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ABSTRACT

Background: : Video telehealth technology has the potential to enhance access for patients with clinical, social,

and geographic barriers to care. We evaluated the implementation of a US Department of Veterans Affairs (VA)

initiative to distribute tablets to high-need Veterans with access barriers.

Methods: In this mixed methods implementation study, we examined tablet adoption (ie, facility-level tablet dis-

tribution rates and patient-level tablet utilization rates) and reach (ie, sociodemographic and clinical characteris-

tics of tablet recipients) between 5/1/16 and 9/30/17. Concurrently, we surveyed 68 facility telehealth coordina-

tors to determine the most common implementation barriers and facilitators, and then conducted interviews

with telehealth coordinators and regional leadership to identify strategies that facilitated tablet distribution and

use.

Results: 86 VA facilities spanning all 18 geographic regions, distributed tablets to 6 745 patients. Recipients had

an average age of 56 years, 53% lived in rural areas, 75% had a diagnosed mental illness, and they had a mean

(SD) of 5 (3) chronic conditions. Approximately 4 in 5 tablet recipients used the tablet during the evaluation pe-

riod. In multivariate logistic regression, tablet recipients were more likely to use their tablets if they were older

and had fewer chronic conditions. Implementation barriers included insufficient training, staffing shortages,

and provider disinterest (described as barriers by 59%, 55%, and 33% of respondents, respectively). Site readi-

ness assessments, local champions, licensure modifications, and use of mandates and incentives were identi-

fied as strategies that may influence widespread implementation of home-based video telehealth.

Conclusion: VA’s initiative to distribute video telehealth tablets to high-need patients appears to have success-

fully reached individuals with social and clinical access barriers. Implementation strategies that address staffing

constraints and provider engagement may enhance the impact of such efforts.
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BACKGROUND AND SIGNIFICANCE

Access to health care is an overarching priority for the Department

of Veterans Affairs (VA), the largest integrated health care system in

the United States. Not only do Veterans frequently have complex

medical and mental health conditions requiring multispecialty care,

but many experience impediments to VA clinical and social service

use, including geographic and transportation difficulties, physical

and mental health challenges, and socioeconomic stressors.1

Geographic and travel barriers are potentially the greatest obsta-

cle to VA access. Of the approximate 9 million enrolled Veterans re-

ceiving VA health care, nearly a third live in rural, highly rural, and

insular island areas.2 Over half of Veterans living in rural areas re-

ceive their primary care at larger urban VA facilities, making receipt

of appropriate and timely care challenging for them.3 Transporta-

tion difficulties and costs can be deterrents and have been shown to

influence Veterans’ decisions to attend VA facility appointments.4

Perceived stigma for seeking health care is also an issue for some

Veterans, and has a negative impact on the timeliness of care, as

well as adherence to treatment itself. For patients with mental health

conditions, stigma is a particularly challenging obstacle to care.5

Geographic barriers can exacerbate this problem, and Veterans in

rural areas are significantly less likely to receive mental health treat-

ment, such as psychotherapy, than those living in urban settings.6

To address these access barriers, VA was an early adopter of

technology to extend care into Veterans’ homes and communities.

Telehealth is a cornerstone of enhanced access for Veterans and is

associated with improved disease control, quality of life, and patient

satisfaction across a range of conditions.7 In FY 2016, more than

702 000 Veterans received VA care through telehealth, with 39 000

same-day encounters via live video telehealth.8 However, until re-

cently, video teleconferencing was limited to Veterans who could

travel to community-based outpatient clinics to connect with pro-

viders at other facilities. While a partial solution, clinic-based video

care is subject to staffing shortages and does not fully address

distance-related challenges.

In 2016, VA’s Offices of Rural Health and Connected Care initi-

ated an effort to expand video teleconferencing into the home

through tablet-enabled secure video technology. The goal of this ini-

tiative was to enhance access for Veterans with geographic, clinical,

and social barriers to in-person care. We conducted a mixed meth-

ods evaluation of this initiative in order to assess tablet distribution

patterns, examine variation in tablet use by sociodemographic and

clinical characteristics, and explore factors that facilitated and im-

peded the implementation process. This study represents one of the

first implementation evaluations of a nationwide effort to enhance

access for high-need patients through tablet-enabled video technol-

ogy.

METHODS

Tablet distribution and recipients
In 2016, VA’s Office of Rural Health purchased 5000 tablets from

BL Healthcare to distribute to Veterans with barriers to in-person

access. The tablets have built-in WiFi or 4G mobile data connectiv-

ity and pre-paid access to a national wireless provider’s data net-

work. Among the 5000 tablets, 3500 were limited to video

communication, and 1500 permitted the attachment of a general

exam camera and optional peripheral devices (ie, stethoscope, BP

monitor, pulse oximeter, thermometer, or weight scale). The devices

were preconfigured by the vendor to be compatible with VA OI&T

requirements including encryption. They were loaded with video-

conferencing software and VA mobile apps but did not allow for

other connectivity outside of the VA environment (no outside inter-

net access or phone calls outside of VA Video appts).

VA providers referred eligible patients using a consult template

in the VA’s electronic health record. Eligibility criteria included: (1)

Enrolled in VA Healthcare, (2) Does not own a device or owns a de-

vice with suboptimal bandwidth for a quality video session, (3)

Physically and cognitively able to operate the technology (or has

caregiver who can assist), (4) Barriers to access, such as (a) distance

or geography, (b) Transportation issues, (c) Homebound or diffi-

culty leaving home, or (d) Other (described by provider), and (5)

Provider and patient give informed consent agreeing to utilize tele-

health for care.

Once the patient was issued a device, he or she received tele-

health services from their provider during scheduled “clinical video

to home” visits. Providers were trained to use Cisco Jabber video

technology to connect to the patient tablets. Patients swiped to ac-

cept the video call and initiate the video encounter. Tablet appoint-

ments could be used for any care that didn’t require physical

contact, including mental health therapy and medication manage-

ment, primary care, palliative care, and specialty care and rehabilita-

tion for conditions such as spinal cord injury.

VA’s Telehealth Program is overseen by the Office of Connected

Care (OCC). Regional telehealth leads are responsible for the execu-

tion of telehealth services within a defined geographic area and the

oversight of all medical centers under their purview. Facility tele-

health coordinators (FTCs) direct and plan the execution of tele-

health programs for a medical center and its associated community-

based outpatient clinics. They are responsible for developing initia-

tives, procedures, and outcomes measures related to telehealth, and

managing the technicians handling the technical aspects of telehealth

programs. To prepare for this initiative, OCC developed and distrib-

uted specific training materials for clinicians, telehealth service

agreements, and patient-facing materials and support. Leadership

from OCC had weekly conference calls with FTCs to troubleshoot

tablet distribution efforts.

Assessment of tablet initiative adoption and reach
Tablet distribution data for May 1, 2016 to September 30, 2017

were obtained from VA’s Denver Acquisitions and Logistics Center,

which provided weekly tablet shipment information with the names

and shipment addresses of Veterans who received tablets and/or pe-

ripheral devices. These data were merged with tablet usage data

from the tablet vendor (Iron Bow Technologies, Herndon, VA), and

patient sociodemographic and clinical characteristics (ie, age, sex,

race/ethnicity, marital status, rural/urban status, clinical diagnoses)

from VA’s national Patient Care Database standard encounter file

and patient distance from VA’s Planning System Support Group

VAST data. Guided by the RE-AIM Framework,9,10 we examined

the adoption and reach of the tablet initiative. Facility-level adop-

tion rates were assessed by calculating the number of tablets distrib-

uted by each facility. Patient-level adoption was assessed by

examining the proportion of tablet recipients who used their tablets

(defined as an outpatient clinical encounter with documented tablet

use, or a tablet call >2.5 minutes), and by examining tablet utiliza-

tion patterns (i.e., frequency of use and clinical services received via

video telehealth). Similar adoption measures have been used in stud-

ies of patient-facing technologies such as secure messaging, tele-

health, and video telehealth.11–13 Reach (which refers to “the

absolute number, proportion, and representativeness of individuals
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who participate in a given initiative”9) was evaluated by examining

the sociodemographic and clinical characteristics of tablet recipients

to determine whether tablets were distributed to Veterans with ac-

cess barriers.

Evaluation of implementation barriers and challenges
Survey of facility telehealth coordinators

In February 2017, we conducted an online survey with VA facility

telehealth coordinators (FTCs) and regional telehealth leads to learn

more about perceptions of the implementation process and barriers

to roll-out. We identified and contacted 108 FTCs using the VA’s

telehealth email directory; 68 FTCs completed surveys (63% re-

sponse rate); respondents represented 45 of the 70 sites participating

in tablet distribution (64% site representation), and 17 of 18 VA

geographic regions that distribute tablets (94% region representa-

tion). Survey respondents were queried about provider and patient

perceptions of the tablet initiative, the ease of integrating the initia-

tive with local facility strategic plans, the availability of resources to

support implementation, and specific barriers to implementation

(derived a priori from literature reviews and discussion with VA pro-

gram office and clinical provider stakeholders). We asked respond-

ents to indicate if these factors were very big, big, moderate, small,

or not barriers to program roll-out, and examined patterns in

reported barriers by site’s tertile of tablet distribution (20 or fewer

tablets, 21–59 tablets, and 60 or more tablets).

Semi-structured interviews with telehealth staff and leadership

To understand the experiences of FTCs and telehealth leads, we con-

ducted in-depth interviews guided by the Consolidated Framework

for Implementation Research (CFIR).14 Interviews covered the fol-

lowing domains: Innovation Characteristics (eg, tablet capabilities

and appropriateness to patient and provider needs), Organizational

Characteristics (eg, facility culture and resources, identification of

patient needs), External Forces (eg, policies and incentives), Imple-

mentation Processes (eg, traits of active vs inactive facilities, proper

guidance and support regarding tablet education and troubleshoot-

ing), Characteristics of Implementers (eg, traits of site champions

and providers who adopt tablets in their practice), and Sustainability

Factors (eg, perceived resource needs to continue implementation,

lessons learned).

We used a purposive recruitment strategy to recruit interviewees

from facilities whose tablet distribution was in the lowest, middle,

and highest tertile (ie, 20 or fewer tablets, 21–59 tablets, and 60 or

more tablets, respectively) during the first 10 months of the initia-

tive. These categories were balanced across the range of facilities dis-

tributing tablets. For each group, we identified three FTCs who had

completed the survey; selection was based on thoroughness of sur-

vey responses and geographic diversity. For a holistic understanding

of a site’s experience, we also interviewed the regional telehealth

lead for each participating FTC’s region. After obtaining consent,

we conducted and digitally recorded 20 telephone interviews (9

FTCs, 2 telehealth leads who had previously served as FTCs (ana-

lyzed as FTCs), and 9 additional telehealth leads). Interviews ranged

in length from 30 to 60 minutes, and participants were not compen-

sated for participation.

We engaged in directed content analysis of transcripts adapted

from Hsieh et al. (2005).15 We first used a rapid qualitative analysis

approach to identify implementation facilitators and barriers associ-

ated with CFIR domains and grouped these factors into broad

themes with representative quotes. Then, two authors (EW, CS)

used inductive coding to independently map quotes from each theme

to specific implementation strategies as defined by the Expert Rec-

ommendations for Implementing Change (ERIC) project.16 Discrep-

ancies were reviewed by a third researcher and resolved through

group discussion.17 Next, two authors (LH and EW) reviewed all

interviews to determine recurring themes and identified recommen-

dations based on the implementation strategies described as most ef-

Figure 1. Distribution of VA-issues tablets, by destination city.
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fective. Two authors (LH and EW) independently reviewed tran-

scripts to identify illustrative quotes for each theme.

This evaluation was reviewed and designated as nonresearch by

the supporting VHA program office, the local Institutional Review

Board, and VA Research Administration.

RESULTS

Adoption
Between May 1, 2016 and September 30, 2017, 86 VA facilities span-

ning all 18 geographic regions, distributed tablets to 6745 Veterans.

Figure 1 illustrates the distribution of tablets across United States cit-

ies. The majority of tablet recipients (6175; 91%) received a tablet

that was limited to video capability; 695 (10%) received a tablet capa-

ble of clinical monitoring; some patients received more than one tablet

in the period of investigation. Among the 433 patients who received a

peripheral device, 88% received a stethoscope, 77% received a blood

pressure monitor, 61% received a thermometer, 56% received a

weight scale, and 53% received a pulse oximeter.

In terms of patient adoption, based on clinical encounter and tab-

let vendor data, 81% of tablet recipients used their tablets during the

evaluation period. Among the 5320 patients with Ironbow call data,

82% had evidence of a call� 2.5 minutes (1029 (19%) used the tablet

once, 1773 (33%) used it 2-5 times, and 1574 (30%) used the tablet

more than five times). Based on clinical encounter data, tablets were

used most frequently for mental health care (54%), spinal cord injury

care (15%), home-based primary care (7%), therapy/rehabilitation

(7%), primary care (4%), and palliative care/hospice (2%).

Reach
The mean (SD) age of tablet recipients was 56 (17); 36% were

over the age of 65. The majority (84%) of tablet recipients were

male, but women were overrepresented at 16% (compared to

6.5% of VA patients).18 Approximately half of the tablet recipi-

ents lived in a rural or highly-rural geographic region (48% and

5%, respectively). Tablet recipients had a mean (SD) of 5 (3)

chronic conditions, and 76% had a diagnosed mental health condi-

tion. Table 1 presents additional sociodemographic and clinical

characteristics of tablet recipients as well as the subset of tablet

users. In multivariate logistic regression, tablet recipients were

more likely to use their tablets if they were 45-64 years (AOR

1.37, P< .001) or � 65 years (AOR 1.33, P¼ .002) (compared to

< 45 years), and if they were married (AOR 1.24, P¼ .002); they

were less likely to use their tablets if they had � 7 chronic condi-

tions (AOR 0.73, P¼0.001). There were no statistically signifi-

cant usage patterns related to gender, race, rural status, mental

health diagnosis, or driving distance to primary VA facility (Sup-

plementary Appendix Table 1).

Implementation barriers and promising strategies
The majority of facility telehealth coordinators that completed the

survey agreed that the tablet initiative aligned with their facility’s

strategic plan (88%), and that patients and providers had responded

well to the initiative (86% and 82%, respectively). Fewer (65%)

reported that there were adequate resources to easily integrate the

tablet initiative. The most common issues rated as a ‘moderate’ to

‘very big’ implementation barrier were staffing shortages (59%),

training needs (55%), and lack of provider interest (33%). Fewer

than a quarter of survey respondents cited lack of support from re-

gional or facility leadership as barriers. Figure 2 presents the propor-

tions of FTCs who reported each barrier, by degree of impact on

program implementation.

Of the 68 survey responses, 54 came from sites that distributed

tablets during the study window. Table 2 shows the percent of

respondents who indicated that the barriers in question were moder-

ate to very big barriers. While the sample size was small, there were

some noticeable trends. Sites with lower distribution were more

likely to report lack of support from regional leadership and low

provider interest in the initiative. Sites that had larger volumes of

distribution were more likely to report space constraints, lack of ad-

equate staffing to support tablet distribution, and need for more

facility-based equipment. Respondents from sites with all levels of

distribution reported challenges related to adequate preparation and

training, and competition for time and resources with other tele-

health initiatives.

Interviews with FTCs and telehealth leads echoed the survey

findings and suggest that most implementation barriers were related

Table 1. Characteristics of tablet recipients and tablet users

All tablet

recipients

(N¼ 6,745)

Tablet

usersc

(n¼ 5,503)

% %

Age, mean (SD) 56 (17) 56 (16)

18–44 30 29

45–64c 35 36

65b,c 35 36

Male 84 84

Marriedc 54 55

Race/Ethnicity

White, Non-Hispanic 72 73

Black, Non-Hispanic 11 11

Hispanic 5 5

Other 5 5

Unknown 4 4

Geographic location

Highly rural 5 5

Rural 48 48

Urban 47 47

Distance to nearest VA (mi), mean (SD)

VA primary care 23 (23) 23 (23)

VA secondary carec 63 (53) 64 (54)

VA tertiary carec 116 (103) 117 (104)

Chronic conditions,a,c mean (SD) 5 (3) 5 (3)

Depression 57 57

Hypertension 50 50

Post-traumatic stress disorder 48 48

Low back pain 37 38c

Diabetes 26 27

Arthritis 18 18

Chronic Obs pulmonary disease 16 16

Ischemic heart disease 14 14

Alcohol abuse 12 11c

Any drug dependence/abuse 11 10c

Unless otherwise specified.
aCount of chronic conditions from a total of 34 included in study; Supple-

mentary Appendix Table 2 lists rates for all conditions assessed.
bTablet use based on calls >2.5 minutes or stop code 179 during 12 months

after tablet shipment.
cP< .05 when comparing tablet users and non-users (Supplementary Ap-

pendix Table 1).
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to staffing and training needs, and clinician engagement. Interview-

ees identified a third barrier, the challenges with connectivity and

tablet use, which wasn’t included in the survey questions. Several

interviewees described strategies that facilities employed to address

these barriers. Supplementary Appendix Table 3 presents the strate-

gies that address each barrier, supporting quotes, and the percentage

of interviewees who endorsed a barrier that this strategy would ad-

dress.

FTCs across sites and geographic regions described challenges

with connectivity and tablet usability as a major barrier to tablet dis-

tribution and use. Connectivity problems were noted for patients in

certain rural areas with poor broadband penetration. For example, a

facility in rural Texas found that patients in tin-roofed houses were

unable to connect the tablets to Wi-fi. This issue limited tablet reach

and required additional patient assessment beyond the standard

template at tablet referral. Though many FTCs who cited these chal-

lenges desired centralized resources to troubleshoot technology-

related barriers, sites that sucessfully overcame these technical diffi-

culties often had to acquire local expertise due to unique location-

based technical issues.

When respondents elaborated on staffing and training barriers,

respondents cited under-staffed teams of telehealth providers, com-

peting facility priorities, and inadequate education prior to program

roll out. Many interviewees learned how to use the tablets through

trial and error, and felt there were few resources for troubleshoot-

ing. Some teams requested a demo tablet for temporary use, but sites

that did not generally had no firsthand knowledge of how the Veter-

ans’ tablets worked. Interviewees also spoke of the desire to learn

from experienced, successful sites, and also to share training

materials and lessons learned. Sites often created their own educ-

tional materials and consult templates to supplement what was

available at the national level. Sites particularly successful in tablet

distribution were proactive in reaching out to their networks for

help, or contacted the tablet vendor directly to request assistance.

Provider engagement was influenced by familiarity with the tech-

nology, ease of scheduling and coordinating tablet use across serv-

ices, leadership support, and advertising of the initiative to

potentially interested providers and patients. Tablet scheduling and

the telehealth management platform required specialized knowl-

edge, which presented problems for some sites and limited provider

participation. While most interviewees described their leadership as

supportive, some commented that lack of enthusiasm for tablets

among regional leadership affected implementation resources and

provider engagement at the local level. One way in which leaders

showed support was by encouraging providers to help implement

the tablet program. One interviewee described how leadership in-

volvement fueled provider buy-in, which resulted in a dramatic in-

crease in tablet distribution rates. Other sites were able to boost

provider engagement by negoatiating telework options for partici-

pating providers, and through local champions who advocated for

the tablets and shared successes at meetings.

DISCUSSION

VA’s implementation of video telehealth tablets appears to have suc-

cessfully reached many patients in the target population, including

those in rural and geographically isolated locations and individuals

with complex medical and mental health needs. Nevertheless, one in

five tablet recipients did not use their tablets, and these patients were

more likely to be younger, have more chronic conditions, and lack so-

cial support. We also identified a number of barriers that influenced

the implementation of VA’s national telehealth tablet initiative.

The primary implementation barriers that surfaced in surveys and

interviews related to technology, staffing, and provider interest in light

of competing demands. While these barriers were described by multi-

ple interviewees, some facility telehealth coordinators described suc-

cess in overcoming certain barriers through specific implementation

strategies, such as developing a protocol to check for known issues

(such as cellular coverage), fostering a network with other sites to

share materials and lessons learned, and rolling out tablets in a step-

wise fashion to first target clinical services that are most interested. In

addition, as illustrated in Table 2, support from facility and regional

leadership appeared to be an important factor associated with high

Figure 2. Barriers to implementation of VA’s nationwide tablet initiative (N¼68 facility teleheath coordinators).

Table 2. Barriers reported by FTCs from sites with low, medium,

and high tablet distribution volume

Tablet distribution volume

Barrier to tablet distribution Low % Medium % High %

Competing telehealth initiatives 17 18 13

Lack of support from regional leadership 23 19 9

Lack of support from facility leadership 21 35 0

Lack of provider interest in the tablets 47 25 11

Staffing shortages 31 71 67

Need for facility-based equipment 19 20 26

Space constraints in facility 18 35 33

Training needs for the tablet initiative 53 53 44
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distribution rates; interviews suggest that this support was central to

adequate resource allocation and to provider engagement.

When we map the primary barriers raised in surveys and inter-

views to established implementation strategies, a number of recom-

mendations emerge to guide future implementation efforts (Table 3;

see Supplementary Appendix Table 3 for additional implementation

strategies and supporting quotes).16 The strategies range from cen-

tralized technical support and tablet tracking systems accessible by

local sites, to identifying local champions that can share knowledge

across sites and with providers.

This evaluation is timely in light of the enactment of the VA

MISSION Act of 2018 which extends legislative authority to clini-

cians working at any VA facility to offer care through telehealth,

irrespective of clinician or patient location.19 The VA MISSION

Act will potentially address capacity and access issues by allowing

Veterans to receive care from clinicians (including scarce special-

ists in distant urban medical centers). The VA has committed to of-

fering any patient interested in video telehealth the opportunity to

receive this care though their personal smartphone, tablet or com-

puter, or a VA-loaned tablet in primary care and mental health by

2020.20

Expanding access to high-quality, affordable broadband in rural

areas is a needed step forward in the effort to mitigate the digital di-

vide. The Federal Communications Commission recently voted to

establish a new $100 million “Connected Care Pilot Program” to

support telehealth for low-income and rural Veterans.21 The VA is

also establishing telehealth access points in rural areas with VA

equipment, including community centers, hospitals, Veteran Service

Organization posts, public libraries and clinics for Veterans without

home connectivity or Veterans living in areas without broadband

availability. This action will be critical to address access for Veter-

ans with connectivity barriers observed in this early evaluation.

This evaluation was limited to the perspectives of facility tele-

health coordinators and telehealth leads at a select number of VA fa-

cilities. In addition, limited data were avilable regarding the specific

ways in which tablets were used. Additional work is underway to

examine the patient and provider’s perspective, and to examine the

impact of tablet use on health care utilization patterns, clinical out-

comes, and patient experience.

In summary, VA’s telehealth tablet initiative illustrates the po-

tential for integrated health systems and other highly networked

organizations to address access barriers through widespread dissem-

Table 3. Recommendations for health systems planning disseminated implementation of patient-facing technology

Implementation barriers Implementation

strategies that ad-

dress barriersa

Recommendation Potential impact

Technology challenges (eg, chal-

lenges regarding use of the tab-

let, including functionality and

connectivity)

Centralize techni-

cal assistance

Develop a system that provides technical as-

sistance focused on implementation issues

for the particular program being imple-

mented

Providing a central, accessible point of con-

tact for assistance will create confidence

in the new initiative, and facilitate uptake

and expansion

Facility telehealth coordinator

staffing and training (eg, staff-

ing shortages, competing tele-

health priorities, lack of

telehealth staff buy-in or edu-

cation, lack of coordination

between sites)

Assess sites for

readiness

Conduct a local needs assessment and beta

testing to ensure adequate preparation for

large-scale program rollout

Prioritizing an initial, timely local gap analy-

sis will identify key stakeholders, avail-

able resources, and known barriers/

limitations. This may be particularly im-

portant for a program involving new tech-

nology to avoid early challenges among

clinicians or patients that may preclude a

positive experience and subsequent ex-

pansion

Capture and share

local knowl-

edge

Capture local knowledge from implementa-

tion sites on how implementers and clini-

cians made something work in their

setting and then share it with other sites

Facilitating and promoting networking

among sites will build on supportive

working relationships and strengthen

goals related to implementation of the in-

novation

Mandate and in-

centivize

change

Develop performance measures to incentiv-

ize clinicians to dedicate time towards

learning and meaningfully adopting new

technology and approaching virtual pa-

tient assessment and communication

Financial incentives or institution-wide com-

mitment to telehealth may accelerate up-

take of telehealth/new technology across

sites and specialties, particularly for late

or struggling adopters

Clinician engagement (eg, lack of

provider interest, knowledge,

buy-in)

Identify and pre-

pare champions

Employ regional “train-the-trainer” pro-

grams of early adopters to promote tele-

health and optimize use of technology via

hands-on demonstration; build coalition

of experts

Local champions serve as experts who offer

focused, regionally relevant, program sup-

port. They are knowledgable about appli-

cations of the technology, may be better

aware of local limitations and may more

effectively influence cultural change and

attitudes about a new modality of care

Change licensure

standards

Mitigate clinicians’ apprehension about state

licensure issues with respect to care into

the home or across state lines by legisla-

tion that clearly communicates national

practice standards for telehealth

Maximize clinicians’ willingness to adopt

telehealth by decreasing apprehension re-

garding medical-legal risks, resulting in

greater opportunities for patients to en-

gage in a video visit

aStrategies drawn from Expert Recommendations for Implementing Change (ERIC).16
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ination of patient-facing technology. While a number of challenges

restricted optimal tablet distribution and use, many sites developed

local strategies and identified potential centralized approaches that

facilitated implementation. Given rapid advances in video telehealth

technology and the increasing use of this technology outside of the

healthcare sector, rigorous evaluations of the impact of video tele-

halth on access, utilization, and clinical outcomes are critical.
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