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Unidentified Female:
We are at the top of the hour now. I would like to introduce our presenter and our discussant. Presenting for us today is Dr. Michael Ohl. He is a staff physician and infectious disease specialist at the Iowa City VA Health Care System. His research focuses on interventions to improve access to team based specialty care for rural Veterans.  Current research focuses on identifying and understanding gaps in care for rural Veterans with HIV infection and designing and proving models for HIV care delivery in rural and outlying urban settings.  

Joining him today as a discussant will be Dr. Steve Asch, the Chief of Health Services Research and Director for the Center of Innovation to Implementation at VA Palo Alto Health Care System. He is also a Professor of Medicine and Associate Chief for Research in the Division of General Medical Disciplines at Stanford University School of Medicine.  

We are very grateful to both of them for joining us today. At this time, Dr. Ohl, are you ready to share your screen?

Michael Ohl:
Yes, I am.

Unidentified Female:
Excellent, and I will turn that over to you now.

Michael Ohl:
Okay, thank you much everyone for attending my CDA Cyberseminar. Okay, I would like to tell a story with two themes. The first is caring for persons and for Veterans with HIV infection in rural settings. The second and somewhat broader theme is more generally how do we think about developing, evaluating, and scaling innovations in rural healthcare delivery? There is a lot of attention to delivery innovation these days. I think we need to think specifically about the real context in some of the specific issues there.  

The first theme on HIV care in rural settings I think will be a little bit more of a traditional CDA talk; and a little bit more data driven. The second part is some of my thoughts and reflections on thinking about how to do this over the last few years. It is frankly a bit more opinion driven. Take it for what it is worth. Either one of these themes could be a talk in and of itself. The risk is a talk that is a mild wide and an inch deep.  

But we will see how it goes. But I would like to start with the poll question. Because this is an anonymous setting; and just have a sense for the audience. Could you tell us what your primary role in VA is amongst these choices?

Unidentified Female:
Thank you. For our attendees, you will see up on your screen at this time is the first poll question. The answer options are student trainee, or fellow, clinician, researcher, manager or policymaker, or other. We do understand that many people at the VA wear many different hats. Please select your primary role. If you are selecting other, please note that at the end of the presentation, we will have a feedback survey up with a more extensive list of job titles. You might find your specific one there to select.  

Great, we have a very receptive audience. We have already had 90 percent of our attendees vote. I am going to close out the poll and share those results. It looks like we have four percent of our respondents are clinicians. An overwhelming 75 percent are researchers, and four percent manager or policymaker; and 17 percent report other. Thank you for that.

Michael, do you want me to just move on to the second poll now?

Michael Ohl:
Yeah, please.

Unidentified Female:
Okay. This is a multiple choice and multiple response poll question. Just to get an idea of what else you might be doing while attending this Cyberseminar, please check all that apply. Would that include e-mail, eating lunch, one of your overdue TMS trainings, sleeping, or other?

Unidentified Female:
It looks like people are a little slower to respond to this one. But that is okay. As Dr. Ohl said, these are anonymous responses. We are not judging you from this end.  

Michael Ohl:
I put this question here because I know we are all gifted multitaskers. I just thought I would like to have a sense of what we are all up to.

Unidentified Female:
Thank you. Well, I will go ahead and close out the poll and share those results now. It looks like just over half of the respondents will be e-mailing during this. Just under half will be doing some dining _____ [00:04:23] have lunch. About 26 percent report other. Thank you once again. I will turn it back to you now.

Michael Ohl:
I suspect the sleeping was affected by non-response times, but.  I also suspect there are some of you doing all of the above, if my personal experience is accurate. How did I get here? How did I end up writing the CDA about rural HIV care and giving a talk, a CDA talk on this? I think_____ [00:04:53]. I started thinking about writing this CDA when I was 40 years old after having spent the majority of my 30s as a clinician and educator. Much of that time I devoted to caring for persons with HIV infection in various HIV care settings inside and outside of VA.  

That really started for me as a resident and fellow in San Francisco and Seattle; and getting used to HIV care and_____ [00:05:20], the San Francisco and Puget Sound VAs, as well as San Francisco General, and Harbor View Hospitals – really where I became committed to the mission of caring for persons with HIV. Then moving back to my home area of the Midwest as a clinician and educator having a very different experience delivering HIV care. I think like many of us, my research interests and my CDA interests grew organically out of my own personal experience. The things that bothered me. The things I sat and wondered about. This case exemplifies some of that experience and what made me think.  

This is a synopsis of several cases from a few years back. Mr. Z is a 67-year-old man. He drove to see us in HIV clinic three hours each way. He takes one pill a day to control his HIV infection as most people living with HIV do now. His immune system function is essentially normal. There is no HIV virus detected when his blood is controlled. But he has high blood pressure, high cholesterol type 2 diabetes. He smokes. He suffers from depression. He has complaints of chronic back pain. What he would like to talk about today in addition to his back pain is starting insulin for his diabetes control, which has been poor.  

As you can see, this case first of all was a pretty typical case in our practice. Second of all, it exemplifies two problems in HIV care in areas such as Iowa. The first is access. People are driving a long ways to specialty clinics as I will show you to get care. It is fundamentally good accessible care to drive three hours each way. The second issue is that he is coming to an infectious disease specialty clinic to get insulin started. The system is really work in place here.  

Some infectious disease specialty clinics have really set up the infrastructure and expertise to do comprehensive primary care for an aging population. But many haven't. Fundamentally, we have problems with access and with comprehensiveness. What do we know about HIV care in VA? VA is the largest provider of HIV care in the United States with approximately 26,000 Veterans in care. Care needs are increasingly driven by issues of aging and comorbidity. The median age for Veterans with HIV is 51. Veterans with HIV who are taking medication, antiretroviral therapy as over 90 percent are – more likely to die of a heart than of AIDS. HIV care is concentrated in specialty clinics. It has been since the early days of the HIV epidemic in the late 1980s, and the early 1990s.  

We know this both from utilization data and from several surveys, how HIV care is organized in VA over the years. We know that more than 80 percent of sites, and more concentrated HIV care and specialty clinics; more than 80 percent of Veterans with HIV have been seen in an infectious disease or HIV specialty clinic in the past year. That includes rural Veterans with HIV. But 11 to 12 percent of Veterans with HIV in the U.S. overall are rural depending on how you define rural. As I sat in clinic and started to think about this issue, I wanted to know more about variation and HIV care delivery. What do things look like for rural Veterans with HIV? 

The first study we did was to look at all cause of mortality as a function of rural versus urban residents of Veterans with HIV when they entered care. We did this in collaboration with Andy_____ [00:08:35] and the VACS group of West Haven VA. This is a retrospective cohort study. Veterans, about 8,500 entering care between 2001 and 2009. We classified their residence at care entry using rural and urban community area codes as rural or urban. We followed them for all cause mortality doing our best to identify new Veterans entering the system who were not on therapy when they came in.  

What we found is that compared to urban Veterans, rural Veterans were about 34 percent more likely to die in the first few years after care entry. When we looked at the characteristics of these Veterans, we found a key factor with the rural Veterans entered care with more advanced HIV infection compared to urban. The median CD4 was lower at 186 compared to 246 for these years. If we extrapolate from data from the old days of natural history of HIV infection and the absence of treatment, that corresponds to about a 12 to 18 month delay in care entry for rural compared to urban Veterans. 

Correspondingly, rural Veterans have slightly higher rates of AIDS defining illnesses within a year; but compared to urban Veterans, slightly lower rates of substance use problems or hepatitis C infection. It is the late entry that is really driving all cause mortality in the short to median term. If we adjust that on mortality association for demographics, age, and basic _____ [00:09:55] comorbidities, and crucially CD4, and AIDS defining illness at admission, we find it reduces substantially the mortality difference.  

It does not entirely eliminate it. What we find is that late care entry is driving increased mortality for rural Veterans with HIV. But we do not whether that is due to late diagnosis, delays in testing, or delays in linkage to care after people are diagnosed. But I think there is reason to believe that it is due at least in part due to later testing and later diagnosis of HIV in rural compared to urban areas. I wish we had better data on HIV testing on rural Veterans compared to urban Veterans. But we do have some data from the overall U.S. population.  

We do this study using behavioral risk factors and surveillance survey data, which is nationally representative; and looked self-report for HIV testing, and found that the most rural Veterans reported about 32 percent had lifetime testing for AIDS – I am sorry, the most rural residents. But 32 percent had an HIV test in their lifetime and seven percent in the past year; compared to the most urban residents, 43 percent and 13 percent.  That difference was not entirely explained by differences – or actually not explained by differences in self-reported HIV risk factors. In summary, we know that delayed care entry drives short and median term mortality probably at least in part due to late HIV diagnosis.  

If we really want to address short to median term mortality, we need to think about strategies for HIV testing and linkage to care. But what about after people are in care? If people take their medicine, they are going to live in an essentially normal lifespan. They are going to be in care for decades. What does the care look like for Veterans once they are in the VA system and known to have HIV infection? Not surprisingly, rural Veterans with HIV have poor geographic access to the specialty care clinics, the infectious disease care clinics where, as I mentioned more than 80 percent are getting care.  

The median travel time for urban Veterans to the nearest ID clinic is 23 minutes. It is almost an hour and a half to rural Veterans. That is a one way travel distance based on 2013 data in the VA. Not surprisingly, rural Veterans with HIV live much closer to a primary care site. We have about 140 specialty care sites in VA; but about 900 primary care sites with all of the CBOCs we have built. Most live relative near the CBOC, 39 minutes median drive time amongst rural Veterans to a primary care site. But rural Veterans with HIV or Veterans with HIV who will live distant from specialty clinics are not going to those CBOCs.  

They are bypassing them on average. Another way of stating the data I showed in the last site is that 24 percent of all Veterans of HIV with more than a one hour drive from the nearest infectious disease specialty clinic in VA; slightly more than a half live near to a primary care clinic by drive time than to infectious disease clinic. But amongst those Veterans who live closer to a primary care clinic, only 22 percent had any visits in that primary care clinic.  

In general, they are driving past the primary care sites to get care in infectious disease specialty clinics. That has really been the pattern in care for some time. I think it probably has to do with both historic and cultural factors. That driving for care in specialty clinics has consequences. If you just look at the basic measures of retention and care. Are people getting what is considered to be a minimal amount of visits to get adequate care for HIV infection? 

Retention and care falls as travel time to the nearest infectious disease specialty clinic increases. This is a retention and care measure, a constancy measure that is frequently used. The proportion of Veterans with HIV who were in care before the year in 2013, who had at least two visits in the year, at least 60 days apart. These could be any primary care or an infectious disease visits anywhere. As you go further away from the infectious disease clinic by drive time, retention and care falls off.  

What I think we can say is that new HIV care models are needed in general for an aging population of Veterans with HIV in rural areas who are suffering from comorbidities. These care models crucially, they need to be more assessable. They need to be comprehensive. They need to combine state of the art HIV care therapy with comprehensive primary care for an aging population. This is what I was starting to think about in the early days of my CDA. But how do we achieve this change in the healthcare delivery pattern and big picture? 

Well, stepping back now to our second theme which is innovations in rural healthcare delivery. I think we still for in a large part think about a traditional model for developing and scaling up, evaluating, disseminating innovations in healthcare delivery; which is a linear sequential model as I think about it. It is largely borrowed from the traditional approach to medical technologies, drugs and devices; and which I would say does not really apply well to healthcare delivery innovations in general, and in particular in rural settings as I will try to make a case. It starts with thinking about how do we develop innovations? 

When we think about this in healthcare delivery. I am not thinking about so much about specific technologies, drugs, devices, even particular very narrowly focused e-health apps. I am thinking about changes in the way we put together the building blocks of care. We still think about quality improvement models for doing this. We think about continuous quality improvement. This is lean six sigma. Really the approach is to go back to Walter Shewhart and Bell Telephone on the assembly line in the 1920s.  

This really was not built for innovation. This was built for taking an existing system, understanding it, and mapping it, removing special causes of variation, and then running multiple slight changes in the system to improve it over time as we run, plan, and do study_____ [00:15:57] cycles and_____ [00:15:59] process control charts. That is not so good for – or it does not work so well for innovating in the setting of ambiguity.  

We know in rural health that we are going to use different approaches. It may involve telehealth. It may involve apps. It may involve different team members, nurses for example instead of positions and task shifting. But it is very ambiguous how these things are going to work together and what people are going to be willing to do. What we really need is a strategy for rapidly identifying assumptions about what people are willing to do. Whether they will do it. How people will work together. We need a management structure that is more like a lean start up model in healthcare – in technology innovation. For example, a Silicon Valley startup, and they way that they would test innovations. I will come back to that.  

Historically, we think about after we have an intervention created, we lock it in. We try to maintain fidelity to it. Then we run randomized control trials. Oftentimes many of these first focused on internal validity, efficacy, and then external validity, effectiveness, and finally implementation studies. This is the traditional 20 year pipeline. We would all argue, I think that 20 years is too slow for healthcare delivery innovations. Moreover this really does not apply to rural healthcare delivery as I will come back to.  

We also focus on maintaining fidelity to the pilot – as to the original innovation and locking that in. Having it change as little as possible; or at least historically, we have done that. But I think many people would argue that we need to change that thinking. This slide is adapted from a paper by Chambers et al, from Implementation Science from a few years ago, which thinks about this issue of fidelity and healthcare delivery innovations.  

Historically, the idea has been that whenever we scale-up, we replicate innovations and healthcare delivery. Inevitably, there is drift from the initial program. There is loss of fidelity and how we do it. Then there is a voltage drop. There is a lost in effectiveness on our – improving outcomes as we go through time. What Chambers and many other people – and I would argue, too is that programs are inevitably going to drift as we scale them up. They will never be done the same way twice, nor should they as they adopt to different contexts. They must be changed. Then actually, they must be adapted to the different contexts of where these healthcare delivery programs are put in place in order to maintain effectiveness in their local context.  

The voltage drop is not inevitable. In fact, it is something that can best be avoided by constantly innovating as we move our programs forward. A consequence of this is really that as opposed to a linear sequential model where first you innovate; and then you lock it in. Then you disseminate and determine, and go through your evaluation. Innovation never stops. The program is never completely locked in. Innovation and evaluation of how that innovation is occurring never really stops. Formative evaluation occurs indefinitely and has to be thought of as how we replicate. Is the replication, part of the replication cause for our intervention?  

Let us put this back to the real healthcare delivery context. Why does the linear sequential model for developing, scaling, and evaluating innovations not apply in rural healthcare? Well, the first issue is that randomized control trials are generally not feasible in small number of sites in rural healthcare delivery context. Rural populations are by definition geographically dispersed and low density.  

It in general is not possible to achieve the numbers we need to feasibly perform randomized controlled trials in a single site where we are thinking about innovations as we develop them, and study them early on. In fact, you could probably count the number of randomized control trials that have been done in rural healthcare delivery in one hand in the history of time inside the VA and outside of VA. That is not because people living in rural areas do not understand the threats to causal inference from non-randomized study designs.  

It is because it is just not feasible to carry these studies out in a small number of sites. What this means practically is that we have to tie randomized evaluation to scale-up. Probably the first time we will really have an opportunity to do good evaluations; I would say randomized evaluation is at our first phase of scale-up as we bring in additional sites after an innovation has originally been piloted. Scale-up and evaluation must be coupled.  

The second issue with rural healthcare innovation is that a lot of these are going to include telehealth technologies or apps, which by the time the 17 year pipeline completing our randomized control trials; or even the several years necessary to complete an RCT or complete it, our technologies are going to be out-of-date. We need something that is a little faster and where we couple innovation, scale-up, evaluation, and understanding replication and dissemination together in real time.  

Finally, rural care contexts vary greatly from site to site. All healthcare delivery contexts vary greatly. I would argue rural care context perhaps even more so because of the limited resources and the different approaches taken to overcome these limited resources in rural delivery settings. Tight control of innovation and fidelity as we replicate from an innovation pilot in a rural setting. Tight control is neither possible nor appropriate because of variation in context.  

The consequence of that is that innovation never stops. We are constantly remodeling dynamically adapting as Chambers would say, thinking about the dynamic sustainability of our innovation as we modify it from site to site to site in rural healthcare delivery. Evaluation, innovation, and scale-up are all tied in time as opposed to being linear and sequential with one leading to the other. Okay, so those are some really kind of big picture thoughts.  

Now, let us bring them back to HIV care delivery where we started. I would like to take the next 20 to 25 minutes or so to tell a bit of a story about our experience tinkering with HIV care delivery in our own rural area now as we start to think about other settings serving rural areas. When we started thinking about this about five years ago, VA was in the midst of scaling up the Extension for Community Health Outcomes or ECHO telehealth model improved access to specialty care. Or, as it is branded in VA, the Specialty Care Access Network ECHO model, SCAN-ECHO.  

What was really clear as we talked to people about thinking about ultimately a problem in improving access to specialty care in many senses for Veterans with HIV who live from specialty clinics? SCAN-ECHO was really where the momentum was. SCAN-ECHO as many of you know was developed originally at the University of New Mexico to improve access to hepatitis C specialty care for people living distant from hepatitis C specialty clinics.  

The thing to know about it first is it’s fundamentally, a provider level telehealth intervention. In SCAN-ECHO the specialist at a HUB site in a HUB and Spoke model over a large area. The specialist never actually sees the patient or the Veteran. Instead, the Veteran sees a primary care provider at a clinic serving the outlier's site, a clinic near to the Veteran or the patients at the generalist _____ [00:23:56]. Then the primary care providers present the cases of those Veterans to a specialty care team at the HUB site. Those cases are repeatedly discussed over time as they are presented by different primary care providers in a regional network. It forms the community of practice.  

As those cases are repeatedly discussed, the recommendations for the SCAN-ECHO sessions are sent back into primary care. Primary care actually delivers some of that specialty care locally with this support. The idea is that series of conversations in case presentations forms a series of learning loops that then progressively increases the capacity of primary care providers in rural and outlying areas to deliver selected aspects of specialty care. Fundamentally, key aspects of the ECHO model are first, it shifts the location and the ownership of specialty care or selected aspects of what historically is then specialized care from specialty clinics into primary care clinics. It shifts the ownership.  

The second key is that these repeated case discussions and the co-managed care process creates a series of learning loops as I mentioned progressively increasing the capacity of people in primary care to deliver aspects of specialized care. We knew that people were thinking about applying the ECHO model to HIV care. We actually went ahead and did it ourselves. Between our own site experimenting with HIV ECHO programs here in Iowa and two other sites, we saw an opportunity to do some evaluation of the ECHO model as applied to HIV care.  

We set out in this evaluation process guided by the RE-AIM framework, which I am sure that most of you are familiar with to evaluate the reach effect of this adoption, implementation and maintenance of these programs. But we ended up focusing on adoption, the extent to which primary care clinics participated in reach. The extent to which Veterans were served by the program over the other measures. Because frankly, there just were not enough Veterans participating to really get to the point of evaluating effectiveness.  

We used VA administrative data to quantify reach and adoption. Then we used qualitative methods and interviews with key program stakeholders at the three sites to try to understand barriers and facilitators to HIV ECHO programs or factors that were influencing reach and adoption. Our quantitative measures for VA administrative data were the number of Veterans with an investment ECHO consult. If the Veteran has a consult recorded, we view them as reached by the program, at least one consult.  

We viewed a Veteran as eligible if they had a diagnosis of HIV infection in the local facility during the year of the analysis. We do this over a three year period. They lived closer to a primary care clinic than to an HIV specialty clinic. We also broke down eligibility by the how much closer to the primary care clinic they lived than to the specialty clinic. Also by whether the Veterans lived in rural versus urban areas. We classified as adoption – or we defined adoption as the number of primary care clinics that generated from their primary care teams any HIV ECHO consult to discuss the case of any Veteran in their practice with essential HIV care team.  

We defined a clinic as eligible. If there were any eligible Veterans in the geographic catchment area by drive times to that clinic. In other words if Veterans lived closest to that primary care clinic of all VA sites in the network. When we looked at adoption by site, we see that out of 21 clinics, ballpark half of all clinics that could have generated an HIV ECHO consult actually did generate a consult. When we looked at reach, the number of Veterans who were served by this model; once again, historically these are Veterans who could have driven and would have driven to the more distant HIV specialty clinic, but in each case were offered the option of getting care locally – instead through a more local primary care site. We found that reach of the model was somewhat limited.  

Overall, about five percent of Veterans who lived closer to a primary care site than to the HIV ECHO site actually chose to get care this way or had a consult. Those numbers did not change substantially as you looked at increasing travel time saved through ECHO or by rural residents. The qualitative evaluation for this was done largely by Jane Moeckli and colleagues here in Iowa City who identified key informants, primary care providers, specialist providers involved in HIV ECHO program administrators in each of the three sites with snowball sampling to identify as best we could anybody who was actually involved in carrying out or trying to implement the HIV ECHO programs. About ten people per site, and then performed interviews.  

I am not going to go into great detail on the qualitative methods here. But to identify factors influencing reach and adoption. What I would like to do is just summarize some of the key themes from the findings for what was happening with these HIV ECHO programs. The first theme that emerged was that HIV care was perceived as culturally and clinically exceptional by both generalist and specialist providers. HIV care was perceived as being other from the rest of healthcare delivery. Really something that existed in its own exceptional space carved out from the rest of chronic illness care delivery in our healthcare system. I really think this does not come as a surprise to people who have really been involved in HIV care delivery.  

The second theme was that HIV specialty teams and primary care providers both; although, there was some buy in for the programs in all three sites were generally reluctant to transfer ownership of care from the specialty care study, the infectious disease in HIV specialty clinics at the main facilities which had traditionally been doing HIV care were reluctant to diffuse this care out to primary care clinics through the ECHO model, if you would. There was a reluctance to transfer ownership. That had in part to do with this perception of exceptionalism, of HIV care being other – as belonging outside of mainstream primary care.  

The third finding that emerged, which particularly interested me was that the clinical care cycles, the therapy just cycles in HIV care that you had to discuss in HIV ECHO sessions were perceived to be insufficiently frequent and rapid to drive enough learning loops to really support the ECHO model that seeks to increase capacity in the primary care setting to deliver selected aspects of care over time. HIV exceptionalism, and HIV as other; reluctance to transfer ownership on this issue with learning loops.  

I would like to just take out a few of the quotes from interviews from the three sites, which I think exemplifies some of these themes. First HIV exceptionalism and this reluctance to share care. One again, on the part of generalists and specialists; and also, perceived on the part of Veterans. Although a weakness in our evaluation is we did not end up talking to Veterans in this particular evaluation, although we did in others. As an HIV specialist at one of the sites set who was actually involved in part of the initiative to make HIV ECHO happen. He said, I think the most HIV clinics have this culture of exceptionalism and feel that they have a mission for caring for this population. They feel committed to this mission.  

Primary care may not quite have that amount of time and resource to devote in this – in each and every patient in the same way. This feeling of we are really devoted to this exception omission. It is not clear that other people are involved and engaging in this sort of exceptional approach that we have in the same way. The HIV specialists were somewhat reluctant to give up care. In part, it had to do with these issues of exceptionalism. Then also primary care providers were reluctant to take on care in many cases; although there were some engaging in the model as I mentioned in about half of the clinics and for some of the Veterans.  

I think this is summed up in this quote from a primary care provider. I think it is really a struggle that the HIV ECHO lead has specific to HIV. It is just kind of this scary red flag that people just do not want to touch. It is HIV care is other. We have had HIV care carved out in specialty clinics going back to the late '80s and early '90s. Although early on in the epidemic there was a lot of talk about primary care engagement, more recently, there really has not been for a number of reasons. I think there is a perception of HIV care as other. It is something sort of scary to engage in from the point of view of primary care.  

At least that is what we identified in interviews. What about this issue of learning loops and therapy cycles? This quote is from a specialist who had been involved in a very successful hepatitis C ECHO program and also in starting to work with the HIV ECHO program. He has this to say. Hepatitis C works great. Because it is a very iterative process.  

The longest treatment period you have; you might have someone that lasts a year. Now, it is only a few months for hepatitis C care. You can work with one patient and then immediately apply everything you learned about evaluation, and starting treatment, and monitoring for side effects, and post treatment monitoring; and apply it to the other patient.  

HIV does not work like that. Maybe you are making changes every few years. There is a perception that the learning loops just were not rapid enough or frequent enough given the number of patients to really drive the ECHO model. HIV ECHO programs in conclusion had limited reach and adoption. HIV care is perceived as exceptional by generalists and specialists; and owned by specialists. Learning loops not rapid; we need some other model for HIV care. What does this model look like? What does this other telehealth model look like? 

Well, as I mentioned earlier, I think we have some strong assumptions in our care as we are trying to innovate around HIV care models here. Our assumptions with HIV care is what will Veterans be willing to do? What will primary care providers be willing to do as they engage in care? Will Veterans be willing to go to_____ [00:35:07] clinics? Will PCPs be willing to engage? What we need is a strategy for rapidly identifying and testing our assumptions of about care delivery.  

We need to think like a lean startup. I recommend this book by Eric Ries. It is a popular book about thinking about how to innovate in the setting of ambiguity where you don't know people are going to be willing to do. What you want to do is identify your assumptions and then rapidly test them by failing fast. Build a very basic version of your program. Then see what people will be willing to do. Then when you find out that your assumptions are not met, pivot rapidly to another assumption.  

We pivoted from provider level telehealth to Veteran level telehealth through a series of rapid tests of our care model. What we came to is something we called telehealth collaborative care. In this model, the Veteran sees the local primary care clinic by face to face. They see us in the HIV specialty clinic through telehealth. Then we have a central nurse care managers who helps us coordinate this across the site. Then we use a registry to coordinate care. In essence, this model is shared care that combines specialty clinic by clinical video telehealth, a nurse navigator, and a registry.  

The team members are diverse across sites. We did our outreach to primary care by going out and asking people. What are you willing to do provided we continue to be involved in the HIV specialty care delivery? We ended up focusing on cardiovascular risk factors; high blood pressure, cholesterol, smoking, and diabetes because people were comfortable with that in primary care and because they are very common issues in HIV care. We had a central nurse navigator who served as the point of central access for all Veterans in the system, and helped to manage, and coordinate care across sites, and maintain rural clarity.  

Then we had a registry to coordinate population management across sites. Fortunately, a registry already existed in VA that we built off of. We pulled into this registry a series of key labs, vital signs, health factors, other measures that were key drivers of a risk. Then we used these to understand what is happening and to try to coordinate care across sites. How did this end up working as we put all of the pieces together through a series of sort of rapid cycling tests of approaches here locally? Well, this case from 2014 illustrates the approach. This is a 55-year-old – a 59-year-old man. He is much like Mr. Z in the first case. He has HIV, and high blood pressure, and high cholesterol, and some other comorbidities. He lives close to a CBOC that is two hours away. But in this case, our central nurse care manager identified in the registry he had poor diabetes control.  

A hemoglobin A1c of 11. The nurse care manager reached out to the local CBOC, which had agreed to be engaged in this gentleman's care, and also to the Veteran. He got him into the local CBOC. He saw his local primary care provider to start insulin. He met with the local CBOC nurse care manager for insulin education; and then had a video telehealth visit with us. We did some discussion at the end of that visit to try to coordinate care across sites. That was our model in Iowa City that we came to.  

Then we did some basic before, after evaluation on this completed model comparing it to what was in place before where Veterans were traveling to our clinic for all care. The first thing we found is that amongst 43 consecutive Veterans who lived closer to a primary care clinic than to our HIV clinic; we offered to all of them. You can have this shared care telehealth collaborative care model. Or, you can continue to drive to see us for all of your care, if you feel more comfortable. Ninety-five percent said they would rather do telehealth collaborative care.  

This validated our assumption about what Veterans were willing to do. The ability to go out and talk to primary care providers and say if it is just cardiovascular risk factor care, would you be willing to share in care, if we still own it; validated or assumptions about what is primary care willing to do? We identified at least one team in all nine of our clinics. Eighty-five percent of the Veterans who engaged in the tele – or collaborative model said that they were very or completely satisfied with care. When we compared some very basic process measures of care from the before period to the after period, in a small number, 38 Veterans now in our HIV care system who were in care under both models.  

What we found is that first of all HIV control did not get worse. Almost a 100 percent of Veterans or 100 percent had an undetectable HIV viral load in this model both before and after. The key intermediate outcome measure of HIV care quality, it did not get worse. On the other hand, a process measure of smoking cessation and this is basically the 5A measure in VA. Do we know whether someone is smoking? Have they been, if they do smoke, have they been advised to quit; offered counseling or pharmacotherapy to a process measure? It went from 47 to 92 percent.

Our influenza vaccination rate went from 29 percent in the season before this model to 96 percent now. We sustained that actually in our second influenza season with this model. That is, by tracking flu vaccines in the registry every fall; and finding out who has not been vaccinated. Calling them up; and then having them go to their local CBOC for a flu shot instead of driving to the HIV clinic. Not surprisingly, travel time, total travel time for Veterans participating in the model was substantially slower in the telehealth share care model in the CBOCs than when traveling to HIV care site for all care.  

We also actually did talk to Veterans as part of the mixed methods evaluation for our telehealth collaborative care model here locally. What we found was initially I had some assumptions going into this that privacy and stigma issues were going to be deal-breakers for this model. A lot of Veterans with HIV wouldn't want to be seen in local clinics because of issues regarding HIV stigma or privacy concerns. What we found when we just offered this to Veterans and looked to see what they would do is first of all, they did it. Then we talked to them, privacy and stigma were not deal-breakers in qualitative evaluation.  

This was based on interviews with I believe 16 of these Veterans in the first year. Some of the quotes, I think, I have come to the reality as they have not. They either deal with it or they do not. As you see down the list. I think a key factor here with these CBOCs were critically distant from Veterans home towns. They may be more just down the street from where they lived. They were maybe one town away on average. But they were still substantially closer than the HIV specialty clinic.  

In conclusion, SCAN-ECHO did not seem to adapt well to the HIV care setting in terms of its limited region adoption due to cultural and clinical issues of HIV. Cultural issues and the history of exceptionalism, and clinical issues, and the speed of learning moves. We were however, able by running a series of rapid tests of what people are willing to do and offering things to people to demonstrate that limited share care using clinical telehealth was acceptable to Veterans and generalist care teams. It had potential to improve access. Privacy and stigma issues are not deal-breakers. What next? 

This is the last ten minutes of the talk. Where do we go from here? This is what I was sitting and thinking to myself. Okay, we have got this here locally. Does this scale? If so, how does it scale? How can I get more evaluation on this compared to this small before or after model? Around this time, the Office of Rural Health was starting what it called its promising practices initiative. Fundamentally, this is the Office of Rural Health thinking about how do we identify delivery innovations that are promising based on pilots and not necessarily tested by randomized control trials?  

Because we know that is generally not feasible. But have shown feasibility, and acceptability, and limited potential to do harm at a single site; how do those scale? How do we replicate them? Then the Office of Rural Health will give three years of funding to promising innovations. Then they will – the model is to provide facilitation to implement or replicate these from the rural health centers with continuous evaluation during cycles of replication and scale-up. Rural Health actually approached me about this delivery innovation that we piloted, and published, and talked about.  

We thought well this would be a good fit for the promising practice program. But I would like to think about how we can couple the most rigorous possible evaluation to a pragmatic scale-up of this model. Here is what we have come up with, a scale-up of the telehealth collaborative care model. Now, soon to be four VA networks participating. The first part is we need obviously an implementation strategy for spreading this.  

What we came to – and no one knows what the right implementation strategy is for rural delivery innovations. It was blended facilitation. A central team here in our rural health center; myself, and people with expertise, and systems redesign, and leading change in VA. I experienced facilitating spread and in implementation studies. Then internal facilitation teams at each site, which includes people with local systems redesign experience and local clinicians. Then leaving great flexibility in the program; so trying to maintain basic fidelity to the core component. But allowing a lot of flexibility and processes as they happen; but sharing processes, resources, and patient handouts, order sets, et cetera. Seeing what people would do across sites. We then built in a randomized program evaluation which_____ [00:45:11] randomly assigned to first or second wave participation in this model and a mixed message formative evaluation.  

I am about five minutes away from finishing, Molly, if that is okay.

Unidentified Female:
That sounds good, thanks.

Michael Ohl:
The way we put this together was to think about randomly assigning the CBOCs at each of the four sites to first versus second wave of implementation. Then trying to match these CBOCs based on the number of Veterans that were eligible and their distance especially clinic participation. I would like to thank Nicholas Reich who is a statistician at the University of Massachusetts who helped us think about stimulating some power issues for this study. We have the following evaluation aims as we scale up the model across these sites within this essentially cluster randomized program evaluation.  

We want to make sure that our logic control does not get worse. We would like to test the hypothesis that retention and care improves. That blood pressure control could actually be better. We would like to evaluate the impact on healthcare utilization because it is really not understood well how telehealth is going to impact utilization. If utilization does not meaningfully change, Veterans prefer this model as we saw in the pilot. Care does not worse, then you could argue that we do not need extensive detailed micro-costing of the intervention beyond that.  

In summary, I would like to put all of this together. I realize the last that was a bit quick. We can take questions to clarify some of that. Some basic or some big picture thoughts about strategies for developing, scaling, and evaluating rural healthcare delivery innovations. As we think about being a learning healthcare organization that applies to rural areas and not just to large VA facilities in urban areas. First and if at all possible, there are opportunities to combine operational funding for scaling up innovations. HSR&D can query funding for evaluation. _____ [00:47:27] those opportunities are increasingly coming forward. Second, tinker with common building blocks in care.  

You do not need to have a slick new app, something really cool to improve rural healthcare delivery. Think about basic parts, components of healthcare delivery that are present everywhere in the VA. Nurse care coordinators, registries, telehealth, and how do we put these pieces together in innovative ways. I think ultimately innovation comes from how we combine elements into new systems together. Next, manage the tinkering like a lean startup, not like a traditional QI project. This is not an existing system we want to get under control and improve.  

This is the set of blue sky assumptions about what people are willing to do. We want to radically test validation, and rapidly run validation tests about what people are willing to do. Who is willing to participate? Identify and rapidly validate your assumption for us. What are Veterans willing to do? What is primary care willing to do? How can we put those issues together? I would argue we were not so rapid with the HIV ECHO part. But we were with some of the other parts. Couples of scale-up to the evaluation to avoid the rural small end problem. We will never be able to do RCTs in a single site for the most part. It is that first phase of regional scale-up where opportunities for randomized program evaluation that is done pragmatically can come into play. Think about step wedge designs, if they make sense. Leverage existing systems redesign infrastructures to facilitate scale-up.  

If you have a blended facilitation model, oftentimes the local systems redesign infrastructure at the sites you are working with can be an existing funded source of experts together with your team. Think about pragmatic data collection where it is incorporating data that are routinely generated in care in_____ [00:49:25] and put in CDW sort of like you would a pragmatic trial. Obviously you might want data on satisfaction or other things. But if you run a randomized program evaluation, and as you scale up your innovation after an initial piloting, you can learn a lot just by what is routinely incorporated in CDW.  

A first randomized evaluation indicate obviously we could then think about type 3 designs for implementation and evaluation. But let us first think about our local piloting and then our first randomized scale ups. Focus on understanding program adaptation instead of maintaining fidelity. The innovation will never be the same in two facilities in rural areas nor should it be. Rapid cycling and formative evaluation to understanding how it adapts at each phase; and it is never ending through replication cycles.  

That was a lot. That as I mentioned. But I would like to thank mentors here and also collaborators. To take the last ten minutes to open it up for discussion or clarification.

Unidentified Female:
Thank you so much, Dr. Ohl. That was a great presentation. We are lucky enough to have Dr. Steve Asch on the call. At this time I would like to turn it over to him for any comments or questions he may have for you. Dr. Asch, are you on the call?

Steve Asch:
Yes I am. Can you hear me?

Unidentified Female:
Yes.

Steve Asch:
Michael, I had very high expectations for his presentation. You exceeded them. What an incredibly story and how deeply you thought about the issues and innovation. I would argue in any context, but especially in rural context. I will give you a few reactions. Then I will give you a couple of questions that you could address it, if you want to. Then we will turn to the people who are submitting questions even now over the webinar interface.  

First, when I listened to this, I thought it is not just rural health. The model that you proposed is likely to be affected in many different innovation settings. When you say that the rollout is the time to actually do most of the evaluation, I would argue that is probably the case and has been in the case in Silicon Valley as you pointed out for many innovations_____ [00:51:44] nature. But why wouldn't it be the same for organizational innovations?  

There is certainly the traditional dissemination and implementation model, which has a very structured approach and linear approach. The one that you put a bit of a straw man in the beginning. It is one that has generated a lot of the current academic literature. But I would argue that current thinking on dissemination, implementation, and evaluation actually does have the very same_____ [00:52:17] that you pointed out in which there is a double headed arrow b early stage innovation and middle stage dissemination. Do not confine yourself to the implications for rural HIV. I know that is where your heart and your passion lies. But think hard about how big that is. That is kind of topic one for you to draw. To what extent do you think this model is applicable beyond the area in which you have already thought about it?  

Point number two has to do with the value equation. Value, of course, is the incremental benefit to patients over the incremental resources expended. SCAN-ECHO, one of its true promises is that it is highly leveraged, right. If it worked, then I accept your assessment that it is very difficult to do in an HIV rural patients, HIV positive rural patients. But if it works, you are transferring knowledge. That knowledge continues to apply even long after the educational effort of SCAN-ECHO has diminished. Although cost evaluations for SCAN-ECHO are kind of iffy in my opinion, if you look at them, I do see that the theoretical promise of improving the value of patients is very high.  

I worry that the TCC model as you pointed out is not so highly leveraged. To what extent do you think you can tweak the model to ensure that the amount of professional effort that is required for the TCC model diminishes at least to some extent so that the value equation becomes a more attractive one? I think of that again not just in rural health, but for an application of this anywhere. Two points for you to respond to. Then we will move on Molly if you are willing to the questions that are online. Go ahead, Michael.

Michael Ohl:
Sure, so your first point about models for delivery innovation, I had deferred to people in the audience and elsewhere who have a lot more experience with implementation and thinking about innovation. But I agree that I think a lot of the principles apply generally but maybe more so in the rural setting where we could not do some of the randomized evaluation and pilot studies, even if we wanted to.  

Regarding the_____ [00:54:57] value equation and scalability, SCAN-ECHO versus a collaborative model that uses Veteran level telehealth. I think for more prevalent conditions, SCAN-ECHO is a very sensible model. Or, it makes a lot of sense. Hepatitis C is a prevalence in the VA, ten times that of HIV. It has been successful for pain care, I think a lot of places. There you really do want to force multiplier. You want the scalability. You want the value equation. There are not enough specialists to see all of the Veterans with hep C even if that was the model to treat the model with the new meds.  

On the other hand, for conditions that are less prevalent but are highly_____ [00:55:40] intensive and are traditionally owned in specialty care settings, HIV, I might say maybe multiple sclerosis or perhaps some epilepsy and neurology. The telehealth collaborative care model may make more sense because there are enough specialists. There probably are not enough patients for primary care to want to take it on in a major way with ownership of care in their own practice; but could be involved in shared care. Then how does it go forward?  

I think what we are really doing with telehealth collaborative care and HIV is we are doing our first disruption to engage with the culture of exceptionalism and re-engage with primary care teams after decades of primary care not being involved. We are saying hey, would you like to be involved in shared care specifically around cardiovascular risk factors? We are still going to see these Veterans. I think what will happen organically over time is HIV care becomes simpler is that there will be a gradual trend and more towards primary care. Telehealth, by shifting the location of care from a specialty clinic to a CBOC is a natural disruptive innovation that allows us to re-engage primary care. Because the Veterans are now sitting in their clinic. I could see it moving towards primary care in the future.  That is it.

Steve Asch:
Great. Thank you for those excellent responses. Molly, I am assuming you are going to moderate the questions online. Is that correct?

Unidentified Female:
Yeah. I would be happy to. For our audience members, if you are looking where to submit a question or a comment, you can do so just using the question section of the GoToWebinar control panel on the right-hand side of your screen. We will go ahead and get started here. Do you think that in the next five to ten years, the stigma of HIV might change or reduce?

Michael Ohl:
I sure hope so. I have been involved in the HIV care mission since the '90s. I think I have already started to see things gradually changing. I think as Paul Farber pointed out in work in Haiti. If you really want to destigmatize a condition, remove some of the stigma surrounding suffering and healthcare issues by offering people adequate treatment. I think if we really want to destigmatize HIV, the thing we do is we start to engage in re-engaging with the overall medical community and the overall community.  

As we have better therapies and time goes by, I think the stigma and privacy issues are going to change; maybe not in my career but some day hopefully. Issues with homophobia and stigma issues otherwise in our society, we know are deeply engrained. But I think in the medical system, I would like to think it is going to gradually decrease over time. These kind of innovations are part of this solution in addition to being a response to that.

Unidentified Female:
Thank you. Do you think that the stigma and comfort level varies across regions in the U.S.?

Michael Ohl:
I am almost sure it does. That is one of the things we are going to learn by trying to scale up with sites in Houston, Atlanta, San Antonio; and some of you may be on the call, and in Dallas. Iowa and those areas are different. We are going to learn about that through mixed methods and qualitative evaluation. I think certainly the stigma and privacy issues will be different everywhere. You do not find out about that by asking questions and doing surveys necessarily. You find out by perturbing the system by trying things like this and looking to see what people do and why, I think. That is one of the ways we will find out.  

Unidentified Female:
Thank you. Well, there are not any other pending questions at this time. But I do want to give you the opportunity to make any concluding comments that you would like to.  

Michael Ohl:
Thank you everybody for taking valuable time and listening. I am happy to talk with anybody by e-mail or by phone to clarify anything which might have been once again a mile wide and an inch deep; a lot of ideas in a talk. I am happy to go into greater depth with anybody at your leisure. Thank you very much.

Unidentified Female:
Excellent, well thank you so very much. We do have a lot of people that wrote in thanking you for this presentation and for the work that you are doing. Thank you very much. Thank you to Dr. Asch for joining us today as well. Of course, thank you to our attendees -

Steve Asch:
My pleasure.

Unidentified Female:
– For joining us. Yeah. Well, it was a pleasure having you both. For our attendees, I did record this presentation. I will send you the archived link in just a couple of days. Thank you to Barb_____ [01:00:31] who helps us organize these monthly CDA presentations. Please keep an eye out on your e-mail for the advertisement for the February one. Great, thank you so much everybody. Please do stay tuned when I close out the session in just a second and take a moment to fill out the feedback survey. Thanks and have a wonderful day.

 [END OF TAPE] 
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