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OFFICE OF INSPECTOR GENERAL

The mission of the Office of Inspector General (OIG), as mandated by Public Law 95-452, as
amended, is to protect the integrity of the Department of Health and Human Services’ (HHS)
programs as well as the health and welfare of beneficiaries served by those programs. This
statutory mission is carried out through a nationwide network of audits, investigations, and
inspections conducted by three OIG operating components: the Office of Audit Services, the
Office of Investigations, and the Office of Evaluation and Inspections. The OIG also informs
the Secretary of HHS of program and management problems and recommends courses to
correct them.

OFFICE OF AUDIT SERVICES

The OIG’s Office of Audit Services (OAS) provides all auditing services for HHS, either by
conducting audits with its own audit resources or by overseeing audit work done by others.
Audits examine the performance of HHS programs and/or its grantees and contractors in
carrying out their respective responsibilities and are intended to provide independent
assessments of HHS programs and operations in order to reduce waste, abuse, and
mismanagement and to promote economy and efficiency throughout the Department.

OFFICE OF INVESTIGATIONS

The OIG’s Office of Investigations (OI) conducts criminal, civil, and administrative
investigations of allegations of wrongdoing in HHS programs or to HHS beneficiaries and of
unjust enrichment by providers. The investigative efforts of OI lead to criminal convictions,
administrative sanctions, or civil money penalties. The Ol also oversees State Medicaid fraud
control units which investigate and prosecute fraud and patient abuse in the Medicaid program.

OFFICE OF EVALUATION AND INSPECTIONS

The OIG’s Office of Evaluation and Inspections (OEI) conducts short-term management and
program evaluations (called inspections) that focus on issues of concern to the Department,
the Congress, and the public. The findings and recommendations contained in these inspection
reports generate rapid, accurate, and up-to-date information on the efficiency, vulnerability,
and effectiveness of departmental programs.

This report was prepared under the direction of Mark R. Yessian, Ph.D., Regional Inspector
General, and Martha B. Kvaal, Deputy Regional Inspector General, Boston Region, Office of
Evaluation and Inspections. Participating in this project were the following people:

Boston Headquarters

Russell W. Hereford, Ph.D., Project Leader Alan Levine
Dana L. Miller

For additional copies of this report, please contact the Boston regional office
by telephone at (617) 565-1050, or by fax at (617) 565-3751.
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EXECUTIVE SUMMARY

PURPOSE

The purpose of this inspection is to assess the role that Area Health Education
Centers play and can play in providing support services to enhance the practice
environment for health care practitioners in rural areas.

BACKGROUND

The goal of the Area Health Education Center (AHEC) program is to link health
professions education with service delivery in underserved areas by bringing together
the academic resources of a university health sciences center with local clinical
resources. The FY 1994 appropriation of $22,203,000 supports 19 basic AHEC
programs and 13 model State-supported programs. The FY 1995 appropriation is
$24,625,000.

During our background work on this inspection, we met with staff from the Division of
Medicine within the Public Health Service (PHS) to discuss an inspection focusing on
AHECs’ provision of continuing education. They expressed a desire that we broaden
the focus of our inspection. Consequently, we expanded our inquiry to include library
resources and telecommunications, and to consider ways in which AHECs could play a
lead role in helping rural health professionals practice in a changing health care
system.

Our methodology uses AHEC-reported information from four primary data sources:
(1) funding applications submitted to the Bureau of Health Professions (BHPr) from
13 AHEC programs for a 3-year period ending in 1994 and from 10 model AHEC
programs for FY 1994; (2) data on continuing education activities from all AHEC
programs, submitted to BHPr for FYs 1991-92 and 1992-93; (3) telephone interviews
with directors of 19 AHEC programs; and (4) site visits to 4 AHEC programs in 3
States, during which we met with more than 30 rural practitioners.

FINDINGS

AHEC:s are enhancing rural practitioners’ access to health care information by linking
them with medical library resources.

e AHEC-provided library resources include professional staff, computer
equipment (both hardware and software) for data base searches and document
distribution, practitioner training, and books, journals, and audio-visual tapes.

® As special incentives to attract community-based faculty for their students,
AHEC:s provide additional training on using data bases, free use of medical
library resources, and computer hardware and software to access these resources.




AHECs are responding to the needs of many types of practitioners for continuing
education on clinical topics.

e AHECs continuing education courses cover a wide range of topics in the health
care field.

® In developing their continuing education agendas, AHECsS try to be particularly
responsive to community-based practitioners in order to encourage their
involvement with AHEC-affiliated students and residents.

® On average, more than two-thirds of participants in AHEC-sponsored
continuing education programs in 1993 were nonphysician practitioners,
including nurse practitioners, physician assistants, nurses, and allied health
professionals.

For the most part, however, AHECs are missing opportunities to educate practitioners
about innovations in health care delivery, such as clinical practice guidelines or managed
care.

e Although clinical practice guidelines are intended to help practitioners make
clinical decisions about patient care, most AHECs have not included these
topics in their continuing education courses.

e Despite the potential impact of managed care on rural practice, most AHECs
have not included courses on this topic in their continuing education programs.

AHEC:s are beginning to use telecommunications to provide support to isolated
practitioners, but they are not yet taking advantage of the full potential of this technology.

o AHECs’ most common use of telecommunications is to provide additional
education for professional advancement of local nurses. Except for this
purpose, however, few AHEC:s utilize regularly scheduled telecommunications
programming.

o Constraints on greater AHEC use of telecommunications include AHECs’ lack
of ownership of the technology, its capital and operating costs, and lack of
practitioner familiarity or comfort.

OPPORTUNITIES: LOOKING TO THE FUTURE

AHEGC:s are well positioned to help practitioners address emerging issues that impact
health care delivery in rural areas.

We recommend that the Public Health Service strengthen the role of AHECs by
facilitating their ability to focus support services on three areas: clinical practice
guidelines, managed care, and telecommunications.
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®  Clinical practice guidelines
AHECG:s could facilitate adoption of clinical practice guidelines in rural practice by:

- Including guidelines as part of continuing education courses
- Ensuring guidelines are available in their medical libraries
- Helping adapt guidelines to rural conditions

The PHS, working through the Agency for Health Care Policy and Research,
could encourage guidelines’ adoption by:

- Involving AHEG:s in the development of guidelines
- Encouraging AHECs to disseminate guidelines

- Assessing rural practitioners’ concerns

- Examining the use of guidelines in rural areas

® Managed care
AHEC: could inform rural practitioners about managed care by:
- Sponsoring informational symposia for rural practitioners
- Assisting practitioners in negotiating contracts
- Participating in State-level planning

The PHS could assist AHEC:s in this effort by:

- Disseminating information on managed care
- Taking advantage of its ongoing communications with AHECs

® Telecommunications

AHECs could lead efforts to take greater advantage of telecommunications’
potential to facilitate rural practitioner access to information by:

- Actively participating in State telecommunications initiatives, such as those
involving State offices of rural health
- Training practitioners, students, and primary care residents

The PHS could facilitate these efforts by:

- Encouraging the Federal AHEC Program and the Federal Office of Rural
Health Policy to work closely together

- Considering the extent of AHEC collaboration with telecommunications
networks in its review of funding applications
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COMMENTS ON THE DRAFT REPORT

We received comments on the draft report from the Public Health Service (PHS) and
the Assistant Secretary for Planning and Evaluation (ASPE) within the Department.
We also received comments from the National Organization of AHEC Program
Directors (NOAPD). We include the full text of all comments in Appendix A. Below
we summarize the comments of the respondents and, in italics, offer our responses.

PHS Comments

The PHS concurs with our recommendations. The agency identifies a plan of action
that it will undertake to implement those recommendations.

® The PHS plans to convene a work group with staff from HRSA and AHCPR to
address our recommendation on the use of clinical practice guidelines.

e The PHS has already established a task force within HRSA to identify steps
that could be taken to assist its customers and constituents in responding to the
growth of managed care throughout the nation.

e The PHS notes that HRSA will undertake efforts to increase interaction
between the AHEC program and the Office of Rural Health Policy as one
approach to strengthening development of telecommunications systems.

We appreciate the positive response from PHS, and we are encouraged by the plan of
action that the agency has adopted in response to our recommendations.

ASPE Comments

The ASPE generally agrees with our recommendations, particularly those that address
clinical practice guidelines and managed care. However, ASPE suggests that we might
wish to emphasize grantee involvement in efforts to explore the use of telecommu-
nications. We agree that this is an emerging field in which a consensus has not yet been
reached on how to take full advantage of advanced technology. However, we believe that
an indication that AHECs are exploring telecommunications would not be sufficient for
assessing their actual involvement in that field. Instead, we have revised the language
supporting our recommendation to emphasize that the Federal AHEC program could
consider "the extent to which AHECs are involved in linking with State efforts to develop
telecommunications" in its rating of applicants for AHEC funding.

NOAPD Comments

The NOAPD made a number of technical and editorial comments. The one area of
particular concern to NOAPD is our recommendation on clinical practice guidelines.
The NOAPD questions whether these guidelines are pertinent topics for continuing
education in communities where local practitioners have not requested such
information. We urge AHECs not only to take advantage of existing opportunities to
educate practitioners about the information contained in these guidelines, but also to play
a proactive role in making practitioners aware of their potential use. In addition, one
important thrust of our recommendation is to involve the expertise residing in AHECs to
make these guidelines more relevant and useful to rural practitioners.
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INTRODUCTION

PURPOSE

The purpose of this inspection is to assess the role that Area Health Education
Centers play and can play in providing support services to enhance the practice
environment for health care practitioners in rural areas.

BACKGROUND
® The Area Health Education Center Program

Recruiting and retaining health care practitioners in rural areas remains a vexing
national concern. The Area Health Education Center (AHEC) program represents
one strategy that the Federal government has adopted to address this concern.! The
goal of the AHEC program is to link health professions education with service delivery
in underserved areas by bringing together the academic resources of a university
health sciences center with local clinical resources. This linkage facilitates recruitment
and training of health professions students for work in underserved areas, and it helps
to retain health professionals practicing in those areas by enhancing the rural practice
environment through continuing professional education and support services.

The primary mission of AHEC: is to support training for medical students and
medical residents. Under the Federal program, funding is provided directly to an
AHEC project, a cooperative arrangement that operates through a medical school.
The AHEC project oversees an effort encompassing multiple AHEC centers at sites
remote from the medical school. Each AHEC must maintain preceptorship
educational experiences for health sciences students. At least 10 percent of all
undergraduate medical clinical education must be conducted in an AHEC or in
AHEC-sponsored sites. AHECs must also maintain or be affiliated with primary care
residency programs for a minimum of four residents in each year. Each AHEC
project must be responsible for a program for training physician assistants or nurse
practitioners, and for at least two programs involving other health professions, such as
dentistry or mental health practice.

The Federal government has supported the AHEC effort since 1971. The Federal
AHEC Program is operated by the Division of Medicine in the Bureau of Health
Professions (BHPr), Health Resources and Services Administration (HRSA), within
the Public Health Service (PHS). The FY 1994 appropriation of $22,203,000 supports
19 AHEC projects under the basic program and 13 projects funded under a new
model State-supported AHEC program that includes at least a 50 percent State
match.> The FY 1995 appropriation is $24,625,000. More than 100 AHEC centers
now operate, including both those that are supported currently with Federal funding
and those that have graduated from Federal AHEC support and rely on State funding.
Since the Federal program’s inception in 1971, AHECs have operated in 35 States.




The Federal government also supports other efforts to encourage the development of
health delivery capacity in rural areas. One such effort is HRSA’s Federal Office of
Rural Health Policy (ORHP). The ORHP provides funding for individual State offices
of rural health and funds a Rural Health Outreach Grant program that supports
innovative strategies for delivering health care in rural areas, such as mobile clinics for
prenatal care and development of telecommunications systems.

® The Role of Support Services in Enhancing the Rural Practice Environment

In this inspection, we use the term support services to describe three types of
activities:

» Medical library resources that provide rural practitioners with access to
journals, data bases, and document delivery services.

»  Continuing education courses that share clinical information with community-
based practitioners (such as updates on new diseases and treatments); that
assist practitioners to provide care in a changing practice environment (such as
skills needed to practice in a managed care setting); and that enhance the
educational process of health professions students (such as courses to improve
community-based practitioners’ ability to be preceptors for medical students).

» Telecommunications technologies that link rural practitioners with clinical
resources, such as those available at the academic health center. These
interactions include computer-based information exchange to foster consultation
and long distance educational courses for isolated practitioners.

These support services are only one facet of AHECS’ responsibilities. Other important
AHEC activities include educating medical and other health professional students,
maintaining primary care residency programs, and carrying out recruitment programs
for the health science professions among minority elementary and secondary school
students from medically underserved areas.

AHECG:s use these support services for two basic purposes. First, they seek to enhance
the knowledge base and skills of community-based practitioners by providing
information that will be useful in the local setting, in response to the needs of those
practitioners. Second, AHECs use support services to help recruit community-based
practitioners who teach AHEC-sponsored health professions students and residents.
AHECG:s consider their principal overall mission to be basic education of health
professionals. Recruiting and retaining high quality preceptors and faculty in
community-based settings is an ongoing task for AHECs. By focusing their support
services on these faculty and affiliated staff in their practice settings, AHECs are able
to provide some additional benefit to these faculty, many of whom practice in isolated
or other underserved areas.




Despite medical education programs such as AHEC, initial practitioner training and
recruitment appear to be only partial solutions to assuring their ongoing availability in
rural areas. A 1994 study by the General Accounting Office states that although the
number of primary care physicians providing patient care rose 75 percent between
1975 and 1990, "the increased supply did not improve--and even slightly exacerbated--
the uneven distribution between urban and rural areas that already exists."* The
Congressional Office of Technology Assessment (OTA) notes, "health professionals
may be dissuaded from choosing a rural practice location due to either a perceived or
an actual lack of professional opportunities and benefits [such as] opportunities for
career advancement and ability to meet continuing education requirements for
recertification."*

The OTA captured the implications of this problem when it noted that "rural primary
care physicians may infrequently treat many conditions, and rural technical personnel
may find it difficult to maintain competence in skills they rarely practice. . . . Many
rural health professionals do not have easy access to professional colleagues,
consultations and second opinions, medical libraries, or continuing education."

Because of their link between health sciences centers and community practitioners,
AHECGC:S are in a unique position to provide ongoing support services to rural
practitioners. The director of one AHEC summarized this task when he noted,
"AHECs should examine their current models of support for life-long learning. Models
that bring relevant, timely information closer to the user’s point of need should receive
priority attention. AHECs are ideally positioned to address the need for individualized
learning and self-directed inquiry. Such information delivery systems could become
the foremost criteria by which AHECs will be judged in the years ahead."s

FOCUS OF THIS STUDY

During our background work on this inspection, we met with staff from the Division of
Medicine to discuss an inspection focusing on AHECs’ provision of continuing
education services. The PHS staff expressed a desire that we broaden our inspection
beyond continuing education. Consequently, we expanded our inquiry to include
library resources and telecommunications services, and to consider ways in which
AHEC:s could play a lead role in helping rural health professionals practice in a
changing health care system.

This inspection assesses support services provided by all AHECs, both those receiving
current Federal AHEC support and those not receiving such support. Consequently,
we do not intend for this study to report on the use of Federal AHEC funds only.
Even among those AHECs that currently receive Federal AHEC funds, this support
may comprise only a small portion of their budgets. Other AHECSs are no longer
dependent at all on Federal funding.




METHODOLOGY

Our methodology relies upon AHEC-reported information, drawn from four primary
sources:

1) We reviewed funding applications submitted to BHPr for 13 AHEC programs for a
3-year period ending in 1994. Each application included reports on AHEC activities
for the prior year. We also reviewed applications for funding from 10 model AHEC
programs submitted in FY 1994.

2) We analyzed data on continuing education activities from all AHEC programs that
had been submitted to BHPr for FYs 1991-92 and 1992-93.

3) We conducted telephone interviews with directors and/or staff from 19 AHEC
programs.

4) We conducted site visits to four AHEC programs in three States. Each site visit
included discussions with staff and practitioners at the AHEC program and at AHEC
centers. During these site visits, we met with more than 30 rural practitioners, in
addition to AHEC staff members. We selected these sites based on our review of the
AHEC program files and discussion with staff from the AHEC Program Office in
HRSA. We chose programs that had been operating for at least three years. In
Appendix B we describe the support services of these AHECs in detail. These sites
were:

o Arkansas AHEC Program, University of Arkansas for Medical Science, Little
Rock, Pine Bluff AHEC Center, and Fayetteville AHEC Center;

e South Texas AHEC Program, University of Texas Health Science Center, San
Antonio, and Lower Rio Grande Valley AHEC Center, Weslaco;

e Nova Southeastern University AHEC Program, North Miami, and Central
Florida AHEC Center, Apopka; and

e North Florida AHEC Program, University of Florida Medical School,
Gainesville, and Big Bend AHEC Center, Tallahassee.

We conducted this study in accordance with the Quality Standards for Inspections
issued by the President’s Council on Integrity and Efficiency.




FINDINGS

AHECS ARE ENHANCING RURAL PRACTITIONERS’ ACCESS TO HEALTH CARE
INFORMATION BY LINKING THEM WITH MEDICAL LIBRARY RESOURCES.

® AHEC-provided library resources include professional staff, computer equipment
(both hardware and software) for data base searches and document distribution,
practitioner training, and books, journals, and audio-visual tapes.

AHECs make available a sophisticated array of library services to rural practitioners,
including books, journals, and videotapes. In our review of applications for Federal
AHEC program funding, interviews with AHEC program directors, and site visits to
AHEC programs we found that AHECs have put substantial commitment into
facilitating practitioner access to medical library resources. These efforts have
expanded the range of materials and information available to isolated practitioners.

By virtue of their relationship with academic health sciences centers, AHECs have
access to the full range of medical collections that are available in these teaching
settings. In addition, AHECs have undertaken major commitments to link
practitioners with other resources, such as computerized literature and data bases. In
late 1994, HRSA’s National AHEC Program Office surveyed the 32 AHEC programs
that receive Federal funds. The survey found that all the programs are utilizing
Internet and National Library of Medicine (NLM) telecommunications resources.
Each AHEC utilizes the NLM’s Grateful Med program (for medical literature
searching) and Loansome Doc program (for document distribution). Most AHECs
also access other data bases such as CINAHL (Cumulative Index on Nursing and
Allied Health Literature), either via computer modem-based searches or periodic
updates on CD-ROM disks. Eighteen AHECs are linked with AHECNet, a system
established by the Montana AHEC. Some AHECs also use methods that are less
high-tech in nature, such as distributing journal tables of contents to practitioners, and
photocopying articles in response to requests.

In addition to searching for and distributing literature to practitioners, AHECs put
substantial effort into training practitioners about how to use the library resources that
are available. This training takes place through on-site instruction, for example, in a
local hospital. Some AHECs use a "circuit riding librarian," who visits physicians’
offices, clinics, hospitals, and other practice sites, actively marketing the AHEC’s
library services. The circuit rider trains practitioners on how to use services such as
Grateful Med, but also performs searches on site for the practitioners.




®  As special incentives to attract community-based faculty for their students, AHECs
provide additional training on using data bases, free use of medical library
resources, and computer hardware and software to access these resources.

AHECG S use library training strategies to help strengthen their ties with preceptors.
AHEC students and residents take equipment--computers, modems, and software--
with them on their rotations in the field where they use them as part of their ongoing
work with practitioners. One AHEC director summarized this approach by noting that
"Our students at a rural rotation dial in, do a work up, and search on-line for
information, so that they can illustrate for themselves and for their preceptors how
these systems work. We structure this to make it part of the learning process.”

In addition to providing free data base searches and access to documents, some
AHECs purchase and donate equipment to practitioners who serve as preceptors.
AHEC staff we interviewed told us that providing this equipment is important for
rural practitioners. They noted that most rural practitioners have computers and
modems in their offices, but that they use them almost exclusively for billing.
Consequently, placing computer systems in these preceptors’ offices meets both an
educational need for students and provides access to library services for the
practitioners.

Library services can also be valuable resources for AHECs in enhancing their
relationships with their parent institution. One AHEC director’s comments
summarized how "these services constitute a win-win relationship. Making library
services available is part of the marketing strategy of any health sciences center. They
use it to build up the referral network for the hospital. AHEC enhances this
approach for the medical center, because we get out into the rural community more.
AHEC’s marketing goal is to have practitioners take students, and we use library
services to help reach that goal."

AHECS ARE RESPONDING TO THE NEEDS OF MANY TYPES OF PRACTITIONERS FOR
CONTINUING EDUCATION ON CLINICAL. TOPICS.

® AHECSs’ continuing education courses cover a wide range of topics in the health
care field.

Drawing primarily on our review of funding applications, but also on our site visits, it
is clear that the preponderance of courses are clinical in nature.” Examples of topics
that appear frequently in the lists include: issues related to HIV infection; emergency
care, cardio-pulmonary resuscitation, and cardiac life support; identification and
treatment of substance abuse; identification of domestic abuse; prenatal and perinatal
care; and management of chronic diseases such as diabetes and asthma. Some
AHEG:s also provide continuing education courses on social issues (e.g., cultural
sensitivity, lJanguage training), management (e.g., quality assurance and risk
management), and human resources (e.g., avoiding burnout).




The AHECs generally view their role in continuing education as meeting specific
needs and filling a void left by other sources of continuing education. Most continuing
education programming is provided through formal courses. Courses may be provided
in large scale settings (e.g., cosponsorship of a statewide conference on rural health),
in a particular geographic area, or for a small group of eight to ten staff members at
one rural health clinic. In addition to courses, several AHECs sponsor mini-
residencies or fellowships at the health sciences center in response to an individual
physician’s need for special training on a particular subject. Some AHECs also
conduct specialty clinics in rural communities; at these clinics, a specialist from the
health sciences center sees patients, while also providing training for local
practitioners.

® In developing their continuing education agendas, AHECs try to be particularly
responsive to community-based practitioners in order to encourage their
involvement with AHEC-affiliated students and residents.

Our interviews and site visits showed that AHECs use several basic strategies to
identify practitioners’ continuing education needs. Some AHECs convene advisory
boards comprised of local practitioners and staff from health care facilities; other
AHECs conduct written needs assessments of local practitioners. Less structured
methods of seeking provider input include ongoing contacts with practitioners, and
course evaluations from practitioners who have attended continuing education classes.

AHECs reported making special efforts to solicit ideas for continuing education
programs from faculty and staff in those settings in which students and residents are
placed. These efforts can meet practitioners’ needs for continuing education, while
also providing basic education for the students.

We identified six strategies that AHECs have adopted toward this end. First, AHECs
take programs to the practice setting, so that all the staff can participate. Second, an
AHEC may use its preceptors as the sampling frame for needs assessments surveys.

Third, some AHECs have developed special courses to train their preceptors on
clinical issues, but also, importantly, on how to be effective teachers and mentors.®
Fourth, AHECGC:s offer "noon courses" as part of their primary care residency training.
On a regular schedule--daily in some programs, weekly or biweekly in others--
practicing physicians from the clinic or local area provide lectures for residents and
other staff. Although these programs are targeted at the residents, other local
practitioners are invited, as a way of facilitating professional interaction and learning.

Fifth, some AHECs provide "dividends" or credit to preceptors. These preceptors may
exchange these dividends for free registration at AHEC programs. Finally, AHECs
encourage practitioners to view teaching as an important means of receiving
continuing education. One physician at a community health center explains how this
works: "It is stimulating at all levels of the profession. Students force you to push
yourself, because they are up on the latest literature and research. It also gives




providers in an underserved community a sense of credentialing and their own worth,
as they can think, ’If 'm a teacher I must be good.™

®  On average, more than two-thirds of participants in AHEC-sponsored continuing
education programs in 1993 were nonphysician practitioners, including nurse
practitioners, physician assistants, nurses, and allied health professionals.

Even though AHECs are based in medical schools, nonphysician practitioners make
particular use of their continuing education programs. We reviewed data submitted by
19 AHECs to BHPr for fiscal year 1993. In 14 of these 19 AHECs, physicians
comprised less than 25 percent of participants, and in 9 of these AHECs they
comprised 10 percent or less. In 14 of those 19 AHECsS, nurses, nurse practitioners,
and physician assistants--who often are direct providers of primary care services in
rural areas--comprised more than 25 percent of participants. Other participants in
these programs include dentists, pharmacists, and allied health professionals such as
medical technologists, x-ray technicians, and medical records administrators.

AHEQG: fill a niche in providing continuing education programming for nonphysician
health care professionals. Of particular benefit, this programming can focus on the
specific needs of staff in an individual clinic or practice site in a rural area. Because
of the AHECs flexibility, it can design continuing education that may not be readily
available elsewhere for these practitioners.

We heard four additional explanations for this level of participation by nonphysician
practitioners. First, rural practice sites tend to be multidisciplinary, with a team
orientation that includes nurses, physicians, and allied health professionals. As a
consequence, rural practitioners’ continuing education needs also are multidisciplinary.

Second, rural sites need continuing education that is locally provided. One physician
summarized this need when she told us, "Clinic staff are place-bound. A nurse may be
the only one in the rural clinic, and she can’t get away. You simply can’t shut down a
small county health unit for a day to go to a meeting."

Third, an obvious reason for this level of participation is that nurses and allied health
professionals comprise the largest proportion of health professionals. Consequently,
they would be expected to consume a greater share of continuing education. Fourth,
although continuing education is widely provided elsewhere for physicians, it often is
unavailable for many rural nonphysician practitioners.




FOR THE MOST PART, AHECS ARE MISSING OPPORTUNITIES TO EDUCATE
PRACTITIONERS ABOUT INNOVATIONS IN HEALTH CARE DELIVERY, SUCH AS
CLINICAL PRACTICE GUIDELINES OR MANAGED CARE.

®  Although clinical practice guidelines are intended to help practitioners make
clinical decisions about patient care, most AHECs have not included these topics
in their continuing education courses.

In our review of applications, interviews, and site visits, we sought specific information
on whether AHECs have provided continuing education on the use of clinical practice
guidelines developed by the Agency for Health Care Policy and Research (AHCPR).?

No AHEC mentioned in its application that it had been involved in dissemination of
guidelines. Of our 19 interviews, 2 AHEC directors told us that they had disseminated
practice guidelines. One director told us that the AHEC had sent HIV guidelines to
"hundreds of people through their AIDS Clinical Newsletter," saying that "AHECs are
a natural entity to do this." The director of another AHEC told us that practice
guidelines are frequently presented as part of their continuing education programs,
and he expects that these will be even more commonly used in future programs.
Several other AHEC directors told us that the guidelines are available in their medical
library collections. As one AHEC director summarized, however, "We get the
information from AHCPR, but haven’t done much with it. I'm not sure why."

On our site visits, staff from the South Texas AHEC told us that although continuing
education courses for physicians have not explicitly addressed AHCPR guidelines, the
school of nursing had used pain management guidelines in their continuing education
program. The Arkansas AHEC conducted a study to examine different methods of
disseminating asthma practice guidelines through AHECs. The project report
concludes that "AHECs are in a position to play an important dissemination role.
Continuing education has always been a priority. . . . and as such [AHECs] can serve
as an effective dissemination vehicle."'®

During our site visits, rural practitioners raised a number of questions about practice
guidelines and the constraints that rural practice imposes on their applicability. One
difficulty they identified was a perceived need for sophisticated diagnostic equipment
that might not be available in rural areas. Other practitioners identified lengthy travel
time in rural areas as a barrier to following what they see as rigid guidelines. They
also expressed frustration that practice guidelines are developed by academic experts
who do not understand the constraints on the practice of medicine in rural areas.

Yet practitioners we spoke with thought that there was a need for this information,
perhaps best expressed by the medical director of a community health center in
Florida. "Traditional performance is based on quality assurance. Insurers now have
measurement criteria--numbers of immunizations or pregnant teenagers seen in first
trimester. We need to be able to move to statistically sound outcome based practice.




AHEC can help provide the expertise, software, education on how to do this, and on
how we can hook in with CQL."

®  Despite the potential impact of managed care on rural practice, most AHECs have
not included courses on this topic in their continuing education programs.

In our interviews and site visits, we asked AHEC directors specifically about whether
they had sponsored programs to educate practitioners about managed care. Four of
the 19 AHEC directors we interviewed told us that their AHEC had provided some
type of educational programming on managed care. During our site visits, we were
told that the Florida AHEC programs sponsored a 2-day statewide program on
contracting with Medicaid managed care providers.

Only one AHEC director told us that managed care comprised an important part of
continuing education programs. The AHEC responded to physician requests for
information on how to practice as a gatekeeper and how to form managed care
organizations. A second AHEC director noted that a few of their offerings had begun
to address managed care. Two AHEC directors stated that they had been involved
with setting up public hearings as part of State efforts to educate providers about
Medicaid initiatives that were encouraging managed care organizations.!!

Even though they have not provided continuing education on managed care, several
AHEC directors cited concerns about the impact that managed care could have on
their own operations. Foremost among their concerns was whether managed care,
with greater demands for physician productivity, would leave community-based
physicians with less time for teaching students.

Rural practitioners we interviewed during our site visits also indicated the need for
information on how managed care will affect their practice. They cited, for example,
AHECs’ experience in negotiating with physicians, which could be helpful as rural
practitioners consider and review provider agreements. One director of a county
health department summarized these views when he said, "Rural health providers
know nothing about contracting with providers and physicians. We need courses on
how to work with HMOs as government providers, and how to work with them as
private practitioners."

AHECS ARE BEGINNING TO USE TELECOMMUNICATIONS TO PROVIDE SUPPORT TO
ISOLATED PRACTITIONERS, BUT THEY ARE NOT YET TAKING ADVANTAGE OF THE
FULL POTENTIAL OF THIS TECHNOLOGY.

® AHECs’ most common use of telecommunications is to provide additional
education for professional advancement of local nurses. Except for this purpose,
however, few AHEC: utilize regularly scheduled telecommunications programming.

In our review of funding applications, interviews with AHEC program directors, and
site visits, 10 AHEGCs reported that they have a career ladder program to enable
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nurses to advance professionally.’* The classroom portion of their training is

provided through a long distance interactive format by faculty from the school of
nursing at the health sciences center. The classroom expands beyond the immediate
four walls, as lectures are transmitted live to students in a classroom at a remote site,
such as a community college or local AHEC center. Using video-audio systems,
students in the remote site are able to interact with the instructor in virtually the same
way as those in the immediate classroom. The hands-on clinical training that the
students require takes place in a local setting, such as a rural hospital or clinic. This
approach helps the distant students by letting them remain in their communities while
advancing professionally. It also can be an important retention tool. Several AHEC
directors with whom we spoke noted that hospitals spent a great deal of money
recruiting nurses from more urban areas to rural areas, only to find that they tend to
leave after a relatively short time. By providing training for local nurses, AHECs
expect that they will upgrade their skill level and ability to take on more responsibility,
and will remain in the local area after completing their training.

Other than these career ladder courses, AHECS’ use of telecommunications is in the
early stages. Few AHECs use telecommunications to deliver regularly scheduled
routine continuing education courses. A more common use of this technology is local
coordination for special national or State programs on major topics, such as AIDS
awareness and treatment.

For the most part, AHECs’ use of long distance telemedicine--clinical diagnosis and
treatment through telecommunications--is still in the demonstration phase. Some
AHEC:s reported that they were facilitating the use of teleradiology. This technology
permits practitioners at rural hospitals to send digitized x-rays via telecommunications
to a contracted radiologist at a central location, such as the health sciences center.
The radiologist interprets the x-rays and provides a diagnosis for the rural practitioner.
A few AHECG:s reported that they use telemedicine for dermatology. A local
practitioner (such as a physician, physician assistant, or nurse practitioner) sees the
patient at a remote site, while a dermatologist at the health sciences center examines
the patient via specially transmitted televised pictures. The specialist is able to
diagnose the condition and prescribe appropriate treatment. If hands-on contact is
needed, the local practitioner can provide that contact in conjunction with the
specialist’s instructions.

Because it can be brought on site, telecommunications obviates the need for
practitioner travel to distant sites for continuing education and other training. This
technology can address the time constraints facing busy professionals, and can be
provided at a relatively affordable cost in many areas. By linking practitioners with
resources available from great distances, telecommunications can readily expand the
range of course offerings beyond what is available locally.

It is not clear how rapidly telemedicine will expand, or indeed whether it will expand
at all without additional funding. AHEC directors in a number of States reported to
us about plans to implement limited demonstrations that utilize telemedicine. In most
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cases, these plans were developed as part of funding applications to obtain necessary
equipment or external support.

®  Constraints on greater AHEC use of telecommunications include AHECS’ lack of
ownership of the technology, its capital and operating costs, and lack of
practitioner familiarity or comfort.

Every AHEC we spoke with and reviewed has had some involvement with long
distance learning, telemedicine, and telecommunications. The logic of using these
technologies for rural medicine seems self-apparent. In our interviews and site visits,
we found that a number of constraints are inhibiting its growth and use by AHECs.

Lack of ownership of the technology means that AHECs are not able to control access
to it or to have primary use of it. In only a few instances did we find that the health
care community was a major partner in controlling the technology needed to provide
telecommunications and long distance learning. Even in those instances, the AHECs--
and especially their continuing education and support services--take second place. In
many States, telecommunications is the property of the higher education system,
particularly junior colleges or community colleges. In at least one State, it is
controlled by the criminal justice system. As a consequence, AHECs must take their
turn along with all the other interested parties to use the technology.

Telecommunciations equipment can be costly. A relatively inexpensive satellite dish
can be used for receiving programming in a one-way transmission. For two-way,
interactive audio and video, however, we heard prices ranging from $38,000 to
$100,000 for the necessary equipment, money that the AHECs claim is not a priority
in their spending plans.

There also is resistance to these technologies among some practitioners. AHEC
directors told us that practitioners think that telemedicine could be a good idea, but
only in very rural areas where there are no physicians or hospitals. Older physicians
appear to be uncomfortable with these new technologies, probably because of
unfamiliarity. This concern implies that one AHEC role is training practitioners on
how to use these technologies.

Despite these constraints, AHEC directors foresee greater use of and reliance on long
distance telecommunica