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Community provider presents 57-year-old woman 
from West Africa, diagnosed with HIV in 2008 in her 
home country and started on AZT, 3TC, nevirapine 
but never suppressed; Significant cardiomyopa-
thy of unclear cause; Immigrated to the US w/ de-
tectable viral load, and resistance assay showing: 
M184V, 333D, 188L, 13V, 16wt/E, 20I, 36I, 89M. Supse-
quently put on 3TC monotherapy as bridge while 
trying to obtain new regimen, which was a chal-
lenge due to undocumented status. What regimen 
is recommended due to financial constraints?
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* No case  
management 
Resources onsite

* Lacks experience 
w/ recent immi-
grants from country 
of origin

* No previous
experience with sal-
vage ART regimen

* No previous
experience with 
drug payment 
strategies

* Impression that unclear im-
migration status  is barrier to 
obtain clinical, financial, and 
case management services

Case 2

Problem: Access to Care
When individuals with HIV infection seek care in underserved 
communities, they sometimes present in clinical settings without 
comprehensive HIV services.  In the Pacific Northwest, where 5% 
of the US population is distributed across 25% of the US landmass, 
the problem is particularly acute.  Providers practicing in these 
communities can lack experience with HIV clinical care and may 
not have access to the latest evidence-based HIV medicine or the 
infrastructure for specialized psycho-social support of HIV-infected 
patients.  Nevertheless, these providers are often well-positioned to 
provide comprehensive primary care for patients unable or unwilling 
to travel to specialty HIV-focused clinics.

Solution: Video-Based Mentorship
To support these providers, the NW AETC developed a collaborative, 
real-time video-based clinical consultation and mentorship 
program called “NW AETC ECHO.” Providers attend weekly sessions, 
present clinical cases and receive real-time consultations from 
an interdisciplinary panel including infectious disease, psychiatry, 
pharmacy, case management, nursing and social work. In 
addition to providing written recommendations within 24 hours, the 
interdisciplinary panel is accesible to providers via email and cell 
phone between sessions. The interactive video network connects 
providers in real-time, allowing all providers on the network to discuss 
cases, increasing exposure to regional HIV cases and a broad range 
of clinical strategies.  NW AETC ECHO is funded by the US Health 
Resources and Services Administration (HRSA)

Kenton T. Unruh PhD, Brian R. Wood MD, Natalia Martinez-Paz MA MPA, John D. Scott MSc MD, David H. Spach MD
Filling the Gap: Supporting Care Quality Wherever Patients Present Using Real-Time Case-Based Mentorship

Info From Remote Provider: Community provid-
er presents 35-year-old G3P1 HIV-infected, treat-
ment-experienced Latino female discovered to be 
pregnant while off antiretrovirals (CD4 count 174 
cells/mm3, HIV RNA 112,695 copies/ml); prior vi-
rological failure on TDF-FTC-EFV; RAM’s: K103K/N, 
H221H/Y. Other problems include anemia, cervical 
dysplasia, LTBI, alcohol abuse; adherence issues 
with h/o poor ARV adherence attributed to: lack of 
insight, anger, pill burden, living remotely with little 
support. Unlikely to seek care outside local clinic.

Case 1 Interdisciplinary Strategies:
•	 Psychosocial: Identify someone to serve in case  

  manager role, language-appropriate support
•	 Clinical: ATV+RTV+(ACT-3TC or TDF-FTC) for ART,  

  TMP-SMX for PCP prophylaxis, monthly HIV RNA
•	 Tx planning: ART options, avoidance of efavirenz

Interdisciplinary Strategies: 
•	 Psychosocial: Strategies for substance abuse  

	 counseling, peer support, mental health; Refer  
	 to public health and language-support services
•	 Clinical: Indications for LP to r/o neurosyphilis; defer INH
•	 Tx planning: Maternal viral load key

Interdisciplinary Strategies:
•	 Psychosocial: Strategies to transcend  

	 cultural barriers; Screening for HAND
•	 Clinical: Review of prozone effect, 	  

	 syphilis treatment and follow-up
•	 Tx planning: Reviewed indications for  

  IV AZT and C-section

Interdisciplinary Strategies: 
•	 Psychosocial: Continued adherence counseling
•	 Clinical: HSV serology and DFA/culture;  

	 Add 	valacyclovir; Continue ART
•	 Tx planning: Increase ATV to 400 mg at 3rd trimester

Interdisciplinary Strategies:
•	 Psychosocial: Strategies for pt engagement, counseling, alcohol abuse;  

	 MI techniques for office visits; Peer support for reluctance to engage in  
	 care; Initiate plan for home visits & possible early admission for DOT
•	 Clinical: Don’t change regimen or intensify until have genotype
•	 Tx planning: Start strategic plan for IV AZT and infant ARV; Develop  

	 communication strategy to prepare local hospital

Interdisciplinary Strategies: 
•	 Psychosocial: Involve patient mother, father of baby, public  

	 health, other support; PHQ9 depression screen
•	 Clinical: Continue ART, adherence key for baby
•	 Tx planning: Consider admission or DOT around 35 weeks;  

	 Consider RAL or T20 intensification close to delivery

Interdisciplinary Strategies:
•	 Psychosocial: Advanced planning for adherence 	

	 support post-partum and screening for  
	 post-partum depression
•	 Clinical: Decrease mother’s ATV back to 300 mg; 	

	 For infant give AZT and 3TC d/t NNRTI  
	 resistant-virus; No breastfeeding; Readdress LTBI  
	 and cervical dysplasia; Continue to follow  
	 syphilis titers
•	 Tx planning: Establish plan for infant HIV testing;  

	 Infant ART started

Info From Remote Provider: 
Viral load 910 copies/ml; C-section 
done for premature labor at 28 weeks; 
IV AZT administered

Info From Remote Provider: 
Now at 9 weeks; Patient not  
engaging fully in care; Not yet started ARV’s; 
+syphilis serology; Not disclosing status to partners

Info From Remote Provider:  
Now at 11 weeks; Full syphilis results 
available (+TPIg6, +VDRL, +TPPA, 
nonreactive RPR); On ART but ongo-
ing concerns about adherence

Info From Remote Provider: 
Now at 14 weeks; Pustular/vesicular 
rash on S1-S2 dermatome of L thigh/
buttock (HSV vs. VZV)

Info From Remote Provider: 
Now at 20 weeks; Reported viral load decreased to 398 copies/
ml, then 60 copies/ml but then rebounded to 12,300 copies/ml 
Trouble vomiting atazanavir tabs, sometimes forgetting in morn-
ing then takes at night, occasional missed doses, breaking open 
ATV tabs and taking with applesauce, genotype sent, repeat 
VDRL titer negative; Questions: change regimen or intensify while 
awaiting genotype? How to order IV AZT at rural hospital? How 
soon? What ARV’s for infant? How to optimize adherence?

Info From Remote Provider: 
Now at 24 weeks; Taking ATV whole in apple-
sauce, liquid ondansetron didn’t help; Genotype 
with K103N, G190G/A, H221H/Y; Still struggling to 
keep ATV down; VL 3,166 copies/ml
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Patient-Level Outcomes (Mother):
	 * Engagement in care 
	 * Improved adherence
	 * Lower viral load (910 copies/ml) 
	 * Syphilis & herpes treated
	 * Established plan for LTBI tx
Patient-Level Outcomes (Infant):
	 * No evidence of HIV infection
		  via 3 DNA PCR tests
Provider-Level Outcomes:
	 * Experience managing 
		  HIV during pregnancy
	 * Library of plans for managing  
		  similar patient cases  
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* Primer on pt  
assistance programs

* Review forms and 
contact info for 
makers of regimens 
under consideration

* Review of psycho-
social issues facing 
recent immigrants 
& mental health 

* Offer to see client 
in regional HIV clinic 
with wrap around ser-
vices, and co-man-
age, if necessary

* Offer to follow-up 
with case management 
organization to clarify pol-
icy on accepting undoc-
umented clients* Resources for  

legal assistance

* History of old 
regimens, guid-
ance on new 
regimen

* Offer to guide through pt 
assistance process

* Culturally appropriate  
pt engagement strategies

Patient-Level Outcomes:
	 * Patient transitioned to more  
		  efficacious ART regimen
	 * Patient linked to legal and  
		  case management services 
Provider-Level Outcomes:
	 * Increased knowledge of salvage  
		  HIV regimens 
	 * Experience transitioning to  
		  optimized ART regimens
	 * Real-time, collaborative problem solving
	 * Referrals and recommendations in 24hrs
	 * Willingness to see uninsured  
		  patients in the future
	 * Expanded professional network  
		  for advice, resources, and support
Clinic-Level Outcomes:
	 * Increased capacity to treat  
		  immigrant populations
	 * Newly established workflow for  
		  handling uninsured patients
	 * Strengthened ties with local HIV  
		  case management
Program-Level Outcomes:
   * Increased capacity in region to care for 	  
		  persons  who are recent immigrants,  
		  uninsured, and HIV positive
	 * Strengthened inter-agency ties in region


