Changing Minds Episode 16:

“| truly believe that if we don't have an anchor that keeps us tied and moored to who we are as
people, and we don't have that passion and motivation to do something about it, then we're
probably not going to be as effective as we could be.” —Rocko Cook, DISH-AZ Academic Detailer

Learn more about DISH-AZ and the work they do.

Bevin: Welcome to episode 16 of Changing Minds Podcast. This is your host, Bevin Amira. I'm
your temporary host while our fabulous founder of Changing Minds is taking care of another
project, which is having two kiddos at home. And we all miss Anna Morgan-Barsamian very
much. We've just come off of having a very successful two-day academic detailing virtual
summit. Much of the content for which was the brainchild of Anna.

So Anngq, if you're listening, we all miss you and looking forward to you coming back when the
time is right. But today-

Rocko: Conference was great!

Bevin: Oh, thank you. Thank you, Rocko. | did not pay you to say that, not yet. But thank you.
We did have fun over the past two days and certainly learned a lot. And similarly to other
installments in this series of academic detailing summits, the focus on the patient is just really
the direction that our field is moving in. It's the direction that our conversations around the
detailing work that we do and the campaigns that we create is focused on.

And it really needs to be. It's definitely something we've worked hard as a community to make
sure we are thinking about the people who will be receiving the care that we're hoping to
impact, that we're hoping to improve upon. And so I'm delighted to have Rocko Cook here
today with me.

They are from Arizona, DISH-AZ. So will you tell us a little bit about DISH2 “What's the DISH2”

Rocko: Yeah, ‘What's the DISH2’ We love being able to say that! So DISH-AZ got started four
years ago as a kind of a product of Ricardo Fernandez's imagination for what could happen
in Arizona because some of these needs just weren't being met for providers.

And so he had heard about academic detailing one of the conferences he went to and was
like all excited about it. So he gave me a call one day. He knows me from the field from
working and offered me the job and said, “Hey, do you wanna be an academic detailer?” |
said, “What's that2 Okay!”

Bevin: As I'm sure a lot of people do.

Rocko: Oh, completely, yep. So | began the program and then, oh my gosh, several months
later | hired Dave, Dave Watt. | actually was the second employee to start. Dr. Kevin
Carmichael was like two months before me or one month before me. So yeah, so that's how
our team kind of coalesced. And so we grew, got a little more funding. Dave and | had
worked together in another position.

Actually, | was the reason he moved to Arizona in some ways because | offered a job at a
different agency which is | get to hire a really great person twice!


https://hivaz.org/academic-detailing/

Bevin: Oh, that is wonderful. Y'all are such a great crew. Let me ask you this. What did you
and Dave and Kevin, and Rya—who was a big part of your team for a while there, what did
you all think about academic detailing when you first learned that it's a persuasive
communication technique to really get clinicians doing what the evidence says they should be
doing? And especially with your focus being HIV prevention, what was all of your first takes
about, hey, what is this education method and how does it work?

Rocko: Yeah, absolutely. So, because Dave and | both had worked in the field of HIV for
years and years, and Ryan has been ancillarily involved in HIV and sexual health as well
prior to this. And he had a lot of lab experience and clinician experience.

And then Dr. Carmichael was like one of the foremost HIV docs in the state. So for us, it just
made a lot of sense. Even though | hadn't heard of the term academic detailing before, | have
understood and been very well trained in behavioral interventions. When | start to explain
academic detailing as a “behavioral intervention”—we're trying to change the behavior of
providers through connection education and support. We're able to do that in a way that does
not threaten them, but does get them on board.

And we do have metrics that we want to meet. We do, we want to see increased testing or
increased PrEP or increased treatment. But a lot of, honestly, that's kind of the beginning. The
nuts and bolts of academic detailing that we thought it was going to be, we're going to go in
and provide education around syphilis, for example.

There's a little bit of that, but honestly, we have a lot more conversations about how to talk to
people, how they can talk internally. So getting a patient from point A to point P for PrEP or
point T for treatment, right? How do you get all of those points in the all talking the same
language in the same way so that the patient has a great experience from beginning to end.
That's how you increase prep prescriptions and do increased testing and increased trust within
the agency.

So we learned pretty quickly on that. We needed to take a whole clinic approach. So we do
a lot of education with front desk staff or with outreach staff or with the nursing, the nurses, the
RNs and the MAs, and then the providers themselves. So getting them all talking in the same
way about the same things has been really, really helpful and part of what's made us
successful, | think, in what we do. And we like to do it as one-on-one, of course, or small group.

We're couched between this idea of true academic detailing which is that one-on-one
experience and collaboration and connection and workforce development within the
Department of Health Services. So, we want to make sure that when there are new people
who are coming on board, who are funded through as a sub-grantee or whatever through the
state, that they actually know their stuff too. So we also run the sort of HIV certification
program. So a lot.

That's a lot of great stuff to cover. | want to go back to a couple of things you said. | don't
know that I've ever used the phrasing “behavioral intervention: before, and that is so perfect.
It's exactly what it is. And that, | wish | knew that 10 years ago so | could have spent the past
10 years telling people what | do for work is support people who are going out and trying to
ignite behavioral interventions with clinicians. That's such a beautiful way to put it. Because as
we know, listeners at home, academic detailing is not, it's not a sexy term. It's not a well-known
term. It's not a term you bring up casually in your dining table.

Rocko: Right, right. We always tell people that we don't wash professor's cars. But we do
work at ESU or Arizona State. So like, there's this sort of misnomer of like, oh, what do you do?



Bevin: Yeah, detailing. It's, yeah, it doesn't, it does make people think about the wrong things,
cars and textbooks. But what it really is, and if | can capture sort of what you were saying
that's so noble about it is, it's not just about going in and saying to a clinician, “Do you know
how to do this2” in terms of the technical ways to prescribe certain things, right? It's also, “How
do you as a clinician build trust with your patients2”

And so you're coming in, not just saying, “Hey, we want to get PrEP prescribing up to keep
people safer—do you know how to prescribe PrEP2” It's, “We wanna get PrEP prescribing
up—do you know how to talk to your patients about sex?2”

And yeah, that's something that is really, really interesting because a lot of what we've heard
with different groups that work on anything related to sexual health is that there is often a
discomfort and a feeling of, “Well, sex is sort of outside of healthcare...”, but sex is part of
being a human. So sexual health is health. So how do you help clinicians become more
comfortable having complex conversations about sex with their patients? What's something
you do to make that happen?

Rocko: That's a great question. So I'll preface all this by saying that, so I've been doing this
off and on since like ‘9?4, so a long time. And what | learned quickly on is that you really can't
talk about sexual health or specifically HIV without talking about sex and drugs. And once you
start to lay that basis of, if you're not talking about sex and drugs, then you're not meeting
your patient's needs.

Bevin: Yeah, you're missing the boat.

Rocko: Right, right, exactly right. So then we can confront, well, what language do you use?
How do you actually do that? So we focus a lot on topics that are people-centered. Let's say
people care for people who use substances. We have a toolkit and we go through this
process, but really what we're doing is teaching motivational interviewing.

But we're doing it in a way-

Bevin: Can we pause and catch our listeners up—sorry, real quickly, on “motivational
interviewing”, because some folks might not know what that is. When you say that's essentially
what you're doing, what is the essence of that2 I'm sorry to interrupt, but | just wanna grab that
real quick.

Rocko: No, you're good. No, absolutely. So motivational interviewing is really, it's a
methodology that takes into account the patient's perspectives and ultimately they are the
ones deciding about what's good for them.

Our job is to be a guide in that process. So we use a method called OARS, which is starting
with open-ended questions, providing affirmative statements like, oh my gosh, I'm so glad that
you're here and taking care of this issue, right? And then providing reflective statements. For
examples: “So what | hear you saying is that you might be willing to try it IF this and this—Is
that right? Am | getting that right?” And then afterwards, summarizing the whole thing. So that
way the patient walks away with a great experience. Even if they don't do what they said
they're going to do, or even if they didn't come to the conclusion of behavior change, that's
okay.

We want them to come back. We want them to stay engaged in their healthcare. And
regardless of whether they do it or not, and especially for people who use substances, that
can be a very difficult barrier.



And a person may be in the pre-contemplative stage for not even deciding that they want to
get there, or they might be ready to make that change. So finding where they are along that
line, using that methodology, really can help the provider talk to the patient in a way that
does not put them on the spot and does not force them into what the right decision is. Because
at the end of the day, the right decision is what the patient will do.

Bevin: It's about what the patient wants. Okay, so we've got OARs. We've got O: Open-
ended questions, A: affirmative statements, R:Reflective listening, and then we've got S:
Summarizing. That's a beautiful way to also break down a detailing visit. You're going in,
you're asking open-ended questions to get the clinician talking. You're affirming and
validating them. You're reflecting, and then you're summarizing. But then there's that bonus of,
“Can | get you to try something new?” There's a little more of a push with a clinician, which |
love.

Rocko: That's 100% it, yes.

Bevin: We love that. Yeah, back to you talking about how that translates the work you've
done with patients over the years and how that translates to your detailing role.

Rocko: Yeah, so working in the field as an outreach specialist, as a manager, as a director of
programs. At one point, | ran 11 programs with 23 people. And so | have a lot of experience
on the program development side, and also how that translates into meeting the needs of the
client or patient where they are.

Whether we're providing testing, or whether we're providing a much higher level treatment
and care, at the end of the day, it all comes back to that patient-centered focus. If we're not
meeting them where they are and talking to them in the place that they're at, then we're not
meeting them.

Bevin: Then you're failing, really.

Rocko: We're failing. And I've seen really successful programs that are, wow, fantastic. And
I've seen some other programs that are not. And so, and I'll give you a good example of
meeting people where they are.

We used to run a program that did testing at the bathhouse. Again, you can't talk about HIV
without talking about sex and drugs. And what better place to do it than the place where
they're going to have sex. Being able to be there and do testing while they're in the moment
at the place that they need it to be.

So, our positivity rate was pretty high and our syphilis rate was pretty high as well. It required
us to sit down in a room with a patient who was not necessarily wearing clothes and doing the
blood draw and doing the counseling and going through all of the steps that you would need
to go through with anybody who's getting an HIV test and making sure that they understand
all of it, offering PrEP, offering treatment, and discussing sort of how HIV works and what's
going on with them.

That's a tall order for 20 minutes, but it's a taller order for 20 minutes in a bathhouse with
music playing, right2 So | think that that's just one example of how with academic detailing—
it's so important to know what that looks like so that you can recommend that and help guide
some of those programs to actually meet people where they are. So yeah, that's my take on
it.



Bevin: | love that! And I've noticed just coming off of the AD Summit, more and more people
are thinking: “How can we take this interactive dialogue and this approach of meeting
someone where they're at, getting them talking, understanding their story and then making a
key recommendation or a suggestion2”—that this is happening beyond the clinic, right?

It makes more sense to think: where do patients go?2 And we had that wonderful (Summit)
presentation from Yajaira Valdez in Oklahoma who said, “Hey, we live in a really rural state,
but we know every county has three things: a pharmacy, a library and a church.” So being
able to think strategically—because otherwise we're only serving the doctors or the clinicians
whose patients come to them. We're serving the people who have transportation, who have
insurance maybe, or who are able to get to the clinic regularly.

And so this way, just thinking about either direct to patient outreach, or which other people in
the larger community are there to care for or be in contact with or serve as a resource linkage
to patients. It's just really such an awesome way to think outside of the scope of traditional
healthcare settings, whether you're talking to patients or clinicians.

Rocko: She actually attended our workshop. She attended our workshop, which was in large
part about all of this. | called it Storytelling 201 instead of 101 because it's kind of the next
step of “How are you engaged in your community, and what does that look like to carry AD
that way?2” But it's also bidirectional: “How is your community impacting how you do AD with
your providers in a professional setting?” And so the connection between those things is really
important.

And she spoke very eloquently about working in the rural areas and working, she loved rural
pharmacies and how they are the ones who are really connecting people in ways that so
many places aren't, and people would not have that resource if she didn't do that. And so |
really think it's fantastic. Like for academic detailing, we don't work directly with patients.

We, our program doesn't work directly with patients. There are some probably that do. But
for DISH, Detailing for Improved Sexual Health in Arizona, we don't, we focus on the providers
who are out there doing the work and able to meet with people where they are as much as
possible, you know?2 And also making sure that it's a great clinic opportunity when a patient
does come into their building to see them.

Bevin: Yes, yes. So, Rocko, | have a question for you, and it's got two parts. One is, when
you're showing up as a health educator, as a detailer, and you're talking about sexual health
at a clinic, what is it that you bring with you to the visits pretty consistently of your personality,
of yourself, of your own story?

So that's part one. And then part two is, have you ever had any encounters that have just kind
of caught you off guard?

Rocko: Yeah, absolutely. So for me, | do bring in a lot of who | am and kind of how | function
in my professional life. | sold cars for a few years and | learned some skills in selling cars that
actually have been very invaluable to me.

Bevin: | didn't know that about you. | didn't know you sold cars, that's wild!

Rocko: You know, when the economy tanked and | couldn't find a job is what | ended up
doing. And honestly, it's not the worst thing in the world. | actually kind of enjoyed it and
made decent money.



But the part that | enjoyed about it was that it was an opportunity to build a relationship with
every person. And providers, again, the whole clinic care, providers come in all different
shapes and forms and some are gruff and some are very kind and some of them want to hear
what you have to say and some of them don't. But for me, | try to go in with a big smile and a
firm handshake and the knowledge that | know | can help you.

| know that we can talk about something that will surprise you. | do a lot of the exploratory
stuff with them, building the relationship to start. Our initial interviews always, it's very rarely
me bringing in a toolkit and reviewing it on a slide deck.

It is almost always a needs assessment of, “Let's talk about what's going on in your clinic. Let's
hear what you're struggling with. What is your staff struggling with2” Sometimes taking the
heat off of the provider themselves and saying, “Hey, let's talk about how | can help you with
the rest of your staff—do you have a particular pain point or whatever is going on there?2”

And then | also bring my own story into it and my own anchors. So | do this work—I started in
1994 volunteering with an agency in Kentucky called AIDS Volunteers of Lexington, which is
still going. They've been hurt by a lot of the cuts right now. So watching them go through is
painful. But they provide a lot of housing especially and testing services in Eastern Kentucky,
Central and Eastern Kentucky.

So they're all up in the mountains and that's their clientele. And | started that right out of grad
school. And | had just come out and | bring that with me because | didn't know how to talk
about sex before that. But | learned very quickly because | was working with youth at risk and
| needed to be able to speak the language because they were at very, very high risk. And so
| quickly learned that if I'm not talking to people in the language that they needed, then it is
no longer accessible for them and nor is it acceptable to them. And you have to have those
two things in order to provide good healthcare.

And so | think that specifically that's a big part of my anchor and where | started. Now, the
rest of my story, kind of quickly, is that in 2002, after | left AIDS Volunteers and was working
at the health department, | found out | was HIV positive myself, and | was absolutely
devastated. | lasted about two more years in the health department but they weren't a great
two years.

And | was a fairly public figure because | oversaw funding and resource allocation and that
sort of thing. And so when my status became known, it became known to a lot of people all at
the same time. And | just didn't have the capacity to deal with that. And frankly, up to that
point, | hadn't completely understood how stigma, how internalized stigma and shame are so
interconnected to who we are as people. And so when | had given diagnoses before, and |
had given a fair number of diagnoses before, it was always from a perspective of, “Oh,
you're gonna be fine. The medications have come out and we have protease inhibitors now.”
(This was 1998 or ‘99.) And yeah, “They're not perfect, but you're gonna live and it's going
to be okay.”

But | gave that from a perspective of someone who had not lived that yet. And so | will say
that after my own diagnosis, and | don't always share this with every provider, but what | do
share is the passion that they need to be providing this message to all of their patients and all
of their staff, that internalized stigma is part and parcel of HIV. And so, yeah, so | left the
field for a while. | came back to the field in mid 2010s. And | started as a PrEP navigator,
which was really great.

It was a great fit. | loved it. Phoenix was ready for PrEP, so | was very busy and we got a lot
of people on PrEP. And we developed a great program, but | didn't let them know that | was



HIV positive for the first year because | didn't know how. | didn't know what language to even
use. And | was so traumatized from my previous experience.

And so how do you talk to people about PrEP if you're on treatment2 And there can be this
internalized idea that, “Oh, maybe I'm not actually the right person, so let me BE the right
person for you.” And that is its own self-shaming thing. So | quickly kind of figured out after
that first year that it was okay. People understood that. And by being able to live truthfully, |
was able to live my story in a way that actually benefited the people | was working with. So |
bring that now into my academic detailing as well.

Again, | don't always share that story, but | always have that heart. And | always am aware
that if we don't do something about changing behavior with the providers and start getting
everybody talking the same language, then that's going to impact people in the ways that it
impacted me. Yeah.

So | think that storytelling and whatever our story is, regardless of whether it is someone living
in a rural area and seeing that people don't have access to healthcare, that also can be part
of the story. Someone who has received very inequitable service or inequitable healthcare,
that can be a huge way of motivating for us.

So | think it's important for academic detailers to really tie into those internalized components
that keep them sane and safe with the anchor, but also motivate them to actually have the
passion to go in every day and talk to providers and talk to providers. And sometimes it
doesn't go well. Everyone has experienced that.

(In response to whether detailing sessions have been challenging or whether clinicians have been
defensive):There are times when some people are like, “Well, | don't need to change. I'm good
at what | do. Don't worry about it.” Or “My team, well, we've been killing it. We don't really
need to change anything. So we're good. Why are you even here?” I've experienced that to
some degree, but at the end of the day, | always come back to, yes, but things could be
better. And here are the things that | see that can make that better.

You have to do that in a way that says, “Hey, I'm your partner. I'm your consultant. So let me
be your consultant. Let's talk this through so that we can identify how to come up with a better
plan.” There's always something to work on. No clinic is perfect and no provider is perfect.

When it comes to the super medical stuff, | am not medically trained. So we have Dr.
Carmichael for that, who does a great job of, you know, getting into the nitty gritty of, you
know, a lot of cap reviewers coming out. Like all of the nitty gritty stuff.

| can talk about it from a layman's perspective, but | don't go too-

Bevin: --but that's okay! Yeah, | wanna bring up to any listeners who don't have a clinical
background, some of our best detailers in the field who really have a sense of what's going on
out there are folks like you, right?2 Who don't have official clinical training. And so, you know,
having access to support and expertise, subject matter expertise on your staff is fantastic.

But | just want to reiterate for people who really, you know, kind of feel like they're less than
for not having that background, that that couldn't be further from the truth. Would you agree?

Rocko: 100%, | agree. And | challenge anyone—I can explain HIV to anyone, anywhere,
anytime. And sort of the intricacies of all of that in sometimes better ways than someone who is
medically trained because they have all of this high knowledge up here, but how do they



translate to the patient?2 And so what I'm really focused on is how that provider is talking to
the patient, right? They need to be able to use language that the patient can understand and
utilize within their own understanding. So | think that it's important to talk about, well, how are
we having these conversations? And so, yeah, I've met with very little resistance to be honest.

There are very few people who have given me a lot of pushback. We also don't do a lot of
cold calling, you know? So the occasional person has come up of, well, you know, oh, we found
out that this particular provider put somebody on AZT. And after they found out they were
positive, which is a very old drug, it should not be used anymore.

And it's only there as a very, very, very last resort. So our team did go in and talk to them
about that and kind of broach those subjects. But we do it in a way that is consultative as
opposed to-

Bevin: Yeah, and not finger waggy, I'm sure.

Rocko: Correct, yeah. We never said [speaking to clinician] “You did this (negative /wrong)
thing.” What we said was “We're a consultant group that can help you figure out how best to
take care of your clients and patients.”

Yeah. | was like, well, they didn't know. They'd never had someone with HIV before. Sure. It
turns out it's actually pretty simple. You know, it's not as difficult to prescribe and to provide
that treatment if you just kind of know a few steps. So | don't think it requires somewhat of
like, you know, Einstein level medical knowledge.

Bevin: But it does require Einstein level, whatever the equivalent is of interpersonal, you know,
an EQ. It does really require that. You're dealing with almost as you're coming in as a
consultant, you're also, you know, treading cautiously. And with, you know, intention and also
warmth and kindness. And as you mentioned, passion, you know, there has to be all of those
pieces.

And sensitivity, too. You're stepping into someone's practice. You're stepping into someone's
space where they're taking the best possible care of patients that they know how to provide.
That they have, you know, learned to do. And if there's new evidence out there and there's
new ways to approach it, some people are wide open to hearing that. Some people, there's
some tenderness and sensitivity around that.

And so it's always wonderful to see that the most impactful detailers, they know their stuff, but
they know people. They know how to talk to people. They know how to show up in partnership
with versus coming in in a punitive or a way that, you know, might make someone feel like,
“Oh, we're getting audited!” Which is the last thing that anyone—

Rocko: Oh, that is combative. | always like to refer to ourselves as the carrot before the stick.
So if the health department has found out that somebody wrote a prescription for AZT and
shouldn't have, we go in and we provide the positive side of things. Hey, let's work together to
kind of fix this situation. And then | can do a little report back and say, yeah, things are good.
But if that doesn't happen, then, you know, the health department can come in with the power
and authority of the health department and fix it on their own. But that's that is not a win-win
for anyone. And so we want to try and avoid that as much as possible. So, yeah, | like to refer
to ourselves like the carrot before the stick.

Bevin: Love that. | love that. And as we're wrapping up, | just want to say thank you so much
for your reflections. And | want people listening who maybe think that academic detailing is,



is, you know, something that maybe isn't moving the needle or it's not critical or it's not urgent.
It's important. It is important.

It is a way, especially right now, given funding cuts and stressors that are affecting
everybody, but particularly patients and families and clinicians and detailers in our
community, that just that touch base of, “Hey, I'm somebody whose job it is to help you and
support you!” goes a long way right now. And | know that any of the clinicians who have had
the opportunity to meet with you are very lucky indeed. So thank you so much for chatting with
me today, Rocko.

Rocko: And, yeah, it's been a great time. Yes.
Bevin: We're so grateful to have worked with you, with Dave, with Ryan and with Anaid. It's
just been wonderful. So for folks listening, I'll include a link to DISH-AZ's website so you can

check them out. And please join us next time. Thank you, Rocko.

Rocko: Thank you!



