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Increasing Rural Veterans’ Access to Care

Through Research

Thomas F. Klobucar, PhD, Acting Executive Director, Office of

Rural Health, Washington, DC

Excellence in medical care is a product of
research, innovation, and a passion for pa-
tient care. Nowhere is that more evident than
at the U.S. Department of Veterans Affairs
(VA). When a Veteran walks through the
door of a VA medical facility it is our respon-
sibility to deliver consistent, high-quality
care—regardless of where the Veteran lives.
However, in our routine efforts to identify
new treatments and deliver existing ones,

we sometimes overlook one of our most
vulnerable populations: rural Veterans. Their
advanced age, comorbidities, and combat-
related injuries complicate their care, and
when compounded by provider shortages
and the simple reality of distance to care,
rural Veterans may find themselves at a dis-
advantage. To the extent that rural Veteran
dependency on VA health care continues to
grow relative to urban reliance, it is impera-
tive that researchers strengthen their efforts
to focus on Secretary Shulkin’s priorities of
access and modernization to give Veterans
“true choice.”

It is fair to say that the demographic and
health-related characteristics that define
“rural” may well be the harbinger for what is
to come, and has lessons that will apply to an
aging, medically complex, and increasingly
reliant urban population. Rural to urban
dissemination of research and innovation in
health care is already happening in VA. The
research community knows this, and the
partnerships that the Office of Rural Health
has with so many of their number bear wit-
ness. Nonetheless we need to do more.

The health care of America’s 5.2 million
rural Veterans is at risk. While 18 percent
of the U.S. population lives in rural Amer-
ica, only nine percent of primary care phy-
sicians and seven percent of psychologists
practice there. In addition, since 2010, 1.2
million rural patients lost access to their
nearest hospital—30 of which closed in the
past two years alone.

These constraints are amplified when we
consider that over half of VA-enrolled
rural Veterans are age 65-plus.' According
to the American Geriatric Society, those
over age 65 use a disproportionate per-
centage of health care services and more
than 80 percent require care for chronic
conditions such as hypertension, arthritis,
and heart disease. Aging rural Veterans,
who need health care the most, have the
hardest time accessing it.

The Office of Rural Health (ORH) was char-
tered by Congress in Public Law 109-461 “to
work with all personnel and [VA] offices to
develop, refine, and promulgate policies, best
practices, lessons learned, and innovative
and successful programs to improve care and
services for [rural] Veterans...” As we look to
solve future challenges, ORH has identified
significant research gaps in the areas of trans-
portation, rural women’s health, and rural
mental health services.

For many rural Veterans, simply getting
to care is the challenge. An average rural
Veteran travels over 30 minutes to receive
primary care, and almost 90 minutes to
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Director's Letter

The problems of rural America are high in the minds of politicians
and policy makers these days. Part of this is due to the role of
rural voters in electing Donald Trump, but an even bigger role

is the explosion of problems such as opiate abuse and suicide
which have been especially devastating in rural areas and smaller
towns.! The way we think about the health problems of rural
Veterans has changed as well. Previously, much of the focus has

been on problems of access for Veterans who live farther from major VA medical
centers. In response, VA has made great strides in expanding programs to serve
distant Veterans, as described in some of the articles in this issue: expansion of
community-based outpatient clinics, major investments in telehealth, increasing
virtual communication such as secure messaging, and programs like SCAN-ECHO
which help train up the abilities of rural and other primary care providers. As VA
expands into a world of “Choice” and community partnerships, providing access
will increasingly draw on community providers. But truly supporting the needs of
rural Veterans must go beyond providing health care access—recent reports from
the Centers for Disease Control and Prevention indicate that rural Americans have
higher mortality from each of the five leading causes of death—heart disease, cancer,
accidental injury, lung disease and stroke.? Especially worrisome are the recent rises
in what have been termed “deaths from despair"—suicide, drug overdose, and
alcoholism. Although rural communities can be tight-knit communities, isolation
can also be a problem, especially for individuals struggling with unemployment,
mental health issues, or substance abuse. As we take a population health approach,
and especially as we tackle suicide, VA will need to focus on how we can more
effectively reach out to our Veterans outside of their health encounters—to promote
prevention, provide better social support, and to promote connectedness. This will
involve partnering with community groups, faith organizations, and other social
services, much like what has been done so successfully with homelessness. The
solution isn't simple, but the need is compelling.

David Atkins, MD, MPH
Director, HSR&D
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2. Moy E, Garcia MC, Bastian B, et al. “Leading Causes of Death in Non-metropolitan and Metropolitan
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receive specialized care—this is almost two
times farther than the average urban Veteran.
Telehealth technology alleviates some of the
burden for technologically savvy rural Vet-
erans, but long travel distances with limited
public transit, income challenges, and inclem-
ent weather continue to significantly impact
Veterans’ ability to seek medical treatment.
Further research to address, quite simply,
“how do we get rural Veterans to treatment?”
is not only necessary, but urgent.

Rural women Veterans face additional
challenges because the VA system is
underequipped to treat the 180,584 rural
women enrolled in VA for care. A study
of VA health care data found that rural
residents are less likely to receive women-
specific health services, but more likely to
use primary care, which suggests inequity
in the availability of specialized services.
ORH works with partners to develop
programs that train practitioners on the
specific health care needs of women from

gynecological health to pregnancy issues
to ovarian and cervical cancers. But more
gender-specific condition research is
needed to expand health care to our rural
women Veterans.

If we ever hope to end the plague of Veteran
suicide, we must invest more in research and
development in rural suicide prevention.

We know that of the 1.5 million Veterans
that received mental health care in 2015,
435,000 lived in rural areas. These Veterans
are more likely to experience depression

than their urban counterparts, even after
controlling for socioeconomic status and
race.? Additionally, rural residence by itself is
arisk factor for depression among Veterans,
even after controlling for mental health care
accessibility.’ Recognizing these risks, ORH
initiated research, funded telemental health
hubs, and expanded mental health training for
clergy based in rural areas in order to combat
rates of rural Veteran suicide. To close this
perilous health care access gap, more research
and development into practical innovations
for suicide prevention is critical.

Nobody knows Veterans better than VA. And
while we offer care second to none, without
new research and innovation, VA will fall
short in caring for those who reside in rural
communities. We need researchers’ help in
order to examine issues related to transporta-
tion, women’s health and suicide prevention,
but I have a larger ask. Simply, that more of
you consider making rural health care an in-
tegral part of your models. Fully one-third of
our enrolled population is rural, and rurality
may provide unanticipated explanatory power
for both rural and urban populations. The cost
of inclusion will likely outweigh the unantici-
pated cost of exclusion, and will just as likely
provide clues to the effective dissemination of
innovation based on your research. Let’s flip
the urban to rural paradigm.
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Response to Commentary

Partnered Research to Improve Health of

Rural Veterans

Teresa Hudson, PharmD, PhD, HSR&D Center for Mental Healthcare and
Outcomes Research, North Little Rock, Arkansas

The health and health care of rural Veter-
ans is a major priority for the VA Health
Services Research and Development Service
(HSR&D). The VA research community has
undertaken highly partnered, rigorous work
to develop and test innovative implemen-
tation strategies that help ensure delivery
of evidence-based care for rural Veterans.
Indeed, several HSR&D-funded centers,
known as Centers of Innovation (COINs),
focus on strategies for optimizing care
among rural Veterans.

COINs: Optimizing Care for Rural Veterans
The COIN located in Salt Lake City, Utah
(Informatics, Decision-Enhancement and
Analytic Sciences Center (IDEAS 2.0))
partners with the Veterans Rural Health
Resource Center, Western Region, and
includes a significant focus on rural health.
Recent work from IDEAS 2.0 found that
women Veterans in rural areas identified
access to local dental, mental health, and
gender-specific care options as important
health care needs.!

The COIN located in West Haven, Con-
necticut, (Pain Research, Informatics,
Multi-morbidities, and Education (PRIME)
Center) partners with at least nine VA and
non-VA entities. One goal of PRIME is
development of strategies that will reduce
ethnic, racial, geographic, gender- and age-
related disparities in access to and delivery
of effective pain care. PRIME investigators
have examined geographic variations in the
use of telementoring as a means to improve
pain management for Veterans.?

In 2014, HSR&D funded the Collabora-

tive Research to Enhance and Advance
Transformation and Excellence (CREATE)
Initiative. CREATEs consist of interrelated
research projects to produce deliverables
and new knowledge that offer a distinct
advantage over pursuing individual projects

separately. The CREATE hosted by the VA
HSR&D COIN (Center for Mental Health-
care and Outcomes Research (CeMHOR))
in North Little Rock, Arkansas focuses on
the delivery of high-quality mental health
care to rural Veterans. Four projects are in
progress in partnership with the VA Of-
fice of Mental Health Services, the VISN

16 Mental Health Service Line, and the VA
Office of Rural Health. The projects address
access to, engagement in, and quality of
care through a coordinated set of initiatives
that target the community-based outpatient
clinic setting. An important preliminary
finding from these projects is that rural
Veterans include systems of care, and expe-
riences of care and treatment in how they
think about access to health care. This find-
ing suggests that these concepts should be
considered in future interventions for ac-
cess to care among rural Veterans.

QUERI: A Strong Commitment to

Rural Veterans

Like HSR&D, the VA Quality Enhance-
ment Research Initiative (QUERI) has a
strong commitment to partnered projects
that improve access to health care for rural
Veterans. For example, the Virtual Specialty
QUERI is evaluating the use of clinical
video-telehealth with home-based cardiac
rehabilitation (CR) for Veterans who live
far from CR services. Key partners for this
initiative include the Office of Rural Health,
VA Telehealth Services, and the VA Office
of Connected Care. In 2015, QUERI and
the VA Office of Rural Health funded a
partnered evaluation center known as the
National Rural Evaluation Center (NREC).
NREC is in the process of conducting a na-
tionwide needs assessment for rural Veter-
ans and examining the relationship between
social determinants of health and domains
of access to health care.

To understand the barriers to accessing
care among rural Veterans, the NREC is
conducting geospatial analyses that ex-
amine variations in access to care among
rural Veterans across the United States.
The NREC leveraged existing VA and non-
VA data including the Survey of Enrollees
(SOE) and the Survey of Healthcare Expe-
riences by Patients (SHEP). To better un-
derstand the views of Veterans themselves,
NREC investigators have conducted over
200 qualitative interviews with Veterans liv-
ing in rural areas across the country. Early
findings suggest that access to care among
rural Veterans is a function of the number
of barriers rather than a specific access
domain. Interestingly, many Veterans who
live in areas with poor geographic access
(i.e., living more than 40 miles from VA
health care), report that they perceive them-
selves as having good access to care.

Despite progress through these partnered,
innovative projects, the research timeline

is a major challenge in conducting highly
partnered research that impacts rural health
care. It typically takes one to two years to
obtain funding for a given project. Once
funded, the research project typically takes
place over one to three years meaning that,
at minimum, three years elapse before the
average project has results to share with the
clinical and administrative communities.
Rural Veterans need real time solutions that
move more quickly through this timeline.

Current research initiatives to improve
health and health care of rural Veterans are
critical and are expected to yield actionable
outcomes. However, it is essential that new,
innovative funding mechanisms are identi-
fied that can enhance partnerships between
researchers and VA program.
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Research Highlight

The Virtual Specialty Care QUERI Program:
Improving Access to High-Quality Specialty Care

for Rural Veterans

John Fortney, PhD, Greg Reger, PhD, and Alexis Beatty, MD, all with
HSR&D’s Center of Innovation for Veteran-Centered and Value-Driven
Care, VA Puget Sound Health Care System; and Heather Reisinger, PhD,
Caroline Turvey, PhD, and Michael Ohl, MD, all with HSR&D's Center for
Comprehensive Access and Delivery Research and Evaluation, lowa City

VA Health Care System

Virtual care teams are groups of clinicians
and patients working across time,

space, and organizational boundaries
using digital modes of communication
(e.g., telehealth, ehealth, mhealth,

and electronic exchange of health
information). The goal of the Virtual
Specialty Care (VSC) QUERI is to support
operational partners (Office of Rural
Health, Office of Connected Care, and
Mental Health Services) in the national
rollout of promising clinical practices that
incorporate virtual care technologies in
order to improve access to high-quality
specialty care for rural Veterans.

Due to the remote locations of rural
Veterans and the rapidly evolving
technologies used in interventions
designed to better reach them, it is
challenging to conduct traditional
randomized controlled trials (RCTs) with
this population. While the technology
could theoretically be “frozen in time”
and the effectiveness of the technology-
facilitated clinical intervention evaluated
using traditional clinical trial methods, the
technology would be obsolete by the end
of the trial and results would not inform
practice, policy or science.!

As aresult, there are relatively few RCT's
that have established a strong evidence
base for technology-facilitated clinical
interventions designed to improve access
and outcomes for rural Veterans. Thus, the
challenge for VSC QUERI investigators is
to not only develop, evaluate, and refine
implementation strategies for promising

practices targeting rural Veterans, but

also to evaluate the clinical effectiveness
of promising practices that incorporate
rapidly evolving virtual care technologies.
Using hybrid effectiveness-implementa-
tion trial designs, VSC QUERI projects si-
multaneously collect data about the impact
of the technology-facilitated intervention
on clinical outcomes and data about the
impact of the implementation strategy on
provider adoption and reach into the rural
Veteran population.

The traditional research-to-practice para-
digm is founded on the assumption that
clinical interventions are optimized and
perfected prior to implementation during
efficacy and effectiveness RCTs. Clinical
interventions are typically standardized
with protocols, and implementation efforts
focus on maximizing fidelity and minimiz-
ing deviations from the intervention proto-
col during deployment. Alterations to the
intervention protocol during deployment
are assumed to negatively impact outcomes
and are considered “voltage drop.”

In stark contrast to the traditional
research-to-practice pathway, the

VSC QUERI program embraces the
philosophy that clinical interventions
incorporating virtual care technologies
will be constantly evolving and improving
over time. The VSC QUERI program

is conceptually based on the Dynamic
Sustainability Framework, which

argues that an intervention can only be
optimized through ongoing development,
evaluation, and refinement across a

variety of technological platforms and
clinical contexts. The VSC QUERI
emphasizes protocol flexibility over
fidelity to maximize fit between the
clinical intervention and the preferences,
needs and resources of the practice
setting in which it is being deployed.
The Dynamic Sustainability Framework
also acknowledges that practice settings
and policies will change over time and
that the clinical intervention will need
to adapt over time in order to maintain
sustainability.?

There are currently no implementation
science paradigms for deploying clini-

cal interventions that rely on virtual care
technologies. The introduction of a new
disruptive technology directly impacts
patient and provider task behaviors; in-
dividuals must change their behavior to
accommodate the new technology. Imple-
mentation is even more difficult when the
introduction of the technology challenges
existing workflows and routines of care
teams. Successful implementation of the
technology may be determined less by
features of the technology and more by the
complex interaction between the technol-
ogy and team dynamics. Because clinical
workflow often varies across care teams,
technologies that might be successfully ad-
opted in one clinical context may not work
in another. It is critical to approach the
implementation of technology-facilitated
clinical interventions as a site-specific
team learning process.

VSC QUERI implementation strate-

gies combine elements of Rapid Ethno-
graphic Assessment (REA) techniques

and Systems Redesign methods. REA is

an anthropologic technique that relies
upon first-person observations of prac-
tices on site and open-ended interviewing
to develop a real-time understanding of
how an intervention fits into the existing
clinical workflow. A critical element of
Systems Redesign is mapping the exist-

ing clinical workflow, sometimes called
flow-mapping.® Once the clinical workflow
map is completed, the facilitation team can
help frontline providers determine how to
modify the existing clinical workflow to
incorporate the new technology-facilitated
clinical intervention. In addition, the fa-
cilitation team can help frontline providers

Continued on page 8

VA Office of Research & Development, Health Services Research & Development Service

Summer 2017



FORUM — Translating research into quality health care for Veterans

Research Highlight

Building an Adequate VA Care Network:
Evaluating the Impact of Choice Providers

Evan Carey, MS, HSR&D Center of Innovation for Veteran-Centered and Value
Driven-Care, VA Eastern Colorado Health Care System, Denver, Colorado

In response to concerns about inadequate
access to health care services for Veter-

ans, Congress passed the Veterans Access,
Choice and Accountability Act (Choice)

of 2014, thereby expanding VA health care
networks with the addition of community
care providers. This expansion affected rural
Veterans especially, since 97 percent of U.S.
rural counties lack a VA medical facility.!

In this article, we review the results of a re-
cently completed operations evaluation of
approved Choice providers and discuss how
VA can optimize future health care network
expansion.

The key dimensions of an adequate health
care network are wait times to see the
provider, travel distance to the provider,
and specialty of the provider. An adequate
health care network must have the ap-
propriate specialist within a reasonable
drive distance from a Veteran’s home with
availability in a reasonable time frame. For
example, if a Veteran lives 10 miles away
from a VA medical center, but the wait
time for an appointment is 35 days, the
network is inadequate. If a Veteran lives 15
miles from a clinic offering primary care,
but 100 miles away from a VA cardiologist,
the network is inadequate. Optimizing net-
work adequacy therefore requires recog-
nizing the distribution of resources across
wait time, location, and specialty.

Evaluating the Impact of Initial Choice

Providers

The Choice Act sought to increase
Veterans’ access to health care by adding
community care providers to the VA
health care network. Community care
providers have the potential to positively
impact VA health care network adequacy
if they are located in geographic areas
where there are inadequate VA resources.
Therefore, we sought to assess the impact
of approved Choice providers on VA

network adequacy by identifying what
proportion of these providers were located
in areas of low VA network adequacy.

Our results demonstrated that
understanding the impact of
Choice providers requires a spe-
cialty specific understanding of
network adequacy.

We examined primary care and cardiology
Choice providers in a primarily rural
network (VISN 19) and a primarily urban
network (VISN 10). We identified 3,362
unique Choice provider practice locations
as of September 1, 2015. We performed

a provider-level analysis by assessing if
each Choice provider was located outside
of existing service areas (i.e., an area of
low network adequacy). We implemented
two definitions for low network adequacy
areas. Consistent with the Choice Act, we
first defined network adequacy areas by
generating 40 mile drive-time service areas
around all VA clinics and medical centers.
We next identified which clinics and
medical centers had active cardiology and
primary care clinics based on completed
appointments data. We then generated

40 mile service areas around the sites

with active primary care and cardiology
clinics. For each Choice provider, we then
examined two possible results. First, is this
Choice provider located within 40 miles
driving distance of an existing VA clinic?
Second, is this Choice provider located
within 40 miles driving distance of a VA
clinic with the same specialty available?

In VISN 10, an urban network, we found
that the first definition of network ad-
equacy based on the 40 mile service area of
all VA sites essentially covered the entire

geographic space in the VISN. Therefore,
very few Choice providers were located
outside of existing service areas (1 percent
of primary care and none of the cardiol-
ogy Choice providers). However, when we
changed the definition of service areas to
be specific to VA sites with cardiologists,
we found that 36 percent of the cardiology
Choice community providers were located
outside of existing service areas.

In VISN 19, a rural network, results were
substantially different. After applying the
first definition of network adequacy based
on the 40 mile service areas of all VA sites,
a large amount of geographic space was
located outside of the service areas. Despite
this, we found only 15 percent of primary
care and 9 percent of cardiology Choice
providers were located outside of existing
service areas. After applying the second
definition using only VA sites with cardi-
ologists to generate service areas, we found
that 56 percent of the cardiology Choice
providers were located outside of existing
service areas.

Optimizing Future Community Care
Networks

Our results demonstrated that understand-
ing the impact of Choice providers requires
a specialty specific understanding of net-
work adequacy. As VA continues to commit
resources to the growth of community care
networks, optimizing the allocation of these
resources is critical. The highest value of
external care providers will be those located
where the current VA network has low ad-
equacy. A Veteran-level, geospatial analysis
using current data on clinic activity and wait
times will allow VA to identify locations of
low network adequacy. In many rural areas,
locations of low VA network adequacy may
also be health care shortage areas. These
rural areas can be targeted for technology-
based health care program expansion.
Optimizing internal VA care, community
care, and technology-based care is vital

to meeting the future health care needs of
rural Veterans.

Reference
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Research Highlight

|dentifying Barriers to Engagement in Mental
Health Care: Perspectives of Rural Veterans and

Providers

Ellen P. Fischer, PhD, HSR&D Center for Mental Healthcare and Outcomes
Research and South Central Mental Iliness Research, Education and
Clinical Center, North Little Rock, Arkansas; Jean C. McSweeney, PhD,
and Patricia Wright, PhD, College of Nursing, University of Arkansas for
Medical Sciences, Little Rock, Arkansas

Historically, rural residents have used fewer
mental health services than urban residents
despite equal or greater need. This difference
has been documented nationally across the
general population and, more specifically,
within the Veteran population. VA is aggres-
sively addressing structural barriers to rural
Veterans’ access to mental health care by
opening community-based outpatient clin-
ics (CBOCs), reaching out through mobile
clinics and telemedicine, and contracting
with community providers, most recently
through the Veterans Choice Act. Reducing
structural barriers (e.g., distance/time, lack of
transportation) is an essential step in reduc-
ing rural/urban disparities in Veterans’ use
of VA mental health care; however, this step
alone is unlikely to be sufficient. After need
and structural barriers are taken into ac-
count, differences in personal characteristics,
especially attitudinal characteristics, may still
lead to different patterns of help-seeking and
service use. Several studies have suggested
that attitudes, beliefs, and behavioral norms
may have a stronger influence on mental
health service use than do structural barriers.
However, little empirical evidence has been
available on attitudes that influence initiation
and sustained use in the rural Veteran popu-
lation to inform VA program planning.

In this article, we briefly summarize find-
ings from the initial, qualitative compo-
nent of a sequential mixed-methods study
designed to better understand the ways in
which attitudinal characteristics influence
treatment-seeking and sustained mental
health service use among rural Veterans.'

We conducted in-depth, semi-structured
interviews with 25 rural Veterans and 11 VA
and non-VA rural mental health care provid-
ers in four states (Arkansas, Colorado, Maine
and Wisconsin). Participants were asked
about the attitudinal factors they thought
most influenced rural Veterans’ decisions to
seek and sustain mental health care.

Veterans identified three attitudes that posed
significant barriers both to initial help-seek-
ing and to sustained engagement in mental
health care: 1) emphasis on self-reliance
(not needing help or support from other
people); 2) emphasis on stoicism (endurance
of pain or hardship without complaint and
resisting treatment-seeking until it becomes
unavoidable); and 3) stigma (negative at-
titudes toward mental health treatment-
seeking). Veterans were most adamant
about an emphasis on self-reliance creating
a barrier to service use. They ascribed its
origin to military norms, rural norms, and/
or male gender-role expectations. In each
of these “cultures,” seeking mental health
care has historically been seen as a sign of
weakness. A fourth, prevalent impediment
was raised with regard to initial treatment-
seeking only—lack of trust in the VA health
care system. Prior to enrolling in VA health
care, Veterans said they had often avoided
VA because they thought it would be non-
responsive, ineffective, and uncaring.

Despite these concerns, over 80 percent of
study Veterans had overcome their attitudi-
nal barriers to seeking treatment and were
currently using VA mental health care. The
two factors they most frequently described
as driving initial treatment-seeking were: 1)
perceived need for care; and 2) encourage-

ment and support from family and friends,
most notably, from other Veterans. Once
receiving care, the two factors that seemed
to drive ongoing involvement were: 1) the
perception that treatment was effective and,
most critically, 2) a growing trust in their
providers. In describing the latter, Veterans
talked about providers showing that they
respected and cared about the Veterans as
individuals. Importantly, those providers
made themselves accessible by giving Vet-
erans their direct telephone numbers and
being willing to talk with Veterans outside
of regularly scheduled appointments and
after clinic hours. Both the barriers and fa-
cilitators raised by study participants were
consistent across participant-types (Veter-
ans, VA providers, and non-VA providers)
and geographic areas.

While many of the issues raised in the study
are familiar, findings are especially timely
as VA has prioritized increasing access and
restoring trust in the system. Participants’
comments offer guidance in addressing
calls for interventions to improve treat-
ment initiation and retention in VA mental
health care. Veterans’ and providers’ per-
spectives on the importance of the Veteran-
to-Veteran bond in initiating care provide
support for continuation and expansion

of VA’s highly regarded peer support pro-
grams. These programs’ emphasis on com-
munication and caring provides support
for the integrated primary care and mental
health service initiative that facilitates warm
handoffs from medical to mental health
care. Our findings are consistent with the
literature on cultural/attitudinal deterrents
to service use.

Attitudes, such as self-reliance, commonly
associated with rural culture may play

an important role in underutilization of
needed mental health services. System sup-
port for peer and provider behaviors that
generate trust and demonstrate caring may
help overcome attitudinal barriers to treat-
ment-seeking and sustained engagement in
mental health care among rural Veterans.
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Research Highlight

VHA-Indian Health Service Collaborations Reveal
Opportunities to Improve Rural Health Care

B. Josea Kramer, PhD, Beth Creekmur, MA, and Debra Saliba MD, MPH;
Drs. Kramer and Saliba are with the VA Greater Los Angeles Healthcare
System, Geriatric Research Education and Clinical Center, Los Angeles,
California; Ms. Creekmur is with the Department of Research and
Evaluation, Kaiser Permanente Southern California, Pasadena, California

VA Home Based Primary Care (HBPC) is
an interdisciplinary, longitudinal program
for Veterans who are vulnerable to poor
outcomes because of complex, intertwined
functional and medical needs. HBPC
thrived in urban settings, but the feasibil-
ity and patient-level impact was unknown
in rural areas where access is limited for
all types of noninstitutional long-term
care (NILTC). In 2009, VA Office of Rural
Health funded expansion of HBPC to rural
areas and to American Indian reserva-
tions, where health care is also provided
by Indian Health Service (IHS) or Tribal
Health Programs (THP) in accordance
with a Memorandum of Understand-

ing between VA and IHS. By using the
“natural laboratory” of these expansion
programs, the research team was able to
identify the key barriers and facilitators to
implementing NILTC for vulnerable rural
populations.

This observational study used a mixed
methods approach. In qualitative Phase
I, we used key respondent interviews

to characterize organizational contexts
and processes of care for rural HBPC
models. In quantitative Phase II, we used
a retrospective pre/post comparative
design to analyze outcome correlates

at the patient-level (i.e., use of hospital
and emergency departments) and
organizational-level (i.e., enrollment for
VA medical benefits) based on linked and
merged secondary data from VA, THS,
and Medicare records. We compared
utilization pre-admission to HBPC in
two 90-day quarters with utilization
post-admission to HBPC in four 90-day
quarters for one year follow-up.

Phase | Findings

Six innovative expansion models
independently emerged at 12 VA medical
centers (VAMC) reflecting different staffing
patterns and strategies for providing
HBPC: 1) expansion to a satellite site, such
as a community-based outpatient clinic;

2) streamlined staffing, including nurse
working out of own home; 3) purchased-
care from community home health nursing
to supplement HBPC; 4) use of a mobile
clinic; 5) integrated partnerships with joint
privileging of key medical staff by a VAMC
and a partner IHS/THP facility; and 6)
reimbursed-care for IHS or Tribal primary
care to enrolled HBPC users.! The latter two
were used exclusively with IHS/THP, which
retained responsibility as primary care
provider of record. Some HBPC programs
with multiple teams or service areas used
more than one organizational model.

Qualitative analyses revealed that most

of these HBPC programs were successful
in building and restoring trust in VA and
improving access to quality care. Two key
elements contributed to this success. First,
program coordinators either had previ-
ous knowledge about interacting in Native
communities or were willing to engage

and learn from Tribal members. Second,
program clinical staff maintained goodwill
within communities and their IHS/THP
counterparts through multiple visits to care
for elders, coordination of care to optimize
resources, and, in some cases, participation
in community activities. Program coor-
dinators also used a number of localized
strategies to coordinate care, including tem-
plates for referral to VA HBPC from IHS/
THP or ad hoc case management.

Phase Il Findings

HBPC rural expansion included non-
Indian communities as well as Tribal com-
munities that are served by IHS. Like IHS
beneficiaries (n=88), non-IHS beneficiaries
(n=288) were characterized by >30 percent
impairments in 22 Activities of Daily Liv-
ing (ADL); further, both subpopulations
had similar rates of chronic disease. How-
ever, IHS beneficiaries were a significantly
younger population of HBPC users than
non-IHS beneficiaries (p < 0.001).

Hospital admissions and emergency de-
partment visits decreased significantly (p <
0.001) in the quarter following admission
to HBPC, and these improvements were
maintained over one year. The study de-
tected the same pattern when accounting
for THS versus non-IHS beneficiary status
or for 22 ADL versus <1 ADL impairments.

Initiation of HBPC programs in rural
areas increased enrollment for 83 (22.1
percent of the sample) Veterans who met
criteria as new users of the VA medical
benefit. The proportion of new VA enroll-
ees was significantly greater for IHS ben-
eficiaries (43.2 percent) than for non-IHS
beneficiaries (15.6 percent, p < 0.001).

Expansion of HBPC to rural American
Indian reservations demonstrates oppor-
tunities to coordinate clinical care between
federal health care organizations; this ex-
pansion also serves as a model for delivery
of patient-centered care in rural areas. VA
Office of Rural Health has recently funded
the expansion of an additional 50 HBPC
programs for rural areas to aid broader
dissemination of strategies for clinical care
coordination. The success of HBPC pro-
grams also establishes groundwork to ex-
pand other programs, including telehealth
to distant communities or improved
coordination of care that is performed by
IHS/THP under reimbursement agree-
ments with VAMC. This study also begins
to address a gap in the literature on rural
populations and HBPC that was noted in a
recent Agency for Healthcare Quality and
Research evidence synthesis review.
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determine whether and how the clinical

intervention itself needs to be customized

to fit into the existing clinical workflow.

VSC QUERI projects will help determine

whether these implementation strate-
gies are more effective than standard
approaches when deploying promising
clinical practices that incorporate virtual
care technologies in VA.
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