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Dr. Susanne Hempel:		Okay “Rural Healthcare Workforce A Systematic Review” is our topic today. First of all we have three authors here presenting the results, we also have two of the project nominators here and we should mention that this project was supported by a great expert panel, we had really great expertise on this panel and everyone is listed here. 

Next slide is our standard disclosure form; none of the report authors have any conflict of interest. Before we start talking about this _____ [00:00:42] report I thought Paul could talk us through the ESP Program just to give a little overview. 

Dr. Paul Shekelle:	 Sure. The ESP that is Evidence Synthesis Program it is in its, what, seventh year, eighth year, some number of years like that and it is housed within the QUERI, the 
the Quality Enhancement Research Initiative within VA R&D and it is at four sites which we will show you in just a moment, across the country and it builds on the Agency for Healthcare Research and Quality Evidence-based Practice Center Program which goes back to 1997. So in 1997, HRQ established the Evidence-based Practice Center Programs with a dozen or so around the country four of these are at sites that also have active VA investigators.  And so the ESP Program was established at those four sites. The idea is for us to do timely systematic reviews or rapid reviews for VA clinicians and policymakers on questions that are of interest where a review of the evidence is going to help and where the timeframe to make the decision is sufficient for us to be able to conduct the review. Again, the ESPs have international regionally experts in systematic reviews, leading them along with full complement of librarians and statisticians etcetera. Want to go to the next slide Vanna. 

Here they are, so we are in Los Angeles, there is another one Portland, one in Minneapolis, one in Durham. The Coordinating Center that runs the whole thing is also located in Portland and then obviously the main operational partners are off at VACO in Washington, DC. Next slide.

Again, these are on topics that can either be around making decisions about clinical coverage. So we have been asked to do a number of ones on complementary and alternative medicine as VA tries to figure out which of these are ones that should be offered and for what condition. Then there are also ones around policy and then also ones around trying to understand where research gaps are in order to try to facilitate program funding announcements for research. The nominated topic, topics come from a variety of sources, they come from obviously VACO partners, but they also come from the field and so the link there tells you how to nominate a topic. So if anybody has an idea of something they want to see done, you click on that, there is a form that you fill out, it goes to the Coordinating Center, they vet these on a periodic basis, then once a year roughly the topics are handed out to the four ESP sites. Next slide, I think that may be it for me. 

Dr. Susanne Hempel:		Okay Yes.

Dr. Paul Shekelle:	Back to you Vanna. 

Dr. Susanne Hempel:	Okay, yeah, so our current report “Rural Healthcare Works for Us”. This report is available from the ESP website. Currently it is only internally available because we are in the middle of publishing the results as a journal manuscript. 

Just to give you a little bit of background, twenty percent of the U.S. population lives in rural areas and about a third of the VA enrolled population. Many sources have commented on the fact that rural areas are underserved with regards to healthcare access. A group of officers actually came together to nominate a topic for an ESP review and Gina, can you tell us a little bit more about the background for nominating the topic.

Dr. Gina Capra:	Sure, thank you Susanne and thanks to HSR&D for hosting today’s webinar. Why this topic and why now? For us in the Office of Rural Health, we are always keeping a close eye on the status of providers in rural areas. They are such a commodity and there may be some of you on the line who are this said commodity and there certainly is value in considering _____ [00:05:34] [skipped] of support that will make the rural workforce grow over time. We know that competing with other rural healthcare system is not the answer and so we really wanted to take a broad view of rural workforce incentive programs, great ideas that have come from non-VA places as well. We wanted to bring all that to bear in studying this topic. Our technical expert panel included colleagues from the Department of Health and Human Services, specifically the Bureau of Workforce and Clinician Recruitment and the Federal Office of Rural Health Policy. Why do we even really care at this time? Let me give you some quick stats on rural providers in America. You may be familiar with these, I apologize if it is repetitive. 

First only about ten percent of physicians practice in rural America despite the fact that one-fourth of the American population lives in rural areas. Second, you might be surprised to hear that seventy-seven percent of rural communities are experiencing shortages in primary care providers and this number is even greater in rural communities that lack a mental health professional in their community. This continues to be an increasing trend of rural communities who lack the health professionals that they need close to home. Third, we expect that the shortage of providers nationally and in rural areas will worsen as the aging provider workforce retire and fewer professionals choose rural based primary care. As many of you know the field of primary care in general is one where we have a huge need in America and when you add rural on top of that at the practice setting, we know that the trend worsens. 

Fewer physicians are choosing rural based primary care due to several factors. It could be the result of lower salaries; it might also be the result of cultural differences and professional isolation in some of our rural communities as well as limited accessibility to continuing medical education opportunities and family concerns. For example employment for spouse; education options for children in terms of our health providers who will consider settling in a rural area. Finally limited rural training sites for residents and other health profession trainees is a factor and we have been working quite closely with the Office of Academic Affiliation on some of their GME expansion _____ [00:08:50] [skipped] I think you will hear more of later in this seminar. 

Why rural? Hopefully that makes the case as to why we were interested in rural but why Veterans? It is important to be aware that within the VA healthcare system rural enrolled Veterans disproportionately rely on VA healthcare. About fifty-seven percent of all rural Veterans are enrolled and actively use VA for their healthcare needs and that is a bit higher than their urban counterparts. We also know that the aging Veteran population disproportionately hits rural areas. I think at this point we are up to about sixty percent of the rural enrollee population is over the age of seventy. Then finally our returning Veterans, those re-integrating back after military service are our younger Veterans who disproportionately answer the call from rural communities. So it is important from a VA healthcare system perspective that we are ensuring that we have providers in rural locations to provide that Veteran specific care that we are subject matter experts in. 

The last comment that I would make and at the time of this nomination I do not think we clearly saw how influential and all-consuming the evolution of care in the community would be. So as VHA proposed this plan to Congress to consolidate purchased care and our work with non-VA community providers under the Choice Program this has again opened up the conversation about the need for access points closer to home for Veterans that reside forty miles or further from a VA site of care. VA is trusting that non-VA primary care providers and specialists will be available. The fact of the matter is they often do not exist in rural communities to service as access points. So we hope to learn from this evidence synthesis review what has worked in rural communities. Susanne, thank you. 

Dr. Susanne Hempel:		Thank you very much. 

Molly:		Thank you Dr. Capra. Sorry Susanne, I am going to interject real quick. Dr. Capra can you give us a brief definition of how you are defining rural area before we get going unless Susanne is going to cover that. 

Dr. Gina Capra:	Sure, I would be happy to. Unfortunately it is not as clear and simple as some may think. The U.S. Census Bureau has defined three categories of geographic classification: urban, rural and highly rural. What the Census Bureau has said is that urban is any population center of fifty-two thousand or more and that highly rural are where there are less than seven individuals per square mile and everything in between is rural. VHA has taken a more specific algorithm if you will, we use a very specific methodology called the Rural Urban Communing Methodology that is also used by the Department of Health and Human Services and that allows us to get to a very granular level on population clusters. I realized that I am not fully answering the question, but just to let you know that rural is really a range at the most extreme is it less than seven individuals per square mile and then we sort of move up into population clusters. As you think about how populations are configured, what their commuting times might be into employment centers and that is the range that we use. There are nineteen Federal definitions of rural currently being used across the Federal Government so not an easy apples to apples discussion. 

Molly:		Thank you for that very much and Susanne I will turn it back over to you.

Dr. Susanne Hempel:		Okay. Just to say we approached this project as a complex topic that has several components and the components are not necessarily interlinked but they all contribute to the issue. We conducted a systematic review of the current literature so this was not a historic overview we only looked at current relevant information and it was an evidence report so we systematically looked for empirical evidence and published empirical data. Data for example to quantify how many and which healthcare providers are needed and that is in the context of today’s rural environment given the internet revolution and technical innovations, the rural healthcare environment has probably changed quite a bit from what it was twenty or thirty years ago. Then we also know that rural health shortcomings have been discussed for a while and there are ongoing initiatives to improve the situation. For example finding ways to get physicians to practice in underserved areas has been an ongoing priority for organizations like the Association of American Medical Colleges and ten years ago they called for a thirty percent increase in M.D. granting medical school enrollments. Then we also knew that there is some international literature out there for example to increase healthcare access in developing countries, but it is not clear whether the strategies are applicable to the U.S. Healthcare System and our infrastructure. We wanted to make this review as relevant as possible and we limited to U.S. settings. 

There were five key questions that the review set out to answer and as I said they are not necessarily interrelated but they all contribute. So the first question – What are the current versus projected healthcare provider needs? What factors influence healthcare providers’ geographic choices for practice?  Who decides to go into rural care? What interventions have been shown to increase rural healthcare provider recruitment? What interventions have been shown to increase rural healthcare provider retention?  So once providers are working in rural healthcare. Finally - What is the efficacy of rural-specific resident and healthcare profession student training efforts? 

We searched eight databases some were specific to medical literature, some covered education so we searched a range of databases. We also searched databases specific to Grey Literature and reports that are not published in scientific journals, but that are still in the public domain. There are also several online resources and web portals that we screened and we consulted with our topic experts. The inclusion criteria were fairly open but we restricted our searches to provider groups that have long training periods because we thought there is a huge literature out there for those provider groups that have these long training periods it is most crucial for those to plan ahead. We should also say that we used the author’s definition of rural and as Gina said there are several different systems but we did not restrict to a specific one so whatever the author said was rural. This was a large review, we went through almost six thousand citations to find the studies we were interested in. We ordered full text articles for over four hundred publications to decide whether they are relevant and a large number of studies met inclusion criteria that were fifty-nine in total. 

We want to talk you through the results for the individual key questions and Jesus is here to talk us through the first one. Jesus are you on the line? Can you talk us through the provider need question?

Molly:		He is on the call. Jesus I believe you still have yourself muted. I can see that he has himself muted.

Dr. Susanne Hempel:		Yeah I saw...

Molly:		Let me send him a check….

Dr. Jesus Ulloa:  Can you hear me on the phone?

Molly:		There we go. 

Dr. Susanne Hempel:		Oh yes we can hear you. 

Dr. Jesus Ulloa:	I am sorry I did not realize that if I am muted on the screen it also muted me on the phone, interesting. Okay I apologize for that. I will start just by going through the inclusion criteria quickly. 

The population that we focused on were those providers that are relevant to rural community based outpatient clinics, rural health clinics and critical access hospitals. Most specifically defined as family medicine, internal medicine, emergency medicine, obstetricians, general surgeons, pediatricians, geriatricians, psychiatrists, nurse practitioners and physician assistants. So those that require a long lead time in training. Any study that also listed the patient demographics relevant to our objective healthcare provider need were eligible for this study. Any intervention studies did not apply to KQ1, key question one. We required the studies eligible to demonstrate current healthcare needs have a comparative so rural versus urban settings and those studies that were eligible to predict future needs used some form of statistical modeling and not simply the inclusion of the big statements such as need is likely to increase. 

The outcome studies reporting on current predictive healthcare provider needs in rural areas where eligible as stated earlier. Studies that only reported on provider supply without needs or demand assessment were excluded and we accepted all author definitions of rurality. The time course was between 2005 to 2015 and these were only studies that reported on U.S. healthcare settings. 

We found eleven studies in total all included studies report current unmet health care provider needs that worsen with increasing rurality. We found that isolated rural areas have a quarter of the ratio primary care physicians per capita compared to urban areas and that seventy-five percent of U.S. counties have severe shortages of psychiatrists in one study with rurality and per capita income being the best predictors of unmet psychiatrist need. Another study identified that four hundred and forty-nine additional surgeons were required in 2012 in the State of Texas to keep up with population increases. Studies that predicted future on the provider needs for the rural healthcare areas in particular one part of Kentucky demonstrated it would require an additional seventeen hundred primary care physicians to meet their population needs. Another national study that looked at the proportion of emergency medicine physicians estimated a 2.5% attrition rate for that workforce founded by 2038 and the worst care scenarios of current of supply emergency medicine physicians will not meet estimated demand. A separate study also found that rural hospitals need to recruit on average one full time surgeon about every three years between the periods of 2011 and 2030 to meet demands and to compete with urban hospitals. The next slide. 

Dr. Susanne Hempel:		Yes those were the findings. This is all we ask for this one. So the evidence-based eleven studies, three predicted future healthcare needs and the estimates were for specific provider types and time periods and all included studies reported current unmet needs and studies also predicted future unmet needs. 

If we move on to key question number two –Provider Geographic Choices also first the Evidence-base. To beg out, we wanted to know what influences the geographic choice of practice. So who decides to go into rural settings and why. There we found twenty-four  studies that met inclusion criteria and they explored the reasons in interviews or surveys and other studies. They used datasets that tracked practice locations and then identified predictors within the dataset to predict the practice locations. Just to organize the potential factors that go into it, we differentiated provider characteristics; training history; financial aspects and setting characteristics. To organize the contributing factors, many studies asked about growing up in the rural community; in terms of training experiences many studies asked about rural rotations during medical training. Financial aspects, there were often questions about student loans and whether a loan repayment program prompted the decision to practice in rural care and then we had the category for setting characteristics but we only found five studies that asked about that. Whether something about the rural setting prompted the decision to practice or not to practice in rural care. We know for example that the scope of practices can be much broader and of course the lifestyle living in rural America may be a factor. But only very few studies investigated that. Another thing that we noticed was that there were very few multivariate analysis that tried to figure out which factors of all possible factors are most important so those that tried to isolate the key factors. 

In terms of the findings rural backgrounds are what the most consistent predictor of healthcare providers that are currently practicing in rural locations. Seventeen studies assessed this factor and they overwhelmingly showed a positive association. This association remained relevant in two multivariate analysis that control for confounders. One caveat we should mention is that two studies pointed out that the majority of rural providers did not grow up in a small town, which is an interesting consideration. 

We also found that rural tracks or rotations as part of the training seemed to increase the likelihood of practicing in a rural community. Eleven studies assessed the variable, and seven reported a positive association. The finding was stable in a multivariate analysis that controls for rural background  so you can think that maybe a rural background might make students more likely to choose a school with a rural track and that may expand the result. But one study investigating this found that rural residency training increases the odds in addition to being raised in a rural community. The other factors were less clear, we have documented all the results in detail n the report and I encourage you to read up on it, as you can imagine I think it is a complex topic. We should also mention that we found quite a bit of conflicting evidence for factors that have been addressed in several studies, but the studies came to different conclusions and this was for example the case for gender and whether loan forgiveness incentives are a significant factor in predicting practicing in rural locations.

Then we had two intervention questions and here the first one recruitment interventions, here we were interested in studies that evaluated the effect of an intervention. The study had to report on recruitment success so working in rural locations and here we were only interested in initiatives for healthcare practitioners so not students but healthcare providers that have completed their training and who could practice anywhere. First we only found five evaluations and in the report we did not call them studies because none of them were reported as a traditional research study with a methods section and a results section. But they all reported on the outcome of interest so they met inclusion criteria. They evaluated the effect of the Visa Waiver Program for Washington State’ one was an evaluation of the Minnesota Loan Forgiveness Program; one assessed the Colorado Health Professional Loan Repayment Program; one was an Oklahoma Physician Manpower Training Program that was evaluated; and one looked at the variety of programs for providers practicing in West Virginia. Three evaluations used survey data where they traced program completeness and then asked them about their current practice locations and the response rate varied, it was not great across studies. In terms of the study design, these were all what we call post only studies so there was no concurrence compared to a control group or there was no before/after data to evaluate the effects on rural healthcare. The evaluations just reported on how many participants worked in rural care. 

There was unfortunately not that much information on the effects of the programs. The Visa Program reported that thirty-seven percent of recipients completed their obligation in rural areas. The commitment is three years for primary care physicians and five years for specialists. Three studies reported on loan repayment programs and they found between an eighty, eight-two and eighty-six percent of respondents continued medical practice in rural areas after completing their service obligation. They were successfully recruited into rural care after finishing their obligation. Then only one study specified how much longer the practitioners stayed so it could be a few more months or it could be years. Interestingly enough one study highlighted that seventy-four percent of recipients were already working in an eligible community when they were made aware of the loan repayment program. The program was not crucial as a requirement strategy, but perhaps insured that the participants stayed longer. 

Then the next question was also _____ [00:30:29] [skipped], we have high hopes for this question. We systematically searched for published evaluations of interventions that aim to retain providers in rural healthcare once they were working there. The intervention did not have to be explicitly in a provider retention, we would have accepted any study that reported on the outcome retention but in rural healthcare. The type of outcomes we were looking for were staff turnover; length of stay or any measure reporting on retaining employees but it had to be a published U.S. study and they had to report on the outcome of interest. We found none. We also checked with experts, we checked with the international literature, there are only very few published studies on retention as technique and approaches even though there are many, many good suggestions for example ongoing support or telehealth; access to specialists support physicians. Apparently the U.S. literature has traditionally concentrated on students so providers in training and efforts to recruit the students into rural care. 

This brings us to our last review question – Provider Training Approaches. There we found quite a few studies, twenty-three in total, they were all published in the last ten years so they are talking about providers that are currently practicing in rural healthcare. All studies we found reported on medical students or residents, not nurse practitioners or physician assistants or medical students. Fifteen studies reported on the success of a single institution, they just evaluated their individual program and some were really interesting small programs some were fairly large schools. Eight studies reported data across individual institutions and the primary outcome for us was always practicing in rural communities after training completion.

The training success varied quite a bit across studies. This figure here shows the variation, here you see the distribution of results that were reported in individual studies. Just basically the success rate was fifty-three percent across all identified studies. Twenty studies reported on the percent of trainees choosing rural practice and the mean results were somewhat lower with forty-nine percent. Although there were huge variations, one study reported seven percent success rate and another one an eighty-six percent rate. Most studies reported results between thirty-five and sixty-five percent success rate, so one in two students. 

We did look into the variation but as we had said we were unable to find a systematic difference between studies that was consistently associated with a success rate. The results were similar when we restricted to medical students, as I say when we restricted just to medical residents or when we stratified by the duration of rural rotation. One study reported on three programs that had a rural curriculum and purposely selected students into the program who were more likely to practice in rural areas so like someone who had a rural background. The results were somewhat higher so that was sixty-three percent acceptance rate but still within the range of what most studies reported, so not extraordinarily better. 

To wrap this up what do we see in terms of needs for future research definitely I think we need more empirical data quantifying shortages. How much and what is currently missing really quantifying these shortages? For predictor studies we also need more predictor studies but these predictions are fairly complicated because they need to take a lot of variables into account starting with changing demographics. Then what we also need more of multivariate analysis predicting the choice of geographic practice. Because although we did find quite a few studies, there were very few studies that really tried to determine the relative importance of individual factors, so what is most important and keeping the others constant if you want sophisticated studies. Then we also found that more research studies are needed that evaluate the effectiveness of interventions to recruit trained healthcare providers. We know that there are Visa Programs, there are loan forgiveness programs, there are other financial incentives but what we really need is more research studies really addressing this question with a research study and with research tools. What we also need is research studies that evaluate interventions to retain healthcare providers so a system trying something and then reporting on it – how successful were we. I mean the literature is full of really good ideas that make a lot of sense – ongoing support and education, professional networks, telehealth innovations but what we need to see is more write-ups of what were the empirical effects of these interventions. 

In terms of provider training approaches I think although there are a lot of studies, I think what the literature should concentrate on now is to identify factors that affect the success rate. So what is the best format; does the location of the training institution make a difference; or how long should the rural rotation be to be most successful?

The next slide here there are three resources for people to use: the ESP program for the links to the Office of Rural Health and also a link to the Office of Academic Affiliation. Dr. Jesse do you want us to start the discussion now?

Molly:		Thank you Susanne. Dr. Jesse I have unmuted your line. 

Dr. Robert Jesse:	Okay. There are a few things, first thank you for a great presentation. The thing that has always intrigued me is - is there something fundamental to training somebody as a healthcare provider at whatever level. Are there are things that are so unique about rural healthcare that they require a different form of training. We have always said training somebody in the environment is the best way to keep them there. That is based on a statistic that says when you poll people what they tend to large majority I do not remember the exact number stay within sixty miles of where they did their terminal training. But if they all do their terminal training in academic medical centers near urban environments then there is not a whole lot to say that is why they stayed there because we do not have the comparison. If we trained more people in rural environments would they be more likely to stay in rural environments or are they still going to go somewhere else. We need a better handle on that but the problem is we do not just train enough people in rural environments. And the presumption as I started to say is that however we train them in our urban academic medical centers does that really prepare them to provide healthcare in a rural environments. For instance there is a great need for general surgeons in particularly more rural environments but how does on train a surgeon to practice in a rural environment where there is a general consensus now that the _____ [00:40:40] quality is high volume. I do not personally believe that is true. Maybe more so when you are training phases than in your practice phases but what is the difference in how we would train somebody to get primary skills but also main skills and competencies in those rural environments.  If anybody has some brilliant answers to those questions I would certainly love to hear them. 

Molly:		Thank you Dr. Jesse. Gina did you have any more comments you wanted to make before we move on to Q&A? Or Dr. Shekelle?

Dr. Paul Shekelle:	Nothing from me. 

Dr. Gina Capra:	Yeah this is Gina from Rural Health I am really interested in the discussion that lots of folks have, thanks. 

Molly:		Thank you, well we do have some great pending questions so we will get right to them. For anybody that joined us after the top of the hour and is looking to submit a question or comment, please use the Question Section of the Go To Webinar Control Panel located on the right hand side of your screen. Just click the Plus (+) sign next to the word Questions that will expand the dialogue box and you can then submit it there. 

To your recollection were any of the papers involved in the review Veterans or VA providers?

Dr. Susanne Hempel:		We found very little information on VA specific datasets even though that is always a standing subgroup of interest for us so unfortunately not. 

Molly:		Thank you. The next question – were any of the selected papers published in high impact journals for instance New England Medical Journal or The Annals of Internal Medicine

Dr. Susanne Hempel:		That is a good question. So we know remember we had a list of most common journals, this is an interesting question. The most common outlet was actually rural care specific journals. I wonder if there is a follow up to the question whether this is also a comment. 

Molly:		No.

Dr. Paul Shekelle:	Hold on, so Academic Medicine and the Journal of Rural Health were the two most common journals that I think we got articles from. Whoever asked that question that is a knowable answer, I mean we know the journals that they came from but we just do not have it at our fingertips right now. But if the question is – are many of these articles published in places like the New England Journal of Medicine or JAMA or Annals of Internal Medicine the answer to that is no, that is not the place where these articles are usually published. 

Molly:		Thank you both for those replies. The next question we have – did any of the studies include the role of telemedicine to overcome their provider shortage?

Dr. Paul Shekelle:	Telemedicine is a separate intervention that was not part of this. It has been one of the things that has been proposed as something to help increase retention by giving access to specialists via telemedicine that would not otherwise be available out in rural areas. But telemedicine as an intervention to increase access to healthcare services by people living in rural areas, was not within the scope of this particular review. This was looking on actual live bodies practicing in those rural areas. 

Molly:		Thank you. We do have a comment – I just wanted to say that this was an interesting perspective working in a rural environment. I have had eighteen providers rotate through my clinic in the three years I have worked here. 

Dr. Paul Shekelle:	Yeah.

Molly:		Very high number. I understand that currently the full report is only available via VA intranet access do you have an estimate for when it will be accessible to the public?

Dr. Paul Shekelle:	Six months maybe. Not a hard and firm estimate but I would guess within six months. 

Molly:		Thank you. Did the review include oral health? Are there any plans to look at rural oral health workforce?

Dr. Gina Capra:	This is Gina from the Office of Rural Health. I am so appreciative of that comment. Here in the Office of Rural Health we have been really interested in knowing about oral healthcare access points. The role of dental hygienists and other mid-level professionals and how that impacts access to oral healthcare. That is something that I hope our office can get to in some upcoming rural needs assessment. I am aware that the Health Resources and Services Administration is also looking closely at that topic because they have quite a bit of resource investment in expanding oral healthcare services particularly through their Federally qualified health center program of which about forty-five hundred sites exist in rural America. So a really, really important research topic as we think about the connections between oral health and the rest of one’s physical well-being particularly the connection now between women who are pregnant and the health of their infants. And as we see that demographic grow in the Veteran population, really, really important topic. 

Molly:		Thank you Gina. Do you recall the analyses that were used to make projections of future needs of providers?

Dr. Paul Shekelle:	Say it again. 

Molly:		What were the analyses used to make projections of future needs of providers?

Dr. Paul Shekelle:	Oh gosh let me start and then maybe Jesus can jump in. I mean it was all over the map so that is part of the challenge is figuring out what constitutes need. Some of the studies would say okay there is this many doctors per population in an urban area and there is some fraction of that in a rural area and the difference equals the unmet need. Others would say we think that based on work flow that there should be one surgeon for every whatever the number is, five thousand people. Then they would just look to see they have a threshold effect. Okay and then they would see whether it was above or below that. Those are the two common varieties that I remember. Jesus can you remember other study designs that were used to do that kind of need assessment?

Dr. Jesus Ulloa:	It is just what you described. I think the only other model was one endorsed by HRSA where they…

Dr. Susanne Hempel:		We had one HRSA model study. 

Dr. Jesus Ulloa:	But otherwise it is just what Dr. Shekelle described. 

Dr. Paul Shekelle:	All of those have limitations obviously. I think that everybody agrees that rural areas need more clinicians and I think the comment from the person who said that they had eighteen people rotate through there in the last three years is an indication of what the challenges have been. But coming up with a precise number is difficult because of defining what constitutes “need”. 

Molly:		Thank you both. The next questions – did you find any statistics on nurse practitioners who are practicing in rural areas?

Dr. Paul Shekelle:	Almost nothing. 

Molly:		Almost none, okay. 

Dr. Paul Shekelle:	I am sorry that was a side comment to myself. Susanne or Jesus can you remember I mean there was next to nothing outside of medical doctor’s right. 

Dr. Jesus Ulloa:	For key question one we did identify one study that looked at primary health advanced practice RN’s, yeah, particularly in their capacity as psychiatric providers. 

Molly:		Thank you. You spoke about future research study needs what do you anticipate would be the hypothesis primary outcome and who would be funding these studies especially for the VA future considering it may be changing with the new Congressional report. 

Dr. Susanne Hempel:		As a general point of view I am always saying that the VA is in a great position, so this is great, datasets. So any initiative that would be written up would be really, really appreciated by the field. In terms of the funding future, maybe Gina you want to speak to that point.

Dr. Gina Capra:	Sure. Molly can you repeat the specific aspect of the question please. 

Molly:		Yes, they were wondering what will be the hypothesis and primary outcome and who do you anticipate funding the studies especially for the VA considering things may change in the future with the new Congressional report. 

Dr. Gina Capra:	Okay so if we are talking broadly about studies related to rural access, the Office of Rural Health has a few endeavors underway. One I eluded to earlier which is we are currently partnering with HSR&D QUERI on a National Rural Evaluation Center based out of the Little Rock VA. Dr. Theresa Hudson there has convened a great team for a two year national rural needs assessment. We have never done this before out of the Office of Rural Health. So we are hopeful that once we have a really broad and comprehensive understanding of rural Veterans needs across the country, which will include some geographic hot spotting, that it will really inform some of the study topics that we want to dive into and put some of our funding behind. Clearly rural research and study is something the Office of Rural Health is interested in investing robustly in. We have always had a focus on looking at topics like care coordination with non-VA community providers. Again when we are talking about delivering care in rural areas so many of our Veterans reside where there are not VA capabilities and facilities and so our community partners are just critical. 

I had also mentioned that we are working very closely probably more closely than ever before with the Health Resources and Services Administration as we think about the report to Congress and the establishment of a high performing network to serve rural Veterans. Federally qualified health centers, Indian Health Service Direct Sites, Tribal Health Programs, Critical Access Hospitals and Rural Health Clinics all have to be part of the solution. Care coordination emerges again as a huge topic and a huge issue as well as how the VA might offer its Veteran subject matter expertise over to community providers who may not be as familiar with or comfortable with treating Veterans for service connected disorders. We know that so many of our very qualified non-VA rural providers do great when it comes to chronic disease management that so much of the population struggles with in rural communities. But when we are looking at Veteran specific issues we want to be sure community providers have the benefit of learning from VA’s expertise and knowledge. So that is a very long winded answer to say that the Office of Rural Health is very interested in building a more robust study and research agenda in collaboration with HSR&D but also part of our own analytical work. 

Dr. Robert Jesse:	This is Bob Jesse, if I could jump on the back of that. OAA is undergoing an expansion, we have been asked by Congress to bring online fifteen hundred additional residency slots specifically focused on primary care mental health but also in rural underserved areas. As part of that expansion we are providing what are called infrastructure and planning grants to GME naive VA operations to build the capacity to start training, getting involved in residency programs in the training of healthcare professionals. By training in those rural environments and in partnering with the series of groups that Gina just ticked off but the travel health HRSA, the Federally qualified health centers as well as the Federal training centers to partner with folks that we have not historically partnered with I guess I would add rural access hospitals. To get training back into the rural environments will likely increase the workforce to service those areas with folks who have trained in the VA and do understand those Veteran factor issues as well. 

Molly:		Thank you both. The person who asked that did write in with a follow up comment. This has been great work but many flaws due to inherent issues with any retrospective studies. Conclusions should be drawn cautiously; a perspective randomized multicenter trial may be considered but would be difficult. Thank you to that attendee. That is the final pending question at this time but we have a few minutes left so I would to give anybody on our panel an opportunity to make concluding comments if you like in no particular order. Dr. Shekelle and Jessica do you have anything to add?

Dr. Paul Shekelle:	Yeah just a follow up to that. I totally agree that better research is needed in here. I am not sure it has to be randomized because that would obviously be a very challenging thing to do but I think a more carefully done prospective evaluation which assessed more variables than have been normally assessed would be able to help answer this. That this issue is obviously one of great importance to VA but it is also broader than VA. I mean rural healthcare, rural workforce issues are important for everybody, the entire rural community. It is not just the VA that has to learn to deal with this in terms of the upcoming Congressional report it is going to be U.S. healthcare in general is going to have to figure out how to improve access to services for people living in rural areas. That is the last thing I want to say. 

Molly:		Thank you. Susanne or Jesus do you have anything you would like to wrap up with?

Dr. Susanne Hempel:		No it is good; I think that is a good point. 

Dr. Paul Shekelle:	Thank you. 

Molly:		Gina do you have anything you would like to conclude with?

Dr. Gina Capra:	I would like to just thank the over seventy participants that joined us this morning and this afternoon. Your interest in rural workforce issues is very bolstering for us here in the Office of Rural Health and we appreciate the great work by the HSR&D team. I hope that this is just a first step in some of the further research that will happen. Thank you. 

Molly:		Thank you. Dr. Jesse do you want to wrap up with anything?

Dr. Robert Jesse:	No, just thank you to you for putting this together I think is very informing and I guess my only ask is if there are folks on the line who work in rural areas and interested in learning more about training in these areas to give us a call. 

Molly:		Excellent. Thank you very, very much. That does conclude our session for the day, I want to thank our panel members very much for coming on and of course thank you to our attendees for joining us. I am going to close out the session in just a moment and for our attendees please wait just a moment and a feedback survey will pop up on your screen and from there just answer the few short questions we have. We do look very closely at your responses and it helps us improve sessions we have already facilitated as well as gives us ideas for new presentations to sponsor. 

Thank you so much everyone have a great rest of the day, bye, bye. 
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