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Abstract

This clinical demonstration project used facilitation to implement VA Video to Home (VTH) to
deliver evidence-based psychotherapies to underserved rural Veterans, to increase access to mental
health care. Participants were Veterans seeking mental health treatment at “Sonny” Montgomery
Veterans Affairs Medical Center in Jackson, MS, and/or its six community-based outpatient
clinics. Measures included patient encounter and demographic data, patient and provider
interviews, reach, effectiveness, adoption, implementation, and maintenance (RE-AIM) factors,
measures of fidelity to manualized evidence-based psychotherapies (EBPs), and qualitative
interviews. The project was deemed feasible; 93 (67 men, 26 women, including 77 rural, 16 urban)
patients received weekly EBPs via VTH. Nearly half were Black (7 =46), 36 of whom (78.3%)
were also rural. Fifty-three (48.4%) were Operation Enduring Freedom/Operation Iragi Freedom
Veterans. Ages varied widely, from 20 to 79 years. Primary diagnoses included posttraumatic
stress disorder (41), depressive disorders (22), anxiety disorders (nine), insomnia (eight), chronic
pain (eight), and substance use disorder (five). Fifteen clinicians were trained to deliver eight
EBPs via VTH. Growth in humber of Veterans treated by telehealth was 10.12 times and mental
health visits were 7.34 times greater than the national annual average of growth for telehealth at
VHA facilities. Illustrative examples and qualitative data from both patients and providers
suggested overall satisfaction with VTH. This demonstrates the benefits of VTH for increasing
access to mental health treatment for rural patients and advantages of an implementation
facilitation strategy using an external facilitator. Continuing research should clarify whether
certain patients are more likely to participate than others and whether certain EBPs are more easily
delivered with VTH than others.
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Introduction

Method

Incorporating technological innovations to improve or facilitate title delivery of mental
health care has rapidly evolved (Hilty et al. 2017), for example, integration of technology-
assisted therapies that can be completed autonomously (Carroll et al. 2008) or with the
support of a therapist to increase treatment fidelity (Craske et al. 2009). Advances in
telehealth technology, including tools and services, have made remote delivery of care more
accessible, with an estimated 60% of all health care institutions in the USA offering some
form of telehealth (Office of Health Policy 2016; Tuekson et al. 2017), for example, delivery
of evidence-based psycho therapies (EBPs) to patients at home or other secure locations of
then-choosing, is one of the most promising innovations in telehealth (Aciemo et al. 2016,
2017; Gilmore et al. 2016; Gros et al. 20114, b, 2013, 2016; Strachan et al. 2012). While
clinic-to-clinic delivery of telehealth has been used for some time and shown to be an
effective alternative to in-person care (Hilty et al. 2013), the option for a patient to receive
care directly to his or her home has the potential to address additional barriers patients face
when accessing care (e.g., lack of transportation, distance/travel time, taking time off from
work/school, arranging child care, stigma associated with clinic visits).

Despite growing technological advances, access to innovations and providers who are
trained in remote delivery of EBPs is still lacking. Barriers to care can be especially limiting
for rural patients, who often have less access to EBPs than their urban counterparts (Mott et
al. 2014a). Rural clinics are particularly susceptible to shortages in EBP-trained therapists,
stemming from factors such as limited access to adequate provider training (Cully et al.
2010), and challenges such as isolation of rural providers (Cueciare et al. 2016), thus
preventing many patients from accessing needed mental health care.

One strategy helping to circumvent staff shortages in rural areas has been establishing a
structure of regional hubs of providers delivering EBPs to distant patients, often referred to
as a top-down approach. This project used an evidence-based implementation facilitation
strategy (Harvey and Kitson 2015; Ritchie et al. 2017) in a bottom-up approach to train
providers at the G.V. “Sonny” Montgomery Veterans Affairs Medical Center (VAMC) in
Jackson, MS, and its associated community-based outpatient clinics, to deliver EBPs via VA
Video to Home (VTH). The goal of the current project was to increase access to evidence-
based psychotherapy for under-served rural patients by encouraging providers to include
VTH deliveiy methods as part of regular clinical practice.

This clinical demonstration project occurred between October 2014 and September 2016.
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The external facilitator chose Jackson due to the density of highly rural Veterans who access
this healthcare system and prior participation in a study involving video telehealth delivery
of therapy for PTSD from the main clinic to surrounding community-based outpatient
clinics (CBOCs; Lindsay et al. 2015). In addition, a PTSD psychologist was already
delivering EBPs, serving many rural Veterans, with an established referral network from the
six CBOCs. Another selection criteria for identifying this site specifically was the EBP
Clinic, which housed several providers and psychologists who served in leadership roles
related to the delivery of outpatient EBPs (e.g., evidence-based practice coordinator).

Collaborators

Guided by the Promoting Action on Research Implementation in Health Services (PARIHS)
framework (i.e., context, evidence, and facilitation), the implementation facilitation strategy
benefited from innovative characteristics described by previous researchers (Kirchner et al.
2014). It was highly partnered and involved the Michael E. DeBakey VAMC in Houston,
TX, and G.V. “Sonny” Montgomery VAMC in Jackson, MS; Veterans Integrated Service
Network 16; South Central Mental Iliness Research and Education and Clinical Center;
Mental Health Quality Enhancement Research Initiative; VA Central Office; and National
Center for Telehealth and Technology. Similarly, stakeholders (site leadership, healthcare
providers, and Veterans) at all levels collaborated in developing the implementation
facilitation strategy. It included both an external facilitator and two internal facilitators, all of
whom were psychologists.

Implementation Facilitation

Facilitators worked with key stakeholders to identify and address potential problems and
evaluate progress through audit and feedback. The external facilitator liaised between site
leadership and providers, leading weekly teleconference calls providing a forum for a
community of practice, helped connect providers with national EBP trainers, explained ways
EBP delivery might differ using VTH, and liaised between national and local stakeholders,
was responsible for staying abreast of technological advances (e.g., equipment, which
transitioned from desktop computers to iPads, and, eventually, 4G tablets to overcome
barriers to access); maintained compliance with changing regulations, often requiring
adjustments in the training/certification protocol; provided educational outreach; dealt with
emerging issues (e.g., how to handle licensing queries across state lines); and assisted with
using equipment (e.g., how to order technology, instruction on set-up and use, and guidance
related to incorporating necessary data into medical records).

Internal facilitators served as clinical champions by supporting and promoting adoption of
the program among colleagues, delivering presentations to leadership, and assisting with
troubleshooting (e.g., scheduling issues related to VTH; identifying appropriate attendees for
meetings; providing information about organizational structure, culture, procedures),
clinically supervising other clinicians administering EBPs, including administration of
instruments at appropriate times during therapy to measure fidelity to the EBPs. Internal
facilitators met with the external facilitator weekly for the first year, and bimonthly in the
second year.

J Technol Behav Sci. Author manuscript; available in PMC 2020 April 28.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Lindsay et al. Page 4

Facilitation activities evolved and underwent adaptation to meet the needs of each site.
Critical to success were monthly formative evaluations to identify barriers and facilitators to
implementation, involving audit and feedback of data, such as identification of patients
being reached in terms of patient demographics, rurality, and diagnoses being treated, as
well as relative successes of strategies used to deal with barriers to expand access, such as
frequency of referrals between sites and identification of factors contributing to their
success.

Clinical Intervention

Providers completed telehealth training, consisting of a web-based curriculum covering the
modality and safety procedures (i.e., information on suicide prevention and emergency care)
and an in-person training to ensure skills and competencies for clinicians. Eligible rural
Veterans receiving treatment at the Jackson VAMC and the surrounding community clinics
were referred to an initial in-clinic meeting with a mental health provider, where they
received appropriate equipment (e.g., webcam or tablet) and instructions for receiving
treatment at home. The clinical intervention included weekly delivery of manualized EBPs
for mental health care. EBPs were chosen by clinicians providing treatment based on clinical
judgment, including cognitive processing therapy (CPT); prolonged exposure (PE) therapy;
interpersonal psychotherapy (IPT); acceptance and commitment therapy (ACT); and
cognitive behavioral therapy (CBT).

Evaluation

A mixed-method program evaluation was conducted, involving data extraction and in-depth
qualitative interviews. Quantitative data included patient encounter and demographic data
from the VHA Data Portal national telehealth database and were collected and analyzed
during the first and third quarters of each fiscal year and then applied for quality
improvement as necessary. After treatment completion, individual qualitative interviews
were conducted via telephone with consenting Veterans (n =5) and providers (17 =5).
Veteran interviews lasted 25-51 min; provider interviews lasted 27-50 min. All interviews
were audio recorded, transcribed, and analyzed using directed content analysis (Hsieh and
Shannon 2005) with Atlas.ti (v. 7) software (Scientific Software Development Gmbh, Berlin,
Germany).

Evaluation of VTH implementation was loosely based upon the RE-AIM framework
(Virginia Tech College of Agriculture and Life Sciences n.d.) and evaluated reach (number
of patients receiving treatment), effectiveness (retention in therapy when delivered via
VTH), adoption (hnumber of providers using VTH), implementation (fidelity to the delivery
method and consistency with national telehealth standards), and maintenance (degree of
sustainability of VTH after external facilitator decreases involvement).

Annual rates of VTH per 1000 encounters were calculated and graphically plotted (number
of VTH encounters in mental health in study year/number of all VTH encounters in study
year X 1000 visits for mental health per VHA fiscal year X 1000), and annual rates of VTH
per unique Veterans treated in mental health for both the study site in Jackson, and VHA
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nationwide at VAMCs delivering VTH for three study years were similarly calculated: 2014
(baseline), 2015 (study year 2), and 2016 (study year 3), respectively. The average change
(percentage) in rates between baseline and 2016 for both encounter-based rates and unique
Veteran-based rates of VTH delivery was also calculated. There was no formal testing for
statistical significance of changes given that there was a single test site.

The project was approved by the Institutional Review Boards of the “Sonny” Montgomery
VAMC, the Michael E. DeBakey VAMC, and Baylor College of Medicine.

During this 2-year project, 93 (77 rural, 16 urban) Veterans received EBPs via VTH; 67
were men, and 26 were women. Women were overrepresented (27.9%), as only 6% of
Veterans who seek services at the VHA are women (Friedman et al. 2011). Nearly 50% were
Black (n =46, of whom 36, or 78.3%, were rural; one declined to answer; one multiethnic;
two unknown; and 43 Whites). Fifty-three (48.39%) were Veterans of Operation Enduring
Freedom/Operation Iragi Freedom. A wide range of ages were served: 20 to 29 years (11),
30 to 39 years (24), 40 to 49 years (27), 50 to 59 years (21), 60 to 69 years (7), and 70 to 79
years (3). Primary diagnoses included PTSD (41), depressive disorders (22), anxiety
disorders (9), insomnia (8), chronic pain (8), and substance use disorder (5). Fifteen
clinicians were trained to deliver EBPs via VTH, including four psychologists, one social
worker, one licensed marriage and family therapist, two licensed professional counselors,
and seven psychology interns. Patients receiving an adequate dose (at least eight sessions
(Karlin and Cross 2014)) of an EBP that was delivered by fulltime staff (not including intern
clinicians) included CBT for chronic pain, 75% (6 of 8 recipients); CBT for insomnia, 75%
(6 of 8 recipients); CPT, 68% (15 of 22 recipients); PE, 66% (2 of 3 recipients); ACT, 50%
(1 of 2 recipients); and CBT for depression, 67% (6 of 9 recipients).

There were 141 VAMCs during the study period, including the study intervention site in
Jackson. By controlling for size of VAMCs nationally, based on enrollment, prevalence rates
were calculated (per 1000 Veterans receiving mental health services). Annual VTH delivery
rates per 1000 unique Veterans in 2014 were low, both in the VHA nationwide and in
Jackson, as VTH was first introduced to VHA in 2013 (Fig. 1). Rates increased in each
subsequent study year in both the VHA nationwide and at Jackson; however, the relative
increase in prevalence rates was much higher in Jackson, with final absolute prevalence rates
of VTH per 1000 Veterans also higher in Jackson.

As expected, a similar trend was observed in number of overall mental health encounters
(Fig. 2), with Jackson demonstrating a greater increase in prevalence rate than the national
average across the VHA. Growth in number of Veterans receiving mental health treatment
via VTH was 10.12 times higher than the national average across the VHA (see Fig. 1). The
number of visits of mental health encounters via VTH at Jackson VAMC and its clinics grew
at a rate 7.34 times the national average (see Fig. 2). Overall, there were 522 encounters for
93 patients. Travel miles saved (from Veterans’ homes to the site where they were/would
have been receiving treatment) totaled 106,332.80 miles. Travel pay (calculated on the same
basis as travel miles), saved totaled $44,128.36. Thirty-seven different counties were served,
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most of which were highly rural. Importantly, growth was sustained at the end of the 2-year
implementation effort.

Qualitative data from both patients and providers suggest overall satisfaction with VTH, and
we provide highlights and illustrative examples below. Additional qualitative feedback can
be found in Tables 1 and 2. Providers describe how VTH increased access to care (i.e.,
reach) for rural patients: “Well, | think that what we’re finding is that we’re tapping into
Veterans that aren’t being seen...it’s [VTH] making you know Veterans who are coming to
CBOCs or coming to [the VAMC], it’s making it more convenient for them” (provider 1).
Several factors have the potential to impact the effectiveness of delivering EBPs via VTH,;
for example, VTH can increase patient engagement in treatment but also could reinforce a
patient’s maladaptive behaviors if not carefully considered. One provider describes such a
scenario:

[T]here was a concern as to whether if this is a person who has an anxiety about
driving and we’re doing that [i.e., treatment] from home, is that reinforcing that? ...
How I’ve kind of handled that for myself is that if that can get them started in
treatment ... make the goal at home that they start driving. Then, you know at least
we’re giving them something. Because if that anxiety is so high that they’re not
gonna drive. Say they start missing appointments, we’re not going to get through
the treatment that they need anyway (provider 2).

Additionally, VTH removes the logistical challenge of finding available clinic space for
treatment and offers providers flexible hours for appointments, which helps promote uptake
(i.e., adoption) of the technology. However, technical issues and concerns over licensing and
delivering care across state lines were aspects that can negatively impact provider adoption.
Feedback also suggests how providers need to remain flexible when using VTH, as the EBP
may need to be adapted to “fit” the technology platform. For example, one provider
discusses how he/she had to adapt treatment for delivery over VTH:

[A] lot of the ... work that we do involves a lot of handouts and a lot of materials,
and figuring out what is the best way to kind of share that with the patient was
something that was really helpful. So for instance, when you’re sitting with
someone in the room, it’s really easy to just kind of sit close to them at that point
with that handout and walk them through it... [s]o being able to adapt to that was
something that took a little bit of time. ... [O]ne of the things that was really useful
was being able to share the screen. ... It gave me a tool to really like not miss out
on that opportunity of like explaining or drawing different concepts or using
different analogies and examples that required us to kind of be like looking at the
same thing (provider 7).

Patients felt that VTH addressed several barriers to care, such as distance to the VAMC and
availability of transportation, parking, work schedules, and health conditions that made
travel to the VHA difficult One Veteran noted how the 60-mile drive to the VAMC would
cause swelling and pain in his/her knee, which he/she found “aggravating” (patient 4).
Veteran feedback also indicates how the technology platform did not affect patient/provider
rapport, they were comfortable receiving care in the home environment, and minor
technological “hiccups” (patient 8) were not an issue. However, our feedback suggests that
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patients felt some topics or issues may be better suited to discuss in-person than over VTH,
and that certain skills like meditation do not translate well to the VTH platform: “Yeah, that
was not very comfortable online I must say. ... sometimes | like to meditate but doing it
online and you have your camera on and they have their camera on and you’re both
meditating and it’s kind of it feels uncomfortable” (patient 6). The Veterans we interviewed
reacted positively to VTH, with one remarking that VTH is “... one of the best things since
sliced bread” (patient 8). Veteran feedback hints that ease of set-up/use of VTH and comfort
with the technology are potential factors in overall satisfaction. To improve Veteran
satisfaction, using tablet devices and improving how providers and patients share
information over the technology platform were mentioned.

Discussion

This 2-year clinical demonstration project increased access to weekly treatment of EBPs,
delivered to the home, for 93 patients; half were racial minorities or women, and most were
rural. Fifteen clinicians at six CBOCs completed training in eight EBPs and learned to
deliver them via VTH. The number of Veterans treated was more than seven times the
national VHA average for growth of patients treated via telehealth, and further, this progress
was sustained through project completion. The project was deemed feasible and sustainable.

The project allowed 93 patients to receive EBPs at home, eliminating travel to a clinic for
treatment, the most significant barrier to receipt of mental health treatment for Veterans
(Buzza et al. 2011). Although one study reported Veterans with PTSD were less likely than
those without to be willing to use electronic communication for therapy delivery (Whealin et
al. 2015), 41 patients with PTSD received from eight to 12 weekly sessions of EBP at home.
It also agrees with the results of a previous study comparing preliminary results of outcomes
of VTH and in-person delivery for PTSD, which successfully delivered PE therapy for
Veterans with PTSD via VTH (Yuen et al. 2015). In addition, more than half of all patients
with PTSD in this study received a “full dose” (at least eight of 12 weekly sessions (Karlin
and Cross 2014)) of either PE, CPT, or acceptance and commitment therapy via VTH. This
compares favorably with the findings of a large clinical trial (Sehnurr et al. 2007), and three
clinic-based studies (Gros et al. 2011b; Jeffreys et al. 2014; Mott et al. 2014b) of PE therapy
in which less than half of Veterans with PTSD completed treatment, and also with four
clinic-based studies of CPT, which had dropout rates of from 31 % to 50% (Chard et al.
2010; Davis et al. 2013; Jeffreys et al. 2014; Mott et al. 2014b;). Findings from this clinical
demonstration project support the notion that remote delivery to the home may impact
retention in treatment.

VTH may be particularly helpful for delivering mental health services to populations who
are traditionally underserved in the VHA system. As Gilmore et al. (2016) suggested, VTH
effectively reaches women victims of military sexual trauma, which often results in PTSD,
because it prevents them from having to appear in an environment that reminds them of the
one in which they experienced trauma. Additionally, a high percentage of patients receiving
treatment were Black, and many of these individuals were also rural. VTH enabled delivery
of treatment to this group, believed to be less likely to receive formal mental health
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treatment than other racial groups in rural parts of the southern USA (U.S. Department of
Health and Human Services 2003).

Strengths of this project included an implementation facilitation strategy involving external
and internal facilitators, resulting in greater expansion of VTH than most VHA facilities
experienced during the years of this project. Including clinical champions allowed expansion
of services beyond the main medical center to surrounding clinics, especially during the
maintenance period, thus sustaining delivery of services by training new employees in a
timely manner. Internal facilitators had been heavily involved in training before participating
in this project. Another strength was being able to provide appropriate technology for
interested patients, as minority groups generally face greater barriers to accessing hardware
and private internet space (Wykes and Brown 2016).

Although feasible, this project had a number of limitations. The project focused on remote
delivery of EBPs to the home and did not include delivery of pharmacotherapy. This clinical
demonstration project highlights the use of implementation facilitation to increase uptake of
VTH as a mode of mental health treatment delivery, and, therefore, the focus was placed on
evaluating the implementation effort rather than the effectiveness of the mental health
interventions. One way to expand the scope of services would be to include clinicians able to
prescribe medications (psychiatrists, primary care physicians, nurse practitioners, and
pharmacists). Qualitative data were summative rather than formative in nature, which limited
our ability to identify additional barriers and facilitators in real-time. Also, the technology
evolved throughout the project, which meant responses may not have fully reflected the
technology used. Some clinicians had more experience working with the technology than
others when they provided qualitative responses, and experience level may have influenced
their responses.

In conclusion, this study demonstrates benefits of VTH for increasing access to mental
health treatment for rural patients and advantages of an implementation facilitation strategy
using an external facilitator and internal facilitators and a bottom-up approach to deliver
EBPs via VTH. Continuing research should clarify whether certain patients are more likely
to participate than others and whether certain EBPs are more easily delivered with VTH than
others.
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Fig. 1.
Prevalence rates of unique Veterans (per 1000) in VA Video to Home
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