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Introduction

The healthcare marketplace is continually evolving in terms of technological innovation, payment
models, delivery of care, and in addressing population health. These trends have implications for
the healthcare workforce with regards to the demand for various types of services and the capacity
of the workforce to meet this demand. Some challenges faced by the healthcare system are long-
standing, such as shortages of providers in certain geographic regions and locales and improving
quality of care, while others, such as the opioid epidemic are more recent. The nation continues to
look for innovative ways to address both types of challenges, including mechanisms that enable the
efficient dissemination of clinical knowledge throughout the healthcare system.

The primary means of training healthcare providers is through medical education which prepares
trainees for certification and/or licensure in their healthcare professions. Such training provides
practitioners with a broad knowledge base that is ideally current upon entering the workforce, and
addresses conditions they are likely to treat. However, the current pace and breadth of innovation is
remarkably fast moving, especially in primary care where providers are tasked with diagnosing,
triaging, and treating patients presenting with a wide array of conditions. Moreover, the needs of
local populations vary and in remote locations where access to specialists is limited, primary care
practitioners may need to address conditions or problems that are within their scope of practice, but
for which they would benefit from consultation with more knowledgeable health care professionals.

Addressing this perceived need for a continuing learning network is the primary motivation behind
the relatively recent development of technology-enabled collaborative learning and capacity-building
models that Congress asked the Department to examine. Such models connect primary care
providers, often located in remote areas, with specialist teams that help mentor these providers in
treating real patients with a given condition. Mentoring sessions typically involve the anonymous
presentation of cases, discussion around options to treat or triage (when it becomes evident a patient
requires the care of the specialist) such cases, and a didactic webinar similar to a continuing medical
education session. Such models have the potential (and in certain circumstances have been shown)
to help address important gaps in care for underserved populations. The ECHO Act (see
Attachment A) speaks to other potential benefits of such models including improving provider
retention, quality of care, and public health, and alleviating wait times, which Congress asked the
Department to examine.

In this report, we share what we have learned about: (1) how such models are being used to address
healthcare workforce capacity-building and quality improvement objectives; (2) what the existing
evidence base tells us about the effectiveness of these models in achieving these objectives; and (3)
where there are gaps in the evidence base that warrant further evaluation. The report, “Evaluation
of Technology-Enabled Collaborative Learning and Capacity Building Models,” prepared by the
RAND Corporation and found at Attachment B, addresses these topics.

Congressional Charge

On December 14, 2016, the President signed into law the Expanding Capacity for Health Outcomes
(ECHO) Act, Public Law 114-270, a freestanding piece of legislation that requires the Secretary to
submit a report to Congress that examines “technology-enabled collaborative learning and capacity
building models” and their impact on addressing a range of health conditions, health workforce
issues, implementation of public health programs, and the delivery of health services to rural and
other underserved populations. The Act also called for the Department to provide
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recommendations on opportunities for increased adoption of such models and the role of such
models in continuing medical education. The materials here respond to these requests.

Preparation of the Report

Given the cross-cutting nature of technology-enabled collaborative learning and capacity building
models funded across the Department, the Office of the Assistant Secretary for Planning and
Evaluation (ASPE) prepared this report in consultation with agencies across the Department.

ASPE contracted with the RAND Corporation to assist the Department in meeting this
Congressional requirement, and working closely with the Department, prepared the report,
“Evaluation of Technology-Enabled Collaborative Learning and Capacity Building Models,” (see
Attachment B below) which is summarized below along with the Department’s assessment of
potential future work that could contribute to further developing the evidence base for such models.
In short, this report provides a brief history of such models, describes examples of implementations
of the model (and one additional model that is similar in nature), reviews the current status of the
evidence base for such models as of December 2018, and reports on input provided by a panel of
technical experts on potential evaluation options.

The report that RAND prepared, along with the Department’s related work, responds to the
legislative requirements in the ECHO Act (see pg. 11 for greater detail on how the requirements in
the ECHO Act were addressed).

Key Findings of the RAND Report (Attachment B)

While the use of technology-enabled collaborative learning and capacity building models is
widespread across the Department, the existing empirical evidence for their impact on
patient and provider outcomes remains modest, though the evidence consistently shows
positive effects in the areas that have been measured.

An absence of standardized information collection, both in terms of the characteristics of
individual implementations of the intervention as well as measurement of health outcomes,
around these models hampers research on their effectiveness. This gap can be addressed as
new efforts are put in place.

To date, funders’ efforts addressing technology-enabled collaborative learning and capacity
building models have focused on their implementation, although some funders have devoted
additional resources to evaluation in recent years. Given the modest evidence available on
the effectiveness of this type of intervention, the Department believes that strengthening the
evidence base on the effectiveness of such models would be helpful to determine how best
to encourage expanded use of such models.

Summary of the RAND Report

Brief Overview of ECHO and ECHO-Like Models (EELM):

The ECHO Act defines a “technology-enabled collaborative learning and capacity building model”
as a “distance health education model that connects specialists with multiple other health care
professionals through simultaneous interactive videoconferencing for the purpose of facilitating
case-based learning, disseminating best practices, and evaluating outcomes.”
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By providing links to specialists and a forum for case-based learning, such models are designed to
equip generalist providers, many of whom are practicing in remote locations, with the confidence to
treat patients in their practice who present with complex or unfamiliar conditions that are still within
the scope of primary care. The original model of this type, Project ECHO (Project Extension for
Community Healthcare Outcomes) originated in 2003 at the University of New Mexico through the
work of Dr. Sanjeev Arora as a way of expanding access to care for hepatitis C (HCV) in rural New
Mexico. Project ECHO established the key components of technology-enabled collaborative
learning and capacity building model: a hub and spoke organization with a specialist or other clinical
content expert who tele-mentors generalists in the care of a specific condition through a
teleconferencing link, on a regular and recurring basis combining a didactic component with case
study presentations by participants. Implementation of the Project ECHO model (and close
variants) has since been expanded to address a wide variety of disease conditions across the US and
internationally. Many of the replications are under the aegis of the ECHO Institute at the University
of New Mexico which provides training in its model and maintains a data base on its participants.
However, there are other examples of technology enabled learning models that share similar
characteristics but may not be tracked through the ECHO Institute. Hence, throughout this
document (as well as in RAND’s report) we refer to technology-enabled collaborative learning and
capacity building models as “ECHO and ECHO-like models” (EELM).

The use of technology-enabled collaborative learning and capacity building models is widespread
across the Department. For purposes of this report, an intervention is considered to be an EELM if
it provides interactive mentorship for participants who are often in remote areas through
videoconferencing technology. EELM use a hub-and spoke model with an interdisciplinary mentor
team at the hub site. EELM sessions are built on a case-based approach where participants present
and discuss cases. An EELM project consists of multiple sessions at regular time intervals, usually
bi-weekly for a fixed time period. Some EELM are time-limited to a set number of sessions.

Others continue indefinitely. While recently the EELM approach has been applied to a growing
number of disciplines, this report is limited to the use of EELM whose goals are health-related.

RAND's report includes an inventory of EELM implementations funded by the Department and a
variety of other sources, arranged by the site of the EELM hub. These programs vary by content
area; target mentees; number, frequency and duration of sessions; whether an intervention ends after
a fixed number of sessions or is open ended; whether an intervention is geographically targeted; and
how it is funded. This variation raises many interesting questions as to where EELM are most
effective as an intervention and how EELM should be structured for best results, but also poses
challenges in terms of evaluating such models. Given the diversity of EELM no single study or
targeted suite of studies will answer all the questions raised by Congress in the ECHO Act.

The RAND report consists of these major parts:

Nine case studies which illustrate some of the diversity across EELM programs in topical
area, organizational placement, geographic focus and funding sources. (Appendix E of
RAND report)

An inventory of current and recent EELM projects supported by the Department and other
funders in the United States, as well as examples of EELM programs in other English-
speaking countries. (Appendix F of RAND report)



A systematic review of the evidence of the effectiveness of EELM in affecting both
provider- and patient-relevant outcomes.

The results of a Technical Expert Panel held April 2018 that considered gaps in the
evidence of the effectiveness of EELM and evaluation options for addressing these gaps.

Inventory:

The inventory describes the current landscape of EELM. RAND identified 585 ongoing and recent
EELM for improving access to care and enhancing the quality of health care across the United
States and in several international locations. Of these, 469 were based in the United States and 116
were international.

As of 2018, Project ECHO had 165 affiliated hubs in 35 states and 24 countries; 101 of
these hubs are located in the United States. Project ECHO also coined the term “superhub”
to describe a site which has developed the capacity to train and mentor new hubs in the
ECHO model. As of January 2018, there were nine superhub sites in addition to UNM listed
worldwide on the Project ECHO website.

A number of other EELM exist. For example, the Veterans Health Administration and the
Department of Defense support their own EELMs (VA SCAN-ECHO and various DoD
programs, respectively) covering a wide variety of conditions, with the largest offerings in
the areas of HCV, pain management, and opioid use disorder.

Within the United States, the average number of identified EELM was 9 programs per state,
ranging from a low of 1 in states such as Mississippi and Louisiana to a high of 50 in
Colorado. Numbers of EELM have been climbing rapidly in recent years, with 76 new
programs identified in 2017 alone.

The ten most common health content areas covered by EELM in our inventory were mental
health, opioid use and other substance use disorders, chronic pain management, hepatitis C,
autism spectrum disorders, cancer care, palliative care, HIV/AIDS, and diabetes. Together
these accounted for almost half of all programs identified. Many of these topics correspond
closely to conditions that are common and impactful for patients, and that many clinicians
feel under-equipped to address.

The total amount of funding being devoted to EELM is difficult to discern. Most websites featuring
EELM highlight a program name, topical area, training dates, location, and general objective.
However, the funder was reported in only about half of all cases and the total dollar amounts from
funding sources such as grants devoted specifically to EELM were seldom available. An EELM
model is often part of a larger effort being funded.

Case Studies:

Appendix E of the RAND report contains nine case studies of EELM that collectively provide a
snapshot of the diversity of such programs across target conditions, organizational locus, funding
sources, geographic reach and other key aspects. Cases studies include: Project ECHO, the
University of Washington; ECHO-Chicago; ECHO efforts based at the University of Rochester; VA
SCAN-ECHO; Vermont Hub-and-Spoke; Oregon ECHO; Show-Me ECHO; ECHO Colorado,
and the Weitzman Institute. The case study reports contain much more detail than what is
summarized below.



Many EELM exist alongside other telehealth-related mechanisms, including direct-care
telehealth, e-consults, and other mechanisms. This suggests that EELM can be implemented
as part of a suite of strategies for telehealth delivery frequently used alongside and
complementing these other strategies.

Human connections are important in making EELM “work” for generalist mentees, both in
terms recruiting and retaining participants. Key informants frequently commented on how
different subject areas require different designs, different implementations, perhaps different
frequencies and durations of sessions, and even different approaches to evaluation.

An important source of variation is the geographic spread of these programs. Some
programs use EELM as a way to recruit specialist mentors from far away or to deliver
content across state lines. Others limit their offerings to a particular state due to funding.
One program explicitly mentioned the importance of local knowledge by ECHO specialist
mentors as being important for generalist mentees to absorb not only how to practice, but
also how best to access locally available resources and feel part of a practice community.
The case studies also illustrate challenges and opportunities for evaluation within these
programs, in part, due to the interests and requirements of their funders.

Evidence Review:

The evidence review was designed to identify and evaluate the current state of published evidence
on the effectiveness of EELM, as of December 2018, including evidence of impact on providers, on
the care provided, and on the outcomes patients experience from care. The evidence review
examined academic and gray literature, targeting peer-reviewed publications that evaluated EELM.
Studies included in the evidence base are found in Appendix C of the RAND report.

The empirical evidence for the impact of EELM on patient and provider outcomes remains
modest, though the evidence consistently shows positive effects in the areas that have been
measured.

The great majority of the 52 articles found with empirical results on the effects of EELM
addressed only provider outcomes, such as provider satisfaction, changes in provider
knowledge, changes in provider confidence or self-efficacy, and changes in self-reported
provider behavior. Of these 43 articles, 34 provided no between-subjects comparison group,
raising questions as to what the observed outcomes would be in the absence of intervention,
or what the outcomes would be after participation in an alternative intervention, such as
online self-guided coursework. Several other limitations were apparent in these studies,
including the possibility of the lack of baseline data and publication bias. No studies
evaluated whether change in care provision continues after the conclusion of training
through EELM.

Fifteen studies examined patient-related outcomes associated with EELM implementation,
such as sustained viral response for hepatitis C, but none of these studies were randomized.
Although these studies had limitations they provide evidence that EELM can improve
outcomes, at least in some cases.

More evidence is required before conclusions can be drawn about the efficacy of EELM
interventions. The quality of evidence for the effectiveness of EELM is generally rated as
“low” or “very low,” according to a standardized system for grading evidence. However, in
the field of health services research (of which the evaluation of EELM is an example),



implementation complexities and constraints can contribute to adoption of less rigorous
evaluation study designs. This, in turn, may contribute to low quality of evidence scores.
Only a small number of studies to date have included measurements of cost, including the
cost of implementing EELM and the costs of patient care delivered under these programs,
as well as comparison costs in the absence of EELM. Such information would be especially
useful to funders as they consider potential expansions of EELM.

Published evaluations frequently do not include details of how EELMs are implemented
(e.g., frequency and duration of sessions), which would be helpful in identifying under what
conditions EELMs may be successful.

Technical Expert Panel:

On April 9, 2018, RAND and ASPE hosted a technical expert panel (TEP) meeting in Washington,
DC to examine the evidence base for EELM, identify gaps and explore a potential research agenda
to expand that evidence base. Participants included representatives from EELM hubs, researchers
who had studied EELM, evaluation methodologists, and Federal personnel familiar with EELM.

The TEP identified seven categories of research gaps: implementation and dissemination;
impacts on health (and other) outcomes for patients; impacts on provider/workforce
outcomes; effects on population health and health equity; health system impacts, such as
cost, efficiency, and access; policy and funding considerations; and optimal study designs.
The TEP also identified key themes to consider in developing an EELM evaluation portfolio
including:

— EELM programs have different goals/purposes requiring unique metrics.

— Heterogeneity in implementation, with varying degrees of fidelity to a “model”
implementation.

— Limited methodological rigor in studies conducted to date.

— Barriers to high quality evaluation of EELM include: lack of resources, the perceived
urgency to implement rather than evaluate, limited evaluation capacity or expertise,
challenges with collecting or obtaining high-quality data, and challenges with defining
and collecting meaningful measures of impact.

— Itis important to balance enthusiasm for the promise of EELM, which led to significant
demand for this model, with the need for a strong evidence base.

The TEP identified potential short and longer term strategies for addressing these themes

through future work and studies.

— Building consensus around EELM’s various intended purposes and better
understanding the different ways it is implemented.

— Developing a ready-to-use (but customizable) “evaluation kit” for sites to use.

— Carrying out qualitative evaluations that use existing programs as the unit of study, to
answer questions such as “What makes a hub successful?”

— Conducting pre-post studies with a control group, with specific attention to choosing
comparators and patient outcomes that are clinically meaningful.

— Building evaluation components into grant funding, both public and private.

— Building capacity related to evaluation of EELM through annual seminars/conferences
or the creation of a resource center.

— Conducting studies of the persistence of EELM’s impacts on various outcomes.

— Performing stepped-wedge trials rolling out the intervention over time.

— Establishing policies to support more consistent funding for evaluation.
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Recommendations

The proposals in this section were developed within the Department and were considered in light of
the findings in the RAND report. RAND's report highlights the need for additional evidence on the
situations in which EELM may be effective at achieving goals such as building new capacity
amongst primary care providers practicing in underserved areas to treat various conditions and
improving quality of care for treatment of conditions that are already frequently addressed by such
providers. Although the existing evidence base shows some promising signs of this type of
intervention’s effectiveness, more evidence is needed to better understand the extent of this type of
intervention’s effectiveness in addressing various conditions and purposes. Hence, the
recommendations that follow focus on expanding what is known about the effectiveness of EELM.
Building this evidence base will help illuminate where and under what circumstances EELM are
effective interventions, which could inform any future considerations regarding further adoption of
such models. The recommendations that follow are based on these principles:

Consider approaches that make use of existing government resources and other mechanisms
that facilitate and harness creative thinking of private individuals and organizations.

Tie the quality of evidence generation to available funding.

Focus on a priority set of conditions where expanded provider knowledge is particularly
pertinent and whose evaluation may be generalizable to varying extents to other similar types
of conditions.

Give attention to EELM’s role in both capacity building and quality improvement.?

The intent of such a research portfolio would be to identify how EELM may improve both access to
care and the quality of care by better understanding under what circumstances and for what
purposes EELM *“works” and when it does not including consideration of its potential to build
capacity and improve quality; to identify attributes of successful EELMs, the duration of the EELM
effect, and whether detectable positive effects of EELM extend beyond participants to other
providers in their practices.

Activities that could be helpful in strengthening the EELM evidence base include:

Enhancing the capacity to perform evaluations —

This activity could take multiple forms. One finding of the RAND report is that evaluations
that have been performed have often not reported on key details related to how a particular
implementation of the model has been designed (e.g., frequency and duration of trainings,
number of attendees, costs of the program, and funding sources). Use of a standardized
EELM data set would facilitate comparisons across EELM programs. TEP participants also
thought it would be helpful to assemble a list of evaluation outcomes and define best
practices for their measurement, which could help improve the consistency and rigor with
which they are analyzed. Hence, development of an EELM *“evaluation toolkit,” which
could be customized for use in specific circumstances given the varied contexts within which
such models are implemented, could help facilitate future evaluations. Another option to
enhance evaluation capacity would be to directly fund organizations implementing EELMs

aThe RAND report indicates that EELM may be used to either expand existing capacity to treat various conditions or
improve the quality of care for conditions that are already widely treated in primary care. These represent distinct use
cases of EELM to be evaluated.



to develop in-house expertise in evaluation and provide technical assistance in evaluation
through a training center.

Directly supporting evaluations —

As noted above, in the past, funders have focused most of their resources on supporting
implementation of EELMs, and with rare exceptions such as the Center for Medicare &
Medicaid Innovation funded effort, discussed in the full report, have generally devoted little
or no funding to evaluation. Through our various consultations with stakeholders, some
funders expressed to us that their organizations were focused on identifying “disruptive
innovations” that could potentially result in dramatic improvements in care delivery. They
saw EELM as a potential game changer and wanted to rapidly expand its availability. At the
same time, now that the model has spread geographically and addresses a relatively wide
variety of conditions, some funders have taken a greater interest in evaluating its impact.

To maximize existing resources, an evaluation could be built on top of one or more existing
or planned implementations of EELMs. Generally, evaluation is more effective when
planned in advance of implementation for reasons discussed in greater detail in RAND’s
report. In the case of federally-supported EELMs, they are often supported as one
intervention among others that may serve as substitutes or complements. This makes
distinguishing the unique contribution of EELM to observed outcomes challenging in an
evaluation, unless site level data have been collected and it is possible to identify sites that
only implemented EELM. Even when such information is available, it is possible that there
may be something unique about sites that elect to implement EELM, which causes the sites
to be more or less successful in addressing a healthcare priority (regardless of whether they
had chosen to implement EELM). Hence, without randomization around which sites
implement the intervention, drawing firm conclusions on causality is not possible.
Regardless, evaluations of many interventions in healthcare involve various methodological
limitations for similar reasons, and there is still value in retrospective evaluation in building
the evidence base.

More broadly, future research could specify the types of evidence that funders are interested
in generating on EELM. Funding could be made available for implementation and/or
evaluation. A portfolio of methodologically rigorous proposals could be solicited from
academic institutions and other appropriate parties.

Conditions to evaluate —

Future evaluation efforts could focus on EELM applications that improve the ability of
primary care providers to address conditions with which they may lack familiarity or
confidence in treating (e.g., substance use disorders, pain management), as this was a key
originating intent of EELM, but attention could also be given to evaluating the ability of
EELM to improve quality of care for conditions regularly treated in primary care, as this
potentially applies to a wider set of conditions. For example, priority areas could include
substance use disorders, behavioral health, pain management, diabetes, HIV/AIDS, or
palliative care, which would help fill gaps in evidence on EELM identified in the RAND
report. Depending on the level of funding available, secondary evaluations could be pursued
in areas that have not received as much attention to date or are using study designs that are
more robust. For example, the effectiveness of EELM in addressing children with medical



complexity could be evaluated, in particular children affected by Zika who are expected to
have extensive long-term healthcare needs. Another option would be to compare
knowledge gained and/or treatment competency improvements resulting from use of
traditional models of CME versus EELM case-based and didactic learning sessions.

How This Report Addresses Requirements in the ECHO Act

Section 3 of the ECHO Act sets out its requirements for examination of ECHO and ECHO-like
models (EELM), consultation with stakeholders, and submission of a report with prescribed
contents. RAND'’s report, “Evaluation of Technology-Enabled Collaborative Learning and
Capacity Building Models,” including its accompanying evidence review, inventory of EELM
activities, case studies, and the recommendations contained in the Department’s summary statement
address various elements of these three requirements. The below sections describe in greater detail
how requirements around examination, inventorying, and consultation were addressed. Following
this discussion is a table that maps where specific elements are addressed in the RAND report.

Examination:

The Act called for examining the impact of EELM on addressing “mental and substance use
disorders, chronic diseases and conditions, prenatal and maternal health, pediatric care, pain
management, and palliative care; addressing health care workforce issues, such as specialty care
shortages and primary care workforce recruitment, retention, and support for lifelong learning; the
implementation of public health programs, including those related to disease prevention, infectious
disease outbreaks, and public health surveillance; and the delivery of health care services in rural
areas, frontier areas, health professional shortage areas, and medically underserved areas, and to
medically underserved populations and Native Americans.”

The Department’s consultation efforts combined with research performed by RAND have touched
upon many of these topics. The Department focused its examination efforts on the following tasks:
(1) understanding the breadth and diversity of EELM interventions and (2) reviewing the existing
evidence base on the impact of EELM on provider and patient outcomes.

EELM Activity Funded by the Federal Government and Other Sources:

In addition to assessing the evidence for EELM, the Act also called on the Department to analyze
“efficient and effective practices used by States and communities that have adopted such models,
including potential cost-effectiveness of such models™ and provide a “list of such models that have
been funded by the Secretary in the 5 years immediately preceding” publication of this report,
including “Federal programs that have provided funding for such models.” The inventory of
EELM activities (including federally funded and EELMs receiving funding through other sources)
and case studies of local implementations of EELMs, which include discussion of ongoing
evaluation work (where applicable), some of which includes potential cost savings, are intended to
address these requirements.

Consultation:

In performing the above examinations, the Act required the Department to consult with “public and
private stakeholders with expertise in using technology-enabled collaborative learning and capacity
building models in health care settings.” These consultations took many forms. In September 2017,
Department staff attended the 2017 Meta-ECHO conference in Albuquerque, New Mexico. This
meeting convened approximately 650 people with interests or involvement in EELM. During this
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conference, staff met individually with an array of attendees from state governments; academic
institutions, including many EELM “hubs;” the health care sector, including safety net providers;
foundation funders; insurance companies; and the ECHO Institute staff. Contacts made through
attendance at this meeting helped refine how best to proceed with this report.

Following Meta-ECHO, Department staff attended two ECHO sessions, one on care for HIV and
one on HCV, to better understand the dynamics of an EELM intervention. Staff also met with
representatives of several EELM projects.

In April 2018, the Department convened a Technical Expert Panel (TEP) meeting, facilitated by
RAND, to explore existing evidence on the effectiveness of EELM programs, evidence gaps, and
how they might be addressed. Attending the TEP were representatives of EELM programs, health
services researchers, evaluation methodologists, foundation representatives, and Department staff
involved in EELM. Advice from the TEP helped shape the Department’s research

recommendations.

On November 16, 2017, the Health Resources and Services Administration focused part of its 2017
Rural Health Day on ECHO activities, with several grantees participating. This was also an
opportunity to share thoughts on the report to Congress. Moreover, throughout the year, input on
examination activities and preparation of the report, including its recommendations, was sought
from staff across the Department.

Table Mapping Requirements to Contractor Report:
The below table identifies specific examples illustrating how elements of the Act’s requirements for
the report to Congress are addressed in the RAND report. The examples are not exhaustive. Given
the numerous requirements contained in the Act, the Department pursued work thought to be most
informative, given available time. Recommendations required in the Act are discussed above.

Report Requirement | Where Addressed

| Comments

Analysis

Sec. 3(b)(2)(A)(i):
Use and integration of
models by health care
providers

Addressed throughout the RAND
report. Chapter 2, “EELM in
Context” (pps. 3-20) gives an
overview of EELM, how defined,
their history, recent trends, and
strengths and weaknesses

The case studies found in Appendix
E, beginning on Page 118 illustrate
the ways EELM models have been
used to address various conditions
in different settings

Sec3(b)(2)(A)(ii)
Impact on provider
retention including in
Health Professional
Shortage Areas

Addressed in a separate report
prepared by The Lewin Group,
“Impact of Participation in
Technology-Enabled Collaborative
Learning and Capacity Building
(ECHO) Models on Provider
Retention,” to be posted on the
ASPE website

Sec. 3(b)(2)(A)(iii):
Impact of models on
the quality of

Quality of Care:
The RAND report cites studies
examining the impact of EELM on

The case studies describe
experiences addressing quality of
care: see, for example, ECHO
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and access to care

the quality of care for patients with
HCV (p. 9) and care for dementia/
gerontology (p.40). The HCV study
found quality of care to be similar at
hubs and spokes.

Access to Care:

EELM’s potential to increase access
to care is discussed throughout the
report. Specific examples
addressing HCV are found on pps.
6-9 and pain management on pps.
39-43. Studies citing impact on
access to care and for a range of
conditions are listed in Table C.1.
that begins on page 79.

Chicago’s work with HCV on page
126, and the Vermont hub and
spoke program on pages 142-143.

Reports on EELM’s ability to
increase access to specialty care are
found in the case studies of ECHO
Chicago (p 125-127) and the
Veterans Health Administration (p.
134-136). Expanding access to
opioid use disorder care is
discussed in the Vermont hub and
spoke example on p. 144. The
Weitzman Institute has expanded
access to many types of specialty
care, including HCV, HIV, MAT,
complex care management, and
LGBT health (p. 161). Similarly,
the University of Washington also
provides access to a wide range of
specialists (p. 122). Both of these
programs serve large geographic
areas.

Sec. 3(b)(2)(A)(iv):
Barriers faced by health
care providers, States,
and communities in
adopting such models

Barriers to adoption of models are
discussed throughout the report
and summarized on pps. 17-19. A
discussion of barriers to high quality
evaluation of EELM is found
beginning on p. 50.

Sec. 3(b)(2)(A)(v):
Impact of models on
the ability of local
health care providers
and specialists to
practice to the full
extent of their
education, training, and
licensure, including
the effects on patient
wait times for specialty
care

EELM’s ability to expand the
capacity of individual providers to
practice to the full extent of their
education, training and licensure is
presented as one of the two major
“poles” upon which EELM are
organized (p.46).

The ECHO Chicago case study is a
good example of the reported
effect of EELM on wait times (p.
126): The prevalence of diagnosed
ADHD was only approximately 1
percent among the pediatric
populations of the FQHC partners,
epidemiological data suggested an
actual prevalence of ADHD closer
to 7-9 percent. Providers explained
that they were not screening or
diagnosing given that wait times
were more than a year for referrals
to specialists. Three years into the
ECHO-Chicago Pediatric ADHD
program, data showed that 4-6
percent of pediatric populations in
the spoke clinics were being
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diagnosed with ADHD, which is
closer to the estimated prevalence.

Sec. 3(b)(2)(A)(v):
Efficient and effective
practices used by States
and communities,
including potential
cost-effectiveness

Examples of state support for
EELM can be found in the case
studies, including the University of
Washington ECHO which receives
support from the state health
department (p. 124), the Oregon
ECHO network (p. 146) and Show
Me ECHO in Missouri (p. 152).

Inventory
A list of models that Executive Summary, p. ix
have been funded by Methods, pps. 21-22

the Secretary in the 5
years immediately
preceding such
report

Findings, pps. 28-34

Appendix F is a listing arranged by
State of EELM activity supported
by the Department and others.
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Attachment A

Public Law 114-270,
the ECHO Act



SECTION 1. SHORT TITLE.

This Act may be cited as the “Expanding Capacity for Health Outcomes Act” or the “ECHO
Act”.

SEC. 2. DEFINITIONS.

In this Act:

(1) Health professional shortage area.--The term “health professional shortage area” means a

health professional shortage area designated under section 332 of the Public Health
Service Act (42 U.S.C. 254e).

(2) Indian tribe.--The term “Indian tribe” has the meaning given the term in section 4 of the
Indian Self-Determination and Education Assistance Act (25 U.S.C. 5304).

(3) Medically underserved area.--The term “medically underserved area” has the meaning
given the term “medically underserved community” in section 799B of the Public Health Service
Act (42 U.S.C. 295p).

(4) Medically underserved population.--The term “medically underserved population” has the
meaning given the term in section 330(b) of the Public Health Service Act (42 U.S.C. 254b(b)).

(5) Native Americans.--The term “Native Americans” has the meaning given the term in
section 736 of the Public Health Service Act (42 U.S.C. 293) and includes Indian tribes and tribal
organizations.

(6) Secretary.--The term “Secretary” means the Secretary of Health and Human Services.

(7) Technology-enabled collaborative learning and capacity building model.--The term
“technology-enabled collaborative learning and capacity building model” means a distance health
education model that connects specialists with multiple other health care professionals through
simultaneous interactive videoconferencing for the purpose of facilitating case-based learning,
disseminating best practices, and evaluating outcomes.

(8) Tribal organization.--The term “tribal organization” has the meaning given the term in
section 4 of the Indian Self-Determination and Education Assistance Act (25 U.S.C. 5304).

SEC. 3. EXAMINATION AND REPORT ON TECHNOLOGY-ENABLED
COLLABORATIVE LEARNING AND CAPACITY BUILDING MODELS.

(a) Examination.--
(1) In general.--The Secretary shall examine technology-enabled collaborative learning and
capacity building models and their impact on--

(A) addressing mental and substance use disorders, chronic diseases and conditions,
prenatal and maternal health, pediatric care, pain management, and palliative care;

(B) addressing health care workforce issues, such as specialty care shortages and primary
care workforce recruitment, retention, and support for lifelong learning;

(C) the implementation of public health programs, including those related to disease
prevention, infectious disease outbreaks, and public health surveillance;

(D) the delivery of health care services in rural areas, frontier areas, health professional
shortage areas, and medically underserved areas, and to medically underserved populations
and Native Americans; and

(E) addressing other issues the Secretary determines appropriate.



(2) Consultation.--In the examination required under paragraph (1), the Secretary shall consult
public and private stakeholders with expertise in using technology-enabled collaborative learning
and capacity building models in health care settings.

(b) Report.--

(1) In general.--Not later than 2 years after the date of enactment of this Act, the Secretary shall
submit to the Committee on Health, Education, Labor, and Pensions of the Senate and the
Committee on Energy and Commerce of the House of Representatives, and post on the appropriate
website of the Department of Health and Human Services, a report based on the examination under
subsection (a).

(2) Contents.--The report required under paragraph (1) shall include findings from the
examination under subsection (a) and each of the following:

(A) An analysis of--

(i) the use and integration of technology-enabled collaborative learning and capacity
building models by health care providers;

(ii) the impact of such models on health care provider retention, including in health
professional shortage areas in the States and communities in which such models have been
adopted;

(iii) the impact of such models on the quality of, and access to, care for patients in
the States and communities in which such models have been adopted,;

(iv) the barriers faced by health care providers, States, and communities in adopting
such models;

(v) the impact of such models on the ability of local health care providers and
specialists to practice to the full extent of their education, training, and licensure, including
the effects on patient wait times for specialty care; and

(vi) efficient and effective practices used by States and communities that have
adopted such models, including potential cost-effectiveness of such models.

(B) A list of such models that have been funded the Secretary in the 5 years immediately
preceding such report, including the Federal programs that have provided funding for such
models.

(C) Recommendations. Recommendations to reduce barriers for using and integrating such
models, and opportunities to improve adoption of, and support for, such models as
appropriate.

(D) Opportunities for increased adoption of such models into programs of the Department
of Health and Human Services that are in existence as of the report.

(E) Recommendations regarding the role of such models in continuing medical education
and lifelong learning, including the role of academic medical centers, provider organizations,
and community providers in such education and lifelong learning.
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