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Moderator:    Good morning, everyone. This is Robin Masheb, Director of Education at The Prime Center, and I will be hosting our monthly pain call entitled “Spotlight on Pain Management.” Today’s session is “Telemental Health in VA: Opportunities for Improving Access to Cognitive Behavioral Therapy for Pain.”
I would like to introduce our presenters for today: Drs. Linda Godleski and Christoffer Grant. Dr. Godleski is the Director of the National Telemental Health Center for the Department of Veterans Affairs. The VA National Telemental Health Field Work Group, which she chairs, addresses strategic telemental health implementation, nationwide educational training, and national outcomes investment. Dr. Godleski is an Associate Professor in the Yale Department of Psychiatry.
Dr. Christoffer Grant is the lead psychologist for The National Telemental Health Center, Tele-Behavioral Pain Program. He is an Assistant Professor in the Department of Psychiatry at University of Connecticut Medical School.
We will be fielding questions for the end of the talk. At the end of the hour, there will be a feedback form to fill out immediately following today’s session. Please stick around for a minute or two to complete this short form, as it is critically important to help us provide you with great programming.
Now I’m going to turn this over to our presenters.
Dr. Godleski:
Hi, this is Linda Godleski. I just want to confirm that you can hear me.
Moderator:    Yes, Linda, we can hear you.
Dr. Godleski:
Okay, great. Well, first of all, thank you all very much for allowing us this opportunity to inform you about telemental health and, in particular, how it can be used to access cognitive behavioral therapy for veterans throughout the nation. I will be doing the first part of the session, which will be a background of telemental health, laying the groundwork for opportunities to access CBT for pain, and then Dr. Chris Grant will do the second half of the session and he will be talking specifically about The National Telemental Health Center, Tele-Behavioral Pain Program.
I’m going to be going through a large number of slides and you will have the slides to review later, but I’m going to just highlight some of the background so that by the time Chris starts talking, you will know everything you need to know in short fashion about telemental health.
When we started within the VA to expand telemental health, the goals involved clinical implementation, education and research domains, including creating clinical guidance processes to assure safe delivery, developing a clinical infrastructure, formalizing a national curriculum, and designing patient data systems to evaluate outcomes.
Now, where did telemental health start? It’s actually more than fifty years in process, and this picture, it comes from this manuscript in 1961, and we’ll go back to the picture that you saw—are simulated patients, but this manuscript reported the University of Nebraska, and the VAs in Nebraska, delivering care, group therapy, in fact, using what you can see as those very large, clunky black and white television screens. I do point out that I believe we do still have some of those chairs in the VA, but the telemental health equipment has progressed substantially. What we have today is—this is Dr. John Sellinger, who started and launched The National Telemental Health Center, Tele-Behavioral Pain Program, and our former Quality Manager Nurse, Stephanie Purcell, and you can see we went from something like this, to now, 50 years later, where we have desktop ability to connect with patients and even connect with patients into their home.
This is a stand-alone telemental health, or a telehealth, piece of equipment, but we can now actually do the telemental health over your regular computer screen. In the last twelve years, telemental health really, telehealth, in general, really expanded. If you think back fifty years ago when we had very little television and no computers, then things like mimeograph machines and Xerox copiers that were gigantic, it’s really been, with the advent of the computer revolution and then with the internet revolution, that we’ve been able to readily deliver telemental health encounters.
Since 2002, there have been close to 1.5 million telemental health encounters documented within the VA to over 200,000 patients. Last year alone there were more than 325,000 encounters to over 100,000 patients just in Fiscal Year 2014, showing a twenty-fold increase in encounters, ten-fold increase in patients, and now virtually every medical center and CBOC is capable of, and engaged in delivering telemental health.
As we look at the overview, we have, first of all, the definition, and in its most basic definition, it is the delivery of mental health services using remote technologies when the patient and provider are separated by distance. Telemental health does not seek to replace all in-person mental health services, but rather to provide additional access to general and specialized care using a variety of treatment modalities. Specialized care, such as CBT for pain, is one of the examples that we’re referring to here.
The goal of telemental health is really to increase access throughout the nation, and the VA was really the first to implement a large scale, innovative telemental health program. Prior to this program, which, essentially, the telemental health program started around 2002 in its current fashion, there was no national telemental health program existing in the US. There is no other nationwide program of this magnitude in the world, even at this time.
When we look at telemental health, there are a number of things we think about, patient selection; and, at this point in time, there are very few exclusion criteria. When telemental health first started it, was questioned as to whether or not it could be used for all diagnoses, all treatment modalities, and really, as it has evolved, it’s used for nearly every diagnoses, every treatment modality at multiple sites of care and with all types of clinicians. What started as just tele-psychopharmacology where a psychiatrist was at one site, the patient was sitting with a clinician, usually a non-prescribing clinician, at another site, and it was a brief telemental health visit. Now, all types of therapy are being delivered using telemental health resources.
The typical program over the last decade has involved a hub and spoke model where there are clinicians at the facility and they deliver care to the CBOCs, to the out-patient clinics, and this started with providing general mental health services to the CBOCs when there were no mental health clinicians there. Then, as more mental health clinicians were stationed at the CBOCs, telemental health was used to provide specialty care, like care for PTSD, care for substance use disorders, care for pain (as we’re talking about) and, with this hub and spoke model, it was relatively easy to implement, because the clinicians had the same credentialing and privileging at the CBOC as the main facility, use the same medical records, same Emergency Department, and IT infrastructure.
When we first started doing telemental health, the VA and the academic affiliate, Faculty Clinician National Experts, created on-going workgroups to devise what was really uncharted territory. We came up with telemental health services that addressed how to conduct the interview, how to assess competency to maximize the clinical encounter, how to manage remote clinical emergencies, which is critical before you even start seeing a patient, addressing the legal considerations, such as ops like commitment, entertainment, and licensing requirements, which, fortunately, within the VA, our licensing requirements are much less restrictive than in private practice when you can telehealth.
Then, just how do you monitor labs and medications from afar? After we got the groundwork in an operations manual, then we developed an implementation infrastructure. The infrastructure really started with the VISNs having—each VISN mental health lead, designate a VISN telemental health lead, and then, ultimately, in the last two years, what was the Office of Telehealth Services is now part of Patient Care Services, they funded telehealth facility coordinators at every facility and telehealth technicians at every CBOC. What initially started out as just the telemental health infrastructure then expanded and we were able to tap into the telehealth infrastructure for resources.
You could see that the leadership structure was that you mental health, telehealth, and telemental health leaders at VACO, and that that then syphoned down to the front line, telehealth clinicians, along with the facility telemental health coordinators, and the facility telehealth coordinators and telehealth technicians. In addition, we have a telemental health field workgroup since 2002 with the VISN representatives. That’s been instrumental in defining the role of telemental health in the VA. As I mentioned, each site has the facility telehealth coordinators.
Then we went about devising a telemental health curriculum because we wanted to make sure that everyone was trained to competently and safely deliver the care. The curriculum involved a lot of web based training, live video conferencing competency training, satellite broadcasts, internet live meetings, and national evidence-based telemental health journal club. If you can see, there’s a reference there where this was all summarized in Academic Psychiatry. 

After we got the implementation, the education, then we went about looking at evaluating outcomes. The Office of Telehealth Services at the time started their own telehealth data cubes with mental health options within the data cube, so you could drill down to demographics with regard to patients and sites and workload and it could be drilled down to, actually, to individual veterans. In addition, the National Data Warehouse based here in Connecticut working with Cindy Brandt, Dr. Brandt, and Dr. Erdos, has been looking at a cohort of the first million telemental health encounters, validating that data across programs and databases, and then analyzing some of the trends to define the best practices. We have some of this data in some of the upcoming slides.
Where we are now, and I’m going to go through these rather rapidly. You can review them on the slides afterwards, but I want to give you an overview. You can see that both the patient visits and the encounters have continued to dramatically increase with 2014 exceeding 300,000 visits last year. Then we were able to look at the number of new patients by year of entry, and you could see that each year there are larger numbers of new patients receiving telemental health services. Some of the patients that have concluded the telemental health services were patients who either improved, and no longer needed mental health services, or who were receiving time limited, like CBT for pain, treatments where they received the treatment and then no longer needed those particular modules by Telehealth in the subsequent years.
We looked at telemental health visits over the ten years, the million visits, and we can see that males are largely representative, similar to the VA population. We looked at the gender of the new telemental health patients and you could see an increase across the board with a larger increase in females in the last—2012 and then 2013 and 2014, which is not on that slide. The average age at the first telemental health visit is interesting because the average age is decreasing again, as we’re seeing younger veterans enter the VA, but we do have—the average age is still between 50 and 60, which indicates that even elderly patients are successfully using telemental health. In fact, many of the elderly patients really prefer telemental health because it allows them access closer to their home, when it is quite a production for many of them to be able to physically get to their appointments.
We are able to chart average age by gender and combat status of telemental health patients. You can see that our largest population are really Vietnam veterans. When we looked at out-patient psychiatric diagnoses, you can see, and we have some more recent data supporting this, that mostly PTSD and depression are the diagnoses that are being treated with telemental health; but when we look at psychiatric comorbidities, you could see that the majority of that trend have at least one or two psychiatric comorbidities. Telemental health is not being used just for simple patients. It is effectively being used in large quantities for patients with multiple psychiatric comorbidities, and also, as we could see, used with multiple medical comorbidities. Even with complex patients, we’re able to see that telemental health is being used. Numbers of medical comorbidities for telemental health patients, you could see here on this slide.
In patient diagnoses, when we look at the patients who are receiving treatment, again, there are a lot of affective disorders and PTSD diagnoses. What I wanted to do here, is show you some of the data mapping that we were able to do, the geo-mapping. I’m going to run through these slides very quickly; but what you could see is, starting in 2002, this was the amount of telemental health that was occurring, a large amount in VISN 2, and then in the very rural areas, but as we go through this rather quickly, you could see (as the years have evolved) that the density of telemental health services has quickly expanded throughout the VA.
One of the most exciting pieces for me was when we looked at an average of six months before and after hospitalization—I mean, before and after entry into telemental health services, we were able to see an average of about 25 percent decreases in both the numbers of psychiatric admissions and the hospital days of care. This was seen pretty much across the board in most of the age groups for both men and women. This was not mirrored in the—the decrease in hospitalization rates was not mirrored in the general psychiatric mental health population being treated within the VA.
Now, intuitively, this makes sense that patients who are able to access mental health services easier are less likely to show up in the emergency room totally decompensated and in need of hospitalization. This, for me, is what this is really all about, because it’s not about the technology or some flashy new piece of equipment. It really is, that if we can get services out to patients and actually deliver care to them, if we can decrease their hospitalizations and increase their quality of life, that really is what we’re here for in the VA. These decreases have persisted beyond what we wrote in the paper in 2013 and 2014 as well.
We were able—I’m going to go quickly through these, but we were able to also look at types of services; and when telemental health first started, it was much more focused on medication management, but has now evolved to include a number of different individual psychotherapies, with our without medication management, including group psychotherapy. We also most recently have looked at what diagnoses are being treated and found larger percentages of clinical video conferencing for PTSD, depressive disorders, and anxiety disorders; smaller percentages for psychotic disorders and substance use disorders. When we’re able to gather this data, this has major implications for telemental health in expansion planning because we’re then able to focus on, if we do want to expand with patients with serious mental illnesses, then we want to focus our training and attention and information on both those clinicians and patients to increase the buy-in and the knowledge and acceptability in those populations.
Patient satisfaction actually has been really quite excellent. Most of the patients are very satisfied and really actually prefer the ease of getting to the appointments as opposed to having to drive long distances, deal with parking, physically get to a clinic appointment and then wait there. We also have looked at educational effectiveness outcomes, which were quite good. The other outcomes we’re looking at now are things like “no-show rates,” “numbers of emergency visits,” and “in-person visits.”
I’m going to go very quickly through some of the other home telemental health applications, just so you’re aware of them. We started out with video phones, where you could see just a small view of the patients. We published a study demonstrating how this saved time and was associated with increased satisfaction, decreased in cost of treatment. Now we’re able to deliver critical video conferencing directly into the home with patients who have computers and, ultimately, on mobile devices, so that really bodes well for the future.
We looked at in-home messaging devices and showed, that just with those applications, we were able to decrease ER visits and hospitalization rates. We can use interactive voice response on cell phones. My Health—that has the opportunity to do computer processing; and then there are mobile applications like PTSD Coach, which many of you are probably aware of, where you can just download PTSD Coach and see for yourself, but you can access apps on your phone to monitor symptoms and receive patient education.
I’m going to close talking about the VA National Telemental Health Center. While we started with the hub and spoke model, the National Telemental Health Center, starting in 2010/2011, really moved to assure access to mental health services nationwide, and to increase access to specialty care and national clinically designated as experts, to all geographic areas and provide highly specialized services, kind of like the CBT for pain, and to develop resource bank opportunities where you could have clinicians who would be able to deliver the care, in a resource bank, who would be able to deliver the care to patients nationwide. The mission was to provide the highest level of care. The programs were determined by Mental Health Services and Operations, and the virtual centers at the VA Connecticut, but we have clinicians from VA Connecticut and Yale, VA Boston and Harvard, VA Providence and Brown, VA Philadelphia and Penn, VA White River Junction and Dartmouth, with nearly 9,000—8,600 expert consultations completed at the National Telemental Health Center. It has delivered care in eight programs to 2,800 veterans, and provides all the virtual logistical facilitation, and has connected to 88 sites, 28 states, all VISNs and, even internationally, to Okinawa, and has been used as a model for development for some of the other federal services. 

A number of the innovations have been recognized within the VA and also the American College of Psychiatrists, the Department of Veterans Affairs where it has won innovation awards. To summarize my part, I just want to say that the VA telemental health has really revolutionized the delivery of mental health services, having developed and implemented what has become the largest telemental health network in the world with close to 1.5 million telemental health encounters already delivered.
The ability to deliver care directly into the home and on mobile devices is an even more salient game changer for mental health care in the 21st century, and this leads the way to expand access to pain services which Dr. Grant is going to discuss in detail.
Dr. Grant:
Okay, can you hear me, Robin?
Moderator:    I’d like it a little bit louder, Dr. Grant.
Dr. Grant:
Is that better if I speak like this?
Moderator:    That’s better. Thank you.
Dr. Grant:
Okay. Can you see my screen?
Moderator:    We see, “Summary of Part 1.”
Dr. Grant:
Okay.
Moderator:    Yes, it’s up there. “Tele-Behavioral Pain Program.”
Dr. Grant:
Great. Perfect. Thank you.
Thank you, Dr. Godleski, for that nice overview of telehealth services, and I’m going to be drilling down to the level of tele-pain. I’ve been involved with this program now for just over two and a half years. I’m the current clinical lead for the tele-pain program in Connecticut.
I probably don’t need to tell most of you that pain in our veterans is not only extremely common, it is the most commonly reported symptom to primary care providers, particularly, muscle and joint pain. They are the most commonly reported systems followed by headache and then fatigue. As many as 50 percent of male VA patients and 75 percent of female VA patients report regular pain.
These are primary care patients. These are not patients in specialty clinics or anything like that. This is, obviously, a very common and pervasive issue in our veterans. About a quarter of these patients, by some estimates, go on to develop what we refer to as “chronic pain syndrome,” and what this really means is that they begin to experience increasing physical, emotional, and social deterioration over time. Symptoms of chronic pain syndrome may include reduced activity, impairment in sleep, irritability, poor self-esteem, alcohol and medication abuse, anxiety, and a number of other problems in their lives.
It’s also highly comorbid, as you can imagine, with other mental health diagnoses. Approximately 60 percent have at least one mental health diagnosis, the most common being depression and PTSD, are comorbid in about 30 percent of these patients. Fortunately, however, we have an evidence-based treatment for chronic pain, which I’ll spend a little bit of time talking about.
We now have at this point strong empirical support, not only for the effectiveness of CBT, but for the efficacy of CBT, compared to usual care and weightless conditions. Usual care might involve such things as medication, physical therapy, acupuncture, back school and things like that. We show, in these randomized clinical trials, controlled trials, reductions in not only a number of things related to quality of life and mood and catastrophizing and activity interference, but in actual pain intensity in the subjective experience of pain. We think that is pretty cool.
How does all of this work? Well, we approach this from a model that essentially says that pain is not just a function of biology. It’s not just about what is happening physiologically in the body. Of course, the site of the injury plays a role, the type and density of pain receptors, of course, plays a role, but emotional stress also plays a role. Release and expectations play a role. For example, pain can be experienced if it is expected with no noxious stimuli present. We also know social support, cultural factors play a role. This all drills down to the level of the individual.
You have a person who has pain and who has certain expectations and maybe poor social support and their mobility might start to decrease, their physical activity might start to decrease. As that’s happening, and we see this in many of our patients, they begin to reflect on their disability. You know, “I can’t do the things that I used to. I can no longer go water skiing, or hiking, or mountain biking,” things like that, which then feeds into depressive symptoms, anxiety, which then further limits mobility, further limits engagement and going out and engaging in positive activities. That feeds back into the whole cycle.
Just, generally, how we approach this is, we approach at each of these levels. We work with patients on setting goals and improving the way they think about things, reducing catastrophizing and, ultimately, working on mood as well, and I’ll talk more about that in just a moment.
How does this look in practice? We have an initial visit where—the referrals come from a number of areas that I’ll speak about in a little bit, but we have a comprehensive psychosocial pain evaluation where we talk about a number of different things. We talk about the patient’s ability to cope, comorbidities that they may have (which might include medical or mental health comorbidities). We talk about medications. We talk about drugs. We ask about secondary gains. We talk about social supports, their family life, what they like to do for fun, how their sleep is. We talk about a good number of things that we know can be affected by pain and that can also impact pain.
Depending on the need of the veteran, and most are agreeable and most are eligible for this program, we deliver an 8-12 session, cognitive behavioral, evidence-based therapy. These are sixty minute appointments where we focus on an activity, goal-setting, mood, relaxation strategies, tension reduction, sleep, and so forth.
Assessment and treatment materials are provided to the sites by fax or by e-mail. We still work by fax, even though it may seem rather archaic, it really is a very secure method of transmitting documents. Then we provide consultation to providers at each of these steps in our treatment. Initially, of course, the consultation is provided to the referring provider. We talk about whether or not we think the treatment would be appropriate, other things that come up that the primary care provider might not know about. The nice thing about this treatment is, we’re able to follow the veterans for a brief, but intensive, period of time.
As I said before, typically 8-12 sessions, so we get to see things unfolding in their lives and we get to work with them on making sure that things are moving forward on other consults and talking to them about things that their primary care providers might not have the time to speak with them about. It really gives us a nice opportunity to get to know our veterans really well for a short period of time.
Over the past four years, we started, in Connecticut, the VA Connecticut Healthcare System, delivering care through Tele-Pain in July of 2010, and we moved to Maine at that same year, and then extended to Bedford, Massachusetts in early 2011, Georgia in 2012, Missouri in 2012, South Dakota, Alabama, Ohio, Michigan, Indiana, upstate New York, and then—I thought it was pretty cool, we got to move out to California and Portland, as well. One of the interesting things, of course, about doing this type of thing is having to account for the three-hour time difference, or the two-hour time difference, as the case may be. Of course, those are some of the logistical issues that come up. Then, most recently, Indianapolis, Indiana and some of its surrounding out-patient clinics. This map does not represent every site we are at. We’re at 31 sites; but what will typically happen, is we’ll go in in this site, and then we’ll expand outward through that kind of hub and spoke way that they are still doing at the site.
For example, we are in five out-patient clinics in the Sioux Falls area currently. We’re also at four other out-patient clinics in the Connecticut area, and a number of different out-patient clinics throughout the country as well, but those are our primary sites.
The nuts and bolts of how we do this: This is not my bread and butter, but this is how we kind of get in there. Typically, we tap into existing telemental health infrastructure at the remote site, but how do we get there? We will, on occasion, advertise this program broadly. For example, as we’re kind of doing now, making people more aware of it, and then, typically, we’re contacted by providers who think this might be a good and useful program for their site. We make sure that there is the clinic availability. We talk to the facility, telemental health leads, to make sure they have a space and room available, that there’s the technical supports for the telehealth clinical technicians, and then we work on establishing clinics on both ends through a Memorandum of Understanding. As we do this, we continually educate providers at the sites about tele-pain services, and we drafted a really nice brochure about a year and a half ago that I’d be happy to send out to anyone who would be interested in seeing it. That’s part of what we use to educate both patients and providers.
Consults are placed, typically, from primary care providers, but we have taken consults from all types of clinics: pain clinics, mental health clinics, pharmacists have referred patients. Physical Therapy has referred to us, and so forth. We’re typically not that restrictive in that regard. Then appointments are made on both the clinician side and the patient side. The patient side gets workload credit. The provider side enters the clinical encounter codes, and this memorandum that I was referring to before, centralizes credentialing and privileging. Then, as we see the patients, we document on both ends, which means, essentially, that we’re having to update and track a large number of passwords and juggle multiple CPRSs throughout the day, which is just one of the many things that makes this job interesting.
I was referring earlier to the way in which we’ve expanded throughout the past four and a half years. We went from half FTE psychologists in 2010 to currently 2.6 FTE psychologists as the program has grown. Since 2011, we’ve seen 518 completed consults, and you can see that it’s more than doubled between 2012 and 2013, and on track to nearly double in 2014, compared to 2013, because this data is only up until a week ago, so we’re only three quarters of the way through the year. 3,421 clinical encounters in that time, again, doubling between 2012 and 2013, and on track, again, to nearly double in 2014 and 2013. We are expanding very nicely.
We do have some preliminary outcome data. We have been measuring patient outcomes and satisfaction nearly since the beginning. In order to provide good treatment and understand the patients, we administer to them a pain outcomes questionnaire at pre-treatment and at post-treatment, which consists of six subscales: a pain subscale, vitality, negative affect, activities of daily living, mobility, and fear of pain. At this point, we have 137 entered, completed questionnaires. That does not mean that we’ve only collected on 137 patients; those are just the ones we’ve had the opportunity to enter so far.
Based on those 137 completed questionnaires, pre and post, average duration of treatment is 80 days, so weekly, that is just around ten sessions. Average patient satisfaction was extremely high on a Likert scale of zero to ten, patients said that we were pretty good, which is nice to hear. Even more importantly, when asked if they would recommend this treatment to someone else, they endorsed it even more highly.
Patients really seem to see the utility of this program and really enjoyed doing it. One of the things that we were concerned about was whether veterans would be turned off by the video conferencing equipment. I found that very rarely to be the case. There was a very recent example that I personally had of a patient who could not tolerate it, but it has been very infrequent that patients have been turned off by the modality of treatment.
In terms of our outcomes, we think we’re doing pretty well. Over 60 percent of our patients had a clinically significant improvement in their pain scores over the course of that 80 day treatment. Only eight patients did not significantly improve on at least one outcome. About 50 percent improved in mood, about close to 50 percent in energy, about close to 50 percent in their ability to move around, and slightly less than their activities of daily living.
I want to just say a brief word about this fear of pain subscale, a couple different questions that relate to this subscale: One is, “How much do you worry about re-injuring yourself if you are more active?” The thing is, as we meet with our patients, they increase their activity. They increase their mobility. What we found is, if we remove that question, then the question that remains is, “How safe do our patients think it is to exercise?” About 50 percent of our patients feel that it is safe for them to be exercising, which is a nice improvement from when we see them initially, when they enter treatment.
This is where we are currently. This is, of course, not, kind of, statistically significant data. This is more anecdotal and large scale kind of stuff. We do have future plans to evaluate these things more intensively as we go along.
That’s it for me; and if you have further questions, aside from right now, please feel free to reach out to me. 
Thank you.
Moderator:    Thank you to both of our speakers.
We do have some questions coming in, and please feel free to join the conversation, if you have a question.
One of these questions is: “Are all of your CBT providers trained or certified in pain?”
Dr. Grant:
The answer to that question is, we have not been certified in the CBT CP roll out. We have all been trained, kind of, by the—we’ve all been trained by Bob Kerns, actually, in chronic pain treatment. We have the background and we have been trained in chronic pain, but not during the roll out session.
Dr. Godleski:
Chris, what I would say is, our providers predated the actual roll out by a few years. The whole basis for CBT for pain was started, probably ten years ago, with Bob Kearns at the VA, and they developed the manual that’s being used.
In terms of the providers, that we have predated the actual roll out, but received all of their training from Bob Kearns, who developed the CBT for pain that’s being used within the VA.
Moderator:    How can folks get a copy of the manual?
Dr. Grant:
What we really have it based off of, is John Otis’ workbook, “Managing Chronic Pain.” The VA used to give that out for free through TMS. I don’t think they any longer do, but it’s “Managing Chronic Pain in a Cognitive Behavioral Therapy Approach.”
Dr. Godleski:
Yeah, and I think, probably, when Bob gets back, I mean, in terms of requests for the manuals or whatever, we can reroute them through him, because what our role is, and what Chris’ role is, is to deliver the care by tele; but any questions about manuals, or whatever, Bob would be the best to handle, don’t you think, Chris?
Dr. Grant:
Yeah, I agree with that.
Moderator:    Do you have any other specific trainings that will be coming up, specific for pain and tele-pain?
Dr. Grant:
We are not offering any specific trainings in tele-pain. That’s not our role.
Dr. Godleski:
Right, but that’s us. Whether or not the VA is offering any particular trainings is something that we can’t speak to. I mean, they may be or they may not be. Again, Bob would be able to answer those questions. He’s not here. Our role is not to train individuals in tele-pain. If individuals do want training in tele-medicine, particularly with telemental health, that is available to everyone. There are two TMS modules that are available in TMS, one is “An Overview of Telemental Health,” one is specifically focused on emergency management, and they’re being updated currently, but the original ones are still on TMS and people are using them.
If you want training in telemental health, you do those two TMS modules and then the Rocky Mountain Training Center, which is the clinical video training center based in Denver, will provide for anyone who’s within the VA who is a clinician, who wants to learn about telemental health and be prepared to do it, they will provide up to an hour of actual connectivity with you to go over—you log on on your own equipment, and they’ll go over the equipment with you, how to maximize it for the encounter; but the clinician educators that are on the other end in Denver, also have mental health backgrounds. They will go over with you how you would handle it if there is a suicidal patient at the other end, or how you would handle it if you need to have someone involuntarily detained, or voluntarily hospitalized. If anybody is interested in the tele-medicine training, that’s readily available to anyone. You can e-mail me and I can connect you with the Rocky Mountain Training Center, or Rhonda Jonston, who is the Director of the Rocky Mountain Training Center in Denver, which is now the clinical video conferencing training center, can connect you directly to those two TMS modules and schedule a time for you to have a session with someone at the Rocky Mountain Training Center.
I would just add that that was one of the most important things that we found in doing telemental health. If the clinician has any apprehension about the process, the patients on the other end can generally pick that up. By doing this live session with someone in Denver, not only do you have the opportunity to ask any questions and go over many of the central components of telemental health, but you also get to experience what the rapport is like with someone from the other side of the country. That’s been really critical in terms of our advancing the implementation of telemental health.
Moderator:    Great. We have a question on the specifics about what kind of technology support is available for veterans, just for the tele-pain sessions. Are these available at CBOCs, the medical centers, and what about the CBT in-home program?
Dr. Godleski:
I can speak to that in terms of the National Telemental Health Center. At this point, we’re able to deliver the care from Chris and his commissions to any VA facility and any CBOC, provided that we get all of the logistics in place, the MOUs and the contact with both the clinicians and the facility telehealth coordinators at those sites. We do the logistical work, the National Telemental Health Center, so the clinicians don’t need to do that.
Ultimately, then, if there’s any technical support needed on the veteran end, it’s done by the facility telehealth coordinator or the telehealth technician at that site, who has a close relationship with Chris and his group.
In terms of the into-the-home, on the whole, the VA is moving to deliver care into the home and it’s available and it is being done in many sites with great success. That being said, it’s continuing to be improved. Right now there is a detailed process for the veterans to log on. It’s anticipated in the not too distant future the veterans will be able to log on much easier. There’s not a specific tele-help desk for the veterans at their site to call, but the facility telehealth coordinators and the facility telehealth technicians, where the patients belong, are available to try to troubleshoot the support.
Because that’s more complex, at this end there’s such a need at the facility and at the CBOC right now. What the National Telemental Health Center is doing, is delivering the care primarily to the patients at the facility and CBOC, in which case the IT support is already there.
Moderator:    Can you give us an idea of how many patients a telemental health provider will see in a typical day?
Dr. Godleski:
Generally, it should mirror what a face-to-face provider will see in a typical day. For our programs, we look at what a face-to-face evaluation would warrant and then mirror that with a little bit of extra time for consulting with the other side, talking to the clinicians at the other site. The goal, ultimately, is that the clinician should be able to come into their room, and the amount of time spent seeing the patient should be the same, whether the patient walks in the room or they click on the computer. I mean, that’s the ultimate goal and that’s why we have the National Telemental Health Center and the facility telehealth coordinators and technicians to actually try to do a lot of that work, so that the clinician doesn’t have to be walking the patient through how to turn on the equipment on the other end.
What we do is, we typically look at—so whatever the CBT (and we do this for not just tele-pain, but for all of the modalities that we deliver), so whatever the CBT equivalent is for the face-to-face, delivery of care, if it’s a ninety minute session, then the ninety minutes are booked for the National Tele-pain clinician to see the patient remotely.
If it’s a comprehensive initial evaluation that’s done by an expert on a really refractory patient, that may take longer; and depending on if there are—with according to the behavioral pain, there are any psychopharmacological components being evaluated; but for some of our other programs, like tele-schizophrenia, tele-bipolar disorder, there are large psychopharm components. Then we look at: If the patient were coming into the office, how much time would be allowed. It should typically mirror what you would expect your face-to-face clinician to be able to deliver, with the caveat that if you are doing this remotely and there’s a consultation component, then you would add time for the clinician to actually talk with or converse with the remote clinician, and if there’s a large chart review component, you add that in as well.
Dr. Grant:
We also have a number of unique, kind of, logistical considerations for us. We are dealing with a number of different sites and transmitting documents and opening different CPRSs, so it is, as Linda said, it’s moving towards that, but it does tend to be a little more time consuming at this point.
Moderator:    Do you have any data on the clinicians and how satisfied they are with doing treatment this way?
Dr. Grant:
Anecdotal data. [Laughs] We were enjoying it. Really, it’s a—initially, and if somebody’s asking this from the perspective of being a clinician, you have the, perhaps, concern that you’re not going to have the same rapport with the patient as you would with a face-to-face encounter, and you find very quickly that that’s largely not true.
I would consider a video conferencing encounter with a patient to be 98 percent equivalent to a face-to-face encounter, really. You can transmit quite a lot of non-verbals through that modality. It’s nice.
Dr. Godleski:
The quality of the transmission is so improved over even the last ten or twelve years. I will say, in terms of, so if you’re talking about clinician satisfaction, delivering care to a CBOC from facility-to-facility, I think, it’s extremely high. If you’re talking about satisfaction delivering care into the home, we’re not there yet. That’s why there’s limited, but increasing, video into the home. There are still some frustrations, and unpredictable frustrations, in terms of transmissions over—and they’re dependent upon the equipment that the patient has at their end, and their internet service provider, and all those kinds of things.
I would say, in terms of video from facility-to-facility to CBOC, it’s extremely high. The rest is still evolving.
Moderator:    We just had a tele-pain psychologist write in that she enjoys the practice of doing tele-pain. [All laugh in agreement]
Dr. Grant:
Yeah, and you can take your shoes off! Other patients can’t do that. It’s kind of nice. Sit back and relax.
Moderator:    Can you tell us how the consult is entered. We have somebody who is a home telehealth nurse and wants to go about educating a provider and placing the consult.
Dr. Godleski:
Probably for something that specific, why don’t you just e-mail me and we’ll get our people here to get in contact with you, because it’s a level of detail where we want to make sure we have it right. It’s sort of a little bit beyond what we do as clinicians, but just e-mail me at whoever that is, and we’ll connect you with Kurt Mischke, our Operations Director, and he’ll tell you exactly what we do.
Moderator:    Somebody want to know, specifically, did you use the POQ pain treatment satisfaction scale, or some other measure of treatment satisfaction?
Dr. Grant:
We use the POQ pain satisfaction scale.
Moderator:    Could you just repeat the TMS classes one needs to take to get familiar with the telehealth program?
Dr. Godleski:
I’ll tell you, probably the easiest—it’s Telemental Health, there are only two listed under “telemental health,” and it’s both of them. If you go into TMS and go into Telemental Health; but if there’s any questions, contact me or contact Rhonda Jonston. We’ll send you straight to the links and also send you the information of how to contact the training center to set up your individual session after you’ve completed the two on-line modules.
Moderator:    Right. Thank you.
We have a question. I don’t whether this is something that you can answer, but somebody’s asking about putting in an order and getting approval for things that would be pain related, like acupuncture, massage therapy, or aqua therapy.
Interviewee:
I think that’s probably a Bob Kerns question of this and it’s beyond what we would know. I’m sorry. Excellent questions, because, clearly, treatment for pain is multi-modal.
Moderator:    We just have a couple of minutes, if anybody has any more questions.
Thank you so much to the two of you for preparing and presenting. We really appreciate it.
Dr. Grant:
You’re welcome.
Moderator:    I just want to remind folks that our next cyber seminar will be on Tuesday, November 4th, by Dr. Eleanor Lewis. The title of that talk is “What We Know about Opioid Adherence Might Surprise You: Finding Some Qualitative Studies of Opioid Use Behaviors.”
Our audience had some great questions. If everybody could just stick around for a minute or two to fill out the feedback questionnaire, we’d greatly appreciate it.
I’ll be sending out the registration information to everyone around the 15th of the month. I think that’s it with our questions. I want to thank everyone for joining us at the State’s R&D Cyber Seminar and we hope to see you at a future session.
Dr. Grant:
Thanks, everyone.
[End of Audio]
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