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Introduction: Student-run free clinics (SRFCs) have become important primary care homes during the
COVID-19 pandemic. With students pulled from clinical sites, funding deficits, SRFCs’ voluntary nature, and no
best practices for telehealth SRFCs, many have been forced to close. This report shares a systematic approach
for implementing a telehealth clinic along with initial outcomes from the Dedicated to Aurora’'s Wellness and
Needs (DAWN) SRFC.

Methods: We utilized pilots with students, community volunteers, and patients to identify a telehealth platform.
We implemented weekly plan-do-study-act (PDSA) cycles to develop a feasible interprofessional telehealth
model. Key PDSA cycle goals included seamless utilization of platform, identification of necessary team
members, appropriate scheduling of patients and volunteers, integration of interprofessional learners, positive
patient and volunteer experience, and process for identifying and addressing patient social needs. Measured
outcomes included total visits, no-show rates, and chief complaints addressed.

Results: Outcomes from PDSA cycles included a resultant telehealth clinic team and model, workflow for
outreach for social needs screening and navigation, and team training guides. Visit data and no-show rates
from January 2020 through July 2020 demonstrated total visits returned to 60% of pre-COVID numbers while
no-show rates decreased significantly below pre-COVID rates. A range of acute and chronic concerns were
successfully managed via telehealth.

Conclusion: SRFCs are poised to continue serving an important role in caring for the country’s most vulnerable
populations. The DAWN telehealth implementation process, outcomes, and resultant protocols may help
inform other SRFCs seeking to establish telehealth services.

Introduction

Since March 2020, communities have adopted social distancing policies to limit COVID-19 cases.! Medical schools
nationwide withdrew students from clinical duties and transitioned to remote learning. The pandemic created
disproportionate strain on many vulnerable populations by exacerbating inequities in health care access, wealth, and
income volatility.2 Student-run free clinics (SRFCs), essential primary care homes to many underserved populations,
are present at 75% of Association of American Medical Colleges (AAMC) member institutions with 74% of 2019
medical school graduates participating.>* SRFCs were forced to confront concerns of asymptomatic viral
transmission and limited protective equipment.

The Dedicated to Aurora’s Wellness and Needs (DAWN) interprofessional SRFC in Aurora, Colorado integrates
licensed interprofessional providers with over 500 student volunteers per year from dental, medicine, nurse
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practitioner, nursing, physician assistant, pharmacy, physical therapy, prehealth, and psychology programs. Forty
student volunteers weekly serve uninsured adults of all ages, 45% of whom are male and 55% female. Approximately
70% identify as Hispanic/Latino and 18% as Black/African American. Upon establishing care, 91% do not have a
usual source of care and over 50% report their health as poor or fair.

Motivated to ensure patients still had services, DAWN reviewed the literature and found limited examples of how to
implement a telehealth SRFC.%>"2 In March 2020, displaced DAWN students initiated development of an
interprofessional telehealth model and recorded the systematic approach and initial outcomes from implementation
to support other SRFCs desiring to initiate telehealth.

Methods

This project met the definition of a quality improvement project, thus did not require review by the Colorado
Institutional Review Board.

Preparing for Implementation

DAWN student leaders met weekly starting March 11, 2020 to develop an initial telehealth workflow based on
literature review and the historical in-person model. Leaders identified and piloted six telehealth options, and then
top platforms were piloted with volunteer community members and finally with patients over several clinic sessions
before Zoom was selected.'® Telehealth options can be found in the STFM Resource Library.™

Implementation

We utilized a plan-do-study-act (PDSA) framework starting April 7, 2020 for implementing telehealth with goals
including seamless utilization of platform, identification of necessary team members, appropriate scheduling of
patients and volunteers, integration of interprofessional learners, positive patient and volunteer experience, and
process for identifying and addressing patient social needs. We completed weekly PDSA cycles with DAWN Virtual
Clinic leadership as shown in Figure 1. We incorporated staged changes according to key PDSA cycle goals over an
8-week period until the model reached relative stability. We obtained short-term outcome measures via manual
chart review including total medical and clinical pharmacy visits by month, average no-show rates by month,
frequency of chief complaints addressed via telehealth, and reasons for conversion from a telehealth visit to in-
person follow-up, if applicable.

Results

We developed a student telehealth training guide and Zoom instruction guide based on the literature review along
with consensus feedback from student leaders. The guides can be found in the STFM Resource Library.’®6 Virtual
student medical and clinical pharmacy clinics with continuous PDSA-guided improvements resulted in a near-
finalized model by May 2020. See Figure 2 for the resultant volunteer roles, model, and clinic flow. Lastly, the goal to
respond to increased patient social needs resulted in the creation of a workflow leveraging student leaders for
nonclinical outreach related to social determinants of health (Figure 3).

Visit data and no-show rates from January 2020 through July 2020 are shown in Table 1. Total visits in June and
July recovered to 60% capacity of pre-COVID visits in January and February. With the implementation of telehealth at
DAWN, no-show rates in June and July decreased significantly from pre-COVID rates. Approximately three-quarters
of total telehealth visits were completed via interpreters in six languages—Spanish, Twi, Tigrigna, Nepali, Korean, and
Marshallese.

The range of chief complaints addressed via telehealth visits are noted in Table 2. Notably, it was possible for
hypertension to be exclusively managed via telehealth if a patient had a home blood pressure cuff. Two acute
concerns that required in-person follow-up 100% of the time were patients discharged from the hospital on oxygen
and patients requiring a volume examination.
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Conclusion

To continue serving the community in the COVID-19 era, SRFCs need immediate telehealth solutions to develop
effective models of care. DAWN'’s success with integrating telehealth is the result of the tireless work of a large
group of clinic leaders over numerous hours. No formal data were gathered to assess patient or volunteer
experience. Attendings, residents, and students provided positive feedback regarding clinical care during the
pandemic as well as fluidity and rapid improvement of the telehealth model during weekly debriefs. For SRFCs
seeking to develop their own telehealth model, it is imperative to have dedicated volunteers able to engage
consistently over several months coupled with a standardized process for reflection and improvement.

A notable finding in this review was an improvement in no-show rates to better than pre-COVID rates by the end of
the study period. This may reflect the accessibility of telehealth, warm handoffs between team members, or
increased follow-up between care coordinators and patients within this new model. One related limitation was that
the visit cancellations in the medical record may not have been fully updated in March and April 2020, making the
apparent improvement from April through July more impressive than actuality. This effect was minimized through
manual review of all visits. Lastly, this report is limited in that it pertains to only one clinic site, has limited short-term
outcomes due to data extraction options, and is contextual to the local resources and prior clinic model.

DAWN's response to complex needs during this unprecedented era is a model with materials and lessons that can
be instructive to other settings and communities. Beyond SRFCs, this example shares affordable telehealth
solutions for any clinic serving similar populations, and demonstrates how to integrate interprofessional learners
into a virtual care setting for the field of medical education.

Tables and Figures

10.22454/PRiMER .2020.241619 30of9



Figure 1: PDSA Cycle Overview
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Figure 2: Clinical Care Workflow
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Figure 3: Asynchronous Care Workflow
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Table 1: DAWN Clinic Visit Data and No-Show Rates, January 2020 to July 2020

Conducted Visits by Visit Type January February ¥ March  April May June July
Medicine, telehealth * 0 0 0 9 19 24 18
Medicine, in-person 1 65 52 30 3 2 7 20
Pharmacy, telehealth * 0 2 13
Pharmacy, in-person } 13 16 0 0 0 0
Total visits, telehealth * 11 23 37 24
Visits with interpreter, telehealth * 8 16 30 15
All visits 78 68 34 14 25 44 44

No-Show Rates by Visit Type

Medicine, telehealth 0% 0% 0% 29% 22% 9% 5%

Pharmacy, telehealth 0% 0% 0% 50% 20% 24% 14%

In-person visits 50% 50% 30% 9%
— 28% 25% 6%

Al visits 33% 22% 14% 6%

Abbreviation: DAWN, Dedicated to Aurora’s Wellness and Needs
* Telehealth service unavailable prior to April 2020

T Preceptor-only visits starting March 2020

I No in-person services after telehealth was established
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Table 2: Telehealth Visit Chief Complaints Data, April 2020 to July 2020
Total Visits (Total Converting to In-

Acute Concerns

Person Visit for Examination)

Hospital discharge follow-up (general) 14 (3) *
Hospital discharge follow-up (COVID) 81T
Chest pain 4 (2)
Rash 3(1)
Shortness of breath 2(2)
Swelling 2(1)
Musculoskeletal pain/injury 2
Syncope 1
Urinary tract infection 1
Eye problem 1
Hypertension 43 (8) T
Diabetes care 28
Hyperlipidemia 1"
Coronary artery disease 7
Musculoskeletal pain 7
Hypothyroidism 5
Abdominal pain (eg, constipation, heartburn) 5
Headache 5
Lower urinary tract symptoms (noninfectious) 5
Neurologic disorder 3
Chronic kidney disease 3
Dizziness 3(1)
Mental health (eg, anxiety, depression) 2
Dysfunctional uterine bleeding 2
Fatigue 2(1)
Acne 2
Obesity 2
Heart failure 1
Insomnia 1

* All in-person visits required for volume examination
1 All in-person visits required for oxygen titration

I All in-person visits for in-clinic blood pressure measurement due to no home blood pressure cuff
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