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Abstract

Objectives: Following rapid uptake of telehealth during the COVID-19 pandemic, we examined 

barriers and facilitators for sustainability and spread of telemental health video (TMH-V) as 

policies regarding precautions from the pandemic waned.

Methods: We conducted a qualitative study using semi-structured interviews and observations 

guided by RE-AIM. We asked four groups, local clinicians, facility leadership, Veterans, and 

external partners about barriers and facilitators impacting patient willingness to engage in 

TMH-V (Reach), quality of care (Effectiveness), barriers and facilitators impacting provider 

uptake (Adoption), possible adaptations to TMH-V (Implementation), and possibilities for long 

term use of TMH-V (Maintenance). Interviews were recorded, transcribed, and analyzed using 

framework analysis. We also observed TMH-V encounters in one ED and one Urgent Care (UC) 

to understand how clinicians and Veterans engaged with the technology.

Results: We conducted 35 interviews with ED/UC clinicians and staff (N=10); clinical and 

facility leadership (N=7); Veterans (N=5); and external partners (N=13) Jan-May 2022. We 
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completed 10 observations. All interviewees were satisfied with the TMH-V program, and 

interviewees highlighted increased comfort discussing difficult topics for Veterans (Reach). 

Clinicians identified that TMH-V allowed for cross-coverage across sites as well as increased 

safety and flexibility for clinicians (Adoption). Opportunities for improvement include alleviating 

technological burdens for on-site staff, electronic health record (EHR) modifications to accurately 

capture workload and modality (telehealth vs in-person), and standardizing protocols to streamline 

communication between on-site and remote clinical staff (Implementation). Finally, interviewees 

encouraged its spread (Maintenance) and thought there was great potential for service expansion.

Conclusions: Interviewees expressed support for continuing TMH-V locally and spread to 

other sites. Ensuring adequate infrastructure (e.g., EHR integration and technology support), 

and workforce capacity are key for successful spread. Given the shortage of MH clinicians in 

rural settings, TMH-V represents a promising intervention to increase the access to high quality 

emergency MH care.
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INTRODUCTION

The COVID-19 pandemic spurred rapid uptake of telehealth (1). During early phases of the 

pandemic, telehealth allowed patients to access care while keeping staff and patients safe (1) 

as a form of electronic personal protective equipment (2, 3). However, due to the potential 

need for immediate diagnostic and therapeutic interventions, emergency department (ED)/

urgent care (UC) settings lagged in uptake of telehealth. Moreover, ED/UC settings are also 

chronically challenged by workforce issues and access to specialists, especially in rural areas 

(4).

Within the Veteran Health Administration (VHA), mental health (MH) conditions are the 6th 

most common reason for ED visits (5). Telehealth for mental health consultations represents 

an important potential direction to enhance access to specialty care for Veterans. Using 

telehealth for emergent MH concerns was successfully implemented in rural Australia (6) 

and Indiana (7). Rural Veterans and facilities are the most underserved in timely access to 

high quality on-site MH evaluations, and rurality contributes to disparities in access (4), 

suicide rates (8), and MH treatment rates (9). Further, there is a severe shortage of MH 

clinicians in rural settings (4). Rural Veterans presenting to VHA EDs are 3-times more 

likely than urban Veterans to undergo emergency interfacility transfer, and MH complaints 

are the most common reason for transfer (5). Increased access to MH care could prevent 

some of these costly and potentially avoidable transfers. Therefore, there is a substantial 

need to increase access to MH care in ED/UC settings, specifically rural ED/UC settings, 

and the implementation of telehealth may help to address this gap.

Use of telehealth is particularly relevant in the VHA, which has been using telehealth since 

2013 (10–12). Early in the pandemic, telemental health video (TMH-V) use in the VHA 

increased 556% (13). With funding from the Veteran Affairs (VA) Office of Rural Health, 

a TMH-V intervention was developed and implemented at the ED/UC at VA Tennessee 
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Valley Healthcare System (TVHS) in March 2020 (14). Planning and evaluation of the 

initial implementation of the TMH-V intervention in the TVHS ED/UC was guided by 

the RE-AIM framework, which encourages attention to the Reach, Effectiveness, Adoption, 

Implementation, and Maintenance/sustainment of the intervention within the health system 

(15). Results from the initial implementation found that the TMH-V intervention was 

used for 83% of MH consults following implementation and that the intervention was 

effective, acceptable, and potentially sustainable (14). However, whether the use of TMH-V 

in emergency settings could be sustained once the perceived threats to personal safety and 

policies regarding precautions from the pandemic waned, remains unknown and the subject 

of this work.

Following the initial implementation of the TMH-V program during the onset of the 

COVID-19 pandemic (March 2020), knowledge gaps about the ongoing uptake and spread 

of TMH-V remain. After successful use of the intervention at TVHS over the past two years 

and cultural shifts around the use of telehealth, this qualitative study sought to investigate 

barriers and facilitators that impact uptake of video telehealth in an emergency MH setting 

and potential spread to additional clinical sites as precautions around COVID have waned. In 

this study, we used the RE-AIM framework (15) to conduct semi-structured interviews with 

Veterans, local clinicians and leadership familiar with the intervention as well as external 

partners who could advocate for an expansion of the intervention across the VHA system to 

understand sustained implementation of the intervention.

METHODS

Study Design and Setting

We conducted semi-structured interviews with four groups: (1) local clinicians (2) Veterans 

experiencing the TMH-V intervention; (3) local leadership; and (4) external partners. To 

collect data on how the use of TMH-V occurs and to understand its real-time processes, 

we conducted observations of clinic personnel and Veterans engaging in the TMH-V 

intervention in the ED/UC settings. All local participants and Veterans were employees 

or patients of the TVHS system during the study period: January 2022 – May 2022. 

External partners included VHA leadership at regional and national levels with expertise 

in telehealth and emergency medicine. We also included representatives from the private 

sector with experience delivering emergent MH care. No partners with a financial interest 

in telehealth were interviewed. TVHS consists of a main hospital and a satellite location 

45 miles away. The main hospital operates 24/7 and has 26,000 annual ED patient visits 

and multiple graduate medical programs with an annual inpatient volume of approximately 

6,300 patients per year along with multiple specialty care services (e.g., gastroenterology, 

cardiology, orthopedics, etc.) in Nashville, TN. The satellite location has an UC that only 

accepts walk-in visits (i.e., no ambulances) and offers coverage 8am-8pm Monday through 

Friday in Murfreesboro, TN. MH services are provided 24/7 in the ED and during operating 

hours at the UC. Prior to implementing the TMH-V intervention, MH clinicians would visit 

the ED/UC in-person to meet with the Veteran and consult with ED/UC clinicians and staff.
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Intervention.—Described in more detail previously (14), the TMH-V intervention was 

delivered via a VHA-encrypted tablet on a rolling cart equipped with an external speaker. 

MH clinicians were supplied with a VHA-encrypted tablet to deliver the intervention 

remotely. MH clinicians could be located at the ED/UC or remotely (at home) and 

responded to referrals across both sites. MH providers were allowed to decide the modality 

(TMH-V vs. in-person) for each consultation. For each consultation, the MH clinician 

remotely reviews the Veteran’s chart and initiates a call to the tablet at the patient site. 

Nurses and clinical support staff (e.g., clinical technicians) answer the call and bring the 

device to the Veteran’s private room for the encounter. During fiscal year 2022, 683 unique 

Veterans received TMH-V; among these, 215 (31.7%) were classified as rural using rural 

urban commuting area (RUCA) classifications for their home zip code (16).

Selection of Participants

We used a combination of criterion and snowball sampling to recruit participants for the 

interviews (17). TVHS clinicians, local leadership, and external partners were identified by 

the teams’ knowledge of the local and national context of telemental health in emergency 

settings. Additionally, all non-Veteran participants who completed an interview were asked 

to provide names of other individuals who may have relevant knowledge or experience.

Veterans were recruited on-site. Inclusion criteria for Veterans were age 18 years and older, 

ability to speak conversational English, experience with the TMH-V intervention, and no 

altered state that would negate their ability to provide consent to be interviewed (e.g., current 

hallucinations/delusions, severe dementia). A team member approached Veterans in the ED 

or UC following completion of an observed TMH-V visit. Team members consulted with the 

ED staff assigned to the case prior to inviting the Veteran to participate in the interview to 

ensure they were appropriate and interviewing would not interfere with care.

Data Collection and Procedures

Interviews with local clinicians and leadership, and external partners were conducted and 

recorded remotely using VA encrypted Microsoft Teams. Veteran interviews were conducted 

at the ED or UC in private patient rooms and recorded via Teams. All interviews were 

transcribed for analysis.

Interview guides were developed for Veterans, local leaders and clinicians, and external 

partners using the same processes (Table 1). The interview guides were informed by 

the RE-AIM QuEST framework (18) that integrates quantitative and qualitative data, 

allowing simultaneous data collection on reach, effectiveness, adoption, implementation, 

and maintenance outcomes (19, 20). Interview questions explored willingness to engage in 

TMH-V (reach), quality of care (effectiveness), barriers and facilitators that may impact 

provider’s uptake of the intervention (adoption), facility-level factors that influenced the use 

of TMH-V (implementation), and possibilities for long term use of TMH-V (maintenance) 

and its expansion. The interview for local leaders and clinicians was piloted with two 

research team members, and Veteran interviews were piloted with a Veteran member of the 

research team.
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Interviews were conducted by three study investigators [MKR (PhD), MR (MA), & HDS 

(BA)] with variable levels of experience with conducting qualitative interviews and research 

in emergency settings. Interviewing was led by author MKR, a clinical psychologist with 

experience and training with clinical interviewing. Participants were informed the purpose 

of these interviews was to understand the TMH-V program and if and how it should be 

continued in the future (Table 1). Verbal consent was obtained. Participation was voluntary 

with no compensation. Interviews ranged from 10 to 60 minutes.

All participants were asked to self-report demographics at the conclusion of their interview. 

Local leaders and clinicians and external partners were also asked to report their training 

background, job title, and experience with telemental health. Veterans were asked to share 

their experience with VA healthcare, MH care, and telehealth, specifically. The interviewers 

met weekly to review recent interviews and discuss data saturation. Transcripts were not 

returned to participants.

Team members visited the ED and UC to capture observations of the TMH-V intervention. 

Observers would introduce themselves to ED/UC staff during each visit but would not 

make themselves known to Veterans until after the TMH-V intervention had completed. 

Observers remained far enough away to observe the use of technology but not the content 

of conversations nor to interfere with patient care. An observational guide for the field 

notes was created to capture the context, content, and concepts of the encounter, with 

prompts to note the persons involved, the environment, and any relevant themes (Table 

2). Interviewers served as observers, trained on field notes, and conducted site visits to 

familiarize themselves with the settings prior to initiating observations. Observations were 

written into the standardized field notes form during the visit and observers had the chance 

to consult with staff to complete any missed sections.

Data Analysis

We used framework analysis and drew on tools from rapid analysis methods to analyze 

the data (21–23). Interviews were analyzed separately, by group: local clinicians, local 

leadership, external partners, and Veterans. Our framework analysis consisted of two 

phases: data familiarization and mapping of the study data against the RE-AIM framework. 

During the data familiarization phase, we created a templated interview summary document 

(a tool used in rapid analysis) in Microsoft Excel into which all trained interviewers 

summarized interviews. Interviewers practiced summarizing several interviews together to 

learn appropriate summary techniques and ensure consistency across summaries. Then, 

we created a matrix from the templated summaries for each of the four groups (24, 25). 

Field notes from TMH-V observations were analyzed separately from interviews, but we 

applied the same analytic process to identify main themes (26). Interviews were analyzed by 

MKR and reviewed for concordance with MR, who helped conduct interviews. Following 

concordance, results were brought to the full research team for discussion.

In the second phase of analysis, RE-AIM domains were used to further make sense and 

organize the data. We followed previous studies that have similarly applied the RE-AIM 

framework to analyze qualitative data (20, 27). In this study, to understand TMH-V’s 

Reach, we considered barriers and facilitators to patient use or engagement, and patients’ 
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attitudes towards using TMH-V in an emergency setting as they relate to sustainability. 

We conceptualized Effectiveness as the impact of TMH-V on the timeliness of delivery 

and quality of care. To understand Adoption, we studied factors influencing provider 

uptake. Data mapped into Implementation and Maintenance domains discussed barriers and 

facilitators to implementation at a clinic level, and the continued use and spread of TMH-V. 

Finally, we asked participants about expanding TMH-V and provide information on these 

results.

This study was designated as quality improvement project and therefore was exempt from 

institutional review board review. We report our findings using the COREQ checklist 

(Supplemental Table) (28).

RESULTS

Recruitment

A total of 35 interview were conducted with 10 local clinicians, 7 local leaders, 13 external 

partners, and 5 Veterans.

Clinician, Leadership, and Expert Partners Sample.—Our team sent e-mail 

invitations up to 3 times between January and April 2022. We invited 50 individuals to 

interview, and 32 accepted (64%). We interviewed 94% of those who accepted (N=30). Of 

the 18 individuals who did not accept our invitation, 16 did not respond to email requests 

and two declined because their position changed. Mean age of clinicians, leaders, and 

partners was 48.6 years (SD = 10.0), and 43.3% identified as female. Most were White 

(83.3%), and the remaining were Asian (16.7%). They had on average 14.1 years (SD = 

9.2) of experience related to emergency care, mental health care, and/or telehealth with a 

range of 3 to 40 years of experience. Their clinical backgrounds varied including psychiatry 

(36.7%), psychology (16.7%), nursing (16.7%), emergency medicine (13.3%), social work 

(6.7%), and other physicians (e.g., internist, family medicine; 10.0%).

Veteran Sample.—We approached 3 Veterans at the UC and 2 at the ED, and all 

consented to an interview. Veterans were 25 to 71 years old (median age = 53), and one 

(20%) identified as female. Three Veterans identified as White, one as Black, and one as 

Hispanic. Veterans received VA care between one and 15 years (median duration = 7). 

Veterans had prior experience with in-person group therapy at the VA and individual therapy 

at the VA in-person and with telehealth.

Observations.—Team members spent approximately 65 hours in the ED and UC to 

conduct observations from December 2021 to April 2022. Research team members were 

on-site during business hours (Monday-Friday, 8:00AM-5:00PM); team members visited in 

4-hour shifts varying days, times, and sites. We captured 10 observations with 5 at the ED 

and 5 at the UC.

Qualitative Themes

Results are organized by the RE-AIM framework and presented below. Data from the 

observations are organized by domain.
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Reach.—We discussed users’ concerns and experiences with TMH-V which inform 

attitudes. Attitudes may influence whether a provider continues to offer TMH-V to their 

patient, and whether patients agree to its use.

Patient Barriers.: During interviews, providers expressed concern that older or hard-of-

hearing Veterans sometimes have difficulty hearing the clinician on the tablet which could 

limit reach. However, during observations, we did not witness Veterans having difficulty 

hearing the clinician, even during times when the ED/UC was busy and noisy. One Veteran 

mentioned ensuring privacy as a concern.

Patient Facilitators.: Veterans had positive experiences with the intervention which 

facilitated its reach.

“It was comforting. It works. She [MH clinician] was very good with me on 

everything and letting me know what was going on and it was easy to cooperate 

and answer questions.” (71-year-old White male Veteran)

The sense of comfort and ease contributed to Veterans’ willingness to engage with the 

TMH-V program, especially following the COVID pandemic when telehealth became the 

norm within the VHA. We observed that Veterans accepted the TMH-V intervention without 

protest.

Finally, local clinicians noted that some Veterans might be more willing to engage with the 

video than in-person because it is more convenient and less overwhelming.

“When they’re [Veterans] able to quickly see them [off-site MH clinicians] on the 

monitor within a few minutes … those patients don’t have the time to change their 

mind or get frustrated with care or say, ‘oh this has been taking too long.’ So, it 

removes those possibilities of frustration.” (Emergency medicine [EM] clinician)

Effectiveness.—Information regarding the timeliness and quality of care using TMH-V 

speaks to the perceptions of intervention effectiveness and willingness to continue its use. 

We queried perceptions of TMH-V effectiveness from all interviewees. Most had positive 

responses regarding timeliness and quality, although some raised issues with how remote 

modalities may miss important observations.

Timeliness.: Local clinicians, external partners, and veterans perceived the TMH-V program 

as timely which benefited Veterans and helped with ED throughput. This was observed by 

members of the research team when the off-site MH clinicians were able to connect with the 

Veteran shortly after the consult was entered.

“I do know that the telehealth response has been quicker than instances where 

we’re traveling back and forth from our offices to see a patient in person… 

probably saved us about 20 minutes. So I have really appreciated the efficiency 

that it’s allowed in regard to how we practice especially during off hours where 

we’re covering both [inpatient and ED] at the hospital.” (Executive leadership)

Veterans appreciated the intervention was quick and worked well:
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“There was no issues connecting and it was convenient and fast… you can still see 

the person with Facetime and then you [the provider] don’t have to interrupt your 

evening which is convenient and modern.” (29-year-old Hispanic female Veteran)

Quality.: Most considered the quality of TMH-V equivalent to in-person care. Facility 

directors felt TMH-V met standards of care:

“You know I think once you adjust to the sort of uniqueness of completing an 

interview over video, the interview is the same, the care provided is the same, and it 

seems there’s no impact on quality that’s offered.” (Executive leadership)

And patients similarly felt that TMH-V was the same as in-person care:

“I got what I needed and what I was asking for. I think it would have been the same 
as if it was in person. As long as they give me the care that I need you know it’s 
fine.” (53-year-old Black male Veteran)

Adoption.—The TMH-V intervention was introduced in early 2020 and adoption quickly 

moved to nearly 100% of MH providers due to the COVID pandemic (14). Local clinicians 

and leaders noted the program helped to keep MH clinicians safe regarding COVID-

exposure and from volatile patients. As the prevalence of COVID-19 waxed and waned, 

some clinicians continued to use TMH-V while others returned to in-person consults. We 

present barriers and facilitators related to provider adoption of TMH-V during 2022, when 

providers had more flexibility to choose whether to use telehealth.

Provider Barriers.: Local leaders noted virtual MH clinicians may miss contextual 

information on the Veteran, such as how they have interacted with ED staff and local 

clinicians. Local clinicians were concerned that off-site clinicians may miss the full picture 

due to limited non-verbal cues:

“If I walk into a room and I smell cigarette smoke, but the patient tells me they 

don’t smoke I don’t know if that’s a big deal but it’s kind of like a small example 

of just some of the spider senses that you have when you’re in the room.” (EM 

clinician & leadership)

In this case, the provider describes a hypothetical situation that TMH-V may be less robust 

than in-person care and such concerns are best understood as a pervasive attitude that may 

keep some MH providers from fully adopting TMH-V.

Provider Facilitators.: Just as Veterans appreciated the convenience of TMH-V, providers 

also noted how TMH-V enhanced their workflow.

“There’s been several times where my providers have been on the opposite campus 

and instead of delaying or waiting for them to make that hour trek depending on 

traffic, it’s instantaneous. You’re here and available…My only resources are now 

at the other campus and not a problem….So I think that it’s single biggest benefit 

which is huge and not to minimalize it.” (Nursing leadership)
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Local clinicians and leaders, and external partners agreed that the ability of MH clinicians 

to cover multiple sites via video during the current and widespread staff shortages (29), was 

the single most important facilitator for adoption. Research staff observed multiple consults 

conducted smoothly via video with seamless teamwork from on- and off-site clinicians. 

The recognition of TMH-V’s convenience and its benefits shaped positive experiences and 

attitudes towards TMH-V for providers, facilitating adoption.

Implementation.—Here we focus on problems that arose during the use of TMH-V to 

evaluate whether TMH-V worked as intended. We explored the “how” of implementation 

at a facility-wide level. Problems related to communication, documentation, and technology 

were identified as key factors that hampered the implementation of TMH-V.

Poor communication between on- and off-site clinicians was identified by local clinicians 

as negatively impacting implementation. Communication problems resulted in wasted time 

because on-site staff were unaware that a visit concluded This issue was observed by 

members of the research team when Veterans would come out of their rooms with the 

TMH-V tablet to alert on-site staff the visit had concluded.

“The provider will have to call us (ED) a couple of times because sometimes you 

won’t hear it because the ER’s so busy… They call through the iPad a couple of 

times but then when they know like there’s nobody answering they will call like our 

landline and let us know hey we’re trying to call” (ED nurse)

Local leaders noted documentation across the two sites could create barriers to 

implementation and difficulties capturing workload accurately (i.e., identifying accurately 

if the encounter took in-person or via video). Delayed documentation was highlighted 

as another challenge that may affect timely communication with the ED about the 

treatment plan. This happened when TMH-V staff would have to attend to another consult 

immediately following the previous encounter and lacked an efficient way to communicate 

with on-site staff between back-to-back consults. A second example in which documentation 

was a barrier was when involuntary hold paperwork was needed andhad to be sent from the 

remote clinician to the on-site provider to complete.

Local leaders and clinicians, and external partners identified technological barriers, 

including difficulty establishing connection between off-site clinicians and on-site Veterans, 

which created technological burdens the nurses were frequently left to address. This was 

also observed by members of the research team when multiple on-site staff were trying to 

start the video call while on the phone with the off-site clinician to ensure they were both 

using the same system.

“I think historically there’s been some burden placed on nursing staff because 

somebody has to logistically like move the telehealth in front of the patient… when 

there are technical issues, they’re [nurses] the ones left standing there trying to 

figure it out with us when they have other things that are more nursing related to 

do.” (Psychiatrist)
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Maintenance.—While the COVID pandemic facilitated initial adoption and 

implementation, the sustained delivery and effectiveness of the intervention is key to 

understanding future spread of the TMH-V intervention. We queried interviewees about 

possible expansions of the program to new delivery in the local context and spread to other 

sites.

Maintenance Threats.: Local clinicians and leaders discussed frequently changing 

technologies and protocols to the use of telehealth as a threat to maintenance. Local 

clinicians expressed frustration around staying updated on the frequently changing 

technology and video platforms. Local leaders noted staff training was a potential barrier 

as the program changed protocols, video platforms, and levels of clinicians (e.g., residents 

vs attendings). Finally, external partners highlighted the potential for licensure and hospital 

accreditation to be a barrier to remote clinicians providing care at multiple facilities.

Expansion.

Emergency: TMH-V could be expanded in two ways: 1) through the increase of VHA 

MH providers available for emergency care through TMH-V and 2) expanding the use of 

telehealth for emergency MH in community settings outside the VHA.

VHA Expansion: Local clinicians and leaders, and external partners concurred that an 

increase of on-demand, immediately available MH clinicians within the VHA would benefit 

Veterans, especially by reaching rural Veterans and/or Veterans with travel limitations. The 

need for an expansion was highlighted by one clinician:

“Veterans… aren’t rolling in cash so driving [to the ED is difficult] and then some 

can’t drive for medical reasons, for PTSD [posttraumatic stress disorder] reasons, 

for financial reasons, [and/or] for DUI [driving under the influence] reasons.” 

(Social worker)

Veterans in rural areas or with driving limitations would benefit greatly if they could access 

VHA providers without presenting to a main VHA facility.

Local clinicians and leaders, and external partners thought an expansion of TMH-V for 

emergency MH care within the VHA could be facilitated through the VHA’s Community 

Based Outpatient Clinics the Veteran Crisis Line, a 24/7 crisis line available to Veterans, 

or direct-to-home. Expanding the availability of emergency health care through TMH-V 

would be especially beneficial to places with limited on-site MH resources and during night/

weekend hours. In addition to staff concerns, regulatory concerns for an expansion exist.

“The biggest challenges are going to be regulatory you know whether it’s the laws 

or the federal law or state law… prescription of medications especially controlled 

substances those are governed by local and federal regulations so that limits what 

care you can provide.” (Executive leadership)

Community Expansion.: Finally, external partners overwhelmingly agreed that extending 

the reach of the TMH-V program to non-VHA facilities could improve Veteran care by 

having access to their medical record and saving costs by avoiding unnecessary transfers 
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when Veterans present to non-VHA sites. However, there was concern about buy-in from 

community hospitals and credentialling for VHA clinicians.

“It [TMH-V in non-VHA facility] would reduce admission [of Veterans to 

community hospitals] ten-fold because most of the people that are going to 

emergency care in the community ED and urgent care, they’re psychosocial issues, 

they’re behavioral issues, they’re substance abuse issues, so having the ability for 

that ED/urgent care or inpatient to tap into VA providers instantaneously in the 

moment or within a couple of hours, I think that you’d see a drastic reduction in 

[Veteran] community hospital admissions.” (Executive leadership, emergency care)

DISCUSSION

The TMH-V intervention for emergent MH consults was identified by a broad group of 

Veterans, emergency clinicians, and medical center leaders as promising for continuation 

and expansion. Interviewees expressed support for continuing the practice locally and 

spreading the TMH-V intervention to other sites. Our study identified several challenges 

that may hamper/impede sustainment and spread of the TMH-V intervention to other VHA 

or non-VHA sites.

Inconsistent or delayed communication between on- and off-site clinicians created delays 

in care for Veterans when on-site clinicians were unaware of the treatment plan following 

the video consult with the off-site MH clinician. Additionally, regular use of TMH-V 

equipment and technology failures burdened on-site nurses and technicians, who were pulled 

away from their duties to troubleshoot the tablets. Research team members observed this 

frustration, which was partially attributed to the frequently changing protocols and difficulty 

maintaining staff training on new protocols. Finally, there was some concern that off-site 

clinicians could miss the Veteran’s context and subsequently the opportunity to discuss the 

case with the on-site clinicians. Access to an onsite technician for troubleshooting may 

alleviate some of the burden on nurses and streamline training.

To overcome identified challenges, opportunities for improvement as the program expands 

include standardizing protocols to streamline communication between on-site and remote 

clinical staff. Consideration should be given to ensure adequate staffing with appropriate 

licensure to accommodate virtual care provided across state lines. It follows that 

leadership support is critical to successful implementation. Similarly, an evaluation of 

rapid implementation of physical therapy delivered directly to patients via telehealth during 

COVID found organizational factors, centralized technological resources, and leadership 

support as likely crucial for maintenance and scale-up of the intervention (30).

There are several reasons to make these improvements to maintain TMH-V. Clinicians, 

leadership, and Veterans were largely satisfied with the TMH-V program and encouraged its 

continuation and spread to other facilities. A telehealth program for MH consults in rural 

EDs in Indiana similarly found patients and providers in favor of continuing the service 

(6). Additional perceived benefits of telehealth included increased safety and flexibility 

for clinicians and increased comfort discussing difficult topics for Veterans. Clinicians 

highlighted how TMH-V allowed for cross-coverage between sites, which could be easily 
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replicated in other hub-and-spoke model systems, whether distance or traffic create delays 

for providers moving between sites. Additionally, observers witnessed smooth coordination 

between on- and off-site clinicians. The ability to cover multiple facilities without added 

travel time was underscored by clinicians and leadership, alike, and is identified elsewhere 

as a benefit of telehealth consults (31). Most of the time, the technology and intervention 

ran smoothly, and Veterans perceived the intervention as timely and modern. In the context 

of the pandemic, TMH-V was protective (2), keeping clinicians and Veterans safe from 

exposure. In fact, another implementation in the emergency setting during COVID utilized 

telehealth for infectious patients and found increased provider and patient communication 

and safety for clinical workers (32).

The intervention was acceptable to Veterans and provided care perceived to be high quality. 

There was consensus that virtual care was comparable to in-person care. Some providers 

mentioned the inability to pick up small nuances due to lack of other sense (i.e., smell) or 

limited fields of vision as a challenge. Clinicians and Veterans recognized telehealth as the 

standard of care due to the pandemic, which increased acceptance of the intervention.

Interviews identified opportunities for the TMH-V program to provide unscheduled access 

to MH clinicians for rural Veterans. Telehealth was identified as a good fit to help meet 

other unmet MH needs including women Veterans (33). Given the disparities in care for 

rural Veterans (4) and challenges associated with seeking in-person MH care, an expansion 

of this program to local community clinics or potentially direct-to-home was hypothesized 

by leaders. Specifically, given the quality, acceptance, and efficiency gains from TMH-V, 

leaders identified the opportunity in TMH-V to provide unscheduled MH care to rural 

outpatient clinics and potentially into non-VHA settings.

Limitations and Future Directions

While the qualitative data provided in-depth insights to those interviewed, a different group 

of interviewees with distinct experiences may have led to a new set of themes emerging. 

Recall bias and demand effects may have influenced data collection. Given the infrequent 

nature of involuntary consults and for those transferred, we did not collect data on the nature 

of such visits but may identify additional themes beyond those reported here. Given the 

integrated nature of the VHA, generalizability to other systems may be limited. We collected 

a limited number of interviews from Veterans as an initial and exploratory analysis; more 

work is needed to fully understand their perspectives. Finally, interviews were conducted 

within a local context with two years’ experience with the TMH-V intervention and 

speculations about the resources and adoption of the intervention to other health systems 

is needed.

CONCLUSIONS

The shortage of MH clinicians, which was exacerbated by the COVID-19 pandemic, and 

the MH needs of rural Veterans speaks to the urgent need to increase access to high quality 

MH care. The TMH-V intervention is a promising intervention to address these issues within 

emergency care settings, with the potential for broader implementation within the VHA and 

potentially beyond, to support Veterans seeking care in community settings.
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Table 1:

Interview Questions and RE-AIM Domains

Local Clinicians, Leadership, and External Partners Veteran-Patients

REACH

In your experience, have Veterans been willing to engage in tele-mental health video at the 
ED/UC?

Can you recall what you thought about using 
video telehealth for your mental health at the 
ED/UC when it was first recommended for you? 
How willing were you to use the tele-mental 
health video?
How willing do you think other Veterans will 
be to use this technology? How do you think 
other veterans feel about using video telehealth 
for mental health in the ED/UC?

EFFECTIVENESS

Which patients have you seen tele-mental health most help at your site?
Who would benefit most from an expansion of tele-mental health video?
How would you describe the quality of care provided through the tele-mental health video 
intervention? 
Would you consider the care provided tele-mental health video intervention equivalent to 
in-person care? What makes you say that?

Would you consider the care provided TMH-V 
intervention equivalent to in-person care? What 
makes you say that?
Do you think you got the care you needed using 
video tele-health?

ADOPTION

Have you observed whether anyone has been burdened by tele-mental health video? If so, 
who has been most burdened? Who have you seen most burdened by tele-mental health 
video?
*[if clinical provider] Is there anything you can think of during the clinical encounter that 
might encourage providers at your facility to continue using tele-mental health video?
†What are current practices/factors that might make using tele-mental health feasible in the 
emergency care setting?

IMPLEMENTATION

*Can you share about a time it went badly or failed? 
What are current practices/factors that make using tele-mental health difficult at the 
emergency care setting at your site?
*Can you share about a time that using tele-mental health video at the ED/UC went 
smoothly at your site? 
*Why do you think using tele-mental health video went well at that time?
Are there any unique features of your site that have helped the use of tele-mental health 
video may not be present at other sites?
*Amongst those who will evaluate Veterans in the ED/UC, why do you think they have 
resumed in-person care?

Were there any difficulties or problems with 
using video telehealth for mental health at the 
ED/UC?
Was there anything you didn’t like about using 
video telehealth for mental health at the ED/UC? 
Can you tell me about that?
What do you think went well during your video 
telehealth visit for mental health at the ED/UC? 
Was there anything in particular that you think 
helped with this [the thing that went well]? / 
What were some things that helped with this?

MAINTENANCE

*[if clinical provider] Is there anything you can think of during the clinical encounter that 
might encourage providers at your facility to continue using tele-mental health video?
*[if clinical provider] What barriers during the delivery of tele-mental health you can think 
of that might prevent it from continuing? 
What administrative barriers might prevent the use and acceptance of tele-mental health in 
the ED/UC long term? 
What strategies might overcome some of these barriers we’ve talked about?
What administrative facilitators might help the use and acceptance of tele-mental health in 
the ED/UC long term?
†If a veteran presented to a non-VA facility, what would be the value to your organization 
to have the ability to coordinating veteran care with VA (e.g. veteran history, MH 
treatment, etc.)?
*Only asked of Local Clinicians & Leadership; 
†Only asked of External Experts

Is there anything you can think of that might 
prevent using video to meet with mental health 
in the ED from continuing? 
What do you think we could do that would help 
improve using video telehealth for mental health 
consults at the ED/UC?

EXPANSION

Should tele-mental health video be expanded to additional sites? Why/why not?
How could this program expand access to unscheduled mental health care for Veterans 
other than presenting to ED/UC for care? / Are there any other settings, beyond ED/UC, 
that you think access to unscheduled mental health care through video telehealth could 
work and would be appropriate? 
What concerns do you have about a program like that?
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Local Clinicians, Leadership, and External Partners Veteran-Patients

REACH

Key:
*Only asked of Local Clinicians & Leadership; 
†Only asked of External Experts
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Table 2:

Observation Guide

Field Observations:
Goal is to describe what you see/hear using thick description. You do not need to answer all questions.

Research Questions: To observe team dynamics, making note of what works well and what can be 
improved in the hand-off process
• To identify barriers to sustainment of tele-mental health care in ED/UC 
(Maintenance)
• To identify unique facilitators that may not replicate to other facilities 
(Implementation & Maintenance)

Who is the ED/UC provider? Who is the on-site Mental Health Officer of the Day (MHOD)?(Adoption)
Who is remote MHOD?(Adoption)
Who is the veteran? (what are their demographics? What is the presenting problem?) (Reach)

Context:
Social surroundings and recent events affecting the interaction.

Where is the TMH visit taking place (ED/UC? Private room? Description of the room e.g. clear walls, etc.)? (Implementation)
Describe the ED/UC. (How busy is it? How frantic or stressed do staff seem?) (Implementation)
Where there any other relatives or friends of patient present? If yes, Describe.
What was the role of the observer? (do they introduce themselves?)

Content:
What happens during the observation. Guided by the research question.

Describe the process of identifying the Veteran for TMH. (What was exchange amongst providers? Were there any concerns voiced regarding 
appropriateness?) (Reach)
Describe the process of alerting the Remote MHOD. Capture communication and verbal exchanges (if possible). Any delays from ED/UC 
provider or local MHOD? (Implementation)
Describe the process of handoff from ED/UC attending to remote MHOD. Capture communication and verbal exchange (if possible). Was there 
difficulty or delay connecting the two? (Implementation)
Who is assigned to the case? (Nurse or Tech?) Describe demeanor of nurse/tech (Busy? Friendly? Relaxed? Confident? Distracted?) (Adoption)
How does the setup for the Veteran occur? Any issues with equipment (e.g. is it charged)? Any delay in nurse/tech reaching MHOD? How is the 
patient introduced to remote MHOD? (Implementation)
Describe demeanor of the Veteran during the encounter (e.g. relaxed, engaged, agitated, annoyed?) (Reach)
Were there any notable “workarounds” or trouble shooting solutions to resolve issues? (Implementation)
Did any technical issues arise during consultation? Did the Veteran need or appear to need local assistance? Did the MHOD contact local staff 
during consultation? (Implementation)
If possible, describe the handoff between Remote MHOD and ED/UC attending. Any delays or difficulty connecting the two? (Implementation)

Concepts:
Connects the field observations with the research question and/or theory.

What are the overarching themes you’ve noticed?
General ideas/themes around the environment or space.

Note: ED = emergency department, UC = urgent care center, MHOD = mental health officer of the day. RE-AIM outcomes indicated in 
parentheses.
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