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Background: Establishing employment for veterans with dis-
abilities is a common goal for rehabilitation, but there are bar-
riers to accessing vocational services. Telehealth has been
developed to increase access, especially for rural veterans
with disabilities. Providing access and training in the use of
videoconferencing for vocational rehabilitation (VR) for both
staff and their clients may improve access and timeliness of
vocational services while reducing travel costs and barriers.
Methods: This program evaluation of a field-initiated clinical
demonstration project was conducted at 2 Veterans Affairs
medical centers in the Southeast United States. Data were
collected during the first year of a teleconference-provided
vocational program (VRtele). Data on demographics, primary
diagnosis, and VR usage were collected from patient records.
Veterans completed satisfaction surveys, and qualitative inter-
views were obtained from VR staff and their patients.

Results: A total of 22 veterans participated in the first year
of the program. On average, 63 miles of travel were saved
per visit. Survey data indicated high levels of satisfaction
with VRtele. Interviews indicated that flexibility, time saved,
and increased interactions were strengths of VRtele. Chal-
lenges identified by staff included patients’ lack of famil-
iarity with technology and change in quality of interaction.
Veterans also reported a learning curve due to technology
concerns.

Conclusions: Both VR providers and their patients recog-
nized the benefit of VRtele. Factors that affect success in-
clude technology troubleshooting and supportive leadership
to facilitate implementation. As this program evaluation was
limited by sample size and lack of a comparison group or out-
come data, further research on the acceptability and effec-
tiveness of VRtele is needed.
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ocational rehabilitation (VR) interven-

tions are offered through Compensated

Work Therapy (CWT) as part of clinical
care in the Veterans Health Administration
(VHA) to improve employment and qual-
ity of life outcomes for veterans with life-
altering disabilities.'> CWT vocational ser-
vices range from assessment, vocational
counseling, and treatment plan development
to job placement, coaching, and follow-
along support.! However, many veterans re-
ceive care in community-based clinics that
are not staffed with a VR specialist (VRS)
to provide these services.®® Telehealth may
increase patient access to VR, especially for
rural veterans and those with travel barriers,
but it is not known whether veterans and
VRS would find this to be a satisfactory ser-
vice delivery method.®® This paper examines
veteran and VRS provider perspectives on
VR provided by telehealth (VRtele) as part of
a VHA clinical demonstration project. To our
knowledge, this is the first report of using
real-time, clinic-based VRtele.

METHODS

The Rural Veterans Supported Employment
Telerehabilitation Initiative (RVSETI) was
conducted as a field-initiated demonstration
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project at 2 US Department of Veterans Affairs
(VA) medical centers (VAMCs) in Florida be-
tween 2014 and 2016: James A. Haley Veter-
ans’ Hospital & Clinics (Tampa) and Malcom
Randall VAMC (Gainesville). This retrospec-
tive evaluation of its first year did not require
institutional review board approval as it was
determined to be a quality improvement proj-
ect by the local research service.

The patient population for the project
was veterans with disabilities who were
referred by clinical consults to the CWT
service, a recovery-oriented vocational
program. During the project years, veter-
ans were offered the option of receiving
VR services, such as supported employ-
ment, community-based employment ser-
vices, or vocational assistance, through
VRtele rather than traditional face-to-
face meetings. The specific interventions
delivered included patient orientation,
interview assessment, treatment plan de-
velopment, referral activities, vocational
counseling, assessment of workplace for
accommodation needs, vocational case
management, and other employment sup-
ports. VR staff participating in the project
included 2 VR supervisors, 1 supported
employment mentor trainer, and 5 VRSs.
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Each clinic was set up for VRtele, and
codes were added to the electronic health re-
cord (EHR) to ensure proper documentation.
Participating VRSs completed teleconferenc-
ing training, including a skills assessment
using the equipment for real-time, high-
quality video streaming over an encrypted
network to provide services in a patient’s
home or other remote locations. VRS staff
provided veterans with instructions on using
a VA-provided tablet or their own device and
assisted them with establishing connectiv-
ity with the network. Video equipment in-
cluded speakers, camera, and headphones
connected to the desktop computer or lap-
top of the VRS. A patients first VRtele session
was conducted in person at the VAMC to as-
sure veterans were able to use the technology
and to identify and resolve any problems.

Demographic data, primary diagnosis, VR
usage data, and zip codes of participating vet-
erans were extracted from the EHR. Veterans
completed a 2-part satisfaction survey ad-
ministered 90 days after enrollment and at
discharge. Part 1 was composed of 15 items,
most with a 5-point Likert scale (higher rat-
ings indicated greater satisfaction), on vari-
ous aspects of the VRtele experience, such as
audio and video quality and wait times.'® Part
2 addressed VR services and the VRS and
consisted of 8 Likert scale items with the op-
tion to add a comment for each and 2 open-
ended items that asked the participant to list
what they liked best and least about VRtele.

Semistructured, in-person 30- to 60-
minute interviews were conducted with
VRSs at the initiation of VRtele and audio-
recorded with permission. An interview
guide consisting of 14 questions was used to
obtain data on caseload, VRtele set up, use of
teleconferencing equipment, and veteran ac-
cess to VR services.

After > 2 months of VRtele use, research-
ers observed a session with each participant
to obtain qualitative data from all partici-
pants on their VRtele experience. Using an
observation form with open notes, data were
collected on the use of the videoconferenc-
ing technology, the quality of the VRtele ses-
sion, and reactions of veterans and their VRS.
Following the observation session, both the
VRS and the participating veteran were in-
terviewed separately using a 9-question in-
terview form to obtain data on the use of the
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technology in general and for VR. Interviews
were audio-recorded with the permission
of the VRS and veteran and transcribed for
analysis.

Analyses

Descriptive statistics were used for EHR
data and satisfaction surveys. For qualita-
tive analysis, each transcript was read in full
by 2 researchers to get an overview of the
data, and a rapid analysis approach was used
to identify central themes focused on how
technology was used and the experiences of
the participants.'’!? Relevant text for each
topic was tabulated, and a summary table
was created that highlighted overlapping
ideas discussed by the interviewees as well as
differences.

RESULTS

Of the 22 veterans who participated in the
project, 11 completed satisfaction surveys
and 4 participated in qualitative interviews.
The rural and nonrural groups did not dif-
fer demographically or by diagnosis, which
was predominantly mental health related.
Only 1 veteran in each group owned a tab-
let; the majority of both groups required
VA-issued devices: 80% (n = 8) rural and
91.7% (n = 11) nonrural. The number of VR-
tele sessions for the groups also was similar,
53 for rural and 60 for nonrural, as was the
mean (SD) number of sessions per veteran:
5.3 (SD, 3.2) rural and 5.0 (SD, 2.5) urban.
Overall, 63 miles per session were saved,
mostly for rural veterans, and the number
of mean (SD) miles saved per veteran was
greater for rural than nonrural veterans:
379.2 (243.0) and 256.1 (275.9), respec-
tively. One veteran who moved to a different
state during the program continued VRtele
at the new location. In a qualitative sampling
of 5 VRtele sessions, all the VRSs used office
desktop computers.

Level of satisfaction with aspects of VR-
tele related to the technology rated was con-
sistently > 4 on the Likert scale. The lowest
mean (SD) ratings were 4.2 (1.0) for audio
quality and 4.4 (0.5) for video quality, and
the highest rating was given for equipment
operation explanation and privacy was re-
spected, 4.9 (0.3) for both. All questions re-
lated to satisfaction with services were also
rated high: The mean (SD) lowest ratings
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were 4.3 (1.0) given to both vocational needs
4.3 (1.0) and tasks effectively helped achieve
goals 4.3 (0.7). The highest mean (SD) rat-
ings were 4.6 (0.5) given to VR program ser-
vice explained and 4.7 (0.5) for appointment
timeliness.

Qualitative Results

At first, some VRSs thought the teleconfer-
encing system might be difficult or awkward
to use, but they found it easier to set up than
expected and seamless to use. VRS staff re-
ported being surprised at how well it worked
despite some issues that occurred with load-
ing the software. Once loaded, however, the
connection worked well, one VRS noting that
following step-by-step instructions solved
the problem. Some VRSs indicated they did
not invite all the veterans on their caseload
to participate in VRtele due to concerns with
the patient’s familiarity with technology, but
one VRS stated, “I haven't had anybody that
failed to do a [session] that I couldn’t get
them up and running within a few minutes.”

When working in the community, VRSs
reported using laptops for VRtele but found
that these devices were unreliable due to lack
of internet access and were slow to start; sev-
eral VRSs thought tablets would have been
more helpful. Some veterans reported techni-
cal glitches, lack of comfort with technology,
or a problem with sound due to a tablet’s pro-
tective case blocking the speakers. To solve
the sound issue, a veteran used headphones.
This veteran also explained that the log-on
process required a new password every time,
so he would keep a pen and paper ready to
write it down. Because signing in and set-
ting up takes a little time, this veteran and his
VRS agreed to start connecting 5 minutes be-
fore their meeting time to allow for that set-
up time.

Initially, some VRSs expressed concern
that transitioning to VRtele would affect the
quality of interactions with the veterans.
However, VRSs also identified strengths of
VRtele, including flexibility, saved time, and
increased interaction. One VRS discussed a
veteran’s adaptation by saying, “I think he
feels even more involved in his plan [and]
enjoys the increased interaction.” Veterans
reported enjoying using tablets and identi-
fied the main strength of VRtele as being able
to talk face-to-face with the VRS. Echoing
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the VRSs, veterans reported teleconferenc-
ing saved time by avoiding travel and enabled
spontaneous meetings. One of the veterans
summed up the benefits of using VRtele: “T'd
rather just connect. Its going to take us 40 to
50 minutes [to meet in person] when we can
just connect right here and it takes 15 to 20.
We don't have to go through the driving....
So this right here, doing it ahead of time and
having the appointment, it a lot easier.”

In their interviews, VRSs talked about en-
joying VRtele. A VRS explained: “It makes it
a lot easier. It makes me feel less guilty. This
way [veterans] don’t have to use their gas
money, use their time. I know [the veteran]
had something else he needed to do today.”
Thus, both veterans and VRSs were satisfied
with their VRtele experiences.

DISCUSSION

This first report on the perspective of provid-
ers and veterans using VRtele suggests that
it is a viable option for service delivery and
that is highly satisfactory for serving veter-
ans with disabilities, many of whom live in
rural areas or have travel barriers. These find-
ings are consistent with data on telerehabili-
tation for veterans with cognitive, physical,
and mental disabilities.!>?? Further, the data
support the notion of using VRtele to facili-
tate long-term VR follow-up for persons with
disabilities, as illustrated by successful con-
tinuation of vocational services after a vet-
eran moved out of state.”

Similar to other reports, our expe-
rience highlighted 2 factors that affect
successful VRtele: (1) Troubleshooting
technology barriers for both VR provid-
ers and clients; and (2) supportive lead-
ership to facilitate implementation.?*2¢
These areas have been improved with re-
cent telehealth VHA initiatives and up-
grades. After the conclusion of this project
evaluation, the program was expanded,
and local facilities may now receive men-
tored support to implement similar pro-
grams.?’” This ongoing telerehabilitation
program uses the recently upgraded VHA
telehealth platform that enables encrypted
sessions to be provided to any mobile or
online device, and veterans simply click
on a link to connect rather than waiting
for a session-specific password.?® By using
virtual medical rooms accessed by cameras
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on tablets, smartphones, or computers,
veterans and VR providers now have an
easier time scheduling and attending on-
line appointments.” Improved access to
VRtele is important as VHA began pro-
viding the majority of appointments via
video telemedicine in Spring of 2020 due
to the COVID-19 pandemic. The acceler-
ated use of telehealth due to the COVID
crisis makes these findings highly relevant
to the current practice environment.

Changes to technology and increased
usage of VA Video Connect may indicate that
the barriers identified from the earlier pro-
cess described here have been diminished or
eliminated. More evaluation is needed to as-
sess whether system upgrades have increased
ease of use and access for veterans with
disabilities.

CONCLUSIONS

Encouragingly, this clinical demonstration
project showed that both providers and cli-
ents recognize the benefits of VRtele. Pa-
tient satisfaction and decreased travel costs
were clear advantages to using VRtele for
this small group of veterans who had barri-
ers to care due to travel or disability barri-
ers. As this program evaluation was limited
by a small sample, absence of a comparison
group, and lack of outcome data (eg, employ-
ment rates, hours, wages, retention), future
research is needed on implementation and
outcomes of VRtele.
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