others are required to report patients who are suspected of having a notifiable condition (Chapter 97, 

Title 25, Texas Administrative Code) (48). Reports are gathered at local health departments, then are submitted to 

DSHS, and, ultimately for most conditions, to the CDC. A limitation is that this system only captures illnesses that 

are reported to health departments, potentially missing possible cases of undetected or unreported illnesses. 

Therefore, these data are helpful to observe trends and counts to apply interventions, but do not completely 

represent the actual burden of these illnesses. The following sections briefly summarize reports made by providers 

to WCCHD and/or DSHS of selected notifiable conditions that met DSHS case criteria. 

Sexually Transmitted Infections 

Syphilis 

Syphilis is a sexually transmitted infection (STI) with the bacterium Treponema pallidum that can cause severe, 

long-term complications if not treated with antibiotics correctly (49). Syphilis is reported as primary, secondary or 

late (latent) stage, depending on the stage of illness at diagnosis. Primary and secondary (P&S) syphilis are the 

earliest stages, reflect symptomatic disease, and are indicators of more recent infection (49). Between 2007 and 

2014, the annual rates of reported P&S and total syphilis (primary, secondary, late stage) in Williamson County 

remained mostly static and lower than Texas rates (Figure 61 and Figure 62). 

 

 



 
 

Figure 61: Total Syphilis Rates by Year of Diagnosis in Williamson County 

and Texas, 2007-2014 

 

 

Figure 62: Primary and Secondary Syphilis Rates by Year of Diagnosis in 

Williamson County and Texas, 2007-2014 

 

Among Williamson County males, the 2014 rate of reported P&S syphilis was 3.3 per 

100,000 population, a rate lower than the HP2020 target of 6.7 P&S infections per 100,000 

males. Females also met the HP2020 target of 1.3 P&S infections per 100,000 females for 

P&S syphilis with a rate of 0.4 per 100,000 population (Figure 63). Blacks/African Americans 

had the highest rate for reported P&S syphilis at 3.1 per 100,000 population (Figure 64).  
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Figure 63: Primary and Secondary Syphilis 
Rates by Gender in Williamson County and 

Texas, 2014 

 
 

Figure 64: Primary and Secondary Syphilis Rates by Race in 
Williamson County and Texas, 2014  

 

 
 

 

Furthermore, rates of reported syphilis were highest among 15-24 and 25-34 age groups during 2007-2014 (Figure 

65). 

Figure 65: Primary and Secondary Syphilis Rates by Age in Years in 
Williamson County, 2007-2014 
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Chlamydia 

Chlamydia is a sexually transmitted infection (STI) caused by the bacterium Chlamydia trachomatis. Chlamydia is 

the most commonly reportable cause of STIs in the United States and in Texas (50). It can cause inflammation of 

the cervix and urethra in women and inflammation of the urethra and rectal lining in men. Easily treatable with 

antibiotics, untreated infection can result in pelvic inflammatory disease (PID), which is a major cause of infertility, 

ectopic pregnancy, and chronic pelvic pain (50). Chlamydia is commonly asymptomatic and screening is necessary 

to identify most infections (51). 

Despite rates being lower than in Texas, the reported chlamydia rates in Williamson County have steadily risen 

since 2007 (Figure 66) 

Figure 66: Chlamydia Rates by Year in Williamson County and Texas, 2007-2014 

 

Additionally, the reported rate in Williamson County females (490.7 per 100,000 population) was higher than in 

males (173.0 per 100,000 population), which may be attributed to increased screening rates due to risk of severe 

outcomes for females (DSHS, 2012) (Figure 67). Chlamydia rates were disproportionately reported in Black/African 

Americans (615.2 per 100,000 population), more than double the rate in Hispanics (275.8 per 100,000 population), 

and followed by non-Hispanic Whites (141.3 per 100,000 population) (Figure 68).  
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Figure 67: Chlamydia Rates by Gender in 
Williamson County and Texas, 2014 

 
 

Figure 68: Chlamydia Rates by Race in Williamson County and 
Texas, 2014 

 
 

 

The 15-24 years age group had by far the highest rate compared to all other age groups (Figure 69). 

Figure 69: Chlamydia Rates by Age in Years in Williamson County and Texas, 2014 
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Gonorrhea 

Gonorrhea is an STI caused by the bacterium Neisseria gonorrhoeae that infects the mucous membranes of the 

reproductive tract, the cervix, uterus, and fallopian tubes in women, and the urethra in women and men. 

Gonorrhea infection can also occur in the mouth, throat, eyes and anus (51). Much like chlamydia, gonorrhea can 

cause very serious complications when not treated, but can be cured with the right antibiotics. While lower than 

those in Texas as a whole, the rates of reported gonorrhea in Williamson County steadily rose during 2007-2014 

(Figure 70).  

Figure 70: Gonorrhea Rates by Year in Williamson County and Texas, 2007-2014 

 

HP2020 targets for reported gonorrhea rates in males (194.8 per 100,000 population) and females (251.9 per 

100,000 population), respectively, were achieved by Williamson County (68.2 and 66.3 per 100,000 population) 

(Figure 71). However, Blacks/African Americans (259.2 per 100,000 pop) had nearly triple the rates compared to 

non-Hispanic White, Hispanic, and Other combined race/ethnicity groups (Figure 72).  

Figure 71: Gonorrhea Rates by Gender in 
Williamson County and Texas, 2014 

 

Figure 72: Gonorrhea Rates by Race in Williamson County 
and Texas, 2014 

 

 

  

48.4 58.2 61.6 54.4 50.8 50.6
64.3 67.2

134.8 131.7
118 124.7 121.1 124.1 126.6 127.7

0

40

80

120

160

200

2007 2008 2009 2010 2011 2012 2013 2014

R
a
te

 (
P

e
r 

1
0

0
,0

0
0

 p
o

p
u

la
ti
o

n
)

Year

Gonorrhea Rates by Year in Williamson County and Texas, 2007-
2014

Williamson Texas

Data Source: Texas Department of State Health Services, Texas 2014 STD Surveillance 

6
8

.2

6
6

.3

1
3

1
.2

1
2

4
.1

0.0

60.0

120.0

180.0

240.0

300.0

Male Female

R
a
te

 (
P

e
r 

1
0

0
,0

0
0

 P
o

p
u

la
ti
o

n
)

Gender

Gonorrhea Rates by Gender in 
Williamson County and Texas, 2014

Williamson County
Texas
HP2020 Target (Male) = 194.8
HP2020 Target (Female) = 259.18

Data Source: Texas Department of State Health 
Services, 2014

2
8

.9 25
9.

2

4
1

.0

2
1

.86
0

.7

4
1

0
.7

8
4

.7

4
3

.5

0.0

100.0

200.0

300.0

400.0

500.0

White Black Hispanic Other

R
at

e
 (

P
e

r 
1

0
0

,0
0

0
 P

o
p

u
la

ti
o

n
)

Race/Ethnicity

Gonorrhea Rates by Gender in Williamson County 
and Texas, 2014

Williamson County Texas

Data Source: Texas Department of State Health Services, 2014



69 
 

 

The highest rates were reported in the 15-24 year (307.8 per 100,000 population) and 25-34 year age groups 

(134.5 per 100,000 population) (Figure 73). 

Figure 73: Gonorrhea Rates by Age in Years in Williamson County and Texas, 2014 

 

HIV and AIDS 

The human immunodeficiency virus (HIV) causes HIV infection and over time, acquired immunodeficiency 

syndrome (AIDS). HIV is transmitted from one person to another through blood, semen, vaginal secretions, and 

breast milk. HIV cannot be cured, but effective antiviral treatment is available to reduce the consequences of 

infection. If untreated, HIV reduces certain white blood cells known as CD4 cells in the body and causes damage to 

the immune system, which may lead to AIDS. AIDS results in progressive failure of the immune system and allows 

life-threatening opportunistic infections and cancers to thrive (52).  

Between 2005 and 2014, the reported rate of newly diagnosed HIV infection in Williamson County remained mostly 

constant and below the Texas rate (Figure 74). 

Figure 74: HIV Diagnoses Rate by Year in Williamson County and Texas, 2005-2014 
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The rate for newly diagnosed AIDS in the county and in Texas has decreased over the same time period (Figure 78). 

This may be attributed to advances in treatment, which prevent HIV infections to progressing to AIDS. In 2014, the 

rate of HIV diagnoses by gender was higher in males (10.8 per 100,000 population) (Figure 75), in Blacks and 

Hispanics (12.5 and 8.5 per 100,000 population) (Figure 76), and in 15-24 year and 25-34 year age groups (16.5 and 

13.2 per 100,000 population) (Figure 77). 

Figure 75: HIV Diagnoses Rate by Gender in 
Williamson County and Texas, 2014 

  

Figure 76: HIV Diagnoses Rate by Race/Ethnicity in 
Williamson County and Texas, 2014 

 

Figure 77: HIV Diagnoses Rate by Age in Years in Williamson County and Texas, 2014 
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Figure 78: New AIDS Diagnosis Rate by Year in Williamson County and Texas, 2005-2014 

 

In 2014, the rate of AIDS diagnoses in the county by gender was higher in males (3.7 per 100,000 population) 

(Figure 79), in Blacks and Hispanics (6.3 and 3.4 per 100,000 population) (Figure 80), and in 15-24 year and 25-34 

year age groups (4.9 and 5.9 per 100,000 population) (Figure 81). 

Figure 79: New AIDS Diagnosis Rate by Gender 
in Williamson County and Texas, 2014 

 

 
 

Figure 80: New AIDS Diagnosis Rate by 
Race/Ethnicity in Williamson County and Texas, 

2014 
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Figure 81: New AIDS Diagnosis Rate by Age in Years in Williamson County and Texas, 2014 

 

Tuberculosis (TB) 

Tuberculosis (TB) is a bacterial disease caused by Mycobacterium tuberculosis. The bacteria usually attack the lungs 

and can be transmitted when a person with TB in the lungs or throat talks, coughs, or sneezes (51). Fever, night 

sweats, weight loss, difficulty breathing, and a cough characterize pulmonary TB, the most common form of the 

disease. TB bacteria can infect any part of the body, including the kidneys, joints, spine, and brain. If not treated 

properly, TB can be fatal (51).  

TB can affect anyone but is more likely to be diagnosed in persons born in a foreign country where TB is prevalent, 

persons living with diabetes or HIV/AIDS, persons who abuse alcohol and other drugs, persons who live in 

congregate settings (including prisons and other detention centers), the homeless, and health care workers (51). In 

2014, 1,269 cases of tuberculosis (TB) were reported in Texas, a rate of 4.7 per 100,000 population. From 2010 – 

2014, TB rates in Williamson County have remained mostly static. In 2014, Williamson County had a reported TB 

rate of 1.6 per 100,000 population, which was lower than the rate in Texas (Figure 82).  

Figure 82: Tuberculosis Rate by Year in Williamson County and Texas, 2010-2014 

  

  

0
.0 4
.9 5
.9

3
.7 0
.6

0
.2 5
.2

14
.9

1
5

.3

7
.7

0.0

5.0

10.0

15.0

20.0

0-14 15-24 25-34 35-44 45+

R
a

te
 (

P
e

r 
1

0
0

,0
0

0
 P

o
p

u
la

ti
o

n
)

Age

New AIDS Diagnosis Rate by Age in Years in Williamson County 
and Texas, 2014

Data Source: Texas Department of State Health Services, 2014

1.7
2.5 2.4 2.3

1.6

5.5 5.1 4.7 4.6 4.7

0.0

2.0

4.0

6.0

8.0

10.0

2010 2011 2012 2013 2014

R
a
te

s
 (

P
e

r 
1

0
0

,0
0

0
 p

o
p

u
la

ti
o

n
)

Year

Tuberculosis Rate by Year in Williamson County and Texas, 2010-
2014

Williamson Texas

Data Source: Texas Department of State Health Services, 2010-2014 TB Counts and Rates 



73 
 

 

In 2014, rates by gender for reported TB were similar (Figure 83). TB disproportionately affects Asian Americans 

compared to African Americans, Hispanics, and non-Hispanic Whites. In 2014, the rate of TB for Asian Americans 

(9.9 per 100,000 population) was three times that of African Americans and Hispanics (3.1 and 2.6 per 100,000 

population, respectively) (Figure 84). In addition, rates were fairly similar in 2014 across adult age groups (Figure 

85). 

Figure 83: Tuberculosis Rate by Gender in 
Williamson County and Texas, 2014 

 

Figure 84: Tuberculosis Rate by Race/Ethnicity in Williamson County and 
Texas, 2014 

 

Figure 85: Tuberculosis Rate by Age in Years in Williamson County and Texas, 2014 
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C11. Sentinel Events 

According to the NACCHO MAPP Core Indicator List, “sentinel events are those cases of unnecessary disease, 

disability, or untimely death that could be avoided if appropriate and timely medical care or preventive services 

were provided. These include select vaccine preventable illness and unexpected syndromes or infections. Sentinel 

events may alert the community to health system problems such as inadequate vaccine coverage, lack of primary 

care and/or screening, a bioterrorist event, or the introduction of globally transmitted infections.” The following 

section briefly summarizes available data for diseases on the NACCHO MAPP Core Indicator List. 

Measles 

Measles is a vaccine preventable and highly contagious respiratory disease that causes fever, cough, runny nose 

and a rash over the entire body. Although county-level data is unavailable, appropriate vaccination coverage with 

the Measles, Mumps and Rubella (MMR) vaccine is a likely reason for the current lack of measles cases (53). The 

most recent data from the National Immunization Survey (NIS) indicates coverage in Texas (exclusive of Bexar and 

El Paso Counties and the City of Houston) to be 89.7±4.1% for 1 dose MMR vaccine for children aged 19-35 months 

and 84.5±4.4% for 2 doses MMR vaccine for adolescents 13-17 years of age (53). The HP2020 goal for 19-35 month 

old children is 90.0%, and for children by entry into kindergarten, 95.0%. There have been no confirmed cases of 

measles reported in Williamson County since 1999, which saw two cases reported (Table 17). 

Mumps  

Mumps is a vaccine preventable and highly contagious disease that causes swelling of the salivary glands and is 

accompanied by fever, muscle aches, headache, tiredness and loss of appetite (54). The most recent laboratory-

confirmed mumps case in Williamson County was in 2011 (Table 17). Since then, Williamson County has had no 

reported cases of mumps. MMR coverage rates for infants and teens, as well as the HP2020 goals are as shown 

above under Measles. 

Rubella 

Rubella, sometimes called German measles or three-day measles, is a contagious viral disease that is also MMR 

vaccine preventable. The infection is usually mild with fever and rash. Rubella infection in a pregnant woman, 

however, can cause birth defects such as deafness, cataracts, heart defects, mental retardation and liver and 

spleen damage (55). Rubella incidence last peaked in Texas in the 1970s, and the last reported case was in 2004. 

Reliable county-level data for Williamson County does not exist from DSHS prior to 2004, so it is unknown when the 

last case occurred in Williamson County (Table 17). MMR coverage rates for infants and teens, as well as the 

HP2020 goals are as shown above under Measles.  
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Table 17: Case Counts of Select Vaccine Preventable Diseases by MMWR Year in Williamson County, 2010-2014 

Disease 
Case Counts by Morbidity and Mortality Weekly Report (MMWR) Year 

2010 2011 2012 2013 2014 

Measles 0 0 0 0 0 
Mumps 0 1 0 0 0 
Rubella 0 0 0 0 0 
Data Source: National Electronic Disease Surveillance System, Texas Department of State Health Services, 
2015 

Pertussis 

Pertussis, or whooping cough, is a vaccine preventable and highly contagious disease causing uncontrollable and 

violent coughing. Pertussis can affect people of all ages, but can be very serious, even deadly for babies less than a 

year old (56). 

Pertussis infection rates in Williamson County remained mostly static from 2006 – 2008, until WCCHD detected a 

large outbreak in 2009. During the 2009 outbreak, the rate for pertussis rose from 18.4 cases per 100,000 

population in 2008 to 259.7 cases per 100,000 population, one of the highest reported for a county in the United 

States (Figure 86). Both the number of cases reported and the outbreak duration made it a sentinel event. The 

outbreak lasted nearly two years and had a dramatic impact on the lives of many residents. It was not uncommon 

for multiple household members to have suffered from pertussis by the end of the outbreak, amplifying the 

economic impact on families. The direct medical costs incurred included visits to the emergency department, 

admission to hospitals, visits to clinics, and cost of prescription and over-the-counter medications. Indirect costs 

included the cost of unpaid absences from work due to illness in the family and loss of revenue due to student 

absenteeism. 

Pertussis rates began to decline, but remained high until the outbreak subsided in 2010. From 2011 – 2014, 

pertussis rates remained stable, with the lowest rate since 2006 being reported in 2014 (13.9 cases per 100,000 

population). However, pertussis generally follows a three to five year cycle, so a rise in incidence may occur in the 

near future. 



 
 

Figure 86: Pertussis Incidence Rate by Year in Williamson County and Texas, 2006-2014 

 

Conscientious Exemptions 

According to Texas law, individuals can be exempt from vaccinations because of reasons based off conscience 

including religious beliefs (57). The percentage of K-12 students with conscientious exemptions in the county has 

increased over time from 1.20% in 2010-11 to 2.12% in 2014-15 (Figure 87). These percentages have been 

consistently higher in the county than in the state. An increase in the percentage of conscientious exemptions 

means an increase in the number of individuals at risk for vaccine-preventable illness or infections, although the 

exact vaccine or vaccines chosen for exemption are not documented. In addition, a higher proportion of residents 

that have elected exemption from vaccine reduces the overall “herd” immunity of the community and places those 

who cannot receive vaccine due to medical contraindications also at higher risk for infection. 

Figure 87: Student Conscientious Exemptions by Year in Williamson County and Texas, 2010-2014 
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Unexpected Syndromes 

Ebola 

Ebola is a rare and deadly disease caused by infection with Ebola Virus. Ebola is spread through direct contact with 

a person or animal infected with Ebola. Introduced into the U.S. in September 2014 via a single case in a person 

who travelled to Texas from a West African country experiencing an unprecedented outbreak, Ebola challenged the 

very core of healthcare and public health emergency response (58). The threat of this high consequence infectious 

disease came to Williamson County through county residents exposed to a case in a healthcare worker who 

provided care to the introduced case, as well as additional travelers from the affected countries in Africa. Both the 

primary healthcare as well as the public health community had to enhance their isolation and quarantine 

capacities.  

Both are now in the process of taking the lessons learned from their experiences with this high consequence 

disease and applying them to plans to strengthen the response infrastructure in order to reduce the potential for 

devastating consequences in the future. 

Novel and Emerging Pathogens 

Recent introductions of infectious agents from other parts of the world into Central Texas and Williamson County 

such as viruses like West Nile (first cases in Williamson County in 2003, re-emergence in 2012), Chikungunya 

(2015), and Zika (2016) have demonstrated repeatedly the vulnerability of the county to global infectious disease 

threats. In the recent CDC report Global Health Strategy 2012-2015 (59), “The health of Americans is integrally 

connected to the health of the world.” With the expected increase in growth of the population and influx of 

travelers and new residents from virtually anywhere on the globe, the appearance of these novel and emerging 

pathogens will only increase in frequency. Each pathogen will bring its own challenges and impact on the 

community’s health, potentially taking resources away from established health challenges and decreasing local 

health security. 

Pandemic Influenza 

Seasonal influenza is a significant contributor to illness and death every year. When a non-human strain of 

influenza, such as those found in pigs or birds, gains the ability to infect humans efficiently, the “novel” strain has 

the capacity for causing a global epidemic, also known as a “pandemic.” The potential for devastating levels of 

illness and death increases when the human population has little to no immunity to these pandemic strains. The 

most recent influenza pandemic occurred in 2009 (60). Public health’s pandemic preparedness keeps watch on 

influenza viruses with the potential for causing these global events. The CDC is watching a number of strains of bird 

origin (avian influenza). One of these strains is causing significant levels of illness in commercial poultry flocks in the 

U.S., and persons exposed to the sick birds are being watched closely by public health for the possibility of illness, 

even though the risk for transmission to humans is thought to be low.  



 
 

This assessment 

aimed to answer the 

following questions:  

What community 

barriers affect 

quality of life? 

How is quality of life 

perceived in the 

community?  

What assets are 

available to improve 

community health? 

Community Themes and Strengths Assessment 

The Community Themes and Strengths Assessment (CTSA) focuses on 

identification of current community issues, perceptions about quality of life, and 

community assets through feedback from community stakeholders and the 

general public.  

The questions posed in the sidebar are valuable for two reasons. First, 

community members become vested in the community health improvement 

process when they have a sense of ownership and responsibility for the 

outcomes. This occurs when their concerns are genuinely considered and visibly 

affect the process. Second, the themes and issues identified by asking these 

questions offer insight into the information and statistics identified in the other 

assessments. 

Methods 

The CHA Team identified the themes in this section through feedback from focus 

groups with Williamson County residents as well as stakeholders.  

In September 2015, WCCHD and the WWA hosted the Health Education Summit 

at Texas A&M Health Science Center. The purpose of the event was to increase 

capacity of local professionals to engage in effective health promotion activities 

and increase collaboration for evidence-based improvements. The CHA team contracted with Truven Health 

Analytics to lead eight focus groups modeled after standards from NACCHO. Participants in the focus groups 

represented multiple sectors: healthcare, local government, school districts, non-profit, higher education, and 

business.  

In October 2015, Truven Health Analytics held four focus groups with community members. Recruitment was 

based on priority populations through community partners. Each focus group contained one facilitator, one scribe 

from WCCHD or the community, and used a guide modeled after standards from the NACCHO MAPP framework 

(Appendix F). Truven Health Analytics held one focus group in each of the four geographic areas of Williamson 

County, with three focus groups conducted in English and one in Spanish. The following sections summarize overall 

responses from all these groups. 
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Community Values 

Williamson County residents and stakeholders were asked to list topics and themes that were important and 

valued in the community. This information was useful because understanding the community is key to any 

community-wide initiative. The impressions and thoughts of community residents helped to pinpoint important 

issues and highlight possible solutions. 

Family 

Participants often mentioned family, children, and a family-oriented environment as important 

values in the community. This is especially important in the context of health improvement because 

the family unit is one of the key social contexts where residents develop and live.  

Health  

Participants identified access to affordable healthcare, mental healthcare, healthy food options, 

affordable insurance, and health education as important components of the community.  

Recreation and Leisure Opportunities 

Participants highlighted the importance of fitness facilities, parks, trails, amateur sports, sidewalks, 

music, and entertainment in the community. With many residents not meeting the recommended 

daily amount of physical activity, there is a need for more opportunities. 

Transportation 

Residents and stakeholders identified access to public transportation as an important component of 

the community to ensure resident access to available services, healthcare, and places of 

employment. Better transportation options would lead to residents leading healthier lives.  

Leadership and Community Connection 

Participants expressed desire for a connection between the community and its leaders though 

effective communication, and the ability to give input on community, political, educational, and 

neighborhood matters.  

Safety 

Participants discussed the importance of safety in a community, including in neighborhoods, 

schools, and public areas. Residents said they would be more likely to engage in physical activity and 

become connected when they feel safe in their community.  

Employment 

Residents expressed jobs and employment that provide a livable wage for employees as important 

components of the community to provide income for housing, transportation, healthcare, childcare, 

and food, among other needs.  

 

  



 
 

Issues in the Community 

The focus group asked Williamson County residents and stakeholders to identify the key issues that affected their 

quality of life. Questions about quality of life in the community would help to pinpoint specific concerns and to 

highlight aspects of neighborhoods and/or communities that either enhance or diminish residents’ quality of life. 

Issue Representative Quote 

Access to healthcare 

Most participants agreed that access to affordable healthcare was a 
major concern in their community. Many participants also expressed 
frustration with insurance eligibility requirements and the lack of 
awareness regarding coverage. In addition, participants expressed 
concern over the cost of and access to dental and vision services in the 
county. 

 
“Affordable is out of the question. You either have no coverage 
at all, or go to the emergency room. Then they charge you an 
arm and a leg and you spend the rest of your life paying that 

off.” – Focus group participant 
 

Affordable childcare 

Participants frequently expressed concerns about affordability and 
accessibility of child care programs. Many participants discussed that lack 
of transportation and lack of awareness of existing programs were 
barriers to getting children into daycare and other after-school or 
summer programs. 

 
“This one I had, my one was $940 and when you’re bringing 
home a paycheck of 1,200 and $940 goes to daycare just for 
one kid. When I had my second kid, I literally was like, I don’t 

know.” – Focus group participant 

Awareness of resources 

The majority of participants expressed that a key need in the community 
was an increase in the awareness of what resources and services were 
available regarding health care, dental care, vision care, and child care. 

 
“And here, one thinks that it's going to be really expensive. I 
mean, you don't know about the assistance. You don't know 

about the support. More than anything, it's lack of 
information.” - Focus group participant 

Barriers to healthy lifestyles  

Participants noted that many barriers existed within their communities 
that prevented them from living healthy lifestyles. These barriers 
included lack of opportunities for physical activity for all ages and 
abilities, lack of sidewalks, lack of access to healthy eating options, 
cultural traditions, and lack of health education. 

 
“It's also hard to get out and be active when you're in a 

different financial setting. My mom has to work a lot. She can't 
think about when we're going to go out and take a walk or take 

a run.” – Focus group participant 

Affordable housing  

Community members were concerned about housing, especially in 
regards to affordability. Many participants expressed frustration over the 
increases in housing prices because of the growth of the county. 

 
“Ten years ago it was okay. We've got affordable housing 10 

years ago. Now they don't.” – Focus group participant 

Transportation  

Participants discussed the need for public transportation options. 
Transportation was necessary for meeting basic needs such as doctor’s 
appointments, childcare, school, groceries and other errands. 
Participants noted the lack of connectivity between the cities in 
Williamson County and especially in the more rural areas. 

 
“I wish there was buses too” – Focus group participant 

Bilingual resources 

Participants noted the lack of social services, such as health, housing, and 
education, as well as other resources in Spanish. With an increasing 
Spanish-speaking population in the county, participants voiced a greater 
need for increased resources, including English as a second language 
classes and materials. 

 
“If you don't speak English, you lost the work. So, it's important 

to really know that language to communicate and to know 
about the other places where we might have assistance.” – 

Focus group participant 
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Assets and Strengths  

Asset mapping is an important tool for mobilizing community resources. It is the process by which the capacities of 

individuals, civic associations, and local institutions are inventoried. Residents and stakeholders in Williamson 

County listed all the assets they were aware of in the county. A summary of those assets by sector were listed 

below.  

Non-profit Organizations 

Participants recognized that an extensive network of non-profit organizations that addressed not only health care 

issues, but also sought to improve the status of the social determinants of health existed in the county. Many 

participants described positive experiences with non-profits in the county and voiced that the organizations were 

cornerstones for many communities in the county.  

Faith-based Organizations 

Participants identified that Williamson County had multiple ministerial alliances and a strong faith-based 

community that they depended on for services. The county would need to better understand how various 

organizations could coordinate with the faith community in the future.  

Healthcare System 

The increase in population in Williamson County has led to an increase in healthcare providers and a robust 

healthcare system with hospitals, clinics, behavioral health hospitals, and urgent care centers. Despite the 

extensive system that includes three major hospital systems, focus group members acknowledged that many 

challenges existed such as creating awareness of resources and increasing care coordination across all healthcare 

venues, including inpatient, ambulatory, and home care.  

Community Partnerships 

With the strong network of organizations within Williamson County, residents saw that the collaborations and 

partnerships among those organizations were assets to the community. Residents and community members 

identified the WWA, Public Health and Medical Preparedness Committee, Substance Abuse Collaborative, Systems 

of Care, Interagency Council of East Williamson County, WilCo Non-Profits, and the Mental Health Task Force as a 

few examples of strong partnerships and coalitions.  

Education System 

Focus group members acknowledged that the education system was an asset in the community. Williamson County 

consisted of 15 independent school districts fully or partially located in the county and many higher education 

campuses like Austin Community College, Southwestern University, Texas State University, and Texas A&M Health 

Science Center,  

Parks and Recreation 

With over 280 miles of existing trails and plans for new parks and trails, residents and community members 

identified the parks, trails, and recreation system as a major community asset. Building connectivity between trails 

and communities will need to be a priority. 



 
 

Business Community  

Participants recognized the business community as a major strength of the community because it created 

connectedness among businesses, encouraged economic development, and provided community information. 

Williamson County has approximately seven Chambers of Commerce: Cedar Park, Georgetown, Hutto, Leander, 

Liberty Hill, Round Rock, and Taylor. The county is also home to several large employers, like Dell and The Electric 

Reliability Council of Texas (ERCOT).  

Conclusions and Implications 

While the Community Themes and Strengths Assessment revealed many positive aspects and an overall good 

perception of quality of life in Williamson County, participants identified many areas for improvement.  

Throughout this assessment process, the CHA Team was able to engage with key leaders, a wide variety of 

community stakeholders, a youth population, a Spanish speaking population, an elder population, and both urban 

and rural residents. These diverse populations shared perceptions of their communities and the county as a whole. 

According to the data collected, the most important values Williamson County residents held were: 

 Family 

 Health  

 Recreation and Leisure Opportunities 

 Transportation 

 Leadership and Community Connection 

 Safety 

 Employment 

 
Williamson County residents were most concerned about: 

 Access to Healthcare 

 Affordable Childcare 

 Awareness of Resources 

 Barriers to Healthy Lifestyles 

 Affordable Housing 

 Transportation 

 Access to Bilingual Resources 

 
Our residents and stakeholders listed the following categories of resources as the most important assets in 

improving health and quality of life of residents: 

 Non-profit Organizations 

 Faith-based Organizations 

 Healthcare System 

 Community Partnerships and Collaborations 

 Education System 

 Parks and Recreation 

 Business Community 

The CTSA process revealed multiple ways to leverage existing resources and provided a 

comprehensive understanding of the perceptions of values, concerns, and assets in the 

county. While most acknowledged the many challenges that lay ahead, community 

members, stakeholders, and leaders in this assessment anticipated improvements in the 

health and wellness where they live, work, worship, play, or learn in Williamson County. 
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This assessment 

aimed to answer the 

following questions: 

What is occurring or 

might occur that 

affects the health of 

the community or 

the local public 

health system? 

What specific 

threats or 

opportunities are 

generated by these 

occurrences? 

Forces of Change Assessment 

The purpose of the Forces of Change Assessment (FoCA) is to identify trends, 

factors, or events that influence the health and quality of life of the community 

and the local public health system. The health of a community is affected by many 

factors. Social determinants of health are the complex, integrated, and 

overlapping social structures and economic systems that are responsible for most 

health inequities. These external social structures and economic systems include 

the social environment, physical environment, health services, and structural and 

societal factors.  

Methods 

The CHA Team identified the challenges and opportunities in this section through 

feedback from focus groups with Williamson County residents as well as 

stakeholders. This feedback was obtained at the same time as the CTSA described 

previously and recapped here. 

In September 2015, WCCHD and the WWA hosted the Health Education Summit 

at Texas A&M Health Science Center. The purpose of the event was to increase 

capacity of local professionals to engage in effective health promotion activities 

and increase multi-sector collaboration for evidence-based improvements. 

Truven Health Analytics led eight focus groups with questions modeled after 

standards from NACCHO. Participants in the focus groups represented multiple 

sectors in the community: healthcare, local government, school districts, non-

profit, higher education and business.  

In October 2015, Truven Health Analytics held four focus groups with community members. Recruitment was 

based on priority populations through community partners. Each focus group contained one facilitator, one scribe 

from WCCHD or the community, and used a guide modeled after standards from the NACCHO MAPP framework 

(Appendix F). Truven Health Analytics held one focus group in each of the four geographic areas of Williamson 

County, with three focus groups conducted in English and one in Spanish. The forces of change highlighted in the 

pages that follow are the most common themes that emerged. 

  



 
 

Findings 

Force of Change: Growth of Williamson County 
Challenges Opportunities 

 Rapid population growth has strained all levels of the 
infrastructure, including: 

o Public schools 
o Healthcare infrastructure 
o Data systems 
o Law enforcement 
o Fire safety 
o Air quality 
o Parks development 
o Road infrastructure, traffic management 
o Public transportation 
o Access to basic needs—food, affordable housing, 

transportation and childcare 
o Pressure to plan for projected population increases 

 Local governments challenged in formerly rural or suburban 
areas to serve populations with new and different needs (e.g., 
poverty, language, race and ethnicity, aging, etc.) 

 Property values were higher in urban/suburban areas of the 
county leading to less resources in rural areas  

 Provision of necessary preventive services 

 Lack of adequate public transportation options, which led to 
lack of connectivity  

 Economic growth and increase in incomes create opportunities 
related to: 

o Infrastructure growth (road and bridge or data 
systems) creates employment opportunities 

o Increasing incomes help provide residents with the 
economic means to be healthy 

 More businesses and resources coming into the area 

 Form partnerships to offer more opportunities to underserved 
and under resourced communities in the county 

 More healthcare providers coming into the county 

 Growth of higher education campuses  

 Growth of farmers markets and farm-to-table initiatives 
 

 
Force of Change: Role of Technology  
Challenges Opportunities 

 Technology has replaced physical activity leading to sedentary 
behavior 

 

 Social media promotes communication and provides channel 
to reach more people 

 Provides opportunity for telemedicine 

 Patient portals allow patients better access to their medical 
records  

 
Force of Change: Demographic Changes, Urban Population, Hispanic Population, Aging Population  
Challenges Opportunities 

 Unequal distribution of resources in county lead to increasing 
disparity between rural and urban populations 

 Lack of bilingual resources and services 

 Lack of understanding of variations in values and traditions by 
public health community 

 Decreased ability to disseminate health messages 

 Aging workforce 

 Increased need for social service coordination 

 Increased need for caretakers 

 Increased investment in parks and recreation with parks 
department becoming more involved in program planning 

 Increased cultural sensitivity within the community 

 Diversity among those involved in planning 

 Improved coordination of services 

 Improved transportation opportunities for non-mobile seniors 

 Increasing numbers of well-educated retirees have a high level 
of engagement and volunteerism 
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Force of Change: Changes in Access to Healthcare  
Challenges Opportunities 

 Texas did not expand Medicaid waiver which left gaps of 
uninsured residents 

 Medicaid 1115 Waiver (DSRIP) funding is ending in 2016 and 
future of funding is uncertain 

 Unequal distribution of providers of county with highest 
concentrations in urban areas 

 Rising cost of healthcare services 

 Providers not taking on new patients 

 Long wait times for appointments 

 More hospitals in the county, including two new behavioral 
health providers 

 Affordable Care Act provides insurance options for those who 
were previously uninsured 

 Increase in urgent care providers 

 Improved access to specialists 

 DSRIP funding providing access to health care and prevention 
from many organizations 
 

 

Force of Change: Community Preparedness  
Challenges Opportunities 

 Draft of State Annex H Public Health and Medical Plan placed 
increased responsibility on Public Health and Medical at the 
City/County level 

 Current grant funding expires in 2017 for Public Health 
Emergency Planning 

 Increase in infectious disease outbreaks in the county requires 
greater commitment of state and local resources 

 Increase in flooding due to high rainfall levels 

 Increased visibility of public health community in disaster 
responses 

 Anticipation that the grant funding will be continued 

 Public Health and Medical Preparedness Committee has 
increased coordination, capacity, and plans for Williamson 
County 

 

Force of Change: Economic Changes  
Challenges Opportunities 

 Increased cost of living, including housing prices 

 Economic fluctuation among large employers  

 Economic benefits from more property tax dollars, school 
funding, and revenue for local businesses 

Conclusions and Implications 

The purpose of this assessment was to identify the external factors that affect the environment in which the 

Williamson County public health system operates and the challenges and opportunities created by these factors. 

The focus group participants identified six forces of change. Within each of these focus areas, participants 

identified specific challenges and opportunities that each of these forces creates for the local public health system. 

The main forces of change identified through this assessment were: 

• Growth of Williamson County; 

• Demographic Changes; 

• Role of Technology; 

• Changes in Access to Healthcare; 

• Increasing Need for Community Preparedness; and 

• Economic Changes. 

The information gathered through the FoCA was an important component of the MAPP process because it 

provided context for many of the key issues in the community. As community partners come together to identify 

key strategic issues and priorities for action in Williamson County, they will use these findings in conjunction with 

the other three MAPP assessments for a comprehensive picture of the community’s health status.  



 
 

This assessment 

aimed to answer 

the following 

questions: 

What are the 

components, 

activities, 

competencies, and 

capacities of our 

public health 

system? 

How well are the 

Ten Essential Public 

Health Services 

being provided in 

our system? 

Local Public Health Systems Assessment 

Acknowledgements 

The American Public Health Association, Association of State and Territorial Health Officials, CDC Office for State, 

Tribal, and Territorial Support, NACCHO, National Network of Public Health Institutes, and Public Health Foundation 

developed the National Public Health Performance Standards (NPHPS) (61). 

Background 

The NPHPS was a partnership effort to improve the practice of public health and 

the performance of public health systems. The NPHPS assessment instruments 

guide state and local jurisdictions in the evaluation of current performances 

against a set of optimal standards. Through these assessments, responding sites 

can consider the activities of all public health system partners, thus addressing the 

activities of all public, private, and voluntary entities that contribute to public 

health within the community. The dialogue that occurrs in the process of the 

assessment could also help to identify strengths and weaknesses, determine 

opportunities for immediate improvements, and establish priorities for long-term 

investments to improve the public health system.  

NPHPS designed three assessment instruments to assist state and local partners in 

assessing and improving their public health systems or boards of health. The CHA 

utilized one of these assessments: the Local Public Health System Performance 

Assessment Instrument. The information obtained from this assessment may then 

be used to improve and better coordinate public health activities at local levels. In 

addition, the results gathered provided an understanding of how local public 

health systems are performing. This information will help local partners make 

better and more effective policy and resource decisions to improve the 

community’s public health as a whole. 

Methods 

WCCHD District Leadership Team (DLT): In October 2015, DLT completed the Priority of Model Standards 

questionnaire online via Survey Monkey (Appendix G) and components of the Local Public Health System 

Performance Assessment Instrument (Appendix H) via a two-hour facilitated discussion. The online survey 

identified two priorities that were addressed in detail during a subsequent facilitated discussion.  

Through the survey, DLT provided insight into the priority of each of the Ten Essential Public 

Health Services to the overall Williamson County Public Health System. Through the 

facilitated discussion, DLT rated the component model standards for the top 2 Essential 

Public Health Services that were of priority. 
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Eleven participants were present for the assessment and represented the following WCCHD Divisions: 

 Administration 

 Clinical Services 

 Disease Control and Prevention 

 Environmental Health Services 

 Information Technology 

 Public Health Initiatives and Planning 

 Social Services 

 WIC 

Participants in the WCCHD DLT meeting used the Socrative mobile application to respond to each of the questions 

in the assessment. All performance scores were an average. Model Standard scores were an average of the 

question scores within that Model Standard. Each performance measure was compared to the identified Model 

Standard or “gold standard” and scores were classified as No Activity (0% of activity described within the question 

was met), Minimal Activity (1-25%), Moderate Activity (26-50%), Significant Activity (51-74%), and Optimal Activity 

(76-100%). Essential Service scores were an average of the Model Standard scores within that Essential Service, and 

the overall assessment score was the average of the Essential Service scores. According to NPHPS, the overall 

assessment score can be interpreted as the “as the overall degree to which your public health system meets the 

performance standards (quality indicators) for each Essential Service.” The higher the assessment score, the better. 

WWA Leadership Team: In October 2015, the WWA Leadership Team completed the Priority of Model Standards 

questionnaire online and components of the Local Public Health System Performance Assessment Instrument 

during a two hour facilitated discussion. Eight members completed the survey online and four were present for the 

later assessment. Participants represented the following sectors: 

 Healthcare 

 Local government 

 Non-profit organization 

 Education system 

Participants from the WWA Leadership meeting used discussion to come to a consensus for the performance of 

each standard. The responses to the questions within the assessment were based upon input from diverse 

participants with different experiences and perspectives in regard to the local public health system.  

Priorities 

The CHA Team sent the Priority of Model Standards questionnaire to participants via Survey Monkey. The survey 

was designed to evaluate the priority of each of the Ten Essential Public Health Services to the Williamson County 

Public Health System as a whole, including all community partners (hospitals, non-profit organizations, health 

service providers, community organizations, mental health organizations, law enforcement, social services, faith 

based organizations, and many more). Participant scored Essential Public Health Services from 10 for highest 



 
 

priority to 1 for lowest priority. Participants were asked to consider past and current activity in each of these 

sectors when thinking about the priorities. Table 18 lists the results from the priority survey.  

The eleven division directors from WCCHD who completed the survey designated Essential Public Health Service 

#2: Diagnose and Investigate, and Essential Public Health Service #4: Mobilize Community Partnerships, as the two 

priority areas to be completed for the assessment. The WWA Leadership Team members who completed the 

survey designated Essential Public Health Service #4: Mobilize Community Partnerships, and Essential Public Health 

Service #1: Monitor Health Status, as the two priority areas for the assessment.  

Table 18: Ten Essential Public Health Services Priorities 

# Essential Public Health Service 
Overall 
Average 

4 Mobilize community partnerships to identify and solve health problems 7.74 

2 Diagnose and investigate health problems and health hazards 7.48 

1 Monitor health status to identify health problems 7.32 

8 Assure a competent public health and personal health care workforce 7.28 

3 Inform, educate and empower people about health issues 7.28 

5 Develop policies and plans that support individual and community health efforts. 7.24 

6 Enforce laws and regulations that protect health and ensure safety 7.01 

9 Evaluate effectiveness, accessibility, and quality of personal and population-based health services 6.98 

7 Link people to needed personal health services and assure the provision of health care when otherwise unavailable 6.98 

10 Research for new insights and innovative solutions to health problems 6.75 

Key Findings 

The following sections provide the results from the two facilitated discussions held with WCCHD DLT and WWA 

Leadership Team that assessed the top three priorities for Williamson County. 

Essential Public Health Service #1: Monitor Health Status  

Participants discussed the current and historical processes for the CHA and the CHIP. Results are shown in Table 19 

and Table 20. While the local public health system had a well-established community health improvement 

committee and regularly conducted CHAs, there was room for improvement. Specifically, participants agreed that 

the results of the CHA needed to be more widely disseminated in the community and used to engage more 

partners.  

Table 19: Essential Public Health Service #1 (Monitor Health Status) Assessment Results 

Model 
Standard 

Performance Measure 
Activity 
Level 

Rating 

At what level does the Local Public Health System: 

1.3.2 Use information from population health registries in CHAs or other analyses? Optimal 100 

1.1.1 Conduct regular CHAs? Significant 87.5 

1.2.2 Analyze health data, including geographic information, to see where health problems exist? Significant 87.5 

1.1.2 Update the CHA with current information continuously? Significant 75 

1.2.1 Use the best available technology and methods to display data on the public's health? Moderate 75 

1.2.3 Use computer software to create charts, graphs, and maps to display complex public health data? Significant 75 

1.3.1 
Collect timely data consistent with current health standards on specific health concerns in order 
to provide the data to population health registries? 

Significant 75 

1.1.3 Promote the use of the CHA among community members and partners? Moderate 50 
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Table 20: Notes Summary for Essential Public Health Service #1: Monitor Health Status 

Strengths Weaknesses Short Term Improvements Long Term Improvements 

1.1 Population-Based Community Health Assessment 

 CHA completed on regular basis 

 Hospital partners engaged in 
CHA Healthy Williamson County 
website updated with CHIP 
progress and most recently 
available data 

 Promotion of CHA 
among partners and 
community as a 
whole 

 Set up opportunities for 
sharing CHA results in 
community meeting and 
events  

 Write promotion and 
dissemination of CHA into 
project plan and Strategic 
Plan 

 

1.2 Current Technology to Manage and Communicate Population Health Data 

 Healthy Williamson County 
website newly redesigned and 
includes health indicators 

 Lack of zip code 
level data for more 
detailed maps 

 Promotion of 
website 

 Seek out forums to share 
data through community 
meetings 

 Share relevant health data 
through press releases and 
guest editorials that to 
increase communication  

1.3 Maintaining Population Health Registries 

 Immunization registries utilized 
by WCCHD 

 WCCHD reports required 
conditions to CDC 

 No chronic disease 
registries 

  

 

Essential Public Health Service #2: Diagnose and Investigate  

For EPHS #2, DLT discussed that although WCCHD exceled at effectively responding to positive laboratory results of 

notifiable disease conditions, WCCHD needed to increase outreach and communication activities to medical 

providers. Because Williamson County’s growth rate was high, many new medical facilities might not be aware of 

reporting requirements. DLT acknowledged that the Public Health and Medical Preparedness Committee was 

another strength of WCCHD in providing EPHS#2. While preparedness was more integrated into WCCHD’s 

procedures than in previous years, there was still a need for more detail in preparedness planning and increased 

coordination across divisions. Another need identified was an improved quality improvement process for after 

action reports. Results were identified in Table 21 and Table 22. 

Table 21: Essential Public Health Service #2 (Diagnose and Investigate) Assessment Results 

Model 
Standard 

Performance Measure 
Activity 
Level 

Rating 

At what level does the Local Public Health System: 

2.1.1 Use only licensed or credentialed laboratories? Significant 81.8 

2.1.2 
Maintain a written list of rules related to laboratories, for handling specimens, determining who is 
in charge of the samples at what point, and reporting the results? 

Significant 79.5 

2.1.3 Designate a jurisdictional Emergency Response Coordinator? Significant 77.1 

2.2.1 
Have ready access to laboratories that can meet routine public health needs for finding out what 
health problems are occurring? 

Moderate 68.2 

2.2.2 
Participate in a comprehensive surveillance system with national, state, and local partners to 
identify, monitor, and share information and understand emerging health problems and threats? 

Moderate 63.5 

2.2.3 
Maintain written instructions on how to handle communicable disease outbreaks and toxic 
exposure incidents, including details about case finding, contact tracing, and source identification 

Moderate 62.5 



 
 

and containment? 

2.2.4 
Prepare to rapidly respond to public health emergencies according to emergency operations 
coordination guidelines? 

Moderate 62.5 

2.2.5 
Develop written rules to follow in the immediate investigation of public health threats and 
emergencies, including natural and intentional disasters? 

Moderate 58.3 

2.2.6 
Maintain constant (24/7) access to laboratories that can meet public health needs during 
emergencies, threats, and other hazards? 

Moderate 54.5 

2.3.1 
Provide and collect timely and complete information on reportable diseases and potential 
disasters, emergencies, and emerging threats (natural and manmade)? 

Moderate 54.2 

2.3.2 
Evaluate incidents for effectiveness and opportunities for improvement (such as After Action 
Reports, Improvement Plans, etc.)? 

Minimal 47.9 

2.3.3 
Ensure that the best available resources are used to support surveillance systems and activities, 
including information technology, communication systems, and professional expertise? 

Minimal 39.6 

2.3.4 
Identify personnel with the technical expertise to rapidly respond to biological, chemical, or/and 
nuclear public health emergencies? 

Minimal 39.6 

 
 
 

  

Table 22: Notes Summary for Essential Public Health Service #2: Diagnose and Investigate 

Strengths Weaknesses Short Term Improvements Long Term Improvements 

2.1 Identification and Surveillance of Health Threats 

 With notifiable conditions, 
WCCHD does very well, 
with an average 4.7 day 
turnaround 

 Williamson County Public 
Health and Preparedness 
Committee 

 High level of professional 
expertise with staff 

 Timing of reporting out is a 
challenge because of the 
timeline which WCCHD 
receives reports 

 Passive collecting of 
samples 

 Need up-to-date contact 
information because there 
are many new facilities 
which are not aware of 
reporting requirements 

 Implement Core Point as an 
integrated real time data 
system 

 Optimize new 
eClinicalWorks electronic 
health record system to 
help with secure 
communication 

 Outreach and clarification 
to providers and 
community partners of 
notifiable conditions  

 Include more onsite 
sample collection 

2.2 Investigation and Response to Public Health Threats and Emergencies 

 Preparedness SOP 
(Standard Operating 
Procedures) and SOG 
(Standard Operating 
Guidelines) documents are 
very comprehensive and 
have become integrated 
within WCCHD recently 

 High access to resources 
in the region 

 Coordinated education for 
Haz-Mat team 

 Though there is a robust 
umbrella structure, the 
preparedness plan needs 
more detail 

 Disconnect between 
preparedness and other 
divisions  

 Social services needs to be 
involved outbreaks and 
threats 

 After Action Report process 
is inconsistent and QI is not 
fully incorporated 

 Lack manpower for after 
action report 

 More diverse 
representation from other 
divisions of the health 
district in preparedness 
coalition 

 More agency internal 
preparedness drills 

 

 More holistic response 
plan and coordination 
between divisions of 
WCCHD 

 Increase in personnel to 
fully incorporate QI 
through after action review 

2.3 Laboratory Support for Investigation of Health Threats 

 WCCHD uses Clinical 
Pathology, Oxford Labs, 
and DSHS for high priority 
samples 

 

 Timeline with DSHS labs is a 
challenge, especially over 
the weekends 

 No process for tracking 
unsatisfactory samples that 
are sent to labs 

   Development of a 
monitoring system for 
rates of unsatisfactory 
samples 
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Essential Public Health Service #4: Mobilize Community Partnerships  

During the discussion for EPHS #4, DLT articulated the need for a comprehensive list of community partners that 

would be coordinated across all WCCHD divisions. Participants expressed that while WCCHD exceled at initially 

engaging community partners through the WWA, there was a need to evaluate the structure of the coalition to 

fully maximize its potential. WWA successfully facilitated the CHIP process in the past even though outcome 

measurement posed a challenge. Participants also discussed the need for improved communication between 

community partners, especially among medical providers. Results were identified in Table 23 and Table 24. 

Table 23: Essential Public Health Service #4 Assessment Results 

Model 
Standard 

Performance Measure 
Activity 
Level 

Rating 

At what level does the Local Public Health System: 

4.2.2 Establish a broad-based community health improvement committee? Significant 70.9 

4.2.1 
Establish community partnerships and strategic alliances to provide a comprehensive approach to 
improving health in the community? 

Moderate 57.0 

4.1.3 Encourage constituents to participate in activities to improve community health? Moderate 52.8 

4.1.1 Maintain a complete and current directory of community organizations? Minimal 43.8 

4.1.2 
Follow an established process for identifying key constituents related to overall public health 
interests and particular health concerns? 

Minimal 40.0 

4.2.3 
Assess how well community partnerships and strategic alliances are working to improve community 
health? 

Minimal 38.9 

4.1.4 Create forums for communication of public health issues? Minimal 34.7 
 

Table 24: Notes Summary for Essential Public Health Service #4: Mobilize Community Partnerships 

Strengths Weaknesses Short Term Improvements Long Term Improvements 

4.1 Constituency Development 

 Utilization of pre-existing 
forums (Williamson County 
Medical Society) as a way to 
reach practitioners  

 Inclusion of constituents in 
CHA process  

 Have a database of WWA 
contacts and members 

 List of community 
organizations and contacts 
is disjointed and spread 
out across divisions 

 Sustainability  

 Lack of defined process for 
identifying key 
constituents in the county 

 Low social media 
engagement  

 Directory of partners and 
key constituents has 
turnover and is outdated 

 Turnover in support staff 
from WWA 

 Increase focus groups and 
formal opportunities for 
feedback  

 Involve promotoras and 
other community health 
workers  

 Send annual survey to 
assess level of engagement 
and update distribution list 

 Engage with Chambers of 
Commerce 

 Engage with Community 
Relations departments at 
school districts 

 

 Coordinate the list of 
community partners across 
WCCHD and develop an 
auto-update process 

 Engage the CSRs and WIC in 
the public health centers to 
capture constituent 
feedback 

 Recruit recognizable figure 
to increase social media 
engagement  

 Incorporate identifying key 
constituents as a priority in 
strategic planning efforts. 



 
 

4.2 Community Partnerships 

 Engaging and recruiting 
partners through the WWA 

 CHIP and progress reports 
facilitated by WWA 
Leadership team 

 Community Health 
Improvement Committee 
became the WWA 
Leadership Team 

 Outcome measurement is 
a challenge because WWA 
groups and meetings need 
a clear, shared agenda  

 Burden of action items 
from WWA meetings on 
WCCHD support staff 
rather than broad 
community collaboration 

 Lack of metrics and tools 
to assess WWA 

 Structure of WWA can be 
improved to increase 
engagement and 
accountability 

 WWA meeting facilitation 
with the goal of more 
community partner action 
items 

 Set terms for WWA chair 
positions 

 Revise SOP and SOG for 
WWA 

 Coalition monthly update 
emails to increase 
engagement  

 
 

 Identify key stakeholders 
and champions for the 
WWA 

 Reassess the structure and 
facilitations of the WWA to 
fully utilize the robust 
network of partners 

 Set WWA goals at a systems 
level 

 Merge efforts of the groups  

 Engage with decision 
makers in community 

Conclusions and Implications 

The Local Public Health Systems Assessment was a useful process for both the WCCHD DLT and the WWA 

Leadership Team. The CHIP will use these findings to improve the local public health system’s provision of the Ten 

Essential Public Health Services through the implementation of short and long term improvement 

recommendations from participants.  

Recommendations based on the assessment included: 

 Increase community dissemination and promotion of the CHA 

 Incorporate outreach and external communications as a core component of Disease Control and Prevention  

 Increase inclusion and coordination in preparedness planning across all WCCHD divisions 

 Develop health district-wide community partner contact list 

 Establish process for identifying key constituent partners in the community  

 Recruit key stakeholders for the WWA, and provide robust facilitation for community and working groups 

 Re-assess the structure of the WWA 

 Set WWA goals at the policy, systems, and environmental level  

The local public health system will use the results of this report to plan for and implement community health 

improvement activities. Community partners will use these results in conjunction with the other MAPP assessments 

to develop the CHIP.  
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Health Priorities 

The CHA Team used the qualitative and quantitative data collected and analyzed 

by the four MAPP assessments to identify the issues to bring to the community to 

determine health priorities. To solicit community input, the CHA team along with 

other community partners organized eight focus groups with community 

stakeholders and four focus groups with community residents during September 

and October 2015. The CHA team designed these focus groups to gain qualitative 

insight on the most important health issues in the community.  

The CHA Team used the issues and ideas generated through the focus groups to 

develop a quantitative survey for community members and stakeholders to vote 

on the most critical priorities for Williamson County and then sent the Community 

Survey to community partners via email. The CHA Team collected a total of 291 

surveys between November 13 and December 9, 2015. The survey asked 

participants to choose the five issues they felt were the most pressing and what 

areas they would most like to see county-wide efforts to change and improve 

health. The five focus areas with the highest number of recorded votes will be 

addressed in the CHIP.  

Participant Demographics 

A large portion of participants reported living or working in Georgetown or Round Rock. Almost a quarter of 

participants lived in Georgetown, with another 17% of participants residing in Round Rock. Overall, thirteen cities in 

Williamson County were represented in addition to multiple unincorporated areas (Figure 88).  

Figure 88: Williamson County Statistical Areas Distribution of Health 
Priority Survey Participants 
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The majority of participants (78%) were women, 20% were men and 2% declined to answer. Half of participants in 

the survey were between the ages of 45 and 64 years and 26% of participants were between 31 and 44 years 

(Figure 89). 

Figure 89: Age Distribution in Years of Health Priority Survey Participants 

 

Findings 

After one month of polling, Williamson County residents and stakeholders determined the following five focus 

areas as the top priorities for county-wide efforts to improve health status in the county. Action plans to address 

these five priorities will be developed in the CHIP. 

1. Mental Health: Prevention, support and treatment for mental illness 

2. Access to Healthcare: Basic, affordable healthcare available for all residents 

3. Awareness of Healthcare Resources: Available information and communication channels for resources 

4. Active Living: Resources, access and awareness for physical activity opportunities 

5. Chronic Disease: Prevention, treatment and management of chronic diseases 
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Full results of the ten identified focus areas are shown in Figure 90.  

Figure 90: Health Priority Survey Results 

 

 

Participants also took the opportunity to use the survey to identify priorities for the community that weren’t listed 

in the ten focus areas. The most common responses were: 

 Transportation options for residents who don’t drive 

 Needs of older adults and their caregivers 

 Maternal health, including prenatal information, postpartum emotional support, and breastfeeding support 

 Hunger and food insecurity 

 Access to dental services 

Participants were also asked to include suggestions for health improvement efforts that addressed health priorities. 

Many participants expressed the need for collaboration within the county through concerted efforts to improve 

health and educate the community about resources that already exist. The need for better and ongoing promotion 

of the efforts undertaken in Williamson County were also mentioned. Another common suggestion for health 

improvement efforts was prioritizing low income, rural and minority communities to increase health equity within 

the county.   
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Conclusions and Implications  

The 2016 Williamson County Community Health Assessment (CHA) provided an updated analysis of available data 

to describe the health and quality of life of Williamson County residents since the last assessment in 2013. 

Throughout the 2016 assessment process, the CHA Team engaged with key leaders, community stakeholders, the 

youth population, the Spanish speaking population, the elderly population, and urban and rural residents in 

Williamson County to gather well-rounded feedback. The feedback, paired with quantitative data, described the 

current health status and shared perceptions about the health and well-being of the community.  

The 2016 CHA will be utilized as the foundational document by WCCHD, stakeholders, and community partners for 

evidence-based goal setting and decision making regarding the health of the county. The document will be used to 

educate and mobilize community partners and residents, develop priorities, gather resources, and plan actions to 

improve health (3). In addition, the results from the four MAPP assessments will be used to drive the development 

of the CHIP to address the top issues in the county. 

Though Williamson County consistently ranks among the healthiest in Texas, the assessment revealed health 

conditions, behaviors, and disparities that require additional resources and attention. These existing and emerging 

community health needs include: heart disease, cancer, intentional self-harm (suicide), chlamydia and gonorrhea, 

lack of access to health insurance, obesity, and unhealthy eating. Additionally, health disparities existed across the 

east/west sides of IH-35 and affect individuals with low SES and in certain demographic groups.  

To improve the health of Williamson County citizens, community agencies and partners must also address various 

social determinants of health and work cohesively to focus county resources and attention to identified priorities. 

Health is influenced by environmental conditions and forces of change in the county and across the state. The 

community must address the challenges created by the current and future forces of change including: the growth 

of the county, demographic changes, role of technology, changes in access to healthcare, increasing need for 

community preparedness, and economic changes. Other key issues expressed by residents that should be taken 

into consideration include: access to healthcare, affordable childcare, awareness of resources, barriers to a healthy 

lifestyle, affordable housing, transportation, and access to bilingual resources. 

Furthermore, a better understanding of the local public health system will help improve and better coordinate 

public health activities at local levels. Local partners will be able to make more effective policy and resource 

decisions to improve the community’s public health as a whole. Three essential services of public health were 

identified for improvement in the local public health system: 1) mobilize community partnerships to identify and 

solve health problems, 2) diagnose and investigate health problems and health hazards, and 3) monitor health 

status to identify health problems. 

The CHA and CHIP processes are community-driven and need to be led by a strong 

collaboration between community partners and organizations. The residents have identified 

many resources and assets that are available to contribute to the CHIP: non-profit 

organizations, faith-based organizations, the healthcare system, community partnerships and 

collaborations, education system, parks and recreation, and the business community.  
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Based on feedback from stakeholders across the county, the top five health priorities for future health 

improvement efforts will be: 

1. Mental Health: Prevention, support and treatment for mental illness 

2. Access to Healthcare: Basic, affordable healthcare available for all residents 

3. Awareness of Healthcare Resources: Available information and communication channels for resources 

4. Active Living: Resources, access and awareness for physical activity opportunities 

5. Chronic Disease: Prevention, treatment and management of chronic diseases 

Identification of priorities is the first step in improving the health of the community. Future steps involve 

developing action plans with the community during the CHIP process to address each of these priorities. This 

collaborative effort will be the common agenda the county will use to improve the health of all residents. 

Additionally, the 2016 assessment and recommendations can be used in the development of the following:  

 Community health changes and trends  

 Hospital-based community benefit plans  

 Organizational strategic planning  

 Evidence base for grant applications  

WCCHD, the WWA, and our community partners hope this CHA will increase engagement in supporting the health 

of the people of Williamson County and maintain efforts to continue to be one of the healthiest counties in Texas. 

Sustained and broad community involvement is necessary to address the strategic health issues within the 

community and the solutions, like the issues, require the resources of multiple agencies and individuals. This 

shared ownership of community health among diverse stakeholders offers better mobilization and utilization of 

resources to achieve improvement. Even though challenges lay ahead, we strive to make Williamson County a 

healthy place where residents live, work, worship, play, and learn. 
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Appendix C: List of Acronyms 

AIDS - Acquired Immune Deficiency Syndrome  

ACS - U.S. Census Bureau 5-Year American Community Survey 

AHRF - Area Health Resource File 

BMI - Body Mass Index 

BRFSS - Behavioral Risk Factor Surveillance System  

CHA - Community Health Assessment 

CHIP - Community Health Improvement Plan 

CHSA - Community Health Status Assessment 

CDC - Centers for Disease Control and Prevention 

CLRD - Chronic Lower Respiratory Disease 

CNI - Community Need Index 

COPD - Chronic Obstructive Pulmonary Disease 

CTSA - Community Themes and Strengths Assessment  

DLT - District Leadership Team  

DM - Diabetes mellitus 

DSHS – (Texas) Department of State Health Services 

DSHS CHS – (Texas) Department of State Health Services Center for Health Statistics  

ERCOT - Electric Reliability Council of Texas 

EPHS - Essential Public Health Services  

FoCA - Forces of Change Assessment 

FQHC - Federally Qualified Health Center 

HIV - Human Immunodeficiency Virus 

HFZ - Healthy Fitness Zone (in relation to FITNESSGRAM®) 

HP2020 - Healthy People 2020 
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LPHSA - Local Public Health System Assessment 

MAPP - Mobilizing for Action through Planning and Partnerships 

MERS - Middle East Respiratory Syndrome 

MMWR - Morbidity and Mortality Weekly Report 

MVPA - Moderate to Vigorous Physical Activity  

NACCHO - National Association of County and City Health Officials 

NCCDPHP - National Center for Chronic Disease Prevention and Health Promotion  

NI - Needs Improvement (in relation to FITNESSGRAM®) 

NIH - National Institutes of Health 

NI- HR - Needs Improvement- Health Risk (in relation to FITNESSGRAM®) 

NIS - National Immunization Survey 

NPHPS - National Public Health Performance Standards  

NVSS - National Vital Statistics System  

OSD - Office of the State Demographer  

PID - Pelvic Inflammatory Disease 

PM - Particulate Matter 

PPH - Potentially Preventable Hospitalization  

QOL - Quality of Life 

SARS - Severe Acute Respiratory Syndrome 

SEER SCP - Surveillance, Epidemiology, and End Results Program State Cancer Profiles  

SES - Socioeconomic Status 

SNAP - Supplemental Nutrition Assistance Program 

SOG – Standard Operating Guidelines 

SOP – Standard Operating Procedures 

STD - Sexually Transmitted Disease 



 
 

STI - Sexually Transmitted Infection 

TB - Tuberculosis  

TEA - Texas Education Agency  

USDA - U.S. Department of Agriculture  

WCCHD - Williamson County and Cities Health District 

WIC - Women, Infant, and Children Program  

WHO - World Health Organization 

WWA - WilCo Wellness Alliance 
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Appendix D: Glossary of Terms 
Age-adjusted rate - A rate of morbidity or mortality in a population that is statistically modified to eliminate the effect of age 

differences in a population. 

American Community Survey (ACS) - A nationwide survey that collects and produces information on demographic, social, 

economic, and housing characteristics about our nation's population every year 

Asset mapping - A tool for mobilizing community resources. It is the process by which the capacities of individuals, civic 

associations, and local institutions are inventoried 

Behavioral Risk Factor Surveillance System (BRFSS) - A telephone (landline and cellphone) survey that collects data on health-

related risk behaviors, chronic health conditions, and use of preventive services from U.S. residents 18 years of age and older. 

Behavioral risk factors - Behavior which is believed to cause, or to be a contributing factor to, accidents, injuries, disease, and 

death during youth and adolescence and significant morbidity and mortality in later life 

Body Mass Index (BMI) - A common measure of body fat calculated from a person’s weight and height. In adults, a BMI 

between 18.5 and 24.9 is considered healthy. A BMI of 25 to 29.9 is overweight and a BMI of 30 or more is obese. A child’s 

(ages 2 to 19 years) BMI is calculated using a height and weight calculation, and the category is determined by plotting the 

BMI value on a gender and age specific growth chart. 

Built environment - Human-made surroundings in which people live, work, and play. 

Cause of death - Any condition which leads to or contributes to death and is classifiable according to the tenth revision of The 

International Classification of Diseases (ICD-10). 

Census tract - Small subdivisions of a county used by the U.S. Census to provide a geographic boundary in which to collect 

statistical data. The average population size of a census tract is 4,000 people, but it can range between 1,200 and 8,000 

people. 

Communicable diseases - Diseases that spread from one person to another or from an animal to a person. The spread often 

happens by air-, water-, or food-borne viruses, fungi , parasites or bacteria, but also through blood or other bodily fluid. 

Community Need Index - Score is an average of five different barrier scores that measure various socioeconomic indicators of 

each community 

Demographic characteristics - Include measures of total population as well as percent of total population by age group, 

gender, race and ethnicity, where these populations and sub-populations are located, and the rate of change in population 

density over time, due to births, deaths and migration patterns. 

Department of Health and Human Services (HHS) - The federal agency that oversees CMS (Centers for Medicare&Medicaid 

Services), which administers programs for protecting the health of all Americans, including Medicare, the Marketplace, 

Medicaid, and the Children’s Health Insurance Program. 

Disproportionate(ly) - Characteristic in which an individual or a population has a greater or smaller risk for certain disease, 

health behavior, or health outcome. 



 
 

Essential Public Health Services - The public health activities that all communities should undertake and serve as the 

framework for the NPHPS instruments 

Ethnicity - The classification of a population that shares common characteristics, such as, religion, traditions, culture, 

language, and tribal or national origin. 

Focus group - A small-group discussion guided by a trained leader. It is used to learn more about opinions, perceptions, 

beliefs, and attitudes on a designated topic, and then to guide future action. 

Food desert - Urban neighborhoods and rural towns without ready access to fresh, healthy, and affordable food. Instead of 

supermarkets and grocery stores, these communities may have no food access or are served only by fast food restaurants and 

convenience stores that offer few healthy, affordable food options. 

Health - State of complete physical, mental and social well-being and not merely the absence of disease or infirmity 

Health behaviors - Activity undertaken by an individual, regardless of actual or perceived health status, for the purpose of 

promoting, protecting or maintaining health, whether or not such behavior is objectively effective towards that end 

Health disparities - Preventable differences in the burden of disease, injury, violence, or opportunities to achieve optimal 

health that are experienced by socially disadvantaged populations 

Health equity - Attainment of the highest level of health for all people 

Health indicator - Characteristic of an individual, population, or environment which is subject to measurement (directly or 

indirectly) and can be used to describe one or more aspects of the health of an individual or population (quality, quantity and 

time) 

Health outcomes - Change in the health status of an individual, group or population which is attributable to a planned 

intervention or series of interventions, regardless of whether such an intervention was intended to change health status 

Healthy People 2020 (HP2020) - Provides science-based, 10-year national objectives for improving the health of all Americans 

Hispanic/Latino Ethnicity - Hispanic or Latino origin includes persons of Mexican, Puerto Rican, Cuban, Central and South 

American, and other or unknown Latin American or Spanish origins, almost always self-reported. 

Incidence - The number of newly diagnosed cases of a disease. 

Incidence rate - An estimate of the number of new cases of disease in a population, expressed as the number of cases in a unit 

of time (for example, a year) for a population of a given size (for example, per 100,000 people). 

Infant mortality rate - The number of infant deaths (less than 1 year of age) for every 1,000 live births. 

Infectious diseases - Diseases caused by pathogenic microorganisms, such as bacteria, viruses, parasites or fungi; the diseases 

can be spread, directly or indirectly, from one person to another 

Medicaid - A joint federal and state program that helps with medical costs for some people with limited 

income and resources. Medicaid programs vary from state to state, but most health care costs are 

covered if you qualify for both Medicare and Medicaid. 
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Medicare - Medicare is the federal health insurance program for people who are 65 or older, certain younger people with 

disabilities, and people with End-Stage Renal Disease (permanent kidney failure requiring dialysis or a transplant, sometimes 

called ESRD). 

Morbidity - A term used to refer to an illness or illnesses in a population. 

Mortality - A term used to refer to death or deaths in a population. 

Mortality rate (Death Rate) - A measure of the frequency of death in a defined population during a specified interval of time. 

National Association of County and City Health Officials (NACCHO)- An association with members from 2,800 local health 

departments across the United States that seeks health, equity, and security for all people in their communities through 

public health policies and services. NACCHO’s mission is to be a leader, partner, catalyst, and voice for local health 

departments in order to ensure the conditions that promote health and equity, combat disease, and improve the quality and 

length of all lives. 

Percent - A ratio “out of 100.” Example: 75% means 75 out of 100. 

Population - The total of all individuals in a given area. 

Population projections – Population projections are estimates of the population for future dates. They are typically based on 

an estimated population consistent with the most recent decennial census and are produced using the cohort-component 

method. Projections illustrate possible courses of population change based on assumptions about future births, deaths, net 

international migration, and domestic migration. In some cases, several series of projections are produced based on 

alternative assumptions for future fertility, life expectancy, net international migration, and (for state-level projections) state-

to-state or domestic migration. 

Poverty status - Family income expressed as a percent of the poverty threshold. Each member of a family is classified 

according to the total income of the family. Unrelated individuals are classified according to their own income. Reported and 

imputed income levels are grouped into categories relative to the poverty threshold. The poverty threshold for each year is 

based on definitions originally developed by the Social Security Administration. These include a set of money income 

thresholds that vary by family size and composition. Families or individuals with income below their appropriate thresholds 

are classified as below the poverty threshold. These thresholds are updated annually by the U.S. Census Bureau to reflect 

changes in the Consumer Price Index for all urban consumers (CPI-U). 

Prevalence - The total proportion of disease within a population. 

Primary data – Original data collected for a specific research goal and collected by the researchers themselves. 

Qualitative data - Non-numerical information often presented in narrative form. 

Quantitative data – Numerical information often called "statistics." 

Race - A group of people united or classified together on the basis of common history, nationality, or geographic distribution. 

Rate - Occurrence of a disease within a population in a given time period expressed as a ratio. Example: 5.0 per 100,000 

means 5 cases for every 100,000 people. 



 
 

Risk factor - Any characteristic or exposure of an individual that increases the likelihood of developing a disease or injury. 

Secondary data - Information that has already been collected by someone else. Often secondary data already have been 

analyzed and disseminated and can be used without any additional calculations. 

Social determinants of health - Conditions in the environments in which people are born, live, learn, work, play, worship, and 

age that affect a wide range of health, functioning, and quality-of-life outcomes and risks 

Socioeconomic Status (SES) - Social standing or class of an individual or group often measured as a combination of education, 

income, and occupation. 

Stakeholders - All persons, agencies and organizations with an investment or stake in the health of the community and the 

local public health system. 

Supplemental Nutrition Assistance Program (SNAP) - A program that offers nutrition assistance to eligible, low-income 

individuals and families and provides economic benefits to communities. 

Women, Infants, and Children (WIC) Program - A federal program that provides nutritious foods, breastfeeding support and 

nutrition education to low-income pregnant, postpartum and breastfeeding women, and infants and children until 5 years of 

age who are found to be at nutritional risk. 
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Appendix E: Stakeholder Focus Group Results from 
Truven Health Analytics 

Baylor Scott & White 

Williamson County & Cities Health District  

Williamson County, Texas Focus Group September 24, 2015 

Executive Summary 

Baylor Scott & White (BSW) engaged Truven Health Analytics, Inc. (Truven) to conduct a series of focus groups as a 

means to assess the perception of health needs in Williamson County, Texas. Individuals from varied backgrounds 

represented Williamson County, from five perspectives; consumers, community leaders / community groups, public 

organizations, providers and experts in public health. The participants were randomly divided into three large 

groups, each moderated by two Truven representatives. Each group was then divided into 2-3 breakout groups. 

The breakout groups were posed with three questions to discuss. This document represents the summarization of 

the discussions and themes by group. 

An overarching goal of community health and wellness was evident throughout each group’s discussions. The focus 

was on the two major populations that need to be cared for: those with a higher socioeconomic status (SES) and 

those with a lower SES. There is agreement between all groups that the population of Williamson County is growing 

by leaps and bounds - which is increasing the challenges of a socioeconomic divide between urban/suburban and 

rural areas. 

The disparity between these groups has highlighted health and wellness challenges for all areas despite a positive 

overall health status for the county. Barriers to healthcare identified include lack of public transportation, cultural 

and language differences, lack of resources (physicians and other healthcare providers and multi-lingual support 

resources) and health literacy. Health status concerns identified included obesity (adults and children), diabetes, 

cardiac, mental health, senior health, and chronic disease management and prevention. Discussions around the 

Williamson County healthcare system identified the need for care coordination across the all venues (inpatient, 

ambulatory, home) and health education. Within the underserved population suggestions for education include 

programs such as: current trends in healthcare, child safety practices, mental health awareness, STDs and “living 

healthy”. Many assets were identified as available to collaborate with on improving the health status of Williamson 

County. 

Breakout Group Red 

Williamson County is experiencing rapid population growth in both rural and urban areas. Significant growth has 

been noted in the Spanish speaking and aging populations. The group believes that much of the growth is 

attributed to good schools and educational opportunities, available green space, employment opportunities and 



 
 

social media advertising the city of Austin as one of the “Top 10” cities to live in the United States. 

Urban areas are focused more on health and wellness. The growth of a higher SES within these areas have 

contributed to a robust healthcare infrastructure, good education and higher education options, access to green 

space, fitness facilities and healthy eating. Increase in population density has contributed to traffic congestion due 

to the lack of public transportation and limited sidewalks. There is a need for better public education to promote 

awareness of chronic disease such as obesity, cardiac health and diabetes. 

The rural locations struggle with meeting their basic needs such as access to food, clothing, shelter, safety and 

affordable housing. Access to healthcare and educational opportunities are not perceived as an immediate need. If 

basic needs were met, there are still the challenges of no public or personal transportation to get to their 

healthcare appointments. Cultural attitudes and beliefs play a role in not seeking immediate help for an illness. The 

lack of bi-lingual/multilingual resources impacts potential education opportunities to support the community. 

Access to specialty physicians is a problem. With Medicaid or without insurance the wait time can be up to a year. 

Across Williamson County there are challenges that impact both urban and rural areas. Due to the rapid population 

growth resource availability for seniors is not adequate. The communication and education processes are 

fragmented and it is not clear what information gets out to the community, for example, available classes, 

locations, timing and the latest vaccination information needed to support parental decision making. The available 

channels of communication to impact the perception of mental health (cultural beliefs and attitudes) are missing. 

Access to patient portals such as “MyChart” is limited by availability and the knowledge to use technology. There is 

a lack of available resources to care for and support mental health issues. 

The top three health needs identified for Williamson County were different between the two smaller breakout 

groups. Breakout 1 identified obesity and associated conditions, mental health and senior health (not all physicians 

accept Medicare). Breakout 2 identified bridging the gap between cultural beliefs/habits and healthcare needs, 

healthcare costs, access to an environment that promotes a healthy lifestyle. 

Breakout Group Green 

Williamson County is experiencing rapid population growth, especially in the Hispanic and Asian American 

communities. The retirement community in Georgetown is expanding rapidly as well. 

Healthcare and higher education have become major factors in the growth of the county. With growth in 

population comes a greater diversity of need from the community. The increasing need of services and 

bi/multilingual resources were discussed. 

Urbanization in the central area of the county has led to an increase in hospitals, urgent care 

facilities, physicians and green space which has improved health and wellness leading to a 

ranking of the 3rd healthiest county in Texas. Increased density has contributed to traffic 

congestion which highlights the need for improved public transportation and sidewalk areas. 

One of the concerns identified is increasing congestion and urbanization is leading to less 

healthy diet due to the easier access to fast food options. 
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There is an increase in the disparity of access and quality of care between suburban/urban and rural parts of 

county. The communities located east of I-35 are primarily low socioeconomic, underinsured and underserved. 

Public transportation is unavailable, there are unsafe roads, no sidewalks and no ability to get to the services they 

need such as preventative (includes education), acute and post-acute care and support. The group expressed a 

concern that there was not enough representation from the rural areas within the focus groups. 

The top three health needs identified for Williamson County revolve around access to healthcare, transportation 

and life style modifications in support of chronic disease management and prevention. 

Breakout Group Blue 

Williamson County is experiencing rapid population growth which is having both positive and negative effects on 

the quality of life within the county. Migrations from Travis to Williamson County have contributed to a fast 

growing under-privileged population increasing the socioeconomic divide between the urban and rural 

populations. Property values are much higher in the urban/suburban areas, and this is where new resources are 

made available. The rural areas are not attracting needed resources. 

For those with higher SES, the major problems are related to health education. For example, many people choose 

to decline vaccinations for their children based on inaccurate information causing a decrease in vaccination rates. 

This population is very involved in current health and wellness trends and has the infrastructure available to 

support their needs such as access to good schools, higher education, parks, trails, healthy food options and a 

robust healthcare system. Public transportation is lacking which is causing major traffic congestion and impacting 

the ease of access. The group also expressed concerns regarding the medical school being in the community, 

stating that it decreases the number of attending physicians available to care for patients (residents are available, 

not many primary care physicians). 

Populations in rural areas are more focused on meeting basic needs such as food, safety, jobs and affordable 

housing. Healthcare and education are not a priority. Language barriers impact an understanding of available 

programs and services. These areas have access issues primarily due to a lack of public and private transportation. 

Services are not in the immediate area and are often under-utilized due to access challenges. The county is 

currently developing a program focusing on women’s health, but they expect transportation challenges to limit 

participation. There is also a need for education on being healthy within the underprivileged population; education 

on child safety practices, STDs (high chlamydia rates), create tobacco restrictions in public places and provide 

additional services for mental health. Food deserts are a challenge, as well as, lack of healthy food options or access 

to green space. 

The top three health needs identified for Williamson County revolve around access to healthcare and 

transportation, health literacy and child development around the indigent populations. 



 
 

Appendix F: Community Member Focus Group Guide  

Date: __________________  Location: ____________________  Facilitator: _____________________ 

Welcome  

Hi, my name is __________ and I am with (organization). Thank you for taking the time to speak with me today.  

In collaboration with community members and partners, Williamson County and Cities Health District is in the 

process of developing a community health assessment to understand the health of Williamson County. 

As part of this process, we are having discussions like these around the county with community members, 

government officials, health care providers, and staff from a range of community organizations. We are interested 

in hearing about health priorities, strengths and needs of the community, and suggestions for improvement 

I want everyone to know there isn’t right or wrong answers and it is ok that your opinions might differ from one 

another. Please feel free to share your opinions, both positive and negative. 

Ground Rules and Consent Review 

As you can see, I have a colleague with me, _________who will take notes during our discussion. I want to give full 

attention, so she is helping me out by taking notes during the group and she doesn’t want to distract from our 

discussion. 

Just in case we miss something in our note-taking, we are also audio-taping the discussion. We are conducting 

several of these types of groups, and want to make sure we capture everyone’s opinions. After all of the groups are 

complete, we will be writing a summary report of the themes that have come up. In that report, we might provide 

some general information on what we discussed tonight, but I will not include any names or identifying 

information. Nothing you say here will be connected to your name. 

Lastly, please turn off your cell phones or at least put them on vibrate mode. The group will last only about 90 

minutes. If you need to go to the restroom during the discussion, please feel free to leave, but we’d appreciate it if 

you would go one at a time. 

Any questions before we begin our introductions and discussion? 

Introductions 

Before we begin our discussion about the community, let’s spend some time getting to know 

each other. Let’s go around and introduce ourselves by sharing: 

Your name 

What city or town you live in  
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When you hear the word “health” what is the first thing that comes to mind? 

Community Issues 

We are going to be talking a lot about community during this discussion. How would you describe your community? 

What is important about community? 

What are some of the biggest strengths or most positive things about your community? (Probe: community and 

organizational assets) 

What are some of the biggest problems or concerns in your community (Probe if needed: health, economic, social, 

safety etc.) 

(If not discussed) What challenges around transportation have you faced, or believe others in the community face 

day to day? 

Challenges around housing? Employment? Education? Environment? Discrimination? 

Over the last two to three years, what changes have you seen in your community? (For example: demographic 

shifts, aging population, migration, recession etc.) 

Health Priorities 

You mentioned some health concerns in the community are _________. What programs, or services do you know 

of that are available? 

What are some barriers to receiving these services in your area? 

What’s missing? What programs, services, or policies are needed to better serve your community? 

What do you think the community should do to address these issues? 

Have you or someone close to you ever experienced any challenges in trying to get health care? What specifically? 

(Probe for barriers: insurance issues, language barriers, lack of transportation) 

Probe if needed: What part of getting health care was the most challenging? Was it finding a doctor? Making an 

appointment? Getting to the office/clinic? Being at the office/clinic and understanding the doctor? 

What else makes it hard for you to be healthy or make healthy choices? 

We’ve talked a lot about important health issues in the community, including _______. The last time we conducted 

a health assessment like this one, the community ranked the issues by priority, which we used to take action to 

help improve health. These were the top 10 issues in 2013 in no particular order: (show health priorities from 2013 

CHA on poster board). Let’s brainstorm all the health priorities you can think of and then we will pick the top five.  



 
 

I’d like you to think ahead about the future of your community. When you think about the community three to five 

years from now, what is your vision for a healthy community? 

Closing  

Thank you so much for your time. That’s all the questions we have. Is there anything else you would like to mention 

that we didn’t already cover? Please stay to collect your gift card for spending time with us and sharing your 

opinions. Thank you again.  
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Appendix G: Priority of Model Standards 

Local Public Health System Assessment- Priority Rating 

This survey is designed to evaluate the priority of each of the 10 Essential Public Health Services to the Williamson 

County Public Health System as a whole, which includes all community partners (hospitals, non-profit 

organizations, health service providers, community organizations, mental health organizations, law enforcement, 

social services, faith based organizations, and many more). 

Please consider past and current activity in each of these sectors when thinking about these priorities for the 

county as a whole.  

INSTRUCTIONS: In the response column, select your priority rating for the next 3 years from the drop down menu 

options for the Model Standards under each Essential Service. Response options range on a scale of 1 to 10, with 1 

being the lowest and 10 being the highest. 

* 1. Essential Service #1 - Monitor health status to identify health problems 

On a scale of 1 to 10, what is the priority of each of the following to our local public health system? 

 Population-based Community Health Assessment 

 Population-based Community Health Assessment Response menu 

 Current Technology to Manage and Communicate Population Health Data 

 Current Technology to Manage and Communicate Population Health Data Response menu 

 Maintenance of Population Health Registries 

 Maintenance of Population Health Registries Response menu 

* 2. "Essential Service #2 - Diagnose and investigate health problems and health hazards 

On a scale of 1 to 10, what is the priority of each of the following to our local public health system?" 

 Identification and Surveillance of Health Threats 

 Identification and Surveillance of Health Threats Response menu 

 Investigation and Response to Public Health Threats and Emergencies 

 Investigation and Response to Public Health Threats and Emergencies Response menu 

 Laboratory Support for Investigation of Health Threats 

 Laboratory Support for Investigation of Health Threats Response menu 

* 3. "Essential Service #3 - Inform, educate and empower people about health issues 

On a scale of 1 to 10, what is the priority of each of the following to our local public health system?" 

  



 
 

 Health Education and Promotion 

 Health Education and Promotion Response menu 

 Health Communication 

 Health Communication Response menu 

 Risk Communication 

 Risk Communication Response menu 

* 4. "Essential Service #4 - Mobilize community partnerships to identify and solve health problems 

On a scale of 1 to 10, what is the priority of each of the following to our local public health system?" 

 Constituency Development 

 Constituency Development Response menu 

 Community Partnerships 

 Community Partnerships Response menu 

* 5. "Essential Service #5 - Develop policies and plans that support individual and community health efforts 

On a scale of 1 to 10, what is the priority of each of the following to our local public health system?" 

 Governmental Presence at the Local Level 

 Governmental Presence at the Local Level Response menu 

 Public Health Policy Development 

 Public Health Policy Development Response menu 

 Community Health Improvement Process and Strategic Planning 

 Community Health Improvement Process and Strategic Planning Response menu 

 Plan for Public Health Emergencies 

 Plan for Public Health Emergencies Response menu 

* 6. "Essential Service #6 - Enforce laws and regulations that protect health and ensure safety 

On a scale of 1 to 10, what is the priority of each of the following to our local public health system?" 

 Review and Evaluation of Laws, Regulations and Ordinances 

 Review and Evaluation of Laws, Regulations and Ordinances Response menu 

 Involvement in the Improvement of Laws, Regulations, and Ordinances 

 Involvement in the Improvement of Laws, Regulations, and Ordinances Response menu 

 Enforcement of Laws, Regulations, and Ordinances 

 Enforcement of Laws, Regulations, and Ordinances Response menu 

* 7. "Essential Service #7 - Link people to needed personal health services and assure the 

provision of health care when otherwise unavailable 
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On a scale of 1 to 10, what is the priority of each of the following to our local public health system?" 

 Identification of Personal Health Service Needs of Populations 

 Identification of Personal Health Service Needs of Populations Response menu 

 Linkage of People to Personal Health Services 

 Linkage of People to Personal Health Services Response menu 

* 8. "Essential Service #8 - Assure a competent public health and personal health care workforce 

On a scale of 1 to 10, what is the priority of each of the following to our local public health system?" 

 Workforce Assessment, Planning and Development 

 Workforce Assessment, Planning and Development Response menu 

 Public Health Workforce Standards 

 Public Health Workforce Standards Response menu 

 Life-Long Learning through Continuing Education, Training and Mentoring 

 Life-Long Learning through Continuing Education, Training and Mentoring Response menu 

 Public Health Leadership Development 

 Public Health Leadership Development Response menu 

* 9. "Essential Service #9 - Evaluate effectiveness, accessibility, and quality of personal and population-based health 

services 

On a scale of 1 to 10, what is the priority of each of the following to our local public health system?" 

 Evaluation of Population-based Health Services 

 Evaluation of Population-based Health Services Response menu 

 Direct contribution of the local health department to evaluation. 

 Direct contribution of the local health department to evaluation. Response menu 

 Evaluation of the Local Public Health System 

 Evaluation of the Local Public Health System Response menu 

* 10. "Essential Service #10 - Research for new insights and innovative solutions to health problems 

On a scale of 1 to 10, what is the priority of each of the following to our local public health system?" 

 Fostering Innovation 

 Fostering Innovation Response menu 

 Linkage with Institutions of Higher Learning and/or Research 

 Linkage with Institutions of Higher Learning and/or Research Response menu 

 Capacity to Initiate or Participate in Research 

 Capacity to Initiate or Participate in Research Response menu  



 
 

Appendix H: Local Public Health System Performance 
Assessment Instrument 

Adapted from the NACCHO instrument. 

Essential Service 2: Diagnose and Investigate 

Health Problems and Health Hazards 

Are we ready to respond to health problems or health hazards in our county? 

How quickly do we find out about problems? 

How effective is our response? 

Diagnosing and investigating health problems and health hazards in the community encompass the following: 

• Accessing a public health laboratory capable of conducting rapid screening and high-volume testing. 

• Establishing active infectious disease epidemiology programs. 

• Creating technical capacity for epidemiologic investigation of disease outbreaks and patterns of the following: (a) 

infectious and chronic diseases, (b) injuries, and (c) other adverse health behaviors and conditions. 

Partners gathered to discuss the performance of the local public health system (LPHS) in diagnosing and 

investigating health problems and health hazards include, but are not limited to: 

• The local health department or other governmental public health agency 

• The local board of health or other local governing entity 

• Hospitals 

• Long-term care facilities 

• Preschool and day care programs 

• Public and private schools 

• Colleges and universities 

• Employers 

• Managed care organizations 

• Primary care clinics, including Federally Qualified Health Centers (FQHCs) 

• Physicians 

• Public safety and emergency response organizations 

• Public health laboratories 
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Model Standard 2.1: Identifying and Monitoring Health Threats 

The LPHS conducts surveillance to watch for outbreaks of disease, disasters, and emergencies (both natural and 

manmade), and other emerging threats to public health. Surveillance data include information on reportable 

diseases, potential disasters and emergencies, or emerging threats. The LPHS uses surveillance data to notice 

changes or patterns right away, determine the factors that influence these patterns, investigate the potential 

dangers, and find ways to lessen the effect on public health. The best available science and technologies are used 

to understand the problems, determine the most appropriate solutions, and prepare for and respond to identified 

public health threats. To ensure the most effective and efficient surveillance, the LPHS connects its surveillance 

systems with state and national systems. To provide a complete monitoring of health events, all parts of the system 

work together to collect data and report findings. 

To accomplish this, members of the LPHS work together to: 

• Participate in a comprehensive surveillance system with national, state, and local partners to identify, 

monitor, and share information and understand emerging health problems and threats. 

• Provide and collect timely and complete information on reportable diseases, potential disasters and 

emergencies, and emerging threats (natural and manmade). 

• Ensure that the best available resources are used to support surveillance systems and activities, including 

information technology, communication systems, and professional expertise. 

Discussion Questions for Model Standard 2.1 

Awareness 

a. How many of you are aware of the LPHS contributions to surveillance system(s) designed to monitor health 

problems and identify health threats? 

Frequency 

a. What is the time frame for submitting reportable disease information to the state or the LPHS? 

Quality and Comprehensiveness 

a. Which data sets are included in the surveillance system? 

b. How well is the surveillance system integrated with national and/or state surveillance systems? 

c. Is the surveillance system compliant with national and/or state health information exchange guidelines? 

d. What types of resources are available to support health problem and health hazard surveillance and 

investigation activities within the LPHS? 

Usability 

a. How does the LPHS use the surveillance system(s) to monitor changes in the occurrence of health problems 

and hazards? 



 
 

At what level does the LPHS… (Ranked “No activity”, “Minimal”, “Moderate”, “Significant”, or “Optimal”) 

2.1.1 Participate in a comprehensive surveillance system with national, state, and local partners to identify, 

monitor, and share information and understand emerging health problems and threats? 

2.1.2 Provide and collect timely and complete information on reportable diseases and potential disasters, 

emergencies, and emerging threats (natural and manmade)? 

2.1.3 Ensure that the best available resources are used to support surveillance systems and activities, 

including information technology, communication systems, and professional expertise? 

Discussion Notes for Model Standard 2.1 

Strengths Weaknesses: 

Short-Term Improvement: 

Opportunities: 

Long-Term Improvement: 

Opportunities: 

Model Standard 2.2: Investigating and Responding to Public Health 

Threats and Emergencies 

The LPHS stays ready to handle possible threats to public health. As a threat develops—such as an outbreak of a 

communicable disease, a natural disaster, or a biological, chemical, nuclear, or other environmental event—a team 

of LPHS professionals works closely together to collect and understand related data. Many partners support the 

response, with communication networks already in place among health-related organizations, public safety, rapid 

response teams, the media, and the public. In a public health emergency, a jurisdictional Emergency Response 

Coordinator leads LPHS partners in the local investigation and response. The response to an emergent event is in 

accordance with current emergency operations coordination guidelines. 

To accomplish this, members of the LPHS work together to: 

• Maintain written instructions on how to handle communicable disease outbreaks and toxic exposure 

incidents, including details about case finding, contact tracing, and source identification and containment. 

• Develop written rules to follow in the immediate investigation of public health threats and emergencies, 

including natural and manmade disasters. 

• Designate a jurisdictional Emergency Response Coordinator. 

• Rapidly and effectively respond to public health emergencies according to emergency 

operations coordination guidelines. 

• Identify personnel with the technical expertise to rapidly respond to possible biological, 

chemical, or nuclear public health emergencies. 
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• Evaluate emergency response exercises and incidents for effectiveness and opportunities for improvement 

(e.g., using hot washes, After Action Reports, and Improvement Plans). 

Discussion Questions for Model Standard 2.2 

Involvement 

a. Who is the LPHS designee serving as the Emergency Response Coordinator within the jurisdiction? 

b. How does the Emergency Response Coordinator coordinate emergency activities within the LPHS? 

c. Does the LPHS maintain a current list of personnel with the technical expertise to respond to natural and 

intentional emergencies and disasters? 

d. How does the LPHS ensure a timely response from emergency personnel, including sufficient numbers of 

trained professionals? 

e. How does the LPHS mobilize volunteers during a disaster? 

Quality and Comprehensiveness 

a. How does the LPHS use written processes and standards for implementing a program of case finding, 

contact tracing, source identification, and containment for communicable diseases or toxic exposures? 

b. How prepared are LPHS personnel to rapidly respond to natural and intentional disasters? 

Usability 

a. How does the LPHS evaluate public health emergency response incidents for effectiveness and 

opportunities for improvement (e.g., After Action Reports, Improvement Plans)? 

b. How are the findings used to improve emergency plans and response? 

At what level does the LPHS… (Ranked “No activity”, “Minimal”, “Moderate”, “Significant”, or “Optimal”) 

2.2.1 Maintain written instructions on how to handle communicable disease outbreaks and toxic exposure 

incidents, including details about case finding, contact tracing, and source identification and containment? 

2.2.2 Develop written rules to follow in the immediate investigation of public health threats and 

emergencies, including natural and intentional disasters? 

2.2.3 Designate a jurisdictional Emergency Response Coordinator? 

2.2.4 Prepare to rapidly respond to public health emergencies according to emergency operations 

coordination guidelines? 

2.2.5 Identify personnel with the technical expertise to rapidly respond to possible biological, chemical, or 

and nuclear public health emergencies? 

2.2.6 Evaluate incidents for effectiveness and opportunities for improvement (such as After Action Reports, 

Improvement Plans, etc.)? 



 
 

Discussion Notes for Model Standard 2.2 

Strengths Weaknesses: 

Short-Term Improvement: 

Opportunities: 

Long-Term Improvement: 

Opportunities: 

Model Standard 2.3: Laboratory Support for Investigating Health Threats 

The LPHS has the ability to produce timely and accurate laboratory results for public health concerns. Whether a 

laboratory is public or private, the LPHS sees that the correct testing is done and that the results are made available 

on time. Any laboratory used by public health meets all licensing and credentialing standards. 

To accomplish this, members of the LPHS work together to: 

• Have ready access to laboratories that can meet routine public health needs for finding out what health 

problems are occurring. 

• Maintain constant (24/7) access to laboratories that can meet public health needs during emergencies, 

threats, and other hazards. 

• Use only licensed or credentialed laboratories. 

• Maintain a written list of rules related to laboratories, for handling samples (including receiving, collecting, 

labeling, storing, transporting, and delivering), determining who is in charge of the samples at what point, 

and reporting the results. 

Discussion Questions for Model Standard 2.3 

Quality and Comprehensiveness 

a. Where does the LPHS maintain ready access to laboratories able to meet routine diagnostic and 

surveillance needs including analysis of clinical and environmental specimens? 

b. How does the LPHS use laboratory services to support time-sensitive investigations of public health threats, 

hazards, and emergencies? 

c. What mechanisms are in place to ensure the laboratories used are all licensed and/or credentialed? 

d. What current guidelines or protocols are in place for the handling of laboratory samples? 

e. Are the current procedures able to stand up in a court of law, (e.g., chain of custody, coordination with law 

enforcement officials, Health Insurance Portability and Accountability Act (HIPAA)?) if the health event is 

part of a criminal act? 
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At what level does the LPHS… (Ranked “No activity”, “Minimal”, “Moderate”, “Significant”, or “Optimal”) 

2.3.1 Have ready access to laboratories that can meet routine public health needs for finding out what 

health problems are occurring? 

2.3.2 Maintain constant (24/7) access to laboratories that can meet public health needs during 

emergencies, threats, and other hazards? 

2.3.3 Use only licensed or credentialed laboratories? 

2.3.4 Maintain a written list of rules related to laboratories, for handling samples (including collecting, 

labeling, storing, transporting, and delivering), determining who is in charge of the samples at what point, 

and reporting the results? 

Discussion Notes for Model Standard 2.3 

Strengths Weaknesses: 

Short-Term Improvement: 

Opportunities: 

Long-Term Improvement: 

Opportunities: 

  



 
 

Essential Service 4: Mobilize Community Partnerships to Identify and Solve Health Problems 

How well do we truly engage people in local health issues? 

Mobilizing community partnerships to identify and solve health problems encompasses the following: 

• Convening and facilitating partnerships among groups and associations (including those not typically 

considered to be health related). 

• Undertaking defined health improvement planning process and health projects, including preventive, 

screening, rehabilitation, and support programs. 

• Building a coalition to draw on the full range of potential human and material resources to improve 

community health. 

Partners gathered to discuss the performance of the local public health system (LPHS) in mobilizing community 

partnerships to identify and solve health problems include, but is not limited to: 

• The local health department or other governmental public health agency 

• The local board of health or other local governing entity 

• Hospitals and clinics 

• Public and private schools 

• Colleges and universities 

• Health educators 

• Local businesses and employers 

• Managed care organizations 

• Faith-based organizations 

• Non-profit organizations/advocacy groups 

• Civic organizations 

• Neighborhood organizations 

• Other community/grassroots organizations 

• Public Information Officers 

• Media 

• Community members 

• Substance abuse or mental health organizations 

• City and county governmental agencies 

• Ministerial alliances 

• United Way 

• Worksite wellness councils 

• Local chambers of commerce 

• State and federal programs 

• Health-related coalition leaders 
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Model Standard 4.1: Constituency Development 

The LPHS actively identifies and involves community partners—the individuals and organizations (constituents) with 

opportunities to contribute to the health of communities. These stakeholders may include health, transportation, 

housing, environmental, and non-health related groups, and community members. The LPHS manages the process 

of establishing collaborative relationships among these and other potential partners. 

Groups within the LPHS communicate well with one another, resulting in a coordinated, effective approach to 

public health, so that the benefits of public health are understood and shared throughout the community. 

To accomplish this, members of the LPHS work together to: 

• Follow an established process for identifying key constituents related to overall public health interests and 

particular health concerns. 

• Encourage constituents to participate in CHA, planning, and improvement efforts. 

• Maintain a complete and current directory of community organizations. 

• Create forums for communication of public health issues. 

Discussion Questions for Model Standard 4.1 

Awareness 

a. How is awareness regarding the importance of public health issues developed with the community-at-large 

and organizations within the LPHS? 

Involvement 

a. What organizations are active parts of the LPHS? 

b. How are new individuals/groups identified for constituency building? 

c. How are constituents encouraged to participate in improving community health? 

d. How are community members engaged to improve health? 

Quality and Comprehensiveness 

a. Does the LPHS maintain a current and accessible directory of organizations that comprise it? 

b. What is the LPHS’ process for identifying key constituents or stakeholders? 

c. How does the LPHS maintain names and contact information for individuals and key constituent groups? 

Usability 

a. How accessible is the directory of LPHS organizations? 

b. How does the LPHS create forums for communication of public health issues? 

At what level does the LPHS… (Ranked “No activity”, “Minimal”, “Moderate”, “Significant”, or “Optimal”) 

  



 
 

4.1.1 Maintain a complete and current directory of community organizations? 

4.1.2 Follow an established process for identifying key constituents related to overall public health interests 

and particular health concerns? 

4.1.3 Encourage constituents to participate in activities to improve community health? 

4.1.4 Create forums for communication of public health issues? 

Discussion Notes for Model Standard 4.1 

Strengths Weaknesses: 

Short-Term Improvement: 

Opportunities: 

Long-Term Improvement: 

Opportunities: 

Model Standard 4.2: Community Partnerships 

The LPHS encourages individuals and groups to work together so that community health may be improved. Public, 

private, and voluntary groups—through many different levels of information sharing, activity coordination, 

resource sharing, and in-depth collaborations—strategically align their interests to achieve a common purpose. By 

sharing responsibilities, resources, and rewards, community partnerships allow each member to share its expertise 

with others and strengthen the LPHS as a whole. A community group follows a collaborative, dynamic, and inclusive 

approach to community health improvement; it may exist as a formal partnership, such as a community health 

planning council, or as a less formal community group. 

To accomplish this, members of the LPHS work together to: 

• Establish community partnerships and strategic alliances to provide a comprehensive approach to 

improving health in the community. 

• Establish a broad-based community health improvement committee. 

• Assess how well community partnerships and strategic alliances are working to improve community health. 

Discussion Questions for Model Standard 4.2 

Involvement 

a. What types of partnerships exist in the community to maximize public health improvement 

activities? 

b. How do organizations within these partnerships interact? 

c. If there is a broad-based community health improvement committee, what does the 

committee do? 
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Quality and Comprehensiveness 

a. In what types of activities does the LPHS engage? 

b. How does the LPHS review the effectiveness of community partnerships and strategic alliances? 

At what level does the LPHS… (Ranked “No activity”, “Minimal”, “Moderate”, “Significant”, or “Optimal”) 

4.2.1 Establish community partnerships and strategic alliances to provide a comprehensive approach to 

improving health in the community? 

4.2.2 Establish a broad-based community health improvement committee? 

4.2.3 Assess how well community partnerships and strategic alliances are working to improve community 

health? 

Discussion Notes for Model Standard 4.1 

Strengths Weaknesses: 

Short-Term Improvement: 

Opportunities: 

Long-Term Improvement: 

Opportunities: 


	SDMC
	Hospital Geography Overview
	Patients Served by St. Davids
	Facility Summary

	Overview
	Goal Summaries -- Rationale COMBINED
	Goal1
	Goal2 (wbuster@stdavidsfoundation.org)
	Goal3
	Goal4
	Goal5
	Goal6 (wbuster@stdavidsfoundation.org)

	CHNA_Bastrop_Final CHNA_3.31.2016
	CHNA_Caldwell_Final CHNA_3.31.2016
	CHNA_Hays_Final CHNA_3.31.2016
	CHNA_Travis_Final CHNA_3.31.2016
	2016 Wilco CHA - FINAL

