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The charge to the Expert Panel convened on March 12, 2008 by the Office of the
Medical Director of the New York State Department of Health AIDS Institute focused on
reexamining and redefining the criteria for designation as an HIV specialist practicing in
New York State. Since the last major update of this policy in 2004, the care environment
has changed dramatically, thus raising the need for careful reconsideration of the existing
policy. Historically, this policy had been reviewed regularly by the Medical Care Criteria
Committee and coﬁmented upon by the HIV Quality of Care Committee and the
Consumer Advisory Committee. In early 2007, discussions in these committees and with
clinical education providers led to the realization that the evolution of HIV care required
a major change to the current definition. The change was felt to be larger in scope than
previous updates and thus needed to be addressed by a broader audience. At that point,
the planning for the Expert Panel began.

During the Panel’s initial discussion, the inherent complexity of redefining
criteria for experienced HIV providers quickly emerged. Issues including the evolution of
antiretroviral treatment strategies, the declining nmnﬁer of young practitioners motivated
to pursue a career in HIV medicine, dwindling reimbursement streams and changing
models of healthcare delivery collectively engendered parallel streams of ideas that often
led to different conclusions. '

Amidst this backdrop of multiple issues, the paradigms of licensing and
certification stood out, sometimes illuminating issues and sometimes blurring them.
From the many threads of conversation, no clear consensus emerged. Several key themes
were highlighted, however, which form the framework for subsequent discussions that
will continue to shape a revised statewide policy. More than ever, clear guidance is
needed to define experienced HIV care. As models of service delivery continue to evolve
and integrated care systems grow, a clear definition of the types of experience required to
provide excellent HIV care and preserve quality is essential.

These major themes will dominate the discussions that continue through the
upcoming months. In particular, the distinction between models of care in upstate regions
of New York and those in the New York Metro area will require sharp clarity, and, most
likely, different approaches. Innovative strategies to access experience will be explored,

including those in New York State, and those developed in other states. Finally,



activities to better characterize the pool of experienced HIV providers in New York State
and the quality of care in clinical settings not previously monitored will be defined and
implemented.
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Defining the HIV Specialist: Executive Summary

| Apainst the background of an increasingly complex epidemic, the New York State

Department of Health AIDS Institute convened an Expert Panel to address the
multifaceted issues associated with the definition of expert HI'V care. The Panel
considered the challenges of appropriately defining HIV specialty care while maintaining
statewide access and quality of care. This report includes two parts. The first part
includes a synthesis of the current literature addressing issues of quality, experience, and
access, particularly within the field of HIV medicine. The second part includes a
summary of the Expert Panel discussion, which convened on March 12, 2008 and
undertook the charge of defining the issues of HIV spebialty ca:r.e specific to New York
State. - o | o |

The Synthesis of the Literature includes materials published since 2003 and builds
upon research examining the link between physician experience and patient outcomes,
specifically within the arena of specialization in HIV care. It also addreésés the ways in
which aécess to experienced care impacts quality of care and models of care in areas
where patients are unable to access specialist physicians. Three central themes emerged
from the Synthesis. First, that provider experience is a positive prediétor of patient
outcomes; however, no concrete threshold or definition of “expeﬁenée” emerges from the
literature, and correlation with c_liniéal oﬁtéomes remains limited. Sécond, while the
existing patient volume requirements for the designation of HIV specialty may be too
low, raising the volume requirement may reduce the degree of access to specialist care,
particulérly within rural areas. Third, quality outcomes can be achieved through
alternative models of care, such as co-management. Such models must be considered in
order to ensure statewide access to specialty care within the reality of limited resources.

The Summary of the Expert Panel Discussion, includes an executive summary
and an in-depth description of the Panel’s discussions. The Summary also details the
conclusions reached by the Panel and, 'importanﬂy, the focus areas and next steps for
continuing the dialogue initiated at the meeting.

Representatives from different clinical disciplines, consumer groups,
professional associations, Designated AIDS Centers, community health centers, and
urban and rural clinics were invited to participate in the Expert Panel and to share their
insights into the delivery and experience of HIV care. Their goal was to suggest a policy
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based on the current experience of providing HIV care. The State Policy regarding the
designation of HIV specialty had been written more than 10 years prior. The Expert Panel
reconsidered the definition of an HIV specialist in light of the changed clinical and health
system environment, while paying particular attention to the recent gaps in access to
HIV-experienced providers in upstate New York. The discussion was informed by the
recent literature, which continues to link provider and care site experience with patient
outéomes, and elucidated the sﬁortfalls of current models of care. |

Dr. Peter Gordon, the HIV Specialist Panel chair, delivered opening remarks to
the committee regarding the importance and timeliness of the reexamination of the
definition of HIV experience. Presentations to the Panel began with a framing discussion
that included several presentations. Dr. Bruce Agins began the discussion with an
examination of the current policy on the HIV spec_:ialist designation, “HIV Specialists:
What Are They and Do We Still Need Them?” This examination was then followed with
presentations from Marc Holden and Dr. Agins: “Defining the HIV Specialist: A Review
and Synthé:sis of Recent Literature,” “An Analysis of Prescriber Data,” and “Visualizing
the Distribution of HIV Specialists in New York State.” The framing discussion was
followed by a discussion of existing policy by Dr. Laura Cheéver (HAB), Dr. Mjke Saag
(HIVMA), Dr. Joseph McGowan (AAHIVM), as well as presentations by Jean Moore, of
the University of Albany’s Centef for Workforce Studies, “Trends in the Supply and |
Distn'Bution of Physicians in New York: Findings from Recent Studies” and Caleb Wistar
of the NYSDOH Division of Health FaCility Planning “Addressing Health Needs of
Underserved Areas in New York.” In the afternoon, small group discussions focused on
the definition of the HIV specialist, measuring access to experienced providers,
alternative models of care to promote access to experienced providers, and core
competencies of HIV specialists. _

The general themes of the discussion were grouped into six categories: defining
the specialist, regional variation, leveraging resources, eﬁsuring future supply, quality
measures, and pediatﬁcs. The Panel reached a general consensus to revise the current
definition of the HIV specialist in order to create a tiered system of specialist
credentialing that recognizes different levels of competency in ARV management as well
as HIV primary care. Moreover, the Panel identified five potential groups of providers

within this tiered system: HIV primary care providers who do not manage and are not



knowledgeable about ARV treatment; HIV primary care providers who also manage
ARYV treatment; HIV “specialists” who manage ARV treatment but not primary care;
HIV treatment experts who manage complex decisions, drug resistance, and changing
regimens; and, technical experts who may not manage patients, but engage in research
and possess mastery of specific areas of knowledge, enabling them to provide
consultation in these areas. Each of these five categories would be qualified by some
combination of the number of patients treated, the number of CME credits obtained, and
a certification examination, although no consensus was reached.

The Summary of the Expert Panel Discussion concludes with several
considerations to guide future policy decisions and next steps for further discussion of
policy refinement. These considerations are shaped by the following key principles. The
first is that the increasing complexity of high quality HIV care necessitates a large scope
of practice for the HIV specialist. Thus, the definition of HIV specialty must be reflective

_of this complexity and scope in order to ensure that the HIV specialist designation
signifies mastery of the particular challenges of HIV care. ‘

Second, in defining the HIV specialist, we must be mindful of creating an
environment which ensures both quality care and access to that quality care. While a
definition of HIV specialty should be rigorous, the bar must not be set so high as to
discourage clinicians from entering the field. In order to ensure that the new definttion of
specialty will not inadvertently compromise quality, follow-up work in this area will
include a statewide directory of providers including mapping of current areas of
coverage. Moreover, models of co-management will be assessed to address areas of
limited provider coverage, while workforce issues and incentives will be further
addressed through the identification of models, practices, and needs along with their
applications to HIV, and the possibility and utility of integrating HIV into GME.

Third, it is important to accurately define the measurement of high quality care, to
assess whether the care provided by HIV specialists routinely meets these measures, and
whether the care model promotes statewide access to consistently high quality care. In
addition, models of care and measures of quality that address pediatric and low-volume
providers will be examined in order to determine applicable definitions of the HIV

specialist.



Finally, the recommended model of HIV specialty care must be able to stand on
its own, and vital enough to work in the changing and challenging real-world of the HIV
care provider. This definition must meet the needs of the patient, be consistent with the

direction of the evolving demands of the epidemic, and be economically viable.
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Section I — Background: Defining the HIV Specialist
INTRODUCTION

HIV care that is of high quality, accessible to all in need, and provided by
experienced practitioners is the shared goal of patients, providers, and policy—mai{ers. In
order to realize this goal, we must first answer a number of fundamental questions: What
constitutes experienced care? What treatment guidelines are necessary to ensure
cohsistency and share best practices? How do we provide universal access to those in
need when faced with the reality of constrained resources? As knowledge specific to the
care of People Living with HIV/AIDS (PLWHA)} advances, and as guidelines are drafted
and disseminated, there will invariably be local pockets and geographic regions that fall
behind in offering sufficient access to experienced, knowledgeable HIV providers.
Research has shown that provider experience is linked to positive health outcomes for
patients with HIV. How, then, can we optimize quality of care for patients by ensuring
that they receive care from eﬁperienced providers? In order to address the needs of HIV
patients as comprehensively as possible, we must address the dual goals of defining and
increasing experience among the population of HIV providers while also creating é
system that provides patients effective care when experienced providers are not readily
available.

In 2002, the Forum for Collaborative HIV Research convened a panel of experts
to discuss the relationships between quality, experience, and patient outcomes as well as
systematic methods for ensuring quality care. The output of that meeting, entitled
“Quality of HIV Care — Closing the Gap™" consisted of a distillation of the discussion
consensus and a background paper. This document combines the distillation of that

discussion with a literature review to reflect the professional consensus on these topics.

In 2008, many of the same challenges to ensuring quality care still exist.
However, the field of HI'V medicine has continued to grow ever more complex. New
drugs have extended lives; yet they have also introduced new complications to long-term
treatment. As HIV patients live longer, they are now affected by health disorders

common to an older population. The resulting increased scope and complexity of HIV

* www.hivforum,org/publications/Quality%200f%%20HIV7:20Care%20-%20Closing %2 0the%20Guap%20-
complete.pdf '
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care therefore demands that the definition of an HIV specialist be reexamined to validate
new expectations in mastery of core competencies, ability to coordinate care among
medical specialties, and familiarity with published guidelines governing availéble
therapies. Furthermore, experience with implementing this knowledge needs to be
understood and quantified to determine minimal qualifications for HIV treatment

practitioners.

The following synthesis reflects material published since the 2002 Forum that
updates and builds upon the knowledge base linking physician experience to outcomes.
This review also considers the impact of access to experienced care on quality of care
and, as a corollary, elucidates the need for coordination of care to ensure the delivery of
high quality care to patients without reliable access to specialist physicians. Rather than
simply updating the existing review, the structure of this paper endeavors to
communicate the themes of recent research and publications that specifically address the
issue of specialization in HIV care. Therefore, in addition to examining studies of the
impact of provider experience on patient outcomes, this paper examines literature
describing the experience of care among populations without convenient access to
experienced providers, the impact of provider experience on patient outcomes, and
models of care management that can bridge the gap between local needs and inaccessible,

or difficult to access, experience.
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SYNTHESIS OF THE LITERATURE

Methodology

English language articles were identified through PubMed using combinations of
keywords and phrases including: HIV, specialist care, patient outcomes, patient volume,
specialist outcomes, co-management, and care coordination. In addition, articles used in
the 2002 Forum literature review were examined, and lists of articles citing those pieces
were reviewed for topical relevance. The resultant bibliography was then reviewed for
articles that pertained to issues of experience, outcome, quality, aﬁd access, while articles
predating the 2002 study were further screened for relevance. Articles relating to
provider experience outside of HIV/AIDS medicine were largely limited to those that
described complex diseases and non-surgical therapies in which experience may correlate

with repetition of very specific technical procedures.

Results
» Evidence in medical literature continues to support the conclusion that experience
. isa positive predictor of patient outcomes, both in general and with respect to
HIV care. However, these studies do not collectively define an optimal source or
level of experience, and their findings are limited in terms of duration of follow-

up and correlation with clinical outcomes

» Existing patient volume requirements for designation as an HIV specialist may be
insufficient.*>®'1317 However, raising the volume requirement might
inadvertently reduce the degree of access to specialist care across the state,
thereby negatively impacting the quality of care delivered to rural populations
already significantly impacted by limited geographic access to experienced care.
Literature in this area has repeatedly demonstrated that rural populations are

already less likely to receive appropriate care and treatment.

* In asystem with a limited number of experienced providers, new models of care
must be considered to ensure coverage. Co-management and related models of
care coordination have been shown to be effective methods of utilizing available

resources. The studies discussed below clearly illustrate that quality outcomes
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can be achieved in areas without direct access to experienced care providers

through thoughtful models of care.

Context: The Changing Demands of Quality HIV Care
» The landscape of HIV medicine has changed dramatically, and physicians who

were once able to incorporate HIV patients into their practice are now responsible

for a broad range of drugs and decisions. Kirchner writes:
“Currently, 20 drugs are available to treat HIV. Although guidelines for
their use exist, decisions about treatment are complex. These include the
decision to start antiretroviral therapy as well as the selection of a specific
regimen, What follows is long-term monitoring for efficacy, compliance,
adverse events, and resistance. In many cases, based on toxicity or new
clinical trial data, a patient's antiretroviral regimen must be changed one or
more times. These are issues most family physicians will not have the

- training, time, clinical experience, or desire to cope with.” :

Kirchner argues that general practitioners will remain important and can still
greatly determine health outcomes of patients with HIV by providing universal
HIV screening, basic health monitoring, counseling for prevention and risk
reduction, and general maintenance care. However, a specialist would be needed

to provide the most current, competent and high quality care.

» Gerbert et al. conducted in-depth interviews with providers in an extensive study
to assess their thoughts on the subjective experience of providing HIV care.” The
results revealed multiple interconnected themes including: coping with the
uncertainty of rapid change, the power of accumulated experience as care
providers, knowing patients vs. knowing facts, the passions of challenge and
calling, immense stress and burnout, and the relationship between academia and

practice.

The above themes are central to the focus of the Expert Panel and the future of HIV

medicine. The rapid expansion of HIV medicine has resulted in a much more complex
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array of treatments available to patients and requires constant education as guidelines are
drafied and revised. Complementary to that education, the definition of “experience” lies
at the heart of providing the highest quality HIV care. Moreover, specialists felt that
providers needed specialist as well as generalist training, further confirming the need for
a unique HIV specialist designation. These findings highlight the complex requirements
of HIV treatment: advanced knowledge of a powerful pharmacopoeia paralleled by a
working knowledge of frequent coexisting conditions and comfort with primary care

medicine,

Strengthening the Link Between Experience and Quality

Studies continue to show that experience is a significant determinant of care quality and
thus reaffirm that HIV-specific knowledge/expertise is more closely associated with
caseload than with specialty training. * Furthermore, several studies show that differences
associated with levels of training can be erased by extensive clinical experience.
However, these studies must be considered with the caveat that they focus on different
patient populations and use varying criteria in defining experience or expertise. In
addition, the definition of “experience” begins to vary as the nature of treatment changes,
for it demands that experience be current and related to changing guidelines and practice
staﬁdards. To date, no published studies have examined the link between experience and
quality of HIV care following the introduction of potent new classes of antiretroviral

agents, and the introduction of resistance testing into HIV care.

Improving care quality through increased experience
= Reviewing patient data from 1990-1999, Kitahata and colleagues examined the

relationship between HIV experience and patient outcomes among primary care
physicians. 3 In their 2003 publication, the authors identified a direct correlation
between AIDS experience and improved patient survival in primary care delivery.
Moreover, the article noted that patients were twice as likely to receive a primary
care visit in a given month from a physician of greater AIDS experience, while
patients with the least experienced physicians were less likely to receive specialty

care, laboratory services or use outpatient pharmacy services.
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* Landon et al. addressed the relationships between specialty training and clinical
experience regarding the quality of care delivered to HIV patients. 4 The authors
reviewed data from the medical records of 5,247 patients cared for in ambulatory
care clinics, and analyzed physician adherence to quality of care measures with
respect to specialty training and experience. The study revealed that patient
volume correlated to clinical adherence to quality of care measures. Moreover,
infectious disease {ID) specialists and experienced generalists showed similar
performance that was superior to care provided by generalists inexperienced with
HIV care. The authors concluded that generalists with appropriate experience and

expertise in HIV care can indeed provide high-quality care to patients.

» In another study, Landon and colleagues addressed the relationship between the
appropriate use of highly active antiretroviral therapy (HAART) and physician
specialty training or HIV treatment experience. 3 The authors reviewed the
medical records of 1,820 patients along with the backgrounds of the 374 providers
responsible for treatment decisions. In conclusion, they reported similar
proportions of appropriate HAART prescribing among expert generalists and 1D

- specialists. This finding reinforces the notion that necessary HIV treatment
experience can be acquired by generalist physicians through clinical interaction,

and echoes the need for HAART management by experienced providers.

» Rodriguez and colleagues examined the impetus for voluntary physician
switching among HIV-infected patients. ® Their findings revealed that 15% of
patients reported voluntarily switching their primary care physician during the 2-
year study. Extended physician knowledge of antiretroviral therapy, moderate
HIV patient volume and Ryan White funding, positively correlated to patient
retention among physicians, thus indicating that patients were sensitive to

physician expertise and organizational experience in freating HIV patients.

Erasing the gap between specialists and generalists through clinical experience
» Landon et al. addressed the association of specialty training and experience in

HIV care with HIV-specific knowledge, referral patterns, and HIV-related
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education activities.” Using a multivariate analysis of training, the authors found
that HIV-specific knowledge was more strongly predicted by HIV caseload than
specialty training. Moreover, generalist experts and ID physicians reported similar
behaviors, indicating that generalists can develop specialized knowledge through
clinical experience and self-education. In addition to larger current and
cumulative caseloads, knowledge was associated with attendance at local and

national HIV meetings.

Wilson and colleagues examined the quality of HIV care provided by health care
workers with different roles and levels of training. ® The authors surveyed 243
clinicians at 68 HIV care sites and reviewed the medical records of 6,651 patients
with HIV/AIDS. The study showed that experienced nurse practitioners (NPs) and
physician assistants (PAs) provided “basic guideline-related care” similar to that
of physician experts and better than that of physicians without HIV-related
expertise. This finding further elucidates the ability of NPs and PAs to gain HIV
specialist status through clinical experience and reinforces the finding that clinical
experience is a prominent indicator for clinical adherence to evidence-based

guidelines of care.

Whose Experience is Important?

The impact of experience can be difficult to ascertain due to the fact that both individual

providers and their care facilities amass experience treating patients. Providers develop

and refine clinical acumen, and facilities develop and refine systems of care that increase

the likelihood that patients (both individually and in aggregate) receive proper care.

Several recent articles have sought to elucidate the differential impacts of provider and

facility influence.

Outside of HIV medicine, Stavrakis et al. found that surgeon volume was a more
powerful predictor of patient outcome following endocrine surgery than hospital
volume.’ This is perhaps not surprising, since surgical technique is more specific

to the surgeon than to the system of care. When the elements in a system of care
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extend beyond the operating room, the impact of a coordinated and experienced

care system is likely to be a greater influence on patient outcomes.

The benefits of organizational experience are examined in studies addressing the
quality of care provided for conditions with non-surgical, broad quality care
requirements. Williams et. al., studied the quality of cardiovascular care by
assessing adherence to evidence-based measures of care at the facility level.'” The
authors found that adherence to measures ranging from discrete interventions
(beta-blocker administered within 24 hours of arrival) to care coordination
measures (referral to smoking cessation counseling) increased with the volume of
patients seen at the facility. Unlike many studies that have established a volume-
outcome relationship in procedural interventions, this study included measures

similar to the varied interventions associated with provision of quality HIV care.

A study by Wilson and colleagues examined organizational features indicative of
the early uptake of HAART for PLWHA.!! Analysis of 1996 survey data from
patients, HIV physicians and medical directors was used to assess the rates of
HAART adoption for eligible patients at facilities of different types. The authors
found that organizational site characteristics, such as volume, and status as a self-
identified “Specialized HIV Practice” were better predictors of early HAART
adoption than actual physician HIV expertise. It should also be noted that the
study did not show a statistically significant result for non-infectious disease
specialists as compared to generalists. However, by revealing the importance of
organizational experience as distinct from individual provider experience, this
study reinforces how the concept of the clinic as a “medical home™ for HIV

patients can be an important determinant of quality of care.

A recent study by Hellinger examines the survival of hospitalized HIV patients in
2002 in relation to hospital and physician volume of HIV patients.'> The author
examined discharge data from 43,325 hospitalized HIV patients across 5 states in
juxtaposition with data regarding annual HIV patient volume for providers and

hospitals. Physicians and hospitals were grouped into quartiles based on their
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