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VHA Survey of HIV/AIDS Programs and Practices:

Results of a National Survey

EXECUTIVE SUMMARY

This report summarizes the methods and results from the VHA Survey of HIV/AIDS Programs and Practices administered to senior HIV clinicians at VA medical centers across the U.S.  The survey collected information about VHA programs and practices for HIV screening and care delivery for veterans with HIV/AIDS in order to assess variations and opportunities for improvement.

The survey was conducted by the Quality Enhancement Research Initiative (QUERI) for HIV/AIDS based at the VA San Diego Healthcare System within the Health Services Research and Development (HSR&D) Section.  This HSR&D Section, as well as the QUERI-HIV, are organizationally affiliated within the VA Greater Los Angeles HSR&D Center of Excellence and funded by the VA HSR&D Service in Headquarters.

HIGHLIGHTS

Have VA’s Adopted Adequate Screening Policies?

· Only about a third of VAMC’s that currently serve patients with HIV/AIDS have established policies for screening for HIV infection (through antibody testing) for any specific group of patients.  No more than one tenth of VA hospitals have written policies regarding testing for detection of acute HIV infection (early in the course of the disease prior to the development of antibodies) for a specific group of patients.

· Consistent with VA requirements, a large majority of VAMC’s (about 80%) that serve patients with HIV/AIDS have written policies requiring informed consent and pre- and post-test counseling for HIV testing.

How is HIV Care Organized?

· The great majority of VA’s (over 70%) manage their patients with HIV infection in a specialty clinic or program (e.g., infectious disease, oncology or special HIV/AIDS program), with the next largest group seeing patients with HIV/AIDS in primary care in concert with an HIV expert.  Special HIV clinics are typically open two or fewer half-days per week.

· Over half of the facilities indicated that they have on-call access to HIV experts 24 hours per day.

· VA inpatient care for HIV/AIDS is almost exclusively provided in traditional medicine wards rather than in dedicated HIV/AIDS units.

Who is Providing Care for HIV Disease?

· On average, VA HIV providers have over 10 years of experience treating patients with HIV/AIDS and have treated an average of over 120 patients.  VA’s with special HIV clinics report significantly higher patient volumes per provider, although their providers have about as many years’ of experience treating HIV patients as do providers treating those with HIV in mainstream settings.

· VA’s with special HIV clinics have twice the number of infectious disease MD’s, but half the total number of MD’s providing HIV care compared to VA’s that mainstream care (i.e., doctors in special clinics are more focused on HIV care).  Conversely, VA’s that mainstream care have over 5 times the number of internal medicine MD’s, consistent with this care being principally delivered in primary care, 

· Patients seen in mainstream clinics were more likely to be seen by attending physicians and fewer MD trainees than in special HIV clinics.

· Overall, nearly half of VA’s use HIV case managers, typically for all HIV-positive patients, rather than only those who are symptomatic with AIDS.     

· Most VA’s (60%) do not hold multidisciplinary team conferences for reviewing the health care needs of patients with HIV/AIDS, although this is partly because of the small number of providers in VA’s with lower caseloads. 

Are Providers Aware of and Using HIV Practice Guidelines?

· Fewer than half of the VAMC’s serving HIV patients have adopted HIV practice guidelines.  The aspects of care most commonly addressed in local guidelines include initial work-up and screening, opportunistic infection prophylaxis, and use of anti-retroviral therapy.  Most VA’s rely on informal discussion or use HIV guidelines as general reference material, rather than explicitly incorporating them into charts via flow sheets or integrated as computerized prompts or flags.

· By and large, guideline implementation is monitored and fostered informally, with occasional chart reviews, with some conducting more formal chart audits.  Few VA’s take advantage of other methods for changing provider behavior, such as comparative feedback or performance incentives. 

Provider Quality Improvement Needs

· The highest rated sources for information on anti-retroviral therapy for HIV providers were scientific journal publications and academic or scientific conferences, followed by discussion with VA or non-VA colleagues.

· Overall, providers rated electronic reminders at the point of care, regular meetings of providers to identify ways to improve care and one-on-one meetings of providers with experts as very-to-extremely effective ways to promote guideline adherence.

· Providers perceived certain barriers to guideline implementation, including concerns about patients’ not adhering to provider recommendations, inadequate time during patient visits and no systematic ways to identify patients who would benefit from guideline-concordant care.
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INTRODUCTION

The Department of Veterans Affairs (VA) cared for about 17,000 patients with human immunodeficiency virus (HIV) infection in fiscal year 1999, providing more than one million outpatient clinic stops and 170,000 days of hospital care, making it the largest single provider of HIV care in the United States.  In fact, the VA was among the first health care organizations to report AIDS cases, was the first in the U.S. to implement HIV-related universal precautions, and the first to require pre- and post-HIV test counseling.
 The VA performed approximately 50,000 HIV tests in 1999, a volume of HIV tests second only to the Department of Defense.  VA has also created and maintains the largest HIV clinical database in the world, the Immunology Case Registry (ICR), with 50,000 unique patients.  

In recognition of the VA’s commitment to caring for veterans with HIV disease, as well as the complexity and costs of caring for these veterans, VA Research Service selected HIV/AIDS in 1998 as one of eight diseases for which to establish a Quality Enhancement Research Initiative (QUERI) Center.  Like the other QUERI Centers, QUERI-HIV is committed to assessing practice patterns and variations in care, testing interventions to improve care, and translating research findings into demonstrable changes in VA care delivery.  

Essential to these goals is an assessment of the variations in the organization of HIV care in VA.  While a survey of the structure of VA HIV/AIDS care in VA was conducted in 1997 by Birch and Davis Associates, a new survey was needed to assess changes in the structure and delivery of care for HIV/AIDS since the dramatic changes in therapy with the introduction of highly active anti-retroviral therapy (HAART) in late 1995.  Absent a new survey, VA health care leaders had little or no information with which to plan service delivery and to design interventions for improving care.  

This report summarizes the results of a new national VA survey designed to assess variations in policy and practice in the delivery of health care services in VA medical centers for patients with HIV/AIDS.  The purpose of the survey was to measure the ways in which VA medical centers screen for HIV and diagnose, refer and manage patients with HIV/AIDS, and to measure the informational needs and opinions of HIV providers.  

We anticipate that the results of this survey will support VA quality improvement and policy making efforts for veterans with HIV/AIDS, for example, by supporting efforts to design and implement interventions to translate existing research into practice.  

METHODS

Design.  The survey was designed as a cross-sectional study of the variations in care for HIV/AIDS at individual VA medical centers.

Population.  The population for the study consists of all VA Medical Centers (VAMCs) that delivered HIV care to one or more HIV positive veterans during fiscal year 1999.  We conducted a census of such facilities, rather than select a random sample of these facilities for study.  

To identify these medical centers, we initially identified all VA health care systems that delivered health care services to one or more HIV-positive patients in FY1999 (October 1, 1998 through September 30, 1999) according to records in the VA Immunology Case Registry (ICR).  The ICR records provides only main station identifiers (i.e., 3-digit facility codes), masking the presence of multiple VAMCs within integrated health care systems.  To identify VAMCs within integrated systems, we searched the Outpatient Clinic File (OPC) for fiscal year 1999 at the Austin Automation Center and identified all the medical centers caring for the veterans listed on the ICR for that year.  There were 165 such facilities.  (We also considered, but rejected, surveying community-based outpatient clinics serving 20 or more veterans who were listed on the ICR that year.  We did not pursue inclusion of these clinics due to the added costs of follow-up).   

After fielding of the survey began, we determined that a number of the identified VAMCs did not actually provide HIV care; rather, they referred all positive patients to another VA facility for treatment of HIV (Figure 1).  






Instrument Development.  The VHA Survey of HIV/AIDS Programs and Practices was developed by an interdisciplinary health services research team comprised of infectious disease and general internal medicine physicians, a health economist, an epidemiologist and survey methodologists.  The team developed domains in relation to the strategic plan and recommendations generated by the QUERI-HIV Executive Committee.
  

To facilitate survey development and to foster opportunities for comparison across time and between VA and non-VA practices, the team included or adapted selected measures from existing survey instruments.  Specifically, we adapted selected items from the HIV Costs and Services Utilization Study (HCSUS) Provider Site Survey
 (e.g., guideline use, availability of services).  From the Under Secretary’s 1997 Survey of VA HIV/AIDS Treatment and Prevention Programs (Facility Survey),
 administered by Birch and Davis Associates, we included items related to VA programs and practices (e.g., use of HIV case managers, screening policies and procedures, quality improvement activity).  We also drew on other VA organizational surveys, including the 1999 VHA Survey of Primary Care Practices
 for formats (e.g., question styles, response categories).

The study team developed items to address the study issues that could not be addressed with item used in other studies.  Experts in each study area (e.g., screening, guidelines, quality improvement) led development in a particular area.

The resulting survey instrument was reviewed by experts in HIV care at the national, regional and local levels and pilot tested among local VA HIV clinicians.  Following the pilot test, the survey instrument was subsequently reduced in size to lower respondent burden and focus on high priority areas.    

Survey Administration.  The informants for the survey were the senior clinicians most knowledgeable about HIV care delivery at their respective facilities or their designees.  The senior clinicians had been identified by contacting HIV Coordinators and VAMC leaders at local facilities.  These senior clinicians (or their designees) were then invited to the April 2000 National VA HIV Provider Conference sponsored by the VA Center for Quality Management in HIV Care (Sophia Chang, MD, MPH, Director) based at the VA Palo Alto Healthcare System.  The survey was conducted in three waves.  In the first wave, the survey was administered to the lead clinician attending the National VA HIV Provider Conference or to a provider in attendance in lieu of the lead clinician.  For VAMCs for which more than one HIV provider attended the conference (but the designated lead clinician did not), we selected a physician as informant if one was in attendance, randomly selecting (with a random number table) across multiple physicians if necessary.  If no physician was in attendance, we randomly selected one of the other providers in attendance.  

In the second wave of the survey, we mailed the questionnaire to those conference attendees who had not responded to the first wave (either by completing the instrument or returning a “refusal” form indicating they did not wish to participate), to conference invitees who had not attended, and to the lead clinicians of a few facilities who inadvertently had not been invited to the conference.  In the third wave, we telephoned those who had not responded in a prior wave (either by completing the survey or returning a “refusal” form).  For the third wave, we sent additional copies of the survey by courier, electronic mail or via facsimile.  In a handful of cases, we completed the questionnaire over the telephone.

Response Rates.  Of 165 VA medical centers (VAMCs) serving one or more patients with HIV/AIDS in FY1999, 27 facilities (16%) reported that they do not deliver HIV care directly.  These 27 facilities refer their patients with HIV/AIDS to another VA for HIV treatment (e.g., from a low-volume to high-volume site within an integrated healthcare system).  Of the remaining 138 eligible VA medical centers, we received completed surveys from 118 sites (86% response rate) (see Figure 1 on page 9).  We received four refusals.  Response rates varied by Veterans Integrated Service Network (or VISN) from 50% (1 VISN) to 100% (7 VISNs).

Quality Control and Data Entry.  A systematic review of early survey responses led QUERI investigators to slightly revise the survey for the second wave.  Informants were re-contacted if necessary to ascertain responses to critical fields that had been identified by the investigators.    

Data were double-entered by two different research assistants.  Discrepant entries were manually reviewed and corrected by reviewing the hardcopy survey instrument.  Open-ended responses (in which respondents had the opportunity to write information not covered by structured response categories) were reviewed by three QUERI investigators (EY, BP, VM) and, where possible, recoded into categories.  

Statistical Analysis.  In this report, we present descriptive statistics on the questionnaire items.  Simple frequency distributions were calculated for each survey variable.  For simplicity, we present statistics for all facilities for which we have completed questionnaires, even if a particular item was missing for a given facility or did not apply to it.  Percentages are therefore reflections of the number of respondents indicating a particular answer (e.g., yes or no) divided by the same denominator (n=118).  Missing data (primarily questions left blank) are noted in table columns or footnotes, where applicable. 

An annotated version of the survey, which contains the frequencies for each survey question along with a variable name for reference, is available on request.  The final survey database has been established as an integrated component of the QUERI-HIV Quality Enhancement Database (QED), housed at the VA San Diego Healthcare System.

RESULTS

HIV SCREENING

Early identification of HIV infection is critical if patients are to receive the maximum benefit from therapy.  We asked whether facilities had written policies for (1) who should be screened for HIV infection, generally conducted through antibody testing, and (2) identification of acute HIV infection among specific groups of patients (e.g., primary care patients, mental health patients, patients with a history of drug abuse).   Acute HIV infection was defined in the questionnaire as the first three months after infection, a period during which patients may experience acute retroviral syndrome but may not have yet developed antibodies and thus do not test positive.    

HIV Screening Policies.  No more than one-third of VAMCs have established written policies for screening for HIV infection among any specific patient group about which we asked (Table 1).  Such policies were most common for groups of patients whose behaviors put them at high risk of contracting HIV, including patients with a history of drug misuse or abuse (reported by 33.1% of VAMCs) and patients with other identified risk behaviors, such as men who have sex with men (30.5%).  Procedures for identification of acute HIV infection were even less common, with no more than 10% of VAMCs reporting such policies for a specific patient group.

Pre- and Post-Test HIV Counseling.  We also asked whether facilities had written policies regarding the conduct of counseling before and after HIV testing.  We also asked what types of providers or staff that usually perform such counseling and whether these providers or staff receive specific training in counseling for HIV testing.

Most respondents (79.7%) reported a written policy requiring both pre- and post-test counseling at their facility.  

There is little difference between the types of providers who usually conduct pre-test and post-test counseling.  Staff physicians and advanced practitioners (e.g., nurse practitioners or NPs and physician assistants or PAs) are most frequently cited as the providers who conduct both pre- and post-test counseling (Table 2), although housestaff and social workers do so in more than 40% of the VA’s we surveyed.  Nurses (e.g., RNs and LPNs), other types of providers (e.g., pharmacists) and non-clinicians also provide pre-and post-test counseling, although to a lesser extent.  Those who provide counseling have received counseling training specific to HIV in about two-thirds (66.9%) of facilities.   

Table 1.  HIV Screening Policies for Different Patient Groups

Types of Patient Groups
HIV Screening Policies†


Screening for HIV Infection
Identification of Acute HIV Infection


Yes
No
DK‡
Yes
No
DK

Primary care patients
22.0
64.7
14.41
9.3
78.0
12.7

Mental health patients
24.6
54.2
18.63
8.5
76.3
14.41

Patients with a history of alcohol misuse or abuse
26.3
54.2
16.93
9.3
76.3
13.61

Patients with a history of drug misuse or abuse
33.1
45.8
18.63
9.3
74.6
15.31

Women veterans
17.8
60.2
20.32
8.5
78.0
12.71

Inpatients
17.8
65.3
14.43
8.5
78.8
11.91

People who have other identified risk behaviors (e.g., men who have sex with other men)
30.5
52.5
16.11
10.2
75.4
12.72

†Numbers in table represent percentages of total responding VAMC’s (n=118); ‡DK=don’t know; 1One respondent left the question blank (0.8%); 2Two respondents left the question blank (1.7%); 3Three respondents left the question blank (2.5%).

Table 2.  Types of Providers or Staff Providing HIV Counseling

Types of Providers or Staff
Type of HIV Counseling†


Pre-Test Counseling
Post-Test Counseling


Yes
No
DK‡
N/A§
Yes
No
DK‡
N/A§

Staff physicians
73.7
22.9
---4
---
67.8
24.6
0.88
---

Nurse practitioners (NP’s)/ Physician assistants (PA’s)
74.6
16.9
1.77
0.8
67.8
21.2
1.710
0.8

Housestaff or fellows
46.6
31.4
1.710
11.9
44.1
31.4
2.511
12.7

Social workers
43.2
41.5
4.213
---
42.4
39.8
4.215
0.8

Nurses (RN’s, LPN’s)a
26.3
---
---
---
26.3
---
---
---

HIV coordinators a,b
10.2
---
---
---
10.2
---
---
---

Other counselors a,c
9.3
---
---
---
8.5
---
---
---

Other provider types a,d
15.2
---
---
---
15.2
---
---
---

†Numbers in table represent percentages of total responding VAMC’s (n=118) and sums to more than 100% across provider types because respondents were asked about each type of provider (yes/no); ‡DK=don’t know, with superscripts reflecting the number of missing answers for each question (e.g., 1One respondent left the question blank (or 0.8%), 2Two respondents left the question blank (1.7%); 3Three respondents left the question blank (2.5%), and so on); §N/A=not applicable (e.g., non-academic VAMC’s do not have housestaff or fellows).

aThese categories reflect recoded groups based on a review of the written in responses to an “other, specify” option for these questions; b Reflects sites that reported HIV coordinator as an option under “other, specify” category in addition to the first four categories, with the possibility that some HIV coordinators who are also NP’s or social workers may, for example, be reflected in those provider-specific categories; c Sites reported relying on other types of “trained” or “certified” HIV counselors in addition to clinician categories; d Other provider types listed included pharmacists, psychologists, chaplain, and recreation aides.

Informed Consent for HIV Test Ordering.  The great majority of VAMCs (91.5%) had written policies requiring informed consent prior to HIV testing.  Mirroring test counseling results, staff physicians and advanced practitioners (e.g., NPs and PAs) usually obtain informed consent for HIV testing at most VAs (Table 3), followed by housestaff and fellows.  At about one-third of Vas, social workers usually obtain informed consent, while nurses usually do so at about a fifth of facilities.  

When we asked what types of providers may order HIV tests for screening and diagnosis, we found that staff physicians, NPs, PAs and housestaff were likely to have test ordering privileges (at 92 to 70% of VAMCs).  Social workers and other providers (e.g., psychologists) each had test ordering privileges at a small minority of medical centers (8.5 and 7%, respectively) (Table 3).   

Table 3.  Types of Providers or Staff Obtaining Consent for and Ordering HIV Tests

Types of Providers or Staff
HIV Test Ordering†


Obtain Informed Consent
Order HIV Tests for Screening or Diagnosis


Yes
No
DK‡
N/A§
Yes
No
DK‡
N/A§

Staff physicians
66.1
26.3
---9
---
92.4
4.2
---9
---

Nurse practitioners (NP’s)/ Physician assistants (PA’s)
62.7
26.3
0.811
0.8
83.1
8.5
0.89
---

Housestaff or fellows
47.5
32.2
---10
11.9
69.5
10.2
---9
12.7

Social workers
34.7
43.2
5.919
---
8.5
66.1
5.923
---

Nurses (RN’s, LPN’s)a
20.3
---
---
---
6.8
---
---
---

HIV coordinators a,b
11.9
---
---
---
8.5
---
---
---

Other counselors a,c
9.3
---
---
---
---
---
---
---

Other provider types a,d
16.1
---
---
---
6.8
---
---
---

†Numbers in table represent percentages of total responding VAMC’s (n=118) and sums to more than 100% across provider types because respondents were asked about each type of provider (yes/no); ‡DK=don’t know, with superscripts reflecting the number of missing answers for each question (e.g., 1 refers to one respondent leaving the question blank (or 0.8%), 2 means two respondents left the question blank (1.7%) and so on; §N/A=not applicable (e.g., non-academic VAMC’s do not have housestaff or fellows).

aThese categories reflect recoded groups (see reference in Table 2). 
PRACTICE ARRANGEMENTS AND ORGANIZATION

Given the rapid pace of change in health care delivery for patients with HIV disease, the ways in which medical centers organize themselves for providing high quality care for patients with HIV is very important.  We asked respondents to describe how they arrange for follow-up care for patients who test positive for HIV and also asked a series of questions regarding the structure of each facility’s HIV clinical program, with an emphasis on how HIV care is organized.  Specifically, we asked respondents about the characteristics of their inpatient and outpatient care for patients with HIV disease.  For outpatient care, we asked about how patients received their general HIV care (e.g., at special HIV clinic(s) or mainstreamed, for example, in primary care).  Among those with special HIV clinics, we queried providers about the number of half-days the clinic(s) were open, and how they were staffed and organized.  

Referral of Newly Diagnosed Cases.  Over half (55.9%) of the VAs we surveyed refer patients who are newly diagnosed as HIV-positive to the VA HIV Coordinator who makes the necessary arrangements for follow-up care (not shown in table).  In about one-fifth of VAs (20.3%), clinicians who order the HIV test make arrangements for follow-up care by themselves.  Some VAs (16.1%) describe general referral mechanisms to an Infectious Diseases (ID) provider or clinic (16.1%) (i.e., primary care doctor sends consult to ID, an appointment is made for the HIV clinic, etc.).  

Practice Arrangements for Management of HIV Disease.  We asked respondents to identify the type of arrangement that best represented the approach their facility used to manage the care of patients who had previously been diagnosed with HIV disease.  To discern whether or not different patterns existed for patients who might otherwise be seen primarily in mental health, we asked this question separately for patients with a history of substance abuse and for all other patients.  

The vast majority of VAs manage their patients with HIV infection in a specialty clinic or program (e.g., infectious disease, oncology or special HIV/AIDS program) (Table 4).  About 14% to 18% of VA’s manage their HIV patients jointly between the primary care provider and an HIV expert.  Very few VAs manage their patients mainly within primary care or mental health.  This is the case even for patients with a history of substance abuse.  While some VAs with smaller caseloads did, in fact, refer their patients to another VA (see sampling diagram on page 9), very few had established referral mechanisms to community- or university-based programs.

Table 4.  Practice Arrangements for Patients with HIV/AIDS

Types of Patients with HIV
Managed Mainly by:
Referred to:


Mental Health Provider
Primary Care Physician
Primary Care Physician and HIV expert
Specialty clinic
Community-based program
University-based program
Other arrange-ment

History of substance abuse
0.8
2.5
17.8
69.5
0.8
0
5.9

All other patients
---
3.4
13.6
78.0
0
0.8
1.7

Three respondents (2.5%) left each of these questions blank.

Inpatient HIV Care.  Specifically, we asked respondents whether their facility had a dedicated inpatient HIV/AIDS unit or ward (i.e., a physically separate unit of beds with staff and equipment designated for HIV care).  Only one VA indicated that they had such a unit (0.8%), while the remaining 116 (98.3%) indicated that they did not have a physically separate ward for HIV/AIDS patients (1 missing, 0.8%).  

Use of Special HIV Outpatient Clinics.  We asked respondents whether patients with HIV/AIDS at their facilities received their general HIV care at special HIV clinic(s), including one or more half-day sessions, where only HIV patients are seen.  We defined general HIV care as monitoring and management of anti-retroviral therapy and opportunistic infection (OI) prophylaxis.  Respondents were given the option of indicating whether at least some of their patients were seen in a special HIV clinic or whether all were mainstreamed (e.g., in primary care).  Seventy-two percent of VAs we surveyed (n=85) reported that at least some of their HIV patients are seen in special HIV clinics, with the balance (28.0%) indicating that they mainstreamed their HIV patients in regular clinic sessions.  

Practice Structure at Special HIV Clinics.  Among the 85 VAs that had special HIV clinics, 59 (69.4%) (or half of the total sample of 118 VAs) are open two or fewer half-days per week.  Less than 10% of VAs with special HIV clinics are open all 10 half-days per week.  Only 7% of VAs see HIV patients on any weekday evenings, and none provide weekend hours.  

Over half (51.8%) of special HIV clinics have staff physicians primarily seeing patients (Table 5).  The next two most common practice models were multidisciplinary provider teams and housestaff-run clinics (12.9% each).  Very few programs have NP- or PA-run clinics.  

Table 5.  Practice Models in Special HIV Clinics (n=85) a
Type of Practice Model
Percent of VA’s with Special HIV Clinics (n=85)

Staff physicians primarily see patients
51.8

Multidisciplinary provider team (e.g., MD, NP, fellow) primarily seems patients
12.9

Housestaff primarily see patients with on-site MD attending supervision
12.9

Nurse practitioners/physician assistants primarily see patients with on-call or on-site MD supervision 
4.7

Other clinic organization (e.g., NP on one half-day with parttime MD on another half-day)
16.5

a 1 (1.2%) respondent did not answer question.

HIV PROVIDERS

The characteristics of HIV providers is central to the provision of HIV care.  We asked about the characteristics of the physicians who serve as primary providers for patients with HIV/AIDS (i.e., provide the majority of their care).  Specifically, we asked questions about how many physicians serve as primary providers for HIV/AIDS patients at a given facility, their specialties, years of experience treating patients with HIV/AIDS, and HIV patient volume.  We also asked about the proportion of patients with HIV/AIDS who saw the same physician at all or most visits for their HIV care.

In addition to physician staffing, we asked about use of case managers in providing health care services for patients with HIV/AIDS, access to HIV experts, and the use of multidisciplinary team conferences in discussing and managing the care of HIV patients.

Physician Staffing.  The number of physicians serving as HIV providers varies substantially across facilities.  The number of full time equivalent employee (FTEE) physicians ranges from 1 to 50, with a mean of 5.1 (Table 6).  Most are attending physicians:  attending FTEE physicians outnumbered FTEE physician trainees (fellows, residents and interns) by over three-to-one.  

On average, the most common specialty of FTEE physicians is infectious disease, followed closely by internal medicine, with means of 2.6 and 2.0 FTEEs, respectively.  A specialty in psychiatry is not uncommon; the mean number of FTEE physicians with a specialty in psychiatry is 0.4.  

Physician HIV Experience.  Most VA HIV providers have considerable experience treating patients with HIV disease. On average, VA HIV providers have over 10 years of experience treating such patients, and some providers have been treating patients with HIV disease for 21 years, that is, since the beginning of the AIDS epidemic.  On average, VA HIV providers have cared for 120 unique patients with HIV disease during the past 5 years, with some caring for as many as 750 patients during that time (Table 6).  

Table 6.  Characteristics of Primary Providers of HIV Care a
Characteristics of Primary Providers of HIV Care
Among VAs Serving HIV Patients


Mean(SD b (range)

Total # FTEE physicians serving as primary HIV providers
5.1(6.0 (1-50)

# FTEE MDs by training level:

(Attending physicians

(Physician trainees (fellows, residents, and interns)
3.7(5.5 (0-50)

1.1(1.9 (0-11)

# FTEE MDs by type of specialty:

(Infectious disease

(Internal medicine

(Psychiatry

(Family practice

(Oncology

(Ophthalmology

(Other
2.6(2.6 (0-14)

2.0(4.2 (0-20)

0.4(2.9 (0-30)

0.1(0.5 (0-5)

0.02(0.13 (0-1)

0.02(0.13 (0-1)

0.02(0.13 (0-1)

# years experience MDs have treating patients with HIV/AIDS
10.2(4.8 (1-21)

# patients HIV primary providers have treated during past 5 years
121.4(133.8 (1-750)

a Since we did not collect statistics from each provider, respondents were forced to average across a sometimes diverse provider pool. b SD = standard deviation.

Physician continuity of care for patients with HIV disease is generally high.  About two thirds of such patients are seen by the same physician at all or almost all of their visits for HIV care.  About another 20 percent are seen by the same physician on most of their visits (Table 7). 

Table 7.  Physician Continuity of Care for Patients with HIV Disease

Proportion of patients with HIV/AIDS seeing the same physician at all or most visits for their HIV care

(All/almost all (91-100%)

(Most (61-90%)

(About half (41-60%)

(Some (21-40%)

(A few (1-20%)
Percent

67.8

19.5

7.6

2.5

2.5

For facilities that mainstreamed patients, for example, in primary care, the above description of physician staffing and HIV experience likely represents all primary care providers, rather than those of a smaller cadre of specialists.  Therefore, we further analyzed HIV provider characteristics by type of practice organization (i.e., special HIV clinic vs. mainstreamed).  Table 8 shows the differences in staffing (number and specialty of physicians) and provider experience between VAs with special HIV clinics and those that have mainstreamed care for patients with HIV/AIDS.  On average, VAs with special HIV clinics have about half the number of FTEE physicians delivering HIV care as those that mainstream HIV care, with means of 4.1 and 7.9 FTEEs, respectively.  Almost all physicians providing care in mainstream programs are attending physicians as opposed to physician trainees.  In contrast, about a third of FTEE physicians in HIV clinics are trainees.  Not surprisingly, the specialties of physicians in special HIV clinics and in mainstreamed programs differ, with infectious disease the most common specialty among HIV physicians in such clinics and internal medicine the most common specialty among those in mainstreamed programs.  Provider experience also differs between special HIV clinics and mainstreamed programs.  While the number of years of experience treating patients with HIV/AIDS did not differ significantly, providers in special HIV clinics had cared for, on average, many more patients with HIV disease during the past 5 years than had those in mainstreamed programs (140 versus 71).  

We found no significant differences in reported continuity of HIV care between special HIV clinics and mainstreamed programs (not shown in table).

Table 8.  Characteristics of HIV Providers by Type of Practice Organization a
Characteristics of HIV Providers
Type of Practice Organization


Special HIV Clinic (n=85)
Mainstream Care (n=33)
p-value

# FTEE MDs by training level:

( Attending physicians 

( Physician trainees
4.1±4.0

2.6±2.2

1.4±2.2
7.9±8.9

7.3±9.2

0.6±1.2
<.0005

<.05

<.005

# FTEE MDs by type of specialty:

( Infectious disease

( Internal medicine

( Psychiatry

( Family practice

( Oncology

( Ophthalmology
3.1±2.7

0.8±2.4

0.2±0.2

0.02±0.2

0.01±0.11

0.01±0.11
1.4±1.9

5.1±5.9

1.2±5.3

0.3±0.2

0.03±0.2

0.03±0.2
<.0001

<.0001

NS

<.05

NS

NS

Provider experience:

( Years experience 

( # patients treated during past 5 years
10.3±4.5

140±135
9.2±4.4

71±117
NS

<.0001

aMeans and standard deviations presented for VAs with special HIV clinic (n=85) vs. mainstreamed programs (n=33). 

Use of HIV Case Managers.  We asked respondents whether someone other than the patient’s primary provider served as a case manager for patients with HIV/AIDS at their facilities.  We defined a case manager as a specified person, other than the patient’s primary provider, who serves as a manager, advocate, or care coordinator that helps to arrange and coordinate medical, mental health, and social services.  We then asked about the percentage of HIV patients served by case managers, the kind of HIV patients to whom case managers are made available, the types of staff who serve as HIV case managers and how many full-time employee equivalent (FTEE) case managers are allocated for HIV care.  

Overall, nearly half of VAs surveyed (n=55) use case managers for patients with HIV/AIDS.  In nearly all of those 55 facilities, case managers are made available to all HIV-positive patients, rather than only those who are symptomatic with AIDS (Table 9).  At about two thirds of these facilities, registered nurses serve as case managers.  Social workers are case managers in about a third of such facilities, and nurse practitioners or physician assistants in slightly less than a quarter of facilities.  (Some facilities have case managers from more than one discipline).  About two thirds of these facilities have one to two FTEE case managers allocated to serve HIV patients. 

Table 9.  Use of Case Managers for HIV/AIDS Patients

Characteristics of HIV Case Management
Percent of VA’s Using Case Managers for HIV/AIDS Patients (n=55)*

HIV patients for whom case managers are available:1
(All HIV-positive patients

(Only symptomatic AIDS patients

(Other arrangement
90.9

0

7.3

Types of staff serving as case managers for HIV patients

(Registered nurses

(Social workers 

(Nurse practitioners/physician assistants
69.1

32.7

23.6

# FTEE case managers allocated to serve HIV patients

(Less than one FTEE

(One FTEE

(Two FTEE’s

(More than Two FTEE’s†
14.5

49.1

14.5

5.4

*Superscript numbers represent number of items left blank for a given question (e.g., 1=1 missing; 2=2 missing, etc.).

†Represents one facility with 4 FTEE’s and two outliers at 20 and 50 FTEE’s, where presumably the entire hospital’s cadre of social workers are generally available for HIV patients.

Access to Experts in HIV Care.  We asked facilities about the arrangements they had for obtaining access to experts in HIV care.  Over half of the facilities (53.4%) indicated that they have on-call access to HIV experts 24 hours per day, seven days per week (not shown in table).  Types of on-site consultation reported in VAs include regular office hours (20.3%), on-site on-call experts (19.5%), and consultant availability by appointment (18.6%).  Off-site VA consultants were used more often than off-site non-VA consultants (e.g., university-based experts) (14.4% vs. 5.1%, respectively).  (These reported arrangements for obtaining access to HIV experts sum to more than 100% because informants were allowed to mark all of the possible arrangements.)

Use of Multidisciplinary Team Conferences.  We asked whether facilities had multidisciplinary team conferences, apart from teaching rounds, to discuss the care of HIV patients.  

Most VA’s (60.2%) do not have multidisciplinary conferences.  While we did not query respondents as to their reasons for having or not having such conferences, some noted the presence of one or two HIV providers—too few for a team conference.  Team conferences are most commonly held at least weekly (for 45.6% of facilities with team conferences) or monthly (21.7%).  The remainder hold multidisciplinary conferences several times a year or less often.
AVAILABILITY OF SERVICES   

We asked where the majority of each facility’s HIV/AIDS patients accessed a variety of health care services (e.g., substance abuse treatment, infusions, pharmacy).  We were interested in whether or not key services were available at all and, if available, where a service could be obtained (i.e., at the respondent’s VA facility, at another VA, or at a non-VA site).  

Table 10 lists these health care services in order of overall availability.  Almost all of the listed health care services are widely available for patients with HIV/AIDS.  Transportation to clinic visits and availability of domiciliary services were most likely to be unavailable (unavailable at 18 and 14% of facilities, respectively).

At all or almost all VAs, patients with HIV/AIDS have access within that VA to pharmacy services, mental health care, urgent care, substance abuse treatment, routine Pap smears, eye exams, and infusions.  About half of patients with HIV/AIDS have access to long term care services at their own facility, and about a third have access to domiliary care there (Table 10).  Domiciliary care was the only service considered which was available at a majority of facilities only through off-site referral.  Referral to a non-VA site was most common for long-term care services (at 31% of facilities), hospice care (27%), dental care (20%) and community housing referrals (18%).  

Table 10.  Service Availability for Patients with HIV/AIDS:  Percent of VAs (n=118)a
Health Care Services
Service Is Available
Service Location
Service Not Available 
Don’t know b



At this VA
At another VA
At a non-VA site



Pharmacy
100
100
---
---
---
---

Mental health services
100
99
1
---
---
---

Urgent care
100
99
1
---
---
---

Substance abuse treatment
100
97
2
2
---
---

Eye exams by ophthalmologists
97
92
2
3
2
1

Infusions (e.g., antibiotics)
97
88
2
7
2
1

Routine Pap smears
95
93
1
1
---
4b

Hospice care
94
64
3
27
2
2

Long term care
93
54
8
31
3
2b

Dental care
90
70
---
20
5
5b

Community housing referrals
88
70
---
18
1
10b

Respite care
80
66
3
11
8
11b

Domiciliary care
79
36
25
18
14
6b

Transportation to clinic visits
74
68
1
5
18
8b

aSome rows sum to more than 100% due to rounding. bOne respondent did not answer.
We also asked whether certain types of professionals were available to patients with HIV/AIDS on-site, during regular hours.  Almost all VAs reported the availability of nutritionists (96%), mental health professionals (96%), social workers (98%) and substance abuse counselors (92%) to patients with HIV/AIDS on-site during regular hours. 

PRACTICE MANAGEMENT 

Improved practice management has the potential to demonstrably improve quality of care for patients with HIV/AIDS, although little is known about the features that foster or hinder quality improvement efforts.  We asked respondents about their VAs quality improvement efforts in HIV/AIDS, HIV-related directives or policies to improve treatment adherence, and use of guidelines for caring for patients with HIV/AIDS.

Quality Improvement in HIV/AIDS.  We asked about the extent to which VAMCs have implemented an ongoing quality improvement (QI) program to address issues in the delivery of care for patients with HIV/AIDS and the number of QI (or process action) teams that have been initiated.  About a quarter of VAs have either partially or fully implemented a QI program for HIV/AIDS (Table 11).   Only 15% of VAs (or 60% of those with QI programs) have initiated one or two QI teams during the past year to address health care issues in HIV disease.

Table 11.  Quality Improvement (QI) for HIV/AIDS Care Delivery

Quality Improvement for HIV/AIDS
Percent of VA’s Serving HIV Patients (n=118)

Level of implementation of QI program for HIV/AIDSa
(Fully or nearly implemented

(Partially implemented

(Planned or under consideration

(Neither implemented, planned nor under 

   consideration
11.9

13.6

22.9

45.8

a One respondent answered “don’t know” (0.8%) and 6 respondents left the item blank (5.1%).

Treatment Adherence Policies/Programs.  We also asked questions about whether written HIV-related directives, policies or programs were in effect that aimed to improve treatment adherence (e.g., continuing medical education programs).  Overall, VA’s had few written HIV-related directives, policies or programs in effect that addressed treatment adherence (Table 12).  The most common programs were interventions designed to improve patients’ adherence (e.g., education and/or behavioral strategies to influence patient behavior) among 38% of VA’s serving patients with HIV/AIDS.  The next most common HIV-related practice activity was the use of CME courses on issues related to treatment adherence (23%).  One out of every five VA’s serving HIV patients (20%) was involved in research projects on adherence, while 17% had reminder systems to prompt clinicians to ask how well patients adhere to anti-retroviral therapy and 14% reported directives or policies requiring clinicians to discuss adherence to anti-retroviral therapy with patients.  

Table 12.  HIV-Related Treatment Adherence Policies or Programs

Treatment Adherence Policies/Programs
Percent of VA’s with Activity*


Yes
No
Don’t Know

CME courses on issues related to treatment adherence
22.9
62.7
12.72

Directives or policies requiring clinicians to discuss adherence to anti-retroviral therapy with patients
14.4
72.0
10.24

Reminder systems to prompt clinicians to ask how well patients adhere to anti-retroviral therapy
16.9
72.0
8.53

Interventions designed to improve patients’ adherence (e.g., educational and/or behavioral strategies to influence patient behavior)
38.1
53.4
5.93

Research projects on adherence
19.5
71.2
5.94

*Superscripted number next to “don’t know” responses reflects the number of items left blank or missing (2 reflects 1.7%, 3 is 2.5% and 4 is 3.4% of total).

Use of HIV Clinical Practice Guidelines.  We asked whether each facility had employed explicit guidelines for the care of patients with HIV/AIDS.  Among those facilities that had adopted HIV guidelines, we asked about the aspects of HIV care that the guidelines addressed, the way in which HIV guidelines were integrated into care at the facility, and the methods used to monitor and promote guideline compliance.   We then asked about perceived barriers to guideline implementation.

We found that fewer than half of the VAMCs serving HIV patients have adopted HIV practice guidelines (55 or 47%).  Among the 55 VAs that have adopted some form of HIV guidelines, the aspects of care most frequently addressed include initial work-up and screening, opportunistic infection (OI) prophylaxis, and use of anti-retroviral therapy (Table 13).  To integrate the guidelines into care, most of these VAs rely on  informal discussion or use the guidelines as general reference material.  Only 6 of the 55 (10.9%) have explicitly incorporated them into the medical record (e.g., flow sheet on chart or computerized).  

Table 13.  Use of HIV Clinical Practice Guidelines

HIV Guidelines
Percent of VAs Using HIV Guidelines (n=55)

Aspects of HIV care that the guidelines address:

(Initial work-up/screening for HIV patients

(Anti-retroviral use

(OI prophylaxis

(Diagnostic protocols for symptoms (e.g., fever, headache)

(Management protocols for OI’s
87.3

81.8

87.3

41.8

50.9

How HIV guidelines are integrated into care:

(Guidelines discussed, but not specifically available

(Guidelines in exam room, but not associated with chart

(Guidelines incorporated into medical record

(Other method
40.0

34.5

10.9

10.9

HIV Guideline Implementation Strategies.  Guideline implementation may be enhanced through a variety of mechanisms, both formal and informal.  We asked about the methods that facilities use to monitor compliance with guidelines.  We included informal monitoring, occasional chart reviews, formal medical record audits and concurrent computer-based monitoring.  

Most VAs with HIV guidelines rely on physician education programs or informal feedback to promote compliance with the guidelines (Table 14).  Few VAs take advantage of other methods for changing provider behavior, such as comparative feedback or performance incentives.  Most commonly, guideline implementation at these 55 VAs is monitored informally with physicians monitoring the practices of their peers, or with occasional chart reviews (Table 14).  Roughly one-quarter of these VAs conduct more formal chart audits at defined intervals; these may be performed either internally (e.g., by facility personnel) or externally (e.g., network personnel or JCAHO consultants).  Few VA’s take advantage of other methods for changing provider behavior, such as comparative feedback or performance incentives. 

Table 14.  Promoting and Monitoring Compliance with HIV Guidelines

HIV Guideline Implementation Methods for Promoting and Monitoring Compliance
Percent Among VA’s Using HIV Guidelines (n=55)a


Yes
No
Don’t Know

Methods Used to Promote Compliance

Feedback of comparative data to providers in the practice
27.3
69.1
1.8

Informal feedback
65.4
30.9
1.8

Performance incentives for guideline adherence
3.6
90.9
3.6

Physician education programs
74.5
21.8
1.8

Table 14.  Promoting and Monitoring Compliance with HIV Guidelines (cont’d)

HIV Guideline Implementation Methods for Promoting and Monitoring Compliance
Percent Among VA’s Using HIV Guidelines (n=55)a


Yes
No
Don’t Know

Methods Used to Monitor Compliance

Physicians informally monitor each other’s practice patterns
56.4
32.7
7.3

Occasional chart reviews
52.7
34.5
9.1

Formal medical record audits by facility personnel
25.4
56.4
14.5

Formal medical record audits by external personnel (e.g., JCAHO)
27.3
54.5
12.7

Concurrent computer-based monitoring (e.g., CPRS check boxes)
20.0
65.4
10.9

a Sums to more than 100% because respondents indicated all of the various methods they used to promote or monitor guideline implementation.

HIV EDUCATIONAL RESOURCES, INTERVENTIONS AND BARRIERS TO QUALITY IMPROVEMENT

As the lead HIV clinicians at their respective VA facilities (or their designees), survey respondents were in a good position (1) to assess the relative importance of different types of informational and educational resources for helping HIV providers stay abreast of changes in HIV care delivery; (2) to identify the potential effectiveness of alternate interventions for improving care delivery; and (3) to describe barriers to local guideline implementation to enhance quality of care.  

Importance of Sources of Information.  We asked for the respondents’ opinions about the importance of several sources of information on anti-retroviral therapy.  Overall, they perceived scientific journal publications as most important, followed closely by academic or scientific conferences (Table 15).  VA and non-VA colleagues were also rated as an important source of information.  

Table 15.  Perceived Importance of Information Sources on Anti-Retroviral Therapy (n=118)

Information Source
Importance of Resource (%)


Very important
Somewhat important
Neither important nor unimportant
Somewhat unimportant
Very un-important

VA HIV/AIDS-specific educational resources (e.g., AIDS GRAM or AIDS Hotline calls)
24.6
42.4
16.9
10.2
5.1

VA general educational resources (e.g., facility-based programs or national satellite videoconferences)
26.3
41.5
12.7
11.9
5.9

VA or non-VA colleagues (e.g., local experts, academic affiliates)
60.2
29.7
5.9
1.7
1.7

Academic or scientific conferences (e.g., International AIDS Conference)
70.3
22.0
2.5
3.4
0.8

Scientific journal publications
74.6
18.6
1.7
0.8
3.4

Effectiveness of HIV Quality Improvement Interventions.  We also asked about the likely effectiveness of several different types of HIV quality improvement interventions in improving provider compliance with HIV guidelines.  About half of the providers rated two interventions as very to extremely effective; these are electronic reminders at the point of care (52%), and regular meetings of providers to identify ways to improve care (51%) (Table 16).  In addition, about 40 percent rated one-on-one meetings of providers with experts as very-to-extremely effective ways to promote guideline compliance.  Feedback of variations in provider adherence to guidelines to frontline providers was rated as the least likely to be effective, although this may be colored by responses from sites with small caseloads where only one or two providers deliver the majority of care.

Table 16.  Effectiveness of Alternate Interventions for Improving Anti-Retroviral Therapy and Opportunistic Infection Prophylaxis at VA Facilities (n=118)

Type of Intervention
% Rated Very to Extremely Effective

Electronic reminders of needed therapy at time of patient visits
53%

Comparisons of how well different VA facilities follow guideline recommendations
22%

Comparisons of how well different providers at your facility follow guideline recommendations
22%

Regular meetings of providers to identify ways to improve care
51%

One-on-one meetings of providers with experts
41%

Perceived Barriers to HIV Guideline Adoption.  Finally, to inform the design and implementation of interventions for improving quality of care, we asked respondents to assess the potential barriers to implementing HIV guidelines at their respective facilities. The greatest barriers to guideline implementation are patients’ lack of adherence to provider recommendations (53.4%), lack of provider time to attend to the guidelines (30.5%) and lack of a systematic way to identify patients who would benefit from guideline-concordant care (28.0%) (Table 17).  Provider unfamiliarity with HIV guidelines is a barrier in about one-fifth of VAs (20.3%).  Providers’ perceptions of the principal barriers to anti-retroviral therapy and opportunistic infection prophylaxis were similar.

Table 17.  Perceived Barriers to Adoption of HIV Guidelines for Anti-Retroviral Therapy and Opportunistic Infection Prophylaxis (n=118)a
Potential Barriers to Guideline Implementation
Percent Rating Each Issue a 

Moderate to Great Barrier


Anti-Retroviral Therapy
Opportunistic Infection Prophylaxis

Patients don’t adhere to providers’ recommendations
53.4
42.4

There is not enough time during patient visits to follow guideline recommendations
30.5
28.8

There is no systematic way to identify patients that would benefit from guideline implementation
28.0
24.6

Providers don’t know of or are not familiar with guidelines
20.3
13.6

Providers believe guidelines don’t apply to their patients
10.1
7.6

Providers disagree with guidelines’ recommendations
9.3
8.5

a Three to four respondents left each these items blank (3.3 to 4.2%).

DISCUSSION

HIV Screening

Screening for HIV infection allows providers to identify cases early in the disease.  Such early identification permits providers to begin appropriate anti-retroviral therapy, start prophylaxis for opportunistic infections and provide counseling on risk reduction (i.e., to reduce infection by other strains of the virus).  The Centers for Disease Control and Prevention (CDC-P) have developed guidelines for HIV screening that recommend that providers perform case-finding by asking patients about HIV risk behaviors and offering HIV testing to those who are at risk.  In addition, they recommend screening by offering voluntary testing among patients age 15 to 54 years, regardless of risk behaviors, in hospitals and acute care settings in which the prevalence of HIV is 1.0 percent or higher.  However, the empirical evidence supporting these guidelines is weak.  These CDC guidelines for HIV screening have not been adopted widely in non-VA settings.  

Despite the large volume of tests the VA performs, by in large, VA facilities do not have formal guidelines on who should be screened for HIV.  We found that less than one-third of VAMCs have established policies for screening for HIV infection among any patient group, while less than one-tenth have formal policies regarding detection of acute HIV infection among any particular group of patients.  The groups for which such policies are most common are those with behaviors that put them at high risk of HIV, specifically, patients with a history of drug abuse and patients with other risk behaviors (such as men who have sex with other men).  However, formal screening policies for general patient population groups (such as primary care patients) are only somewhat less common than for high-risk groups—about 30 percent of VAs have screening policies for each of the two high-risk patients groups compared to just over 20 percent for primary care patients.  

Development of appropriate screening policies on a national basis are likely to facilitate appropriate screening for HIV infection in the VA, although the issues surrounding the lack of an empirical evidence base need to be addressed.  To our knowledge, no data are currently available regarding the appropriateness of current screening practices.  However, research is currently underway to assess the cost-effectiveness of implementing the CDC guidelines in VA.  

Practice Arrangements and Organization

The majority of VAs have adopted special HIV clinics for providing care for patients with HIV/AIDS.  However, local circumstances such as HIV caseload and availability of specialists expert in HIV disease are likely determinants of how an individual VA organizes itself for providing HIV care.  Low volume sites were more likely to refer their HIV patients to other larger VA medical centers, likely deferring to available expertise (such as infectious disease providers) at VAs with more cases.  

Since provider experience with HIV care delivery is believed to be an important marker for quality of care, sites with low HIV patient volumes need to carefully weigh the costs and benefits of developing a separate HIV program vs. referring their patients with HIV disease to a potentially distant major medical center.  While referral may facilitate access to greater expertise and experience, ongoing treatment at a distance may pose special challenges for patients (e.g., transportation, costs, coordination of services).  Depending on the frequency of check-ups (e.g., quarterly) and use of mail prescription programs, such distance HIV management may be preferable, but we know of no systematic studies that have assessed VA HIV patient preferences or evaluated the cost-effectiveness of these alternate arrangements in VA settings.

Variations in how special HIV clinics are staffed compared to mainstreamed programs leave interesting questions unanswered.  While special HIV clinics have twice as many infectious disease (ID) doctors, mainstreamed clinics may leverage the expertise of fewer ID providers by integrating them into primary care, where many more physicians are available to deliver general HIV care.  That may translate into better accessibility to clinic appointments (i.e., more appointment slots are available in primary care settings than in special HIV clinics).  Future research needs to evaluate the impact of these variations in how care may be organized on the quality and outcomes patients experience.  

The need to stay current with the rapidly changing treatment options for patients with HIV disease places a significant burden on providers.  While providers appeared knowledgeable of both VA and non-VA educational sources, they found the most important sources of information to be scientific publications and conferences sponsored by non-VA organizations (e.g., International AIDS Conference).  While journal articles and conference proceedings may be accessible in local libraries and through the Internet, opportunities for continuing education in more accessible and interactive ways ought to be pursued.  Other venues that focus on treatment issues among VA practice populations and practice arrangements across network VA providers would also contribute to improving uptake of new practices.

Service Availability and Access

Veterans with HIV/AIDS have access to a relatively broad range of health care services.  This is one of the principal strengths in their enrollment and use of services within the VA as an integrated health care system.  For the most part, veterans do not have to travel to another VA or use non-VA health services.  Similarly, respondents reported that key associated health professionals (e.g., social workers, nutritionists, etc.) are nearly universally available.  Future research needs to address patients’ patterns of care to discern the extent to which they have timely access to needed services, the extent to which services meet their specific needs, whether providers have appropriate HIV-related training, and how often patients actually use various services.  Some of these issues are currently under study as part of the research agenda for the Quality Enhancement Research Initiative for HIV Disease (QUERI-HIV).  

Guideline Use and Provider Concerns

HIV guideline use is underway in less than half of the VA’s delivering HIV care and implementation is principally informal.  Dissemination of innovations, including guidelines, is unlikely to be successful without structured interventions to not only foster their adoption among providers, but also to actively integrate guideline features into a care delivery model.  National, VISN-level and local leaders planning such implementation strategies need to be alert to the variations in how HIV care is organized to ensure that quality improvement and guideline adherence activities map to local circumstances and needs.  

At the same time, providers expressed relatively few concerns about barriers to guideline implementation at their facilities.  Their chief concern, however, was about their abilities to get patients to adhere to their treatment regimens.  Interventions for improving veterans’ adherence to anti-retroviral therapy are currently underway and may help address this concern among HIV providers.  Electronic reminders at the point of care, regular meetings of providers to identify ways to improve care and one-on-one meetings of providers with experts were considered very-to-extremely effective ways to promote guideline compliance among providers.  Quality improvement efforts ought to therefore consider an early focus on reminder systems, provider meetings and enhanced access to experts as important components of a broad strategic plan for improving services.

Limitations

This descriptive study has a number of limitations.  First, it is a cross-sectional survey among key informants regarding the organizational structure of care delivery for an entire health care facility.  In most cases, these key informants were individuals that their organizations had identified as sufficiently responsible for and/or knowledgeable of HIV care that they were sent to one of the National VA HIV Provider Conferences. 

In medical centers that did not send a representative to the conference, we faced additional challenges identifying an appropriate respondent; these sites also tended to have lower HIV caseloads, likely rendering HIV care delivery a lower organizational priority amidst competing clinical demands.  VAs with lower HIV caseloads may have also had more difficulty completing the survey as some questions (e.g., attitudes toward clinical guidelines) referred to the attitudes of groups of providers.  Written comments from some respondents in smaller VA’s noted “I am the only HIV provider, so these reflect my attitudes alone,” or “some of these questions don’t apply to smaller VA’s like us with fewer cases.”  Nonetheless, respondents were helpful in identifying local delivery models and pertinent issues in the provision of HIV care.

For More Information

We hope this study provides information useful to VA policymakers and health care managers in designing and planning quality improvement interventions and educational programs that benefit HIV providers and patients.  

For more information about the study, please contact Elizabeth Yano, PhD, Associate Director of the VA Greater Los Angeles HSR&D Center of Excellence at (818) 895-9449.  If you have questions about QUERI-HIV, please contact Samuel Bozzette, MD, PhD, QUERI-HIV Research Coordinator, or Candice Bowman, PhD, QUERI Program Manager at (858) 552-4325.  You may also get more information about quality improvement activities underway for HIV care from Sophia Chang, MD, MPH, Director of the VA Center for Quality Management in HIV Care (CQM) at the VA Palo Alto Healthcare System at (650) 849-0273.
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