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EXECUTIVE SUMMARY

The Newfoundland and Labrador Telehealth Strategic Plan defines telehealth as the use
of communications and information technology to deliver healthcare services over large
and small distances, including remote and rural areas. In the literature, telehealth has
been shown to be associated with increased satisfaction with healthcare services,
improvements in patient empowerment, improved access to healthcare and continuity of
care, and an increase in frequency of patient follow-up. An evaluation of the Chronic
Disease Management Provincial Telehealth Program in Newfoundland and Labrador
was carried out using a mixed-methods approach. Data sources included telehealth
utilization data, provider and patient surveys, key informant interviews, and

administrative data on oncology visits.

Over the study period, there was an increase in telehealth sessions and an expansion of
telehealth to other sites, disease entities and provider types. This increase in utilization
and sites suggests an increasing level of acceptability by both patients and providers,
both of which demonstrated high levels of satisfaction with most aspects of telehealth
services. Our study found that telehealth was associated with many benefits, the most
notable of which was a reduction in travel time and costs. Clinical benefits included
improved access to patient information, provider and management continuity, and an
increase in frequency of patient follow-ups. There was an indication that telehealth may
reduce wait times and hospitalizations, and facilitate earlier discharge from hospital,

however quantitative data to confirm these benefits was deficient.

In spite of overwhelming success, the telehealth program in the province is not without
its challenges. There is a desire from current providers of telehealth to expand to new
sites and to increase services to more disease entities. There were also privacy
concerns raised, as well as issues with space where the telehealth sessions take place.
Providers expressed the need for increased human resources, new equipment, and
improved access to patient information. Integrating telehealth into the current service
delivery model and obtaining sustainable funding were seen as critical if telehealth is to

continue to provide enhanced services to rural parts of the province.
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SECTION 1: INTRODUCTION

Canada has a healthcare system that is respected worldwide as being responsive to the
needs of Canadians, yet there remain obstacles in the delivery of equal and equitable
healthcare services to the population (WHO, 2000). The geographic landscape of
Canada represents one such obstacle for those living in rural and northern areas. In
2006, 14.9% of Ontario, 56.6% of Nunavut, 42.2% of Newfoundland and Labrador, and
19.8% of the total Canadian population was located rurally (Canadian Rural Information
Service, 2008). In addition to distance, another reason for healthcare access problems
is the difficulty these areas face in attracting and retaining an adequate supply of
healthcare professionals. Telehealth has been shown to be an important healthcare
delivery model in areas where traditional delivery approaches are hindered by distance

or a lack of healthcare providers (Allan et al., 1995; Paul et al., 2006).

The Newfoundland and Labrador Telehealth Strategic Plan defines telehealth as the use
of communications and information technology to deliver healthcare services over large
and small distances, including remote and rural areas (Government of Newfoundland
and Labrador, 2005).

In addition to problems with healthcare access, research has shown rural and northern
areas to have a poorer health status compared to the rest of Canada (Romanow, 2002).
People living in predominantly rural areas have lower life expectancy and physical
activity rates than those in urban areas, as well as higher rates of smoking, obesity,
disability, accidents, poisonings and violence; and higher rates of overall mortality from
diabetes, injuries, suicide, circulatory and respiratory disease (Romanow, 2002; PHAC,
2006). This suggests that there is a need to take advantage of the opportunities that
telehealth provides in addressing the healthcare needs of individuals living in

rural/remote areas.

Telehealth provides many benefits, including improved access to primary healthcare and
specialized health services, improved continuity of care, increased availability of patient
information, and increased frequency of patient visits to healthcare specialists (Moehr et
al., 2006). Telehealth has been shown to reduce unnecessary referrals, increase patient

and provider satisfaction (Brown and Sarsfield, 2003; Aarnio et al., 2000), increase
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patient empowerment (Doze et al., 1999; Brown and Sarsfield, 2003), and decrease
travel and wait times and associated cost for both patients and providers (Doze et al.,
1999; Brown and Sarsfield, 2003). There are also many benefits specific to providers
that stem from telehealth implementation, in particular for physicians practicing in rural or
remote areas. Rural practice can be an isolating aspect for an individual's quality of life
(Gagnon et al., 2006) and rural physicians can use telehealth services to upgrade their
education and stay connected to other areas of the healthcare system (Gagnon et al.,
2006; Wysocki et al., 2005). Telehealth can also support the follow-up process through
consultation and discussion of tests results, while simultaneously using other information
technology enhancements such as picture archiving and communication systems
(PACS) (Wysocki et al.,, 2005). Telehealth presents an opportunity for the multi-
management of a patient’s case file by having input from multiple specialists located at
different sites (Moehr et al., 2006). This approach is also used internationally whereby
videoconferencing connects specialists from different countries so they can

simultaneously discuss patient cases (Davison et al., 2004; Atlas et al., 2000).

Telehealth has been used to deliver a variety of healthcare services including tele-
oncology, tele-psychiatry and tele-nephrology. Oncology service delivery has benefited
immensely from telehealth usage as it makes possible the linkage between oncologists
and their patients for both initial and follow-up sessions. Detecting cancer early on in the
progression of the disease becomes very important to a person’s survival. Tele-oncology
facilitates information exchange on patient biopsies so that the diagnosis and treatment
processes are streamlined (Marchevsky et al., 2002). The ultra rapid breast care
process uses tele-radiology to reduce the time from diagnosis to obtaining a treatment
plan from several weeks to as short as one day (Weinstein et al. 2007). Tele-oncology
enhances the discussion and exchange of multidisciplinary medical knowledge of cancer
cases, which can bring more insight and clarity to treatment formulation (Atlas et al.,
2000). Videoconferencing has also been shown to enhance patient follow-up and
psychosocial support in pediatric oncology (Bensink et al., 2007), and as well tele-
pathology can be a viable option in healthcare facilities lacking full-time pathology

coverage (Winokur et al., 2000).

Many benefits have also been seen with the use of telehealth in psychiatric services.

Tele-psychiatry connects psychiatrists in larger centres to patients in smaller areas for



follow-up sessions, as well as for monitoring compliance with medications. Tele-
psychiatry provides patient choice and control over treatment, improved quality of life,
the potential for avoiding hospitalization (Doze et al., 1999), and the prevention of
suicide (Godleski et al., 2008). Use of telehealth in the treatment of depression has
been found to have comparable medication adherence, health outcomes and client

satisfaction rates to that of conventional treatment (Ruskin et al., 2004).

The discipline of nephrology has also benefited from the advent of telehealth. Many
patients receiving dialysis are living with advanced renal disease and are in need of
ongoing dialysis treatment and monitoring. (Rumpsfeld et al., 2005). Tele-nephrology
allows a nephrologist to monitor and treat renal patients in rural areas, thus allowing
patients to receive dialysis in close proximity to their place of residence (Rumpsfeld et
al., 2005). Nephrologists often monitor the treatment of rural patients from their own
office, while onsite nurses (or assistants) operate the telehealth and dialysis equipment
at the patient site. Tele-nephrology can support quicker diagnosis and treatment for
serious cases and ultimately save lives, while at the same time reducing costs to the

patient and the health system overall (Jian et al., 2002).

Although telehealth has been shown to have many benefits, challenges have also been
identified. Confusion and delay in appointment scheduling and patient privacy and
confidentially have been identified (Brown and Sarsfield, 2003). There have also been
indications of resource gaps, including technical challenges with equipment, the need for
more staff, better facilities, and more education and training for users (Hopp et al., 2006
and IOM, 1996). Other research suggests telehealth may lead to the depersonalization
of the doctor-patient relationship and increase the psychological distance between the
doctor and patient by affecting the perception of warmth or empathy given to the patient
(Miller et al., 2003). Furthermore, some studies have found that users have a preference
for face-to-face interaction with physicians over videoconferencing (Gomez-Martino et
al., 2008).

Despite increased interest in telehealth services in Canada, policy development related
to its use is still relatively new. As a result there still exist some challenges in integrating
telehealth into the broader healthcare system (May et al., 2003). Proper implementation

of telehealth requires the development of policy that connects telehealth at all levels with
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appropriate infrastructure and integration into the existing healthcare system (May et al.,
2003; Schmeida et al., 2007). When implementing a telehealth program, it is important to
look at the information requirements, staffing levels, technology processes, objectives

and values, and the management of systems (Bahaadini and Yogesan, 2008).

Telehealth has a long history in Newfoundland and Labrador, with the Telehealth and
Educational Technology Resource Agency (TETRA) project originally established in
1977 as part of Memorial University of Newfoundland. TETRA had an advanced
networking system and was internationally recognized as a Canadian leader in
telehealth services (TETRA, 2003). In 2004, the provincial government began a
consultation process that led to the development of the Newfoundland and Labrador
Telehealth Strategic Plan (2005). This plan was predicated on the need to move away
from the project-based funded telehealth program operated at Memorial University (i.e.,
TETRA), to that of a sustainable integrated provincial program operated through the
Regional Health Authorities. Key stakeholders throughout the province were engaged
and asked to provide input on which telehealth application(s) should be the starting
points for a sustainable program, and which ones could provide the greatest benefit.

Priorities subsequently identified through this consultation process included:

1) Selfcare/Telecare (HealthLine)

2) Chronic Disease Management (CDM)

3) Access to secondary and tertiary services and specialists
4) Home Care

5) Telehealth education and point of care learning

Chronic Disease Management (CDM) was chosen as the initial implementation focus for
telehealth services. Chronic diseases are now the main cause of death, and the main
contributor to healthcare utilization in Newfoundland and Labrador (NLCHI, 2004).
During the consultation process, stakeholders discussed the prevalence of chronic
diseases and the need to target these diseases to reduce the burden on the health
system. Following the consultation, a two-and-a-half-year CDM Telehealth
Implementation Plan emerged, which had as one of its primary objectives the transition

of a wide range of telehealth-based services across several chronic disease areas, and



the intent that this approach become a standard mode of service delivery throughout the

province.

This current evaluation focuses on the CDM component of the Provincial Telehealth
Program. This program is being implemented across the province to support the
management of specific chronic diseases through consultation between patients and
healthcare specialists. It is expected that telehealth in chronic disease management

should:

e improve access to care, support, education and information sharing by selecting
appropriate telehealth applications, processes, and technology to fill gaps;

e provide cost benefits and cost avoidance to patients, providers, and the overall
healthcare system;

e enable patients to remain at home or in their own community longer, thus
preventing admissions to acute care facilities or delaying admission to long-term
care institutions; and

o offer the potential for earlier discharge from acute care facilities.

Each Health Authority identified oncology as a priority, and the need to build upon the
Newfoundland and Labrador Tele-Oncology Program that had its origin with TETRA.
Most Authorities had some experience with tele-oncology through TETRA and were
eager to see it expand to more communities and other applications. In 2004, the Tele-
Oncology Program was initiated to enhance delivery of services for the Newfoundland
Cancer Treatment and Research Foundation, now known as the Cancer Care Program
and part of the Eastern Regional Health Authority. The Tele-Oncology Program utilized
telehealth expertise at TETRA to begin delivering and supporting province-wide cancer
treatment, management and educational services. The Tele-Oncology Program was
developed to address service gaps that included the need for more consultation and
education, better referral processes, clarity on guidelines, standards and policies, and
enhanced access to other support services, particularly among rural healthcare

providers delivering cancer services.



In July 2006, the Newfoundland and Labrador Centre for Health Information (the Centre)
was given the mandate to implement telehealth services for the province. At this time the
Tele-Oncology Program transitioned from a demonstration program at TETRA to what is
now known as the Provincial Telehealth Program. The tele-oncology model is being
replicated for other chronic disease areas including diabetes management, mental
health, nephrology, and neurology. The CDM Telehealth Program, which is a
component of the Provincial Telehealth Program, has resulted in the availability of
videoconferencing technology in an increasing number of communities, increasing the
treatments available and providing patients with more timely access to treatments closer
to home. It has also provided more options for health providers in rural and remote
areas, as they can increase their skill levels and become a more integrated part of a
multi-disciplinary team. In the long-term, the addition of new equipment and the
education of health providers will support future expansion of the Provincial Telehealth
Program. Access to additional support may also assist in the recruitment and retention
of health professionals in rural and remote areas (Dwyer, 2005). Currently, the CDM
Telehealth Program in the province is moving beyond videoconferencing to encompass
other technologies such as electronic peripheral devices (e.g., exam cameras and
stethoscopes). The future of telehealth in Newfoundland and Labrador includes tele-
home care technology and linkages to the Newfoundland and Labrador Electronic Health
Record (EHR), all of which will assist in the management of chronic diseases across the

continuum of care.

Purpose and Scope of Benefits Evaluation Project

The evaluation presented in this report was undertaken to provide information to the
provincial government and the Regional Health Authorities (RHAs) on the impact that
telehealth services have had on rural and remote communities in the province. The
evaluation focused on the implementation of telehealth services in Newfoundland and
Labrador, specifically on the range of CDM sites and services that included oncology,
nephrology, neurology, diabetes, and mental health. The evaluation did not address
telehealth’s integration with the provincial Electronic Health Record (EHR), or other
health information applications, as these were out of scope of the CDM Implementation

Project.



The CDM Telehealth Evaluation Framework that was used for this current evaluation
was based on the EHR evaluation framework developed by NLCHI and MUN (Neville D,
Gates K, MacDonald D. et al., 2004) and the Infoway Benefits Evaluation Framework
(Canada Health Infoway, 2006) shown below in Figure 1, which is a modification of the
DelLone and MaclLean IS Success Model (DeLone and McLean, 2003). The CDM
Telehealth Evaluation Framework is organized around two research questions as

indicated below, each with underlying indicator questions.

Figure 1: Infoway Benefits Evaluation Framework

NET BENEFITS

SYSTEM QUALITY
QUALITY  Patient Safety
« Functionality ¢ USE « Appropriateness/
* Performance * Use Behavior/ Effectiveness
* Security P Pattern ¢ Health Outcomes
Self Reported Use
Intention to Use

INFORMATION ACCESS

* Ability of Patients/Providers
QUALITY to Access Services
* Patient and Caregiver
Participation

* Content
* Availability

& + Competency
SERVICE * User Satisfaction PRODUCTIVITY
QUALITY ¢ * Ease of Use « Efficiency
. . ¢ Care Coordination
Responsiveness « NetCost

[ORGANIZATIONAL and CONTEXT FACTORS: STRATEGY, CULTURE and BUSINESS PROCESS - OUT OF SCOPE )

Based on the Delone & McLean IS Success Model

Research Question #1: Does telehealth support equitable access to services?
Indicator Questions:

1) Is there adequate access to existing Telehealth services?

2) Is there a need for additional Telehealth services at sites?

3) Has Telehealth changed healthcare service levels?

4) Has Telehealth changed patient waiting time for access to services?
5) Has Telehealth changed travel time to access services?

6) Has Telehealth changed travel costs to access services?

7) Are patients/providers satisfied with Telehealth services?



Research Question #2: Does Telehealth increase patient empowerment?

Indicator Questions:

1)

2)

Have there been changes in patient participation in Telehealth? (focused on earlier
stages of disease monitoring and follow-up)

Has Telehealth resulted in changes in continuity of care for individuals suffering
from targeted chronic diseases, such as diabetes?

Has Telehealth resulted in earlier discharges from acute care facilities due to
availability of appropriate community services (via telehealth)?

Has Telehealth resulted in prevention of unnecessary admissions to acute care

facilities?



SECTION 2: METHODOLOGY

The evaluation employed mixed methodologies and was lead by staff within the
Research and Evaluation Department of the Newfoundland and Labrador Centre for
Health Information. The Department has extensive capacity and experience in
conducting evaluations of components of the EHR, including the provincial Client
Registry, Picture Archiving and Communications System (PACS) and the Pharmacy

Network.

Introductory Evaluation Workshop

Key stakeholders of the Newfoundland and Labrador CDM Telehealth Program
representing the four Regional Health Authorities, the Department of Health and
Community Services, and the Newfoundland and Labrador Centre for Health Information
participated in a workshop on November 19", 2008. The primary purpose of the
workshop was to validate and provide input into the proposed evaluation framework. At
the start of the workshop participants were given an introduction to the Infoway and the
Centre’s evaluation frameworks, as well as the CDM Telehealth Evaluation Framework,
all of which guided the evaluation. During the breakout sessions stakeholders were
divided into the three groups, each with a facilitator and note-taker. Group members
were provided the two research questions and associated indicators identified in the
evaluation framework. Each group was asked to review, and if possible, validate the
research and indicator questions. Participants were also instructed to suggest and/or
refine possible measures for the indicators. Potential data sources to support the
indicators were also discussed. Each group then reported back to all participants on the
results of their breakout session. There was a large group discussion on the additional
areas/indicators that were not included in the original evaluation framework and these
additional areas were incorporated into the evaluation framework where practical. The
workshop concluded with a discussion of the next steps that were to be taken in the
evaluation process. A summary of the workshop discussion around research and
indicator questions was subsequently provided to participants who then had the
opportunity to provide feedback. Information obtained from the workshop was used to

modify existing indicator questions, as well as assist in the development of study
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instruments (i.e. survey questionnaires and interviews scripts). The workshop summary

is provided in Appendix A.

Utilization Analysis

The utilization analysis used the Teleheath Utilization Database maintained at the
Centre. The database consists of a spreadsheet which tracks information on all
telehealth sessions in the CDM Telehealth Program. Utilization patterns are described
over time by telehealth program/disease area, Regional Health Authority, telehealth site,
type of user, and type of session (i.e. clinical vs. educational). Database fields used for
the study included: date session held, discipline/organization requesting session, length
of session, type of session (e.g. initial assessment, follow-up, educational, etc.), site

location and type of participants involved in the session.

Surveys

Patients and healthcare providers involved with telehealth were surveyed in order to
obtain their views and opinions of the CDM Telehealth Program. Copies of the patient
and provider surveys are provided in Appendices B and C, along with consent scripts
and the cover letter for the provider survey. The provider survey included a question at
the end asking if the responder would be interested in participating in a future interview

to further explore their experience with telehealth services.

Survey Pilots
Questionnaires were piloted on a small number of patients and providers in April 2009 in
order to increase the validity and reliability of the instruments. Based on the pilot

surveys, minor revisions were made to the questionnaires.

Provider Survey

Provider surveys were administered to all healthcare providers (N = 84) involved in using
telehealth services including physicians, nurses, and pharmacists. Each of the four

regional telehealth coordinators provided the evaluation team with a list of all healthcare
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providers using telehealth services within their health authority. Survey packages were
mailed by the evaluation team to the coordinators during the last week of April, 2009.
Coordinators then sent the survey packages to telehealth providers in their respective
regions via internal mail. The survey packages included a personalized “invitation letter”
signed by the study principal investigator (Appendix B) explaining the purpose and
importance of the survey and inviting the provider to complete and return it in the pre-
addressed, stamped envelope provided. In an effort to increase the response rate,
providers were informed in advance by the coordinators via email to expect the survey

package in the mail.

Providers were asked to provide their name and phone number on a separate sheet at
the end of the survey if they were interested in being contacted for an interview. The
survey included instructions for the form to be detached from the survey and mailed in a
separate pre-addressed stamped envelope included with the survey package. A second
survey reminder package was mailed to providers approximately two months after the
initial mail-out (June 2009), which included a reminder letter asking the provider to
complete the survey and stated that the provider should disregard the letter if he/she had
already completed and sent in his/her survey. The total timeframe for administration of

the provider survey was approximately four months, lasting from May to August, 2009.

Patient Survey

Patient surveys for 39 telehealth sites plus five specialist sites in St. John’s (as of July
2009) were mailed to telehealth coordinators who then arranged to have the surveys
mailed to individual sites. It should also be noted that some surveys were sent to each
of the specialist sites as patients sometimes attended sessions at these sites involving
out-of-province specialists. A total of 1,360 copies of the surveys were mailed out to
sites. The patient survey was conducted immediately after the telehealth session by the
nurse or other on-site staff involved with the telehealth session. The nurse or other staff
member invited each telehealth patient to participate in the survey by reading an
“invitation script” (Appendix C). Attempts were made to recruit as many patients as
possible in order to maximize the sample size. After completing the survey, patients
were instructed to place the survey in the envelope provided and seal it before returning

it to the nurse/staff member. Completed surveys were mailed to the evaluation team by
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the sites on a regular basis. The patient survey was administered over a four-month
period, between July 20" and October 16", 2009.

Survey Analysis

Responses for close-ended items were coded and entered into SPSS version 15 for
analysis. Descriptive statistics and bi-variate comparisons (e.g., Fischer-Exact tests)
were used to compare responses among sites and provider groups. Responses for

open-ended questions were analyzed for emerging themes and categories.

Interviews with Telehealth Staff

After a preliminary analysis of the provider surveys was completed, semi-structured
telephone interviews were conducted between July 20" and October 29", 2009 in an
effort to gain more in-depth insight into the research questions, and where applicable to
seek clarification on survey responses. Twenty interviews were conducted that included
two provincial telehealth staff at the Centre, the four regional telehealth coordinators,
and 14 healthcare providers who had previously agreed to be interviewed via the
provider survey. The regional coordinators and providers were called by a member of
the evaluation team and were read an “invitation script” (Appendix D), explaining the
purpose of the study and again inviting the individual to participate in an interview. If the
participant accepted an interview time was then scheduled. The interview guide is

provided in Appendix D.

Interviews were recorded on a hand-held digital recorder and transcribed by an external
transcription company. A thematic/content analysis with the aid of NVivo software was
undertaken by the evaluation team to analyze interview transcripts. Transcripts were
read to determine the overall content of each interview and codes were created based
on similarities in responses. Transcripts were re-examined several times in order to

identify the key categories and broader themes emerging from the data.
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Administrative Data

Administrative data on oncologist visits was obtained for the years 2005 to 2008 from the
Oncology Patient Information System (OPIS) maintained at the Cancer Care Program
(Eastern Health). This data was used as a means to examine the effects of telehealth on

the following three outcomes:

1) wait time to initial oncologist visit (time between referral date and date of initial visit);
2) continuity of oncologist care (number of different oncologists seen per patient); and

3) frequency of oncologist follow-up (number of follow-up visits per patient).

Descriptive statistics and bi-variate comparisons (e.g., Mann-Whitney U Test) were used
to investigate any change in outcome variables by type of cancer over the study period.

Wait times were compared for telehealth verses in-person visits.

Ethics Review

The evaluation protocol was approved by the Human Investigation Committee, Faculty
of Medicine (Memorial University), the Secondary Uses Committee at the Centre, as well
as by the individual research ethics committees within three of the four Regional Health
Authorities in the province. (Appendix F). The Central Health Authority did not require

separate ethics approval.

Dissemination of Results

Findings of the evaluation are presented in this final report to Canada Health Infoway,
the provincial Depertment of Health and Community Services, and the Regional Health
Authorities. The final report will be posted on the Centre’s website and be made
available free of charge to interested stakeholders. Study results will be presented at
academic scientific/health conferences and submitted to peer-reviewed journals for

publication.

14



SECTION 3: RESULTS

A. Telehealth Utilization Analysis

Every time a telehealth session is scheduled a Telehealth Booking Request Form
(Appendix E) is completed and sent to the Scheduling Coordinator at the Centre. When
a session has been scheduled, the information on the form is entered into the Telehealth
Utilization Database maintained at the Centre. The analysis included only those
sessions where a patient and/or provider were actually present (i.e., active sessions).

Cancelled sessions and no-shows were excluded (n = 409).

Figure A1 presents the number of telehealth sessions by fiscal quarter from the time of
the first videoconference session (September 2004) until the end of June 2009. The
number of telehealth sessions has increased consistently over time, with a sharp
increase after the third quarter of 2008/09. The number of telehealth sessions per
quarter increased from less than 10 at the start of the program to almost 1500 in quarter
one of 2009/10. Given that detailed data was only available for telehealth sessions up to
the end of the 2008 calendar year (i.e. Q3 of 2008/09), the remainder of this section will

provide a detailed look at sessions up until that point.

Figure A1
Number of Telehealth Sessions by Fiscal Quarter
Newfoundland and Labrador
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Telehealth Programs and Types of Sessions

The Provincial Telehealth CDM Program involves delivery of clinical videoconference-
based services to a number of programs including oncology, nephrology, adult
psychiatry, pediatric psychiatry, neurology, and diabetes. As of December 31, 2008, the
genetics and diabetes programs had not started, and the occupational therapy (i.e.,
neurology) program had only six sessions. Therefore, these three programs were

excluded from the analysis.

Table A1 shows the date of the first telehealth session for each of the four major

telehealth programs included in the analysis.

Table A1
Telehealth CDM Program by Start Dates

Month of First
Telehealth CDM Program Telehealth Session
Tele-oncology September 2004
Pediatric Tele-psychiatry October 2007
Adult Tele-psychiatry December 2007
Tele-nephrology January 2008

The first telehealth program in the province was tele-oncology which as noted previously
had originally started as a research project at Memorial University under TETRA before
transitioning into the Provincial Telehealth Program in July 2006. Pediatric tele-
psychiatry started to deliver services via telehealth in October 2007, adult tele-psychiatry

in December 2007, and tele-nephrology in January 2008.

Telehealth Sessions

Figure A2 presents the total number of telehealth sessions by program. Tele-oncology,
being the longest running program, had the most sessions with 2,198 (77.1% of total
sessions) up until the end of 2008. Tele-nephrology was second with 545 (19.1%), while
pediatric and adult psychiatry combined to make up the remaining 3.7%. When

examining the number of patients involved in telehealth sessions the chart number was
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used to identify a unique patient. For oncology, 1,017 patients were involved in
telehealth sessions up to the end of 2008 (29 sessions with missing chart numbers), and
14 patients were involved in telehealth sessions in pediatric psychiatry (seven sessions
with missing chart numbers). The number of patients participating in tele-nephrology

and adult tele-psychiatry sessions is unknown due to unavailable chart numbers.

Figure A2
Total Number of Telehealth Active Sessions by Program, 2004-2008
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Figure A3 shows the type of telehealth session by program. Clinical sessions are the
most common and consist of either consults or follow-ups. A consult is a patient’s initial
visit to a specialist (e.g., oncologist) and involves an assessment lasting approximately
30-40 minutes. A follow-up session is a pre-booked session lasting about 10-15 minutes
in which the specialist discusses the results of tests and/or patient progress. For tele-
oncology the most common type of session was patient follow-up (1,595; 72.6%),
followed by patient consult (326; 14.8%), which together make up the clinical sessions.
A third category of sessions named ‘other’ includes educational or administrative
sessions. Educational sessions are either case reviews involving providers or patient
education/support. Case reviews are mostly medical tumor-board rounds where
physicians discuss oncology patient cases, whereas as education sessions could be

where a patient is taught how to administer his or her chemotherapy at home.
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Administrative sessions occurred mostly when the tele-oncology program was first being

implemented and involved system testing by teleheath staff.

Figure A3
Telehealth Sessions by Type of Session
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Tele-oncology and tele-psychiatry sessions are normally one-on-one sessions that occur
between a specialist (oncologist or psychiatrist) and a patient, although a nurse and a
family member are usually also present at the session. The patient comes into the
remote site, which is usually a healthcare facility, and has his or her telehealth session in

a designated room where the videoconference equipment has been setup.

Tele-nephrology sessions involve patients with advanced kidney disease who receive
renal dialysis every three to four days in a dialysis unit at a remote site. The patients
have follow-up sessions with a nephrologist in St. John’s via telehealth during their
dialysis procedure, usually on a weekly basis. For these sessions the videoconference
equipment is brought into the dialysis unit. Tele-nephrology follow-up sessions are
generally shorter than the other telehealth programs, lasting only 3-6 minutes, provided

there are no outstanding issues. Several patients in the dialysis unit are seen by a
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nephrologist via videoconference, one after the other, with each counted as a separate
session. Tele-nephrology sessions are considered follow-up sessions as the
nephrologist would already have seen the patients in-person before the patient returned

home to start receiving tele-nephrology within their Health Authority.

For psychiatry there were only clinical sessions, with follow-up sessions being the most
common. Here a consult refers to the patient’s initial visit to the particular psychiatrist,
which would generally be done through an in-person visit and rarely via
videoconference. The duration of tele-psychiatry consults and follow-up sessions varied

depending on the circumstances.

Figure A4 presents tele-oncology sessions by type of cancer. Prostate cancer was the
most common cancer seen via telehealth with 783 sessions (40.6 %), followed by
breast, colorectal and lung cancers. Four hundred and seventeen (417) sessions
involved patients with cancer in a variety of other sites; there were 97 sessions for which

the type of cancer was unavailable.

Figure A4
Tele-oncology Sessions by Type of Cancer
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Telehealth Participants

Figure A5 presents the percent participation by type of participant for the tele-oncology
clinical sessions (i.e., consults and follow-ups). For all sessions, an oncologist was
present at the specialist site and a patient at the remote site. Physicians, nurses and
patients each made up approximately 27% of all participants involved in the 1,921 tele-
oncology sessions. A small number of sessions involved more than one physician
and/or nurse, who may have been present at a third site. Approximately 19% of all
session participants came from the ‘other participant’ group, which consisted mainly of
family members and guardians, but also of a small number of social workers and

pharmacists.

Figure A5
Percent Participation in Tele-Oncology Clinical Sessions
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Figure A6 presents the percent participation by those participants involved in the 277
tele-oncology educational/administrative sessions. Given that the majority of these
sessions were medical tumor-board rounds involving multiple physicians, it is not
surprising that physicians made up the majority (71.5%) of participants for these

sessions. Educational/administrative sessions also included smaller percentages of
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pharmacists, nurses, and other health professional groups, as well as “other

participants”, consisting mostly of family members.

Figure A6
Percent Participation in Tele-oncology
Educational/Administrative Sessions
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For the 545 tele-nephrology sessions, the proportion of participant groups involved
included 48.6% for each of nephrologists and patients, with a small percentage of
involvement from pharmacists (2.8%) (data not shown). For the 31 adult tele-psychiatry
sessions the distribution of participants was 47.7 % for each of psychiatrists and
patients, and 4.6 % for social workers (data not shown). For the 75 pediatric psychiatry
sessions the distribution was 31.0 % for each of psychiatrists and patients, 12.4% for
social workers and 25.6 % for ‘Other Participants’, which consisted mostly of family

members (data not shown).

Telehealth Sessions by Regional Health Authority and Trends over Time

Each telehealth session involved at least two sites: 1) the site where the specialist is
located, which is designated the specialist site, and 2) the site where the patient is
located, designated as the remote site. As of December 2008 there were 3 specialist

sites in St. John’s and 28 remote sites, for a total of 31 telehealth sites. It should be
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noted that in the Labrador-Grenfell Authority telehealth sessions take place between
Goose Bay (proxy specialist site) and remote coastal sites whereby a nurse at a coastal
nursing station consults with an emergency room physician in Goose Bay. These
sessions are not part of the CDM Telehealth Program and therefore are not part of this

evaluation.

Figures A7a - A7c present clinical sessions (i.e., consults and follow-ups) by Health
Authority. In a small number of cases multiple remote sites were involved in a session,
in which case the site where the patient was located was used in the analysis. Adult and
pediatric psychiatry sessions were combined because of the small numbers of sessions
for each. Figure A7a shows the number of tele-oncology sessions by Health Authority.
The majority of sessions occurred in Central, followed by Labrador-Grenfell, Western
and Eastern. Figure A7b shows tele-nephrology sessions by Health Authority. The
majority of tele-nephrology sessions took place in Eastern, while no tele-nephrology
sessions took place in Western. Figure A7c shows the number of tele-psychiatry

sessions by Health Authority with Labrador-Grenfell having the most sessions.

Figure A7a
Tele-Oncology Sessions by Regional Health Authority
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Figure A7b
Tele-Nephrology Sessions by Regional Health Authority
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Figure A7c
Tele-Psychiatry Sessions by Regional Health Authority
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Figure A8 presents the number of active tele-oncology sites having at least one
telehealth session. There was almost a linear increase in the number of sites over the

study period, starting at two sites in 2004 and increasing to 31 sites in 2008.

Figure A8
Number of Active Tele-Oncology Sites by Calendar Year
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Figure A9 presents tele-oncology sessions by fiscal quarter for each Health Authority.
All four Authorities experienced increases in tele-oncology sessions from the time of the
first session (September 2004) until the end of the 2008 calendar year. Labrador-
Grenfell was the first to adopt tele-oncology in Q3 of 2004/05, followed by Central and
Western in Q1 of 05/06. Rural sites in Eastern adopted the technology in Q3 of 2005/06.
Central Health experienced a sharp increase in tele-oncology sessions after Q1 of
2005/06 and continued to have, on average, 3 to 4 times as many sessions per quarter
as Labrador-Grenfell, which had the second-most sessions. Central continued to show a
greater increase in sessions than the other Health Authorities, except during Q4 of
2006/07 and Q1 of 2007/08, when there was a slight decrease in the number of sessions
in that Authority. Western and Eastern showed greater increases in session numbers
between Q2 and Q3 of 2008/09, and in Q3 of 2008/09 Western overtook Labrador-

Grenfell as having the second most telehealth oncology sessions per quarter.
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Figure A9
Tele-Oncology Clinical Sessions by Regional Health Authority
of Remote Site and Fiscal Quarter
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Given that tele-nephrology and tele-psychiatry sessions only started in late 2007 and
early 2008, the numbers of sessions for these programs are low and therefore are not
presented graphically. Tele-nephrology sessions in Eastern almost tripled over the
study period, increasing from 53 in Q4 of 2007/08 to 150 in Q3 of 2008/09. Sessions in
Labrador-Grenfell more than tripled, going from 14 in Q4 of 2007/08 to 46 in Q3 of
2008/09. Tele-nephrology sessions in Central did not start until Q3 of 2008/09, with 66
sessions being recorded in that quarter. As previously stated, there were no tele-
nephrology sessions in Western during the study period. Given the small number of
sessions in the two tele-psychiatry programs, the number of sessions in these programs
are reported at the provincial level. The first full quarter in which sessions took place in
both programs was Q4 of 2007/08. Sessions in the adult tele-psychiatry program
increased from six in this quarter to 14 in Q3 of 2008/09, while sessions in the pediatric

program increased only slightly from 17 to 19 over the same time period.
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Telehealth Sessions by Site

Specialist Sites

For the tele-oncology program over 99% of sessions used the H. Bliss Murphy Cancer
Centre as the specialist site, whereas over 96% of tele-nephrology sessions used the
Health Sciences Centre. For adult tele-psychiatry, 74% of sessions used the Health
Sciences Centre as the specialist site, while the remaining 26% used the H. Bliss
Murphy Cancer Centre. For pediatric tele-psychiatry, 65% of sessions used the
Janeway Children’s Hospital as the specialist site, 24% used the H. Bliss Murphy Cancer

Centre, and 11 % used the Health Sciences Centre.

Remote Sites

Figures A10 - A13 present the total number of tele-oncology sessions by Health
Authority of the remote site. In Eastern there were three remote sites involved in tele-
oncology, with the Burin site having the most sessions. In Central there were six sites
involved with the two larger centers, Grand Falls and Gander, having the most sessions.
Western had four sites involved with Corner Brook having the most sessions. The
Labrador-Grenfell Health Authority had the most sites involved in tele-oncology with 12
sites. The three largest centers, Goose Bay, Labrador City and St. Anthony had the most
sessions. Smaller sites, where less than five sessions took place during the study
period, were combined in an ‘other category (total of eight sessions). These smaller

sites included Port Hope Simpson, Mary’s Harbor, Postville, Cartwright and Makkovic.
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Number of Tele-Oncology Sessions by Site, Eastern
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Number of Tele-Oncology Sessions by Site, Central
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Figure A12

Number of Tele-Oncology Sessions by Site, Western
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Figure A13

Number of Tele-Oncology Sessions by Site, Labrador-Grenfell
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Figure A14 shows tele-nephrology sessions by remote site and Health Authority.
Sessions involved two remote sites in the Eastern (Burin and Clarenville), one in Central
(Gander), and two in Labrador/Grenfell (St. Anthony and Goose Bay), with the Burin site
having the most sessions. There were no tele-nephrology sessions in Western during

the study period.

Figure A14
Number of Tele-Nephrology Sessions by Site
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The number of sessions for adult and pediatric tele-psychiatry were too small for
analysis at the site level. Sites for these two programs are shown in Tables A2 and A3.
The adult program involved six remote sites: one in each of Eastern, Central and
Western, and three in Labrador-Grenfell. The pediatric program involved 14 sites: one in
Eastern, three in Central, two in Western, and eight in Labrador-Grenfell. The Goose

Bay site recorded the most sessions for both tele-psychiatry programs.
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Table A2:
Remote Sites Involved in Adult Tele-Psychiatry Sessions

Eastern Central Western Labrador-Grenfell
Burin Twillingate | Corner Brook | Goose Bay
Labrador City
St. Anthony
Table A3

Remote Sites Involved in Pediatric Tele-Psychiatry Sessions

Eastern Central Western Labrador-Grenfell
Burin Grand Falls-Winsor | Corner Brook | Goose Bay
Gander Stephenville Labrador City
Brookfield St. Anthony
Roddickton
Flower’s Cove

Nain

Hopedale
Natuashish

B. Surveys

1) Provider Survey

A total of 61 of the 84 provider questionnaires were returned completed for a response
rate of 72.6%. Of the 61 respondents, 46 (75.4%) were female and 12 (19.7%) were
male; (three non-responses). The mean age of the respondents was 45.7 years; (ten
non-responses). The majority of respondents (75.4%) had participated in five or fewer

telehealth sessions in the past month; (four non-responses).

Figure B1 presents survey respondents by provider group. Over half of the respondents
were nurses (54.1%); 26.2% were physicians; 9.9% occupational therapists; and 9.9%
were categorized as ‘Other’. The ‘Other’ category included administrators/managers,

social workers, nurse practitioners and pharmacy staff.
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Figure B1
Respondents by Healthcare Provider Group
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Figure B2 presents respondents of the provider survey by telehealth program. The
majority of respondents were involved with the tele-oncology program (55.9%), with a
further 11.8% involved with psychiatry and 7.4% with nephrology. One quarter of
respondents were involved with other telehealth programs and were categorized as
‘Other’. Other programs included neurology, occupational therapy, endocrinology, family
medicine/primary healthcare, palliative care, surgery and orthopedics. Given that some
providers were involved in more than one program, the total number of programs
reported is greater than the total number of respondents. Responses for two

respondents were excluded because they did not specify a program.

Figure B2
Respondents by Telehealth Program

38 (55.9%)

o

ANONUNNN NN Y

N N W
[ 2]

-
(¢

-
o

Number of Respondents

[= 2]

31

Oncology Psychiatry Nephrology Other



Figure B3 presents survey respondents by Health Authority of practice.

Most

respondents practiced within Western (34.4%) or Eastern (31.1%), with smaller numbers
practicing within Labrador-Grenfell (18.0%) and Central (16.4%).

25

20

15

10

Total Number of Respondents

NANANAN

Respondents were

Figure B3
Respondents by Regional Health Authority
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asked to rate their agreement with each statement in the

questionnaire using a five-point Likert Scale; all statements were positively-worded.

“‘Don’t know” and “Not Applicable” categories were also included. Percent agreement is

the sum of the percentage of respondents indicating either “Agree” or “Strongly Agree”,

while for reporting purposes the percent agreement was rolled-up into five levels of

agreement as shown in Table B1.

Table B1
Level of Agreement Categories

Level of Percent
| Agreement | Agreement
Strong 80-100%
Moderate 60-79%
Modest 50-59%
Minimal 20-49%
Little 0-19%
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Table B2 presents the percent distribution of responses by providers across categories
for each statement, as well as the level of agreement with each response. If there were
missing responses for a particular statement, the number of respondents (x) providing a
valid response for that statement was indicated by (n = x) immediately after the

statement.

While there was strong agreement by providers with the statement “During my telehealth
session the patient and specialist... are able to see and hear each other adequately’,
there was only moderate agreement with the majority of the statements (i.e., 9/13). For
the remaining three statements the percent agreement was less than 50%: “Telehealth
generally decreases wait time to the initial specialist visit’; “During a telehealth session, if
needed, | am able to examine patients in an acceptable manner’; and “....telehealth has
prevented my patient(s) from being hospitalized.” A fair number of respondents indicated
“‘Don’t Know” (21.7%) for the statement “Telehealth generally decreases wait time to the
initial specialist visit’, and a large proportion of respondents indicated “Not Applicable”
(23.7%) for the statement “During a telehealth session, if needed, | am able to examine
patients in an acceptable manner’. Several respondents indicated either “Don’t Know”
(21.3%) or “Not Applicable” (27.9%) for the statement “...telehealth has prevented my

patient(s) from being hospitalized.”
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Percent Distribution of Likert Scale Responses - Provider Survey

Table B2

Statement

Strongly
Agree
n (%)

Agree
n (%)

Neutral
n (%)

Disagree
n (%)

Strongly
Disagree
n (%)

Don’t
Know
n (%)

N/A
n (%)

Level of
Agreement

#1. Telehealth has
made it easier for
my patients to obtain
an appointment with
the specialist/other
provider at the
provider site

31
(50.8)

17
(27.9)

(11.5)

(3.3)

(4.9)

(1.6)

Moderate

#2. Telehealth
generally decreases
the wait time to the
initial specialist visit
for my patients
(n=60)

15
(25.0)

12
(20.0)

(15.0)

(10.0)

(1.7)

13
21.7)

(6.7)

Minimal

#3. The availability
of telehealth
generally allows
patients to be seen
more frequently by a
specialist (or other
healthcare provider)
than if telehealth
was not available

27
(44.3)

19
(31.1)

(6.6)

(6.6)

(8.2)

(3.3)

Moderate

#4. The facility
space in which |
attend telehealth
session(s) is
appropriate

26
(42.6)

16
(26.2)

(11.5)

(13.1)

(3.3)

(3.3)

Moderate

#5. The
videoconference
equipment was
ready and working
properly during
telehealth session(s)

26
(42.6)

17
(27.9)

13
(21.3)

(6.6)

(1.6)

Moderate

#6. During my
telehealth sessions
the patient and the
specialist (other
healthcare provider
at provider site) are
able to see and hear
each other
adequately (n=59)

24
(40.7)

25
(42.4)

(11.9)

(1.7)

(1.7)

(1.7)

Strong

#7. | have no
privacy or
confidentiality
concerns about my
telehealth sessions
(n=59)

24
(40.7)

20
(33.9)

(10.2)

(8.5)

(3.4)

(1.7)

(1.7)

Moderate
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#8. During a
telehealth session, if
needed, | am able to
examine patients in
an acceptable
manner (n=59)

10 15 11 6 2 1 14
(16.9) (25.4) (18.6) (10.2) (3.4) (1.7) | (@3.7)

Minimal

#9. Generally
speaking, availability
of telehealth makes
it more likely for
patients to see the 25 22 1 2 1 7 2
same specialist (or (41.7) (36.7) (1.7) (3.3) (1.7) (11.7) (3.3)
other healthcare
provider) for their
health problem
(n=60)

Moderate

#10. Telehealth
generally improves
communication/ 20 21 11 3 5
information transfer (33.3) (35.0) (18.3) (5.0) (8.3)
among healthcare
providers (n=60)

Moderate

#11. Availability of
telehealth has
prevented my
patient(s) from being
hospitalized (n=58)

(5.2) (13.8) (17.2) (3.4) (8.6) 21.3) | (27.9)

Moderate

#12. Telehealth
enhances the quality 19 25 10 2 3 1

of care my patients (31.7) (41.7) (16.7) (3.3) (5.0) (1.7)
receive (n=60)

Moderate

#13. | feel | have
received adequate
training on using
telehealth system
(n=60)

17 20 16 3 2 1 1
(28.3) (33.3) (26.7) (5.0) (3.3) 1.7 | (.7

Moderate

Table B3 presents the percent agreement with statements in the provider survey by
telehealth program. The table includes p-values of Fischer-Exact tests, the test used to

determine if significant differences existed between programs.

There were no statistically significant differences in agreement between telehealth
programs for any statement. However, percent agreement was lower for oncology and
the ‘Other’ program group than for the nephrology and psychiatry programs for the
following statements: #5 “The videoconference equipment was ready and working
properly during telehealth session(s)”, and #13 “I feel | have received adequate training
on using telehealth system”. Percent agreement was lower for nephrology for the
statement #7 “I have no privacy or confidentiality concerns about my telehealth
sessions.” Percent agreement was lower for the ‘Other’ program group than for the
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other three telehealth programs for the following statements: #1“Telehealth has made it

easier for my patients to obtain an appointment with the specialist/other provider at the

provider site”, and #4 “The facility space in which | attend telehealth session(s) is

appropriate”. These results need to be viewed with caution given the small number of

respondents (n = 5) for the nephrology and psychiatry programs.

Table B3

Percent Agreement by Telehealth Program - Provider Survey

Statement

Percent Agree

Oncology
(n=38)

Nephrology
(n=5)

Psychiatry
(n=5)

Other
(n=13)

p-value

#1. Telehealth has made it
easier for my patients to obtain
an appointment with the
specialist/other provider at the
provider site

86.8

80.0

80.0

53.8

0.08

#2. Telehealth generally
decreases the wait time to the
initial specialist visit for my
patients (n=60)

55.3

20.0

40.0

23.1

0.15

#3. The availability of telehealth
generally allows patients to be
seen more frequently by a
specialist (or other healthcare
provider) than if telehealth was
not available

78.9

100

60.0

61.5

0.26

#4. The facility space in which |
attend telehealth session(s) is
appropriate

80.0

100

46.2

0.15

#5. The videoconference
equipment was ready and
working properly during
telehealth session(s)

60.5

100

100

76.9

0.13

#6. During my telehealth
sessions the patient and the
specialist (other healthcare
provider at provider site) are
able to see and hear each other
adequately (n=59)

81.6

80.0

80.0

76.9

0.94

#7. | have no privacy or
confidentiality concerns about
my telehealth sessions (n=59)

76.3

20.0

80.0

76.9

0.08

#8. During a telehealth session,
if needed, | am able to examine
patients in an acceptable
manner (n=59)

31.6

60.0

40.0

61.5

0.21
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#9. Generally speaking,
availability of telehealth makes it
more likely for patients to see
the same specialist (or other
healthcare provider) for their
health problem (n=60)

#10. Telehealth generally
improves

81.6 60.0 80.0 69.2 0.55

communication/information 71.1 80.0 60.0 53.8 0.67

transfer among healthcare
providers (n=60)

#11. Availability of telehealth
has prevented my patient(s)
from being hospitalized (n=58) 15.8 40.0 20.0 15.4 0.61

#12. Telehealth enhances the

quality of care my patients
receive (n=60) 68.4 80.0 100 69.2 0.62

#13. | feel | have received
adequate training on using
telehealth system (n=60) 50.6 100 80.0 61.5 0.18

Table B4 presents the percent agreement with statements in the provider survey by
Health Authority. Agreement was lower for Eastern and Central for statement #9
“Generally speaking, availability of telehealth makes it more likely for patients to see the
same specialist (or other healthcare provider) for their health problem”; agreement was
higher in Labrador/Grenfell for statement #10 “Telehealth generally improves
communication/information transfer among healthcare providers”; agreement ranged
from a low of 4.8% in Western to a high of 45.5% in Labrador/Grenfell for statement #11
“Availability of telehealth has prevented my patients from being hospitalized”; agreement
was lower in Central and Western for statement #12 “ Telehealth enhances the quality of
care my patients receive.” While not statistically significant, agreement was found to be
lower in Central for statements: #5 “The videoconference equipment was ready and
working properly during telehealth session(s).” and #13 “I feel | have received adequate
training on using the telehealth system”; and lower in Labrador-Grenfell for statement #8

“I have no privacy concerns about my telehealth session.”
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Table B4
Percent Agreement by Regional Health Authority - Provider Survey

Statement

Percent Agree

Eastern
(n=19)

Central
(n=10)

Western
(n=21)

Lab/Grenfell
(n=11)

p-value

#1. Telehealth has made it easier for
my patients to obtain an appointment
with the specialist/other provider at
the provider site

73.7

80.0

76.2

90.9

0.79

#2. Telehealth generally decreases
the wait time to the initial specialist
visit for my patients (n=60)

36.8

60.0

42.9

455

0.68

#3. The availability of telehealth
generally allows patients to be seen
more frequently by a specialist (or
other healthcare provider) than if
telehealth was not available

63.2

80.0

71.4

100

0.12

#4. The facility space in which |
attend telehealth session(s) is
appropriate

68.4

60.0

66.7

81.8

0.76

#5. The videoconference equipment
was ready and working properly
during telehealth session(s)

73.7

50.0

76.2

72.7

0.52

#6. During my telehealth sessions the
patient and the specialist (other
healthcare provider at provider site)
are able to see and hear each other
adequately (n=59)

68.4

80.0

85.7

90.9

0.47

#7. | have no privacy or confidentiality
concerns about my telehealth
sessions (n=59)

78.9

80.0

71.4

54.5

0.52

#8. During a telehealth session, if
needed, | am able to examine
patients in an acceptable manner
(n=59)

31.6

20.0

47.6

36.4

0.17
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#9. Generally speaking, availability of
telehealth makes it more likely for
patients to see the same specialist (or 68.4 50.0 85.7 100 0.02*
other healthcare provider) for their
health problem (n=60)

#10. Telehealth generally improves
communication/information transfer .
among healthcare providers (n=60) 57.9 50.0 66.7 100 0.04

#11. Availability of telehealth has

prevented my patient(s) from being .

#12. Telehealth enhances the quality
of care my patients receive (n=60)

89.5 60.0 47.6 100 0.002*
#13. | feel | have received adequate
training on using telehealth system
(n=60) 73.7 30.0 61.9 63.6 0.16

* Statistically significant difference

Table B5 presents the percent agreement with statements in the provider survey by
provider group. Agreement was lower for physicians and the ‘Other’ provider group than
for nurses for statement #3 “The availability of telehealth generally allows patients to be
seen more frequently by a specialist (or other healthcare provider) than if telehealth was
not available.” Agreement was lower for physicians for statement #6 “During my
telehealth sessions the patient and the specialist (other healthcare provider at provider
site) are able to see and hear each other adequately”. Although not statistically
significant, agreement was lower for physicians for statement #8 “During a telehealth

session, if needed, | am able to examine patients in an acceptable manner.
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Table B5
Percent Agreement by Provider Group - Provider Survey

Percent Agree

Statement p-value

Physician Nurse Other
(n=16) (n=33) (n=12)

#1. Telehealth has made it easier for
my patients to obtain an appointment
with the specialist/other provider at 68.8 87.9 66.7 0.13
the provider site

#2. Telehealth generally decreases
the wait time to the initial specialist
visit for my patients (n=60) 37.5 515 33.3 0.45

#3. The availability of telehealth
generally allows patients to be seen
more frequently by a specialist (or 62.5 87.9 58.3 0.04*
other healthcare provider) than if
telehealth was not available

#4. The facility space in which |

attend telehealth session(s) is
appropriate 75.0 69.7 58.3 0.66

#5. The videoconference equipment
was ready and working properly
during telehealth session(s) 68.8 2.7 66.7 093

#6. During my telehealth sessions the
patient and the specialist (other
healthcare provider at provider site) 56.3 90.9 83.3 0.02*
are able to see and hear each other
adequately (n=59)

#7. | have no privacy or confidentiality

concerns about my telehealth
sessions (n=59) 68.8 69.7 83.3 0.74

#8. During a telehealth session, if
needed, | am able to examine

patients in an acceptable manner 18.8 45.5 8.3 0.07
(n=59)




#9. Generally speaking, availability of
telehealth makes it more likely for
patients to see the same specialist (or 68.8 84.8 66.7 0.27
other healthcare provider) for their
health problem (n=60)

#10. Telehealth generally improves
communication/information transfer
among healthcare providers (n=60) 62.5 2.7 58.3 0.61

#11. Availability of telehealth has
prevented my patient(s) from being
hospitalized (n=58) 25.0 18.2 8.3 0.54

#12. Telehealth enhances the quality
of care my patients receive (n=60)

81.3 66.7 75.0 0.60
#13. | feel | have received adequate
training on using telehealth system
(n=60) 62.5 57.6 66.7 0.94

* Statistically significant difference

Other Provider Survey Questions

In Question #14, providers were asked “Do you think telehealth should be expanded to
other healthcare services in your region?”. The majority of respondents (85.2%: n = 54)
answered ‘yes’. Those that answered “yes” were then asked what heath care services
telehealth should be included in any expansion. Comments were grouped under three

themes as shown in Table B6.

Table B6
Frequency of Reponses Indicating Desired
Expansion of Telehealth by Theme

Theme #
Expansion of telehealth based on specific disciplines 35
Expansion of telehealth based on specialties/geographic areas 18
Expansion of telehealth based on specific communities/areas 9

The most frequent response was that telehealth should be expanded to specific
disciplines, with the most common discipline cited being psychiatry/mental health,

followed by dermatology. Other disciplines suggested included hematology, emergency
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medicine, internal medicine, physiotherapy, pediatrics, allied health, diabetes care,

palliative care, endocrinology, rheumatology, and urology.

The second theme identified was the expansion of telehealth based on
specialties/geographic areas. Suggestions were that telehealth should be expanded to

rural/remote/small areas and to those areas lacking specialists.

e Any rural areas that at present cannot avail of this technology
o All of them especially those where the specialist does not exist in their area
e Rheumatology follow-up appointments with specialists in St. John’s to aid in

chronic disease management

A third theme was related to the expansion of telehealth to (or within) specific
communities. Burgeo was the community most often noted for need of expansion, with
other areas including the Central Newfoundland region, Burin, Grand Bank, Carbonear,
Placentia, Bonavista, Fortune Bay North area, Springdale, Baie Verte and Ramea. It
should be noted that it is possible that these areas were identified because these were
the locations that providers were most familiar with and would therefore have likely been

aware of present gaps in these areas.

In Question #15 providers were asked how much travel distance they saved, if any, by
seeing patients by telehealth in the past month. Only 12 providers out of 61, evenly split
between physicians and nurses, provided an estimate of travel distance saved. Five
respondents reported a travel savings of 1,500-2,000 km during the past month, three
reported savings of over 5,000 km, and three reported less than 1,000. One respondent

reported “thousands of kilometers”.

In Question #16 providers were asked to provide any further comments about their
experience with telehealth. Frequency of responses were grouped into five specific
themes as shown in Table B7. Note: some respondents provided more than one

response.
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Table B7
Frequency of Patient Comments about Experiences
with Telehealth by Theme

Theme #
Benefits/positive responses 44
Challenges 22
Suggestions for strengthening program 18
Space/location of sessions 8
General comments 7

Providers noted a number of benefits in their responses, the most frequent of which was

that telehealth saved patients time, travel and money. Additional comments were related

to family participation and enhancement of patient care.

This is an excellent service to the clients in our area. The travel time to St. John’s
is approximately five hours for an appointment that lasts 10-15 minutes. It saves
our clients time and money that some of them do not have much of.

| feel telehealth is great. It saves the patient a trip to St. John’s for what would be
a five minute appointment. Many of these patients do not have their own
transportation, places to stay or the money to do this.

Patient care has been greatly enhanced by telehealth services, reduction in cost
for travelling, time away from family and work and the user friendliness of the
system translates to the money saved.

| want to see all my patients via telehealth and decrease my travel.

A small minority choose travel over video when offered a choice. Most of this
minority has family in St. John’s.

Marked improvement in accessibility continuity of care, access to specialist
services etc...Allows local healthcare providers to be on the front line when
accessing specialist services.

Excellent for oncology — better when family doctor present.

Telehealth is vital for a portion of my caseload. Some clients are medically not
cleared for travel to St. John’s to attend seating clinic and for the logistics to
travelling are so significant that it is not an option. Before telehealth these clients

either did without (no access to specialty services) or occupational therapists
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would do their best with use of digital pictures and telephone...but this isn’t the
same
o | thought it was wonderful. It was if MD was in the room with the patient and

myself. Quality was good.

Challenges to the provision of telehealth were also noted, the most common of which
was that hearing loss in patients can make sessions difficult. Other problems were
doctors being late for the appointment, technical issues, and difficulties with a lack of a

shared patient record.

e Only disadvantage is when we are unfamiliar with the patient sometimes they
may have hearing loss which make it difficult.

o No privacy is available to the patient though — we have a small unit and all
patients and family members can hear the discussion.

o Most frustrating issue is the delay in appointments. Sometimes waiting up to 45
minutes to one hour because Doctor is late or equipment is not working properly

e |s very dependent on staff at patient site and their familiarity with process. Not
easy to use when the distance MD is only one of several providers interacting
with the patient at same time. Big issue with lack of shared chart at
provider/patient unit this needs to electronic and shared.

e Consult was good, but the ability to implement the recommendations was a
challenge given limited resources (human and physical) in comparison to the
specialty site resources in rural areas. There is still no plan for this person yet
despite consult as a result of resource issues.

o Telehealth has been beneficial in some areas, however it has taken away site
visits from the dialysis unit. There is not a lot of privacy in the dialysis unit at any
time but the sound has to be high on the T.V so everyone can hear the
physician’s comments. Some patients refuse to discuss any private matters on

telemedicine and therefore have no opportunity to discuss these matters.

There were also suggestions for strengthening the telehealth program, with the most
frequent being that usage of telehealth among specialists needs to be encouraged.
Additional comments included the need for improved policy and procedures, cordless

headphones, and a second camera for zooming.
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o More usages. All specialists should be encouraged to use it when appropriate.

o Need co-ordination. My patients have driven to Corner Brook to video-link with
St. John’s when they could have done it in Port aux Basques — very unfortunate
and not uncommon. One thing to drive to see the doctor but to drive then video.

e Need to be at least given family doctor bonus for this when fee for service.

o Improved access to peripheral devices, improved quality, assured telehealth
facilities, improved policies and procedures will further enhance program

e Being able to control the remote camera can improve the quality of the
interaction

o Cordless headphones would be beneficial. Also need a computer attached to the
set so the physician can see blood work or other reports and can then discuss it

with the client.

There were several responses related to the location in which the telehealth sessions
were held, with the two most common being a lack of space and the need for better
soundproofing (i.e., privacy). It was suggested that there is discomfort with some
physicians in using their personal office space for telehealth sessions, and that sessions

should be in a designated area.

e | hate using my office space...consider it my private space.

e Would like to have separate unit for oncology use, to be kept in oncology nurses
office. Often have to have telehealth sessions in oncology unit as lecture room is
unavailable. Involves having to move around a unit and have nurses leave their
department.

o | think that telehealth conferences should be designated to one area with a
computer or IT personnel there to fix any glitches during the session. | don'’t feel
this is a nursing function other than a set of vital signs, height and weight.

e Our room is small — can only fit 1-2 family members and room is also used for
other treatments

e We have averaged 15-20 videoconference visits/month. We are currently using
an examination room or doctor’s office and if patient has more than one person

with him/her there is not enough space in either of these rooms.
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Patient Survey

A total of 88 patient surveys were returned completed. Five surveys were excluded
because the evaluation team felt that these respondents misunderstood the instructions
included with the survey. Of the 83 respondents, 43 (53.1%) were female and 38
(46.9%) were male; (two non-responses); mean age of respondents was 58.2 years.
Figure B4 presents survey respondents by age group. Over 83% of respondents fell into

the 45+ age groups, with the 65+ being the most common (six non-responses).

Figure B4
Patient Survey Respondents by Age Group

40- 36 (46.8%)

28 (36.4%)

7(9.1%

6 (7.8%)

Number of Participants
N
o

10
5,
0
0-19 20-44 45-64 Over 65
Age Group

Figure B5 presents the patient respondents by telehealth program; (eight non-
responses). The largest group of patients were involved in the tele-oncology program
(49.3%), with tele-nephrology being the second most common (33.3%). The remaining
17.4% were involved in other programs such as psychiatry, dietetics, hematology,
genetics, urology, and pediatrics and were grouped into a single ‘Other’ category due to

small numbers.
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Figure B5
Patient Survey Respondents by Telehealth Program
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Figure B6 presents patient respondents by the Health Authority in which the telehealth
site was located. The highest proportion of responses came from Western at 31.2%;
29.9% from Eastern; 24.7% from Labrador/Grenfell; and 14.3% from Central (six non-

responses).

Figure B6
Patient Survey Respondents by Regional Health Authority
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Patients were asked to rate their agreement with each statement using a five-point Likert

Scale; all statements were positively-worded.

“Don’'t Know’

and “Not Applicable”

categories were also included. Percent agreement is the sum of the percentage of

respondents indicating either “Agree” or “Strongly Agree”, while for reporting purposes

the percent agreement was rolled-up into five levels of agreement as shown in Table B1

(p. 32). Table B8 presents the percent distribution of responses across categories for

each statement, as well as the level of agreement with each response.

If there were

missing responses, the number of respondents (x) providing a valid response for that

statement is indicated by (n = x).

There was strong agreement with all but two statements, suggesting that patients had a

very positive experience with telehealth.

There was moderate agreement with two

statements: “The facility space in which | attended the telehealth session was

appropriate”, and “I had no privacy or confidentiality concerns about my telehealth

session”.

Table B8
Percent Distribution of Likert Scale Responses - Patient Survey (N = 83)

St S Agree Neutral Disagree S.trongly i e Level of
atement Agree n (%) n (%) n (%) Disagree Know n Ji———
n (%) ’ ° ’ n% | n@ | @) |9
#1. Telehealth has made it
easier for me to get an 55 12 9 3 2 2
appointment to see the - Strong
specialist/other provider at (66.3) (14.5) | (10.8) (36) (2.4) (2.4)
the provider site
#2. Telehealth allows me to
see the specialist/other 60 12 4 2 2 3
healthcare provider more -- Strong
often then if telehealth was (72.3) (14.5) (4.8) (24) (24) (3.6)
not available
#3. | was able to get a
telehealth appointment in an 57 10 7 1 2 1 4 s
acceptable amount of time 69.5) | (12.2) | 8.5) (1.2) (2.4) (12) | @s8) trong
(n=82)
#4. The facility space in
which | attended the 57 9 10 1 5 1 Moderat
telehealth session was 68.7) | (10.8) | (12.0) (1.2) (6.0) T | (12 | Moderate
appropriate
#5. During telehealth
sessions the specialist 66 11 4 1 1
(other healthcare providerat | (79.5) | (13.3) | (4.8) (1.2) (1.2) - - Strong

provider site) and | are able
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to see and hear each other

#6. During telehealth
sessions the

telehealth (n=81)

videoconference equipment (76;38) (11316) (337) (225) (225) -- -- Strong
was ready and working ’ ’ ’ ’ ’
properly (n=81)
#7. | had no privacy or
confidentiality concerns 52 6 8 6 7 1 1
?bog;)my telehealth session | (64.2) | (7.4) | (9.9) (7.2) (8.4) (1.2) | (.2)| Moderate
n:
#8. The process used to
schedule and confirm my 60 9 6 1 2 2 st
telehealth appointmentwas | (75.0) | (11.3) | (7.5) (1.2) (2.4) 24 | ~ rong
acceptable (n=80)
#9. During my telehealth 67 8 3 2 1
session | had time to ask -- -- Strong
questions (n=81) (82.7) (9.9) (3.7) (2.5) (1.2)
#10. Telehealth makes it
more likely for me to see the 58 9 7 1 3 2 1
same specialist than if Strong
telehealth was not available (71.6) (11.1) (8.6) (12) (3.7) (2.4) (1.2)
(n=81)
#11. My travel time to 62 8 3 ) 5
telehealth site was - - Stron
acceptable (n=81) (r7.5) | (10.0) | (3.6) (2.4) (6.3) g
#12. | was satisfied with the 65 5 7 3 1
overall quality of my - -- Strong
telehealth sessions (n=81) (80.2) (62) (8.6) (37) (1.2)
#13. | would use telehealth 68 6 4 2 1
service again (n=81) 84.0) | (74) | (4.9 - (2.5) (12 | ~ Strong
#14. | would recommend the
h 64 8 5 1 2 2
use of the telehealth service - Strong
to others (n=82) (78.0) (9.8) (6.1) (1.2) (2.4) (2.4)
#15. | had no problems
finding the location/room 64 7 5 1 1 3
where my telehealth session -- Strong
was supposed to take place (79.0) (8.6) (6.2) (1.2) (1.2) (3.6)
(n=81)
#16. | was provided with an
explanation of what to 63 11 4 4
expect during my telehealth 76.8) | (13.4) | (4.8) - (4.8) - - Strong
session (n=82)
#17. 1 am comfortable
seeing the specialist/other 63 8 7 3
healthcare provider by (77.8) (9.9) (8.4) - (3.6) - - Strong

Table B9 presents the percent agreement with statements by telehealth program.

Patient agreement was significantly lower for the nephrology program than the other

programs for the following four statements: #4 “The facility space in which | attended the
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telehealth session was appropriate”; #7 “I had no privacy or confidentiality concerns
about my telehealth session”; #10 Telehealth makes it more likely for me to see the
same specialist than if telehealth was not available”; and #12 “I was satisfied with the
overall quality of my telehealth session(s)”, and significantly lower for the ‘Other
program group for statement #9 “During my telehealth session | had time to ask

questions.”

Table B9
Percent Agreement by Telehealth Program: Patient Survey

Percent Agree

p-
value

Statement

Oncology | Nephrology | Other
(n=14) (n=24) (n=11)

#1. Telehealth has made it easier for
me to get an appointment to see the
specialist/other provider at the 81.1 76.0 84.6 0.93
provider site

#2. Telehealth allows me to see the
specialist/other healthcare provider
more often then if telehealth was not 89.2 80.0 92.3 0.76
available

#3. | was able to get a telehealth

appointment in an acceptable amount
of time 86.5 72.0 76.9 0.51

#4. The facility space in which |

attended the telehealth session was .
appropriate 91.9 52.0 92.3 | 0.001

#5. During telehealth sessions the

specialist (other healthcare provider
at provider site) and | are able to see 91.9 100 84.6 0.16
and hear each other

#6. During telehealth sessions the
videoconference equipment was
ready and working properly 94.6 92.0 84.6 0.06

#7. | had no privacy or confidentiality
concerns about my telehealth session

86.5 44.0 76.9 | 0.003*
#8. The process used to schedule
and confirm my telehealth
appointment was acceptable 89.2 84.0 84.6 0.08
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#9. During my telehealth session |
had time to ask questions

94.6 96.0 84.6 0.03*
#10. Telehealth makes it more likely
for me to see the same specialist .
than if telehealth was not available 94.6 64.0 84.6 | 0.006
#11. My travel time to telehealth site
was acceptable 86.5 84.0 92.3 0.37
#12. | was satisfied with the overall
quality of my telehealth sessions 94.6 76.0 84.6 0.04*
#13. | would use telehealth service
again 94.6 88.0 92.3 0.10
#14. | would recommend the use of
the telehealth service to others 91.9 80.0 84.6 0.52
#15. | had no problems finding the
location/room where my telehealth
session was supposed to take place 91.9 80.0 76.9 0.39
#16. | was provided with an
explanation of what to expect during
my telehealth session 91.9 88.0 84.6 0.80
#17. 1 am comfortable seeing the
specialist/other healthcare provider

91.9 80.0 84.6 0.36

by telehealth

* Statistically significant difference
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Table B10 presents the percent agreement for patients with statements by Health Authority.
Patient agreement was lower for Eastern than for the other Health Authorities for statement: #7

“l had no privacy or confidentiality concerns about my telehealth session”

Table B10
Percent Agreement by Regional Health Authority: Patient Survey

Percent Agree

Statement p-value

Eastern Central Western Lab/Grenfell
(n=23) (n=11) (n=24) (n=19)

#1. Telehealth has made it easier for
me to get an appointment to see the
specialist/other provider at the 78.3 90.9 83.3 73.7 0.87
provider site

#2. Telehealth allows me to see the
specialist/other healthcare provider
more often then if telehealth was not 87.0 81.8 91.7 84.2 0.86
available

#3. | was able to get a telehealth

appointment in an acceptable amount
of time 73.9 90.9 83.3 78.9 0.87

#4. The facility space in which |

attended the telehealth session was
appropriate 65.2 90.9 91.7 73.7 0.17

#5. During telehealth sessions the

specialist (other healthcare provider
at provider site) and | are able to see 95.7 100 83.3 94.7 0.46
and hear each other

#6. During telehealth sessions the
videoconference equipment was
ready and working properly 91.3 100 83.3 94.7 0.21

#7. | had no privacy or confidentiality
concerns about my telehealth session

47.8 90.9 83.3 73.7 0.02*
#8. The process used to schedule
and confirm my telehealth
appointment was acceptable 73.9 90.9 83.3 89.5 0.72
#9. During my telehealth session |
had time to ask questions

95.7 100 87.5 89.5 0.24
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#10. Telehealth makes it more likely
for me to see the same specialist
than if telehealth was not available 69.6 90.9 87.5 78.9 0.53

#11. My travel time to telehealth site
was acceptable 78.3 100 87.5 78.9 0.50

#12. | was satisfied with the overall
quality of my telehealth sessions 73.9 100

87.5 89.5 0.20
#13. | would use telehealth service
again 87.0 100 87.5 94.7 0.29
#14. | would recommend the use of
the telehealth service to others 82.6 90.9 87.5 895 0.97
#15. | had no problems finding the
location/room where my telehealth
session was supposed to take place 82.6 90.9 79.2 94.7 0.65

#16. | was provided with an
explanation of what to expect during 87.0 90.9 875 89.5 1.00
my telehealth session ' ' ' ' '

#17. | am comfortable seeing the
specialist/other healthcare provider 82.6 81.8 87.5 89.5 0.94
by telehealth

* Statisically significant difference

Other Patient Survey Questions

Question #18 asked the patient what they would have done if telehealth was not available. The
distribution of responses for the four possible options is illustrated in Figure B7. The majority of
respondents (77.8%) indicated that they would have had to travel to St. John’s to see the
specialist in-person; 12.5% would have waited to see a specialist in a travelling clinic near their
community, while the remaining 3.8 % would not have seen the specialist at all. A small
proportion (5.0%) selected the “other” category indicating that they would have taken another

option, such as “would not be able to live in Labrador”.
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Figure B7
Patient Options if Telehealth were not Available
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Question # 19 asked patients what would be the main issue in making an in-person specialist
visit difficult. The most common issue selected was transportation (33.1%), followed by
financial (30.0%), sickness (24.2%), employment (6.7%) and ‘other’ (5.8%), such as “distance to

travel,” “travel time” and “no specialist in area”. The distribution of responses for the possible

issues is illustrated in Figure B8. Note: some respondents provided multiple responses.

Figure B8
Issues Identified by Patients which Made In-person Specialist Visits Difficult
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Question #20 asked the patient to estimate the distance (in km) they would need to travel to see
the specialist if telehealth was not available. Table B11 presents the distribution of distances
indicated by respondents. The majority (79.5%) of patients estimated they would have had to
travel over 200 kilometers to see the specialist, with almost half (47.0%) having to travel more

than 500 kilometers.

Table B11
Distance to Travel to See Specialist if Telehealth were not Available

Distance (km) | Respondents | Percentage (%)
0-50 2 2.4
51-100 8 9.6
101-200 7 8.4
201-500 27 32.5
501-1000 22 26.5
1001+ 17 20.5
Total 83 100.0

Question #21 asked patients to provide an estimate of the cost savings they experienced by
seeing the specialist by telehealth for the current telehealth session. As shown in Table B12,
33.0% of the telehealth patients estimated savings between $100-$500, 20.3% between $500-
$1,000, and 22.8% estimated savings of over $1,000. The average savings for each patient

across all ranges for the current session was estimated to be $868".

Table B12
Approximate Cost Savings for Current Telehealth Session

Savings Respondents | Percentage (%)
$0-100 19 241
$101-200 5 6.3
$201-500 21 26.6
$501-1000 16 20.3
$1001-2000 10 12.7
$2001-5000 5 6.3
$5000+ 3 3.8

Total 79 100.0

! Estimate based on mean of mid-ranges of all response selected

55



In Question #22 patients were asked the number of telehealth sessions in which they had
participated, including the current session. The mean number of sessions for respondents was

9.1. As shown in Table B13 nephrology patients tended to have the greatest number of
sessions, while for patients in the “other” category the current telehealth session tended to be
their first. Note that patients in programs other than nephrology and oncology were categorized

into an “other” category due to small numbers.

Table B13
Number of Telehealth Sessions which Patients have
Attended by Telehealth Program

Number of All
Telehealth | Oncology | Nephrology | Other | o o\
Sessions

1 16 2] 12 30
2-9 20 6 1 27
10+ 0 12 0 12

Question #23 asked patients to reflect on their telehealth session and to provide any further
comments. Responses fell into four categories as shown in Table B14. Note: the majority of

respondents (n = 49) did not provide a response to this question.

Table B14
Further Comments

Category #
Satisfaction with Telehealth 1
Privacy Concerns
General Comments
Travel & Cost Savings

ao|o|N

The most frequent responses were related to the patient’s satisfaction with telehealth services:

e The situation was excellent. No problems were experienced whatsoever. All staff and the
participating doctor were very accommodating.
o Excellent process. Not losing personal touch

e Great system and hope that more will benefit from this
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Telehealth sessions have enabled me to connect with my doctors at St. John’s from my
local area. Very beneficial.
Doctro was very clear and provided full explanations we were not rushed

Very convenient

The second most frequent responses were related to privacy:

More privacy would be nice
I would like to see a doctor or specialist in person at least every 10 weeks so that | could
talk in privately

Main concern would be privacy issues

Some responses were categorized as general comments:

As a dialysis patient | don’t see the need of talking with a doctor every week unless there
are health issues.

Before had to decide who needs to talk to specialist. No need to waste doctor’s time if
you don’t have a problem.

Just miss one-on-one. This takes getting used to. Right now would rather see a doctor in

person at least once a month.

Comments related to travel and cost savings for patients through telehealth included:

The cost of travelling from the Great Northern Peninsula to the Avalon is enormous.
Then there the extra burden of finding a place to stay and getting around the city. This
service certainly omitted that cost. It is much easier for family members to attend without
having to miss a lot of time from work.

Time and cost savings are great. Its tough spending 1-5 days travel/versus 30 minutes in
telehealth

Doctor’s need to use this to save travel for patients.
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C. INTERVIEWS

Twenty interviews were completed as part of the CDM Telehealth Program Evaluation,

including:
1) 2 Provincial telehealth staff at the Centre
2) 4 Regional Telehealth Clinical Coordinators
3) 4 Physician specialists (two Oncologists, one Nephrologist and one
Psychiatrist)
4) 7 Nurses at remote telehealth sites
5) 3 Occupational Therapists at remote telehealth sites

Interview participants provided informative feedback, reflections, and opportunities for the future
of telehealth. There were three main categories identified in the interviews: 1) application of
telehealth, 2) strengths and challenges of telehealth, and 3) reducing waittimes and
hospitalizations. Categories (headings) and the themes within categories (sub-headings) are

discussed.

Category 1: Application of Telehealth

Productivity and Efficiency

Participants felt that telehealth had a positive impact upon the productivity and efficiency of
healthcare providers, with a noted reduction in the amount of travel time. One participant
commented that before telehealth only the more seriously ill patients were seen in traveling
clinics, with regular follow-ups often bumped into subsequent sessions: “Definitely because
what they have been finding before telehealth was when they did travel to their clinics there
were so many that needed to be seen that they were seeing the more chronic patients and the
ones that were just the regular follow-up were getting bumped into the next sessions, the next
time that they were traveling. So they weren't being seen every three or six months or a year as
planned.” Other participants felt that telehealth, through reducing travel time, led to more
focused and dedicated time for healthcare providers: “What we've gained, of course, is the time
on the road spent as unproductive hours in Gander in a hotel room at night when you’re waiting

to see patients the next day.” Another interviewee commented: “/ mean it is not going to replace
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everything, | don't think, but just expands what you can do and increases the efficiency quite a
bit”.

Follow-up with patients has been made easier and more convenient through telehealth, and the
frequency and interaction of follow-up visits was thought to have increased: “Now all the dialysis
patients that participate in the telehealth are seen once a week by their physician which
provides support to the patients and knowledge transfer for the staff, and it provides them with
the opportunity to ask questions at that time as well”. One physician noted that they could see
more patients through videoconferencing: “so | tend to see them in half the amount of time as
my regular clinics and they actually book them that way as well’. Some physicians noted that
not being away from home makes it easier: “Well not being away from home makes it easier
and | find it a lot easier to follow my own patients than to follow somebody else's”, while a nurse
noted that with telehealthcare is more manageable: “You know, the doctors will and we nurses
would go and be with the doctor in the clinic, so those clinics were long and lengthy, and you
would work long hours just to make sure everybody got seen. Whereas, now the clinics are

more manageable because people are being seen throughout the month by videoconference”.

An important point was also raised regarding improved continuity of care, both with respect to
patient information and the maintenance of a relationship with a single provider: “/ think the
patient is getting better care as well because those orders are being reviewed and monitored on
a more regular basis by the specialist.” Another participant noted: “.../ think that if we're here
when the patients get seen initially, and we’re here from the very beginning, we start their care
from day one”. Continuity of care was also thought to have improved through more consistent
follow-ups, “it’s a cleaner connect in that they've [specialists] got more consistent follow-up with
patients”, and reduced travel and costs: “ It's for continuity of care for patients who don't have to
travel and for things that patients are able to see their doctors - | don't know how to say it.
Makes them more comfortable, | suppose, knowing that they don't have to spend x number of
dollars to go...sometimes it makes them a little easier for patients to continue with their
treatments as well when they're doubtful if they want to because of telehealth they don't have to

travel, as well it takes that burden away”.

Training

Participants were asked to discuss the training they received for operation/participation in
telehealth sessions. Many participants noted that while their training was not extensive, it was
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effective: “She [the trainer] spent an hour with me and just explained how to set up the
equipment and how to shut it down and if you have like different little issues and the different
little perks of it and how to angle the camera and how to zoom and that kind of stuff. So that was
really good”. Another participant noted: “they [the trainers] even provided, you know, all the
hand outs and you know anytime you had a sessions they would -- if you had a question they
would just email you again...very, very accessible”. The use of telehealth was seen at times to
be an evolving process: “there is always the American Telemedicine Association and their
conference which has really good information as well’. A number of participants noted that there
is always the opportunity for future consultations if there is a need. The Western Authority has
enhanced the general training available to users and has created e-learning tools: “It is not
designed per se as initial training for people but it’s an e-learning resource where you go on and
there’s video clips of the cart and how to train people.” Another participant in reference to this
felt: “...as we start to move forward with provincial e-health initiatives in this province, we need
to look at a provincial e-learning tool’. Overall it was felt that the one-on-one training enabled
users to become more comfortable with the technology. One specialist did note that while the
physicians have been trained effectively, they do not have a good understanding of the training
that staff at remote sites received. “I don’t know what training they have and it is obvious that

some of them had no training”.

Adoption

Participants were asked to reflect on the reasons why they believe that telehealth is not being
used more widely. Many participants felt that the technology may be overwhelming for some, or
that they might have a fear of new things/technology: “I think the younger physicians are
certainly adopting it easier because they have been exposed to the technology certainly in their
studies, but some physicians are reluctant to change their current practice”. Others noted the
importance of taking time to learn the new technology and that over time the problems will be
minimized: “Well, | think it's gone well. It is a new technology and you kind of expect problems,
but if you look at how it was when we started, where it is today, and that's only over -- | don't
know when we started doing this here. | think maybe it was 2004, 2005, | guess.” Participants
commented that patients may be uncomfortable discussing health information through the use
of video, and that dialysis patients in particular may have privacy/confidentiality concerns given
that they are in close proximity to other patients while undergoing a telehealth session: “/ mean
the patients have about six or eight feet in between each other but | mean no more than, you
know, when the doctor visits when he comes to see them”. Another participant noted that there
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may also be legal fears: “Some people here have had a fear of by making such a radical
departure in the way we see patients that they might be held medically accountable if anything

went wrong. So that's one of the fears is this medical/legal part”.

There was also a sense that some physicians are uncomfortable with the inability to do hands-
on assessment face-to-face with the patient: “One of the biases is that, well, they can't examine
people. So that means it's useless. It is not really true. There are some forms of examination
you can do, if the quality of the picture is good enough and you are with an experienced nurse

who is in the room with the patient, which is, you know, the case 99 percent of the time”.

Remuneration was also brought up as an issue. Some participants felt that those who have to
“go through a series of hoops for payment’ would be less likely to engage in telehealth. There
was some discussion about changes being made to the Medical Care Plan (physician billings)
so that this could be made easier. As one participant noted, “Certainly remuneration is one of,
is one thing because everyone likes to be paid for what they do. So, certainly as we're sorting
through that, that is something that needs to be addressed...“. Another participant stated,
“...but it's making sure that we have remuneration issues that are really easy for physicians and
that. Making sure the service is easy to use and that sometimes has been an issue. They're
wondering about that. Well it's not an issue for salary, some fee for service if they're general
practitioners, it's only the specialists | think that are yet remunerated. So that could be

considered one of the weaknesses of telehealth.”

Others noted that there needs to be more awareness of telehealth: “Just because they [some
physicians] don’t know enough about it probably, they’re not aware of how good it can be and
what a good experience it can be, probably just lack of knowledge or scared of something new’.
The integration of telehealth into the overall healthcare system was also seen as a critical step:
“...until we are integrating telehealth with how we deliver healthcare, that’s where we need to
get to and that’s where our focus is going to start to move towards, more from a clinical driven

program versus a technology’.

Special Needs

There were comments concerning patients with physical and mental disabilities, and what can
be done to make telehealth a positive experience for these individuals: “So by Telehealth we

have the vendor here and people that do the modifications as well if required, and they meet

61



with the patient, they can get all the measurements and everything they need. So I think for that
special needs group it is imperative that they have telehealth’. Another participant noted that
some physically-disabled patients are unable to travel due to “skin pressure issues and

therefore they can't sit for very long’.

As well, travel for some special needs patients is extra costly as they may need an escort to
accompany them: “Well, again, | guess, if there’s special needs and if they did need to travel, a
lot of those special needs, if they’re wheelchair — most of them would need an escort and it
would come down to the financial barriers again for travel for those patients with special needs.

Other than that, I'm not sure what other benefits other than financial benefits that they could
avail of.” Another participant stated “Yeah. | mean it certainly serves the physically disabled if
they're impeded for travel. Like that example | gave you about rehab. The client is like I'd say a
Level Il care, if you want to go by levels. Like complete care. They need to be washed,
dressed, fed, carted around in their wheelchair. So that rehab session certainly serves that
client because they would have had to fly to St. John's with an attendant to provide their care
and then with an assistant to provide. So it would have been three people flying to St. John's

for two weeks.”

Somewhat related to patients with special needs, one participant noted that telehealth may be a
preferred method of communication with violent patients: “Some of them can be difficult to
transport by plane, so in those cases probably if we can do a video assessment, that perhaps is
better’. lliness was also noted as a special need that has to be considered, with cancer patients
often identified as patients that are too ill to travel: “some of the patients that | have on
chemotherapy are too unwell to travel’. Another physician commented: “/ think the really sick
patients are the ones ... They are the ones that | think are benefiting the most, because a lot of
these people just couldn't travel and we just wouldn't see them before”. Another special needs
group that was mentioned was the hearing impaired, however several participants noted that
this would be an issue for face-to-face visits as well: “/ think these people have the same
hearing impairment when you're talking to them face to face but they seem to struggle a little
more on the video than face-to-face. Usually it is not a big problem, there is a relative there,
because the relative will sort of repeat what I'm saying or there is a nurse there. Like, they help

translate. But some of them are a little uncomfortable with it”.
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Travel Time and Costs

Travel time and cost savings were frequently identified as benefits of telehealth: “Oh the cost
saving to the patient and to the province has been tremendous when you look at coming from
especially Labrador to fly down here, Telehealth has certainly cut those costs, you know, as
much as possible’. Another participant stated: “They're happy not to have to be traveling,
leaving home for extended periods of time for a 15-minute follow-up. It's just really good for the
province and for the people”. The savings in travel time and costs was even more apparent for
physically disabled patients: “So the person has to go in with their own healthcare providers,
stay in either the hospital or the hotel, find their own travel arrangements, have all the
equipment they need such as lifts or hospital beds arranged and that's much more costly...a
bed at the Miller Center is very expensive too...So those costs have been diminished because
all the person has to do is find their way into hospital, if they're in their own community. So

that's been a huge savings”.

Savings of time and money is also applicable to healthcare providers given many perform
travelling clinics: “Thirty working days a year spent in Central Newfoundland. Now they have it
cut down to about two days”. Overall, the reduced travel time and cost savings were seen as
beneficial to both the patients and providers, and ultimately, the healthcare system: “[It’s]
priceless, it is. It's unbelievable, the impact, because like | said earlier, sometimes the
appointment time is very early in the morning and some families have to leave the night before
to get in town...so it's much better than the three and a half hours. That’s been a huge plus to

the system”.

Category 2: Strengths and Challenges

Strengths

There were a number of positive aspects of telehealth identified by participants with not having

to travel and associated cost savings seen as major benefits: “...like they come right to our
institution, they sit down, they see their doctor face to face, and then they don't have that long
drive to St. John's and back again for a five-minute appointment. So it saves the patient the
time as well as the physician....”. One provider commented: “/t is great for us as providers and
it's most definitely great for the patients and clients that use it. It saves them money that a lot of
those people don't have, and a lot of time that traveling back and forth. Some, a lot of that for
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most of those patients are precious time that they don't have a lot of”. The ability to follow-up
with participants in remote areas and improvements in continuity of care were also noted: “the
big thing for us is they get to see the specialist, you know, once a week other than, you know,
three times a year. It certainly gives us much better continuity of care here”. That patients could
be seen in (or near) their home community was also a major strength: “... just people being able
to receive care in their communities, not having to travel, having that family support behind them
while they're dealing with their physicians, where they would have to in all likelihood have to
travel alone if they're coming into St. John's. So they have their family support system with
them when they're staying in their own community, less wear and tear to their health when they
don't have to travel. Telehealth also allows healthcare providers in rural/remote communities to
become more integrated into the care process: “...being able to be a part of the appointment
with the oncologist is a strength for me...and I'm able to, well, re-communicate, if necessary,
what was said, and often | take notes so that if the patient is not really focused on what is being
said then it can be repeated back to them...and if there is any treatment changes or changes in

plan then | know right away what they want to be done”.

Telehealth was seen as a benefit in the delivery of emergency services: “It certainly has
provided great improvement in our site here because it cuts down on the travel for patients, and
in an emergency situation, like, there’s a couple of emergency situations that we do give chemo,
and they’re seen by Telehealth rather than travelling to St. John’s”. That telehealth supports the
delivery of equitable access to service was noted: “Yes, it has filled gaps, there’s no question,
and certainly when you look at our focus on chronic disease management, we've been able to
see where we've been able to provide, | guess, a more equitable level of service across the
province...”, which is particularly true in Labrador: “In our region, Labrador, we’re quite isolated
from the island part of the province, of course, which restricts travel for many of our clients,
financial and whatever reasons, and just, | guess, they often can be unwell to travel. So having
this videoconference set up enables patients to be seen by their specialist that they wouldn’t
otherwise be able to be seen”. A less known benefit of telehealth brought out in the interviews
was the potential for telehealth patients to access services from clinics outside of the province:
"Our mainland follow-ups and pre-op assessment that are being conducted through Telehealth
to University Hospital Network and Shriner’s in Montreal for both neurosurgery, heart/lung

transplant patients have been tremendous...”.
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Challenges

Participants provided insight into potential challenges to telehealth. One participant discussed
the additional work involved with telehealth, including the secretaries who do all the bookings for
patients. “It is not so much the physicians sometimes but their staff are the ones that do all the
booking for telehealth and that's not within their job description.” Another challenge that was
identified was limited funding for human resources, equipment, and the telehealth program
overall. In regards to equipment one participant noted: “The equipment itself is good but we
need to expand the type of technology that we're using”. The issue of equipment also was
considered within the context of accessing patient information and the privacy concerns that go
with such access: "To the extent that | know the patient well, | can remember stuff but with a
hundred patients to know, and the fact that they're coming and going fairly quickly within the
population, means that we're often challenged by that. There are probably ways around it but
we've had technical difficulties getting access to remote electronic health records, some privacy
concerns about opening up with the outside regions as well”. The use of the internet more was
also a suggestion: “I often wondered if there's some way of making it a little more, to going
internet-based or something. Kind of, | don't know if that's doable or not. But you're just

making, you're taking away the physical and geographic barriers completely”.

The interviews brought out a paradox in that some providers spoke about the lack of hands on
assessment, yet at the same time understood that face-to-face interventions was not the intent
of telehealth: “The big one is the personal touch. Not being able to actually put your hands on
for an examination but then again if an examination is required then the patient, in all likelihood,
is brought in to see the physician in person anyway”. Another issue identified was that
scheduling could be improved: “Yeah. | guess we can say some difficulty in scheduling the
appointments fast enough.” Another participant stated: “[There are] some problems of
scheduling and infrastructure with clerical staff and nursing staff. There are a few bottlenecks
around the province with nurses now actually trying to get a nurse to be at the other site, trying
to get things set up and working.”. The coordination of sessions between sites was also noted
as a challenge with scheduling: “So I think that the cumbersomeness of the having to book it,
that may improve, but right now would involve a slew of e-mails back and forth. Obviously it's
important to have some control over the booking because it would become chaos otherwise.
We've run into trouble though where either the tele unit at the distance site is being used for
some other service or we have two nephrologists here who are doing simultaneous dialysis care
in say Burin and Gander and they're trying to both fit it in at the same time but yet we have only
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one unit that we can use in the city”. The issues with scheduling had been previously identified
and Telehealth Program is currently in the process of introducing new software which is
intended to improve the scheduling process: “Well we are, we are in the process of improving
the scheduling right now. | am using Microsoft Outlook to monitor the systems and the
appointments that are out there now. Using a lot of color coding and everything else for
different disciplines and stuff, and it is starting to get a bit tangly, but we just recently purchased
a scheduling package that will be rolled out province wide. It will allow -- well, to begin with it
will be a centralized booking system which we have right now anyway, | do all the booking. But
once rolled out it will be start becoming decentralized as we introduce it to different sites and do
more training and allow both sites to do their own bookings” (Provincial Scheduling

Coordinator).

The need to further expand telehealth to other communities was noted: “| think the telehealth
program is an excellent program that should be, like | said, spread out to all specialists in all the
different areas because it is so much easier for a patient or a client or whatever to come to a
telehealth appointment, especially in a remote area of Newfoundland, than trying to get to St.
John's or Corner Brook or wherever to see a specialist. Another interviewee commented: “/
would like to see it definitely continued for our region because | see the value now for our region
and not just now but into the future. | think it’s really going to be instrumental in looking at
addressing some of the gaps in services and enhancing service delivery to clients, especially

those in rural and remote areas”.

The limited role of telehealth in chronic disease management was indentified: “Well, | mean, we
have a lot of chronic lung diseases, we have diabetes that’s not being managed through
telehealth as we speak. These are big disease entities, and congestive heart failure or
cardiovascular disease is not being managed using telehealth as we speak. These are huge
entities within the population of this board and within the population of the province. So I think
they’re very large targets that should be considered, and, of course, with those, they all fall in a
chronic disease model of care which looks at self-care, and hence homecare supports, and |
think that’'s where the next biggest mileage is to be gained, both getting those programs on and
extending them out beyond the reach that we currently have”. Another interviewee commented:
“I think we're doing great things. | think we could do a lot more. We're within the guidelines of
the chronic disease management now but | think there is a lot more we can do in the future

along with the chronic disease management; such as, surgical follow-up. You know, so many
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programs that don't fall under the chronic disease management umbrella, | think there is so

much we can do”.

Related to expansion was the issue of sustainability: “/ think right now from a program
perspective, we’re in project status, our number one concern right now is getting that
sustainability for our regions, and by that, | mean, sustainability for the positions. Right now
they’re funded through project dollars and they’re temporary positions, and we’re working with
government right now to make those positions permanent positions within the regional health
authorities so that itll be part of their base funding”. The sustainability of telehealth as an
integral part of the overall health system was noted: “I think certainly funding from the
government for sustainability is absolute key and with that brings the need for additional
resources and to help us integrate it into the healthcare system and that is exactly what we want
to do. Telehealth is not meant to be something different or on the side. It is just meant, it is just
a different model for delivering care, whether you have an in-house appointment or you have

telehealth, but in order to do that we need good resources and funding”.

Category 3: Reducing Wait Times and Hospitalizations

Reducing Wait times

While there was support found during the interviews for the claim that telehealth reduced wait
times for some services, a lack of supporting data makes the extent of this benefit uncertain: “/
think impact on wait times has gone down. But | mean | don't have any data to back that up, but
| mean to say, for instance, with our oncology sessions what would happen was for the very
initial assessment the client would have to travel to St. John's to meet the oncologist, and right
now some of the oncologists are taking it on that they do the official first meeting by video
conference as well”. The lack of data on wait times and the potential impact of telehealth was
also considered within the context of a provincial waitlist management system: “/ would say
there’s been a significant reduction in wait times. Right now, | don’t know that we would have
the data to be able to measure that, and hopefully at some point in time we’ll have a provincial
waitlist management system, but there’s no question”. A possible reduction in wait times was
also considered to be dependent on the type of care: “That could be a hard one to say. | mean
there is a bunch of different types of waits, I think. | think in oncology we really haven't had, we
don't generally have long waits anyway”. A reduction in wait times was also thought to be
possible because bad weather would have less of an impact on scheduling: “For example, if
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there are storms and that sort of thing then they're going to have a quicker appointment or it's
going to be a more efficient appointment because it's more likely that they'll get to their

appointment. So | guess if you look at it that way”.

Reducing Hospitalizations

There was no consensus during the interviews that telehealth had an impact on reducing
hospitalizations: “I don’t know how it has affected it. | guess, if we were able to see the patients
more frequently and if things arise, they can be seen quicker than having to go in, so it may
have improved hospitalization or preventing hospitalization, but on the other side of it, if the
patient requires hospitalization, the videoconference is not going to — ultimately not going to
stop that. If they're sick, they need to be coming in”. The type of patient seen in telehealth was
also considered somewhat independent of hospitalizations: “99 percent of patients are
outpatients anyway. So we are not really thinking about inpatient beds when we're seeing
people. So it might have saved a few admissions but it is hard to say, it is probably a small
number overall”. Others noted that it would be difficult to measure this at this point as telehealth
is still relatively new: “We're still in our infancy stages so it's conceivable that by seeing our
patients as often as we do for the applications that we presently have, that they are seen in a
timely way and therefore hospital admission is reduced as a consequence of the gaps that are
being filled by this service”. Related to hospitalizations one participant commented that there
was potential to shorten the stay in hospital through telehealth: “...because you can follow the
person up in their home environment almost in a convalescing type of way, and telehealth

permits that over the broad geography’.

D. ANALYSIS OF ADMINISTRATIVE DATA

Analysis of Oncologist Visits

Table D1 presents the number of oncologist visits by year for the four most common types of

cancers.

68



Table D1
Oncologist Visits by Type of Cancer and Year

Site of Cancer Oncologist Visits

2005 2006 2007 2008 | 4-year Total
Breast 4602 4348 4153 4840 17,943
Colorectal 3478 3495 3524 3912 14,409
Lung 2522 2712 2670 2589 10,493
Prostate 2244 2003 2251 2593 9091
Total 12,846 | 12,558 | 12,598 | 13,934 51,936

Table D2 shows the percentage of oncologist visits that are seen via telehealth

by site of cancer

and year. The percentage of cancer related visits conducted by telehealth increased over time,

with prostate cancer having the most visits reported.

Table D2
Percentage of Visits Seen by Telehealth by Site of Cancer and Year
Site of Percentage of %ch:eoiizg:ts; Visits Seen via
Cancer 5505 1 2006 | 2007 | 2008 | 4-year Total
Breast 0.3 1.2 1.1 3.5 1.6
Colorectal 0.1 0.6 0.7 5.3 1.7
Lung 0.2 1.2 1.6 3.1 1.5
Prostate 1.8 8.5 11.3 12.8 8.8
Total 0.5 2.2 2.9 5.7 2.9

Table D3 presents the number of oncologist visits by type of visit. Approximately 15% of all

visits were consults (i.e. initial visits), while the remaining 85% were follow-up

was consistent across the four years of data.

Table D3
Oncologist Visits by Type of Visit

visits; this trend

Visit Oncologist Visits
Modality 2005 2006 2007 2008 4-year Total
Count % Count % Count % Count % Count %
Consult 1990 | 15.5 1915 | 15.2 1896 | 15.1 2063 | 14.8 7864 | 15.1
Follow-
up 10,856 | 84.5|10,643| 84.8| 10,702 | 849 | 11,871 | 85.2|44,072| 84.9
Total 12,846 | 100.0 | 12,558 | 100.0 | 12,598 | 100.0 | 13,934 | 100.0 | 51,936 | 100.0

69



Table D4 presents the number of oncologist visits by sub-specialty. For each of the four years

slightly more than half of the visits were made to medical oncologists.

Table D4

Oncologist Visits by Sub-Specialty

Oncologist Visits

s igit;“ 2005 2006 2007 2008 4-year Total
P y Count % Count % Count % Count % Count %
Radiation | = 5011 | 450 | 5299| 422| 5204 | 413 | 6047 | 43.4|22461| 432

Oncology

Medical

Oncology 6935 | 54.0 7259 | 57.8 7394 | 58.7 7887 | 56.6 | 29,475 | 56.8
Total 12,846 | 100.0 | 12,558 | 100.0 | 12,598 | 100.0 | 13,934 | 100.0 | 51,936 | 100.0

Table D5 presents oncologist visits by location of telehealth site.

For the majority of visits

(83.3%) tracked by the Oncology Patient Information System (OPIS) , whether via telehealth or

in-person, the oncologist was located at the H. Bliss Murphy Cancer Centre in St. John’s. For

the remainder, the oncologist was either located in another area of the Health Sciences Centre,

at St. Clare’s Hospital, or traveled to one of five larger centres as part of a travelling clinic.

Oncologist Visits by Location

Table D5

Oncologist Visits
Location Count Percentage

of Total
H. Bliss Murphy Cancer Centre* | 43,264 83.3
Health Sciences Centre 425 0.8
St. Claire’s Mercy Hospital 67 0.1
Corner Brook 4216 8.1
Grand Falls-Windsor 1954 3.8
Gander 1733 3.3
Burin 277 0.5
Total 51,936 100.0

* Cancer Centre is physically attached to Health Sciences Centre

Table D6 presents the number of unique patients who visited an oncologist between 2005 and

2008. There was an average increase of 15% in the number of patients seen over the four-year

period for each of breast, colorectal and lung cancer. Prostate cancer experienced a 31%

increase over the same period.
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Table D6
Number of Unique Patients Involved with Oncology Sessions
by Site of Cancer and Year

Site of Cancer Number of Patients
2005 | 2006 | 2007 | 2008
Breast 1375 | 1379 | 1433 | 1577
Colorectal 841 861 938 977
Lung 532 606 612 611
Prostate 822 881 970 | 1075
Total 3554 | 3724 | 3944 | 4220

Table D7 presents the number of oncologists per year involved in clinical visits for each of the
four cancer types. Given that many oncologists treat multiple types of cancers, the number of
oncologists involved in treating the four types of cancers combined is greater than the number
involved in treating each type. A small number of oncologists were associated with less than 10
visits per year (e.g. medical resident, physician leaving or retiring, or a generic provider code
used for a given site). Overall, the number of oncologists remained relatively constant over the

fouryear study period.

Table D7
Number of Unique Oncologists Involved with Oncology Sessions
by Site of Cancer and Year

Site of Cancer Number of Oncologists
2005 | 2006 | 2007 | 2008
Breast 17 22 20 17
Colorectal 17 17 20 17
Lung 19 18 18 18
Prostate 16 18 15 18
Total 22 27 24 20

Table D8 presents the average number of oncologist visits (both consults and follow-up visits)
per patient by year. The results demonstrated a small but statistically significant difference in
the number of visits over the four-years for breast cancer (p=0.021), prostate cancer (p=0.001)
and all four cancers combined (p=0.004). Overall, there was a decrease in number of visits
between 2005 and 2006, and then a slight increase from 2007 to 2008.
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Table D8
Average Number of Oncologist Visits per Patient by Site of Cancer and Year

Oncologist Visits per Patient
Site of 2005 2006 2007 2008 wvalue
Cancer Average Average Average Average P
(Std. Dev.) | (Std. Dev.) | (Std. Dev.) | (Std. Dev.)

Breast 3.35(3.22) | 3.11(2.67) | 2.90(2.58) | 3.07 (2.75) | 0.021*
Colorectal | 4.14 (4.06) | 4.06 (3.62) | 3.76 (3.29) | 4.00(3.45) | 0.301
Lung 4.74 (3.76) | 4.48(3.49) | 4.36(3.46) | 4.24(3.11) | 0.308
Prostate 2.73(2.46) | 2.27(1.95)| 2.32(1.88) | 2.41(1.85) | 0.001*
Total 3.60(3.44) | 3.35(3.02) | 3.19(2.86) | 3.29 (2.88) | 0.004*

* Statisically significant difference

Table D9 presents the number of oncologists seen per patient by year. The results show a
small but statistically significant decrease in the number of oncologists seen per patient over the

four-year period for prostate cancer (p <0.001), and the four cancers combined (p=0.001).

Table D9
Average Number of Oncologists Seen per Patient
by Site of Cancer and Year

Oncologist per Patient
Site of 2005 2006 2007 2008 I
Cancer Average Average Average Average p-value
(Std. Dev.) | (Std.Dev.) | (Std. Dev.) | (Std. Dev.)

Breast 1.58 (0.79) | 1.49(0.70) | 1.54(0.76) | 1.53(0.73) | 0.065
Colorectal | 1.59 (0.89) | 1.52(0.76) | 1.59(0.81) | 1.56 (0.81) | 0.306
Lung 1.73(0.90) | 1.69(0.80) | 1.72(0.84) | 1.66 (0.80) | 0.810
Prostate 1.26 (0.57) | 1.15(0.45)| 1.17(0.44)| 1.15(0.45) | 0.001*
Total 1.53(0.80) | 1.45(0.71) | 1.49(0.75) | 1.46(0.72) | 0.001*

* Statisically significant difference

Analysis of Wait Time to Consultation

Wait time was defined as the number of days between the patient referral date and the
oncologist visit date. Reliable wait time data was only available for radiation oncologists for the
period 2006 onward, thus other years and sub-specialties were excluded from this analysis. As
well, the analysis examined only wait times for consults (initial assessment) as most follow-up

visits were pre-scheduled and would not reflect a valid waittime. Waittime analysis was limited
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to prostate cancer given only 1% of consults for the other three cancer types were done via
telehealth.

Table D10 presents the number of radiation oncologist visits for prostate cancer by modality and
year of visit. Wait time data was available for 88% of visits, with the majority of consults
completed in-person. The proportion of telehealth visits for prostate cancer increased from
13.9% in 2006 to 17.4% in 2007, and then decreased to 11.2 % in 2008.

Table D10
Radiation Oncology Consults for Prostate Cancer by Year and Modality
Visit Oncologist Visits
Modality 2006 2007 2008 3-year Total
Count % Count % Count % Count %
In-person 186 | 86.1 200 | 82.6 221 | 88.8 607 | 85.9
Telehealth 30| 13.9 42| 174 28| 11.2 100 | 14.1
Total 216 100 242 100 249 100 707 100

Table D11 presents the number of oncologists involved in radiation oncology sessions (both
telehealth and in-person) for prostate cancer by year. Although there were six oncologists for
2006 and 2008, three of the oncologists were associated with 97% of the visits in 2006, while
five were associated with 98% of the visits in 2008.

Table D11
Number of Unique Oncologists Involved in Radiation Oncology Visits
(Telehealth and In-Person) for Prostate Cancer by Year

Number of
Oncologists
2006 | 2007 | 2008
6 4 6

Table D12 compares average wait times for a radiation oncology consult (both telehealth and in-
person) for each year. Average wait times were higher than median wait times indicating
positively-skewed wait time distributions. This indicates the mean value is larger than the
median and is the result of a small number of visits having higher than normal wait times (i.e.,

outliers). Although there was no statistically significant difference between years, there was a
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decreasing trend for the average wait times from 2006 to 2007, but no difference between 2007

and 2008. Median wait times remained relatively constant at approximately 30 days.

Table D12
Wait Time to Radiation Oncology Consult (Telehealth and In-Person)
for Prostate Cancer by Year

Wait Time (Days) value
2006 2007 2008 P
Average . Average . Average .
(Std. Dev) | Median | g4 pey) | Median | g4 peyy | Median 0.955
42.4 (65.5) 30.5| 36.1(28.3) 31.0 | 36.1(29.3) 30.0

Table D13 compares the average wait time for a consult using telehealth versus in-person over
the three year period 2006-2008. In most cases the mean wait times were higher than median
wait times indicating positively skewed wait time distributions. Although there were no significant
between-group differences, there was a trend towards lower average wait times for telehealth
sessions than for in-person sessions in 2006 and 2008. Also, average wait time for telehealth

sessions showed a decreasing trend between 2006 and 2008.

Table D13
Wait Time to Radiation Oncology Consult for Prostate Cancer by Year
Telehealth Visits vs. In-person Visits

Wait Time (Days)
Year In-person Telehealth p-value
yeay Median yeay Median
(Std. Dev) (Std. Dev)
2006 43.0 (70.1) 29.0 | 38.8(22.0) 36.5 0.065
2007 36.0 (30.1) 31.0| 36.8(17.5) 37.0 0.078
2008 36.9 (30.1) 30.0 | 29.5(21.7) 23.0 0.197
3-year Period 38.5 (46.2) 30.0 | 35.3(20.3) 35.0 0.188
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SECTION 4: DISCUSSION

The evaluation involved mixed methodologies incorporating an analysis of telehealth utilization
(i.e., session scheduling), provider and patient surveys, interviews with key stakeholders and
analysis of administrative data (i.e., wait times). The results of each approach will be discussed
separately, followed by a discussion of the two research questions put forward in the evaluation

framework.

A. Utilization Analysis

The analysis of telehealth utilization using data obtained from the Telehealth Utilization
Database found a gradual increase in the number of telehealth sessions from the start of the
telehealth program (i.e., tele-oncology) in 2004 to the end of 2008. After becoming the CDM
Telehealth Program in 2006, increases in the number of sessions per quarter continued and the
service subsequently expanded to include psychiatry, nephrology, neurology, diabetes care and
genetics. More recently these programs have expanded to include a larger number of
telehealth sites across the province. The increase seen in the number of telehealth sessions
after the third quarter of 2008/09 mainly came about because of the expansion of the tele-
nephrology program to three large sites in the province. Currently (December 2009), there are
forty-eight active clinical telehealth sites in the province, with many offering telehealth programs

in multiple chronic disease management areas and healthcare disciplines.

In addition to increasing use, telehealth users in the province have expanded from the traditional
user groups of physicians, nurses, patients and family members/care-givers to include
pharmacists, occupational therapists/physiotherapists, dietitians, and social workers. The
increase in usage indicates that teleheath has gained increasing acceptance with both patients
and healthcare providers throughout the province. Our findings further suggest that there is
overall satisfaction with telehealth services in meeting the expectations of both providers and

patients in the delivery of healthcare to rural and remote areas of Newfoundland and Labrador.
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B. Surveys

The provider and patient surveys provided valuable information concerning the CDM Telehealth
Program. Comparisons of survey responses between telehealth programs, regional health
authorities, and provider groups provided evidence of the benefits of telehealth, as well as areas

for improvement.

Patient surveys found strong levels of agreement with statements specific to satisfaction with,
and benefits of, telehealth; conversely providers only reported moderate or low levels of
satisfaction. This finding suggests that patients had more positive experiences with telehealth
than did providers, or that patients saw more immediate benefits, particularly with respect to
improvements in access and reduced travel. The patient survey results also indicated that
telehealth can result in time and cost savings, which may support further improvements in
quality of life. Such benefits may not have been as pronounced for providers. The provider
survey found moderate levels of agreement that telehealth was providing benefits such as
reduced travel time and cost savings, better access to care, and increased frequency of follow-
up visits. Providers identified three specific areas of telehealth having a low perceived benefit:
1) wait times, 2) ability to examine patients, and 3) prevention of hospitalizations. With respect
to wait times, there was some support, however it was apparent that providers were reluctant to
confirm that telehealth leads to wait time reductions, given the lack of data to support this claim.
With respect to the ability to examine patients, it is usually the specialist who determines
whether the patient is an appropriate candidate for telehealth, although nurses at the sites may
also feel that they are unable to examine the patient adequately. |If it is thought that an
extensive examination is required then it may be decided that the specialist see the patient in-
person. This is why most consults (i.e. initial assessments) tend to occur in-person. Currently,
cameras and other peripheral devices are being implemented at some sites across the province
in an effort to enhance the examination process via videoconferencing. Many providers felt that
telehealth did not prevent hospitalizations, while still others indicated they did not know,
suggesting that respondents may be reluctant to speculate in the absence of supporting data.
Of note, telehealth staff indicated that some hospital patients may be seen via telehealth, which
may reduce immediate transfers to larger centres for specialty care. For statements related to
these three areas, it is interesting to note that a significant number of providers selected either

‘Don’t know’ or ‘Not Applicable’ as their response (28.4%, 25.4%, 49.2%, respectively).
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When comparing the results of the provider survey between telehealth programs it was found
that providers in the oncology program and the “Other” program group had lower agreement
with statements about the equipment working properly and having received adequate training.
Problems might be expected in the ‘Other’ group, which consists of occupation therapy,
diabetes and genetics, as these providers may be unfamiliar with the equipment given their lack
of experience with telehealth. However, it was unexpected that providers involved in tele-
oncology would show lower agreement given this program is the longest running program,
having been operational since late 2004. It is possible that providers in the oncology program
are scoring these questions based on their experience with telehealth in the past. Tele-
oncology originally had no formal training program and experienced many “growing pains”,
including network and process problems with training, scheduling and determining points of
contact for remote sites. The tele-nephrology program, in contrast, did not have the same

problems at start-up, perhaps a result of the lessons learned with the oncology program.

Nephrology patients indicated they were more likely than other telehealth patients to have
privacy concerns. This is due to the nature of tele-dialysis sessions taking place in the dialysis
unit where patients are in close proximity to one another, and others may hear conversations of
other patients undergoing telehealth sessions at the same time. Agreement was somewnhat
lower for respondents in the ‘Other’ telehealth program for statements related to facility space
and the ease of obtaining an appointment with the specialist. With smaller centres, teleheath
sessions often take place in an office or boardroom setting, which is not the most appropriate
place for certain healthcare-related procedures. There may not be enough room to
accommodate a patient’s wheelchair when an occupational therapist is required to adjust the
patient seating during a session, or conduct a gait analysis (which requires the health
professional to observe a patient walking). There was no evidence to fully explain why
healthcare disciplines in the ‘Other’ group perceived that telehealth would be less likely to make
it easier for patients to obtain a specialist appointment. It may be that wait lists in the healthcare
disciplines included in this group were relatively short to start with, so for this group telehealth
not be considered a major contributor to obtaining an appointment. Also, it is important to
consider that the sample sizes for the nephrology and psychiatry programs are relatively small

for this analysis, and as such these results need to be interpreted with caution.

When comparing provider survey results between Health Authorities, Eastern and Central were
found to have lower agreement than Western and Labrador-Grenfell in relation to telehealth
making it more likely that patients would see the same specialist. This finding is likely resulting
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from the nature of the tele-nephrology program, given that Eastern and Central do the majority
of these sessions and tele-nephrology patients are generally seen by the specialist who is
scheduled to conduct the clinic on that day. Agreement was higher in Labrador-Grenfell related
to telehealth improving communication/information transfer among healthcare providers. The
telehealth program in Labrador is highly integrated into their healthcare delivery model,
particularly in coastal areas where nursing stations rely on telehealth as their only direct source
of communication with physicians. Nurses often communicate with physicians located in the
emergency room of larger centres such as Goose Bay. Of note, these sessions are not part of
the Provincial Telehealth Program, and as such were out of the scope of this evaluation.
Nevertheless, this may explain the higher level of agreement in Labrador-Grenfell with this
statement. Among health authorities there were low levels of agreement in the provider survey
that telehealth has prevented hospital admissions, however Labrador-Grenfell did score the
highest for this statement (45%). Contributing to the relatively high level of agreement among
Labrador-Grenfell respondents is the aforementioned high degree of integration of telehealth

into healthcare delivery in this region.

There was a trend in Central towards lower agreement with statements about videoconferencing
equipment working properly, and receiving adequate training in using the telehealth system.
There have been technical difficulties with set-ups that are thought to be related to a lack of
familiarity with the equipment by staff having received training ‘on the fly’. As well, some
providers within Central indicated that they hadn’t received enough training in the telehealth
system. The possibility of refresher training has been discussed in Central. There was also an
indication of privacy concerns in Labrador-Grenfell. Given that privacy concerns seemed mostly
related to the space used for tele-nephrology, and the relatively low number of these sessions
that occur in Labrador-Grenfell, this finding is somewhat surprising. A possible explanation for
this finding is that even though there were only a few tele-nephrology sessions in Labrador-
Grenfell, the proportion of providers involved with tele-nephrology responding to the survey was

higher in Labrador-Grenfell than the other Health Authorities.

When comparing the provider survey results between groups, agreement was lower for
physicians and the ‘Other’ provider group for the statement related to telehealth enabling the
patient to be seen more frequently by the specialist. It may have been that some physicians
responding to the survey were general practitioners and, as such, would not know if telehealth
increases specialist visits. Unfortunately, the provider survey did not ask if the responding
physician was a specialist or a general practitioner. Agreement tended to be lower for
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physicians compared to other user groups for statements that the patient and provider are able
to hear each other adequately during telehealth sessions, and that the provider is able to
examine patients in an acceptable manner. The specialist cannot do a hands-on examination
via telehealth so they often have the nurse at the remote site carry out examinations on their
behalf. This result may also have been due to greater resistance to technology in the physician
group than in the ‘Other provider groups. When comparing results for the patient survey
between telehealth programs, respondents in tele-nephrology had lower agreement on three
survey questions, indicating there were some issues with space, privacy and overall satisfaction
the telehealth session. The low agreement with these statements is not surprising, given the
previously noted findings with respect to the close proximity of patients in tele-nephrology
sessions. Patients in Eastern indicated that they had more privacy concerns than respondents
from the other Health Authorities, a result that may be attributed to the majority of respondents

from Eastern being tele-nephrology patients.

More than half of the patients responding to the survey estimated a reduction in travel distance
of over 200 km per session. Further, patients indicated significant costs savings as a result of
seeing the specialist via telehealth, with an average savings of $868 realized for the last session
they attended. Travel, time and cost savings to patients, providers and the overall health

system were major benefits of telehealth that were brought forward throughout the evaluation.

C. INTERVIEWS

Interviews with providers and regional telehealth coordinators provided valuable information, not
only in regard to the benefit of the telehealth program, but also in identifying areas in which the
program could be strengthened. Interviews with telehealth providers and provincial regional
telehealth staff complemented the results of both the surveys and the analysis of the
administrative data in addressing the research questions set out in the telehealth evaluation
framework. Through the interviews, it was found that telehealth was associated with many

benefits, but there are still challenges to overcome.

The interviews with providers and administrative staff corroborated survey findings in that
telehealth has improved access to many different types of chronic disease management
services in many geographic areas, and has filled many previous gaps in the delivery of
healthcare services to rural and remote parts of the province. As with the utilization analysis
(i.e. session bookings), the interviews indicated that both patient and provider participation in
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telehealth sessions has increased over time. There was broad agreement among the
interviewees that over a relatively short period of time, they had seen an increasing number of
sites, disease entities, and healthcare providers becoming involved in the telehealth program. It
was noted that many sites are now offering healthcare services in multiple disease
areas/healthcare disciplines which patients would have previously only been able to access by
travelling to St. John’s. Efficient and effective access to specialist services in or near their home
community provided by telehealth will facilitate increased comfort and improved quality of life for
patients. Telehealth has also resulted in huge travel time and costs savings for patients,
providers and the healthcare system in general. The interview findings concurred with both the
provider and patient surveys in that patients realized significant cost savings, especially for
those patients living in remote areas and those seriously ill or disabled. Providers also reported
savings in time and costs due to telehealth because of a reduction in travel to in-person clinics
and having to spend fewer days away from their main clinics. This savings of time, travel and
costs for both the providers and patients was seen as having a significant positive impact on the
productivity and efficiency of healthcare providers, and the overall healthcare system. The
interviews brought out the positive impact that telehealth has had on the management of patient
care, and in particular continuity of care. Enhancements to the patient-specialist relationship,
improved communications and transfer of patient information among providers, and the
increased frequency of patient follow-ups were all benefits of telehealth identified during the
interviews. As well, nurses reported being more integrated into the care process and that
patients were able to be better managed and tracked. Other benefits of telehealth brought out in
the interviews included the potential for telehealth to reduce wait times and hospitalizations, and
earlier discharges from hospital. As with the surveys and administrative data, there was no
consensus found as to telehealth’s role in increasing efficiencies in these areas, with most

interviewees being cautious in giving a definite opinion given a lack of supporting data.

Several challenges facing telehealth discussed during the interviews were found to be in line
with those reported in the surveys. Many providers suggested that there is a need to expand the
areas already serviced by telehealth, as well as the programs and disciplines that make up the
telehealth basket of services. Interviewees also reiterated the survey findings by highlighting
the need for new equipment, better space, increased human resources, improved training and
scheduling, and better access to electronic patient information during telehealth sessions. The
most strategic challenge raised during the interviews was the need to further integrate telehealth
into the broader healthcare delivery model and to move away from a project-based funded
program.
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D. ANALYSIS OF ADMINISTRATIVE DATA

An analysis of medical and radiation oncologist clinical visits was conducted for the four most
common types of cancers seen in the telehealth program (i.e., breast, colorectal, lung, and
prostate). Most visits were completed in-person with only a small proportion being completed
via telehealth, although the proportion of oncologist visits being completed via telehealth has
increased over time. Findings showed significant changes, mainly in the form of a decrease in
the number of oncologist visits per patient over the four-year period for breast and prostate
cancer, and for the four cancers combined. It is important to realize that a statistically significant
difference does not always equate to one that is clinically significant and it is unclear whether

these decreases in follow-ups would be large enough to impact on the quality of patient care.

In order to examine whether the increasing proportion of telehealth visits was associated with an
increased likelihood that a patient would see the same oncologist (i.e. continuity of care), the
average number of oncologists seen per patient was calculated for each year. There was a
small yet significant decrease in number of the oncologists seen per patient for prostate cancer
and the four types of cancers combined. This suggests an increase in continuity of oncologist
care, however it is not known if telehealth is responsible for this change. This evaluation has
only demonstrated an association between telehealth and certain benefits (e.g., continuity), and
there may be many other confounding factors (e.g., number of sessions scheduled, size of wait
lists, number of patients referred, number of available oncologists, number of available
telehealth units, etc.) at play which impact on these benefits and their relationship with
telehealth. There was found to be no significant change in the wait times to oncologist visit over
the study period, nor was there a significant difference found in wait times for telehealth vs. in-

person oncologist visits

E. DISCUSSION OF INDICATOR QUESTIONS

Following is a discussion of the indicators for each of the two research questions put forward in

the evaluation framework.

Research Question #1: Does telehealth support equitable access to services?
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Indicators:

1) Is there adequate access to existing telehealth services?

Patients strongly agreed that they were able to get a telehealth appointment in an acceptable
amount of time. No issues were identified in regard to accessing existing telehealth services,
and there is evidence that teleheath has filled many gaps in healthcare services with respect to
chronic disease management. However, it was noted that telehealth should be expanded to

support more diseases, and to areas where telehealth is not currently unavailable.

2) Is there a need for additional telehealth services at sites?

In general, healthcare providers and regional coordinators felt that telehealth should be
expanded to other care areas and to other sites. New programs suggested included diabetes
care, autism, and wound care. There was also a suggestion for additional equipment at some
sites in an effort to enhance current services. The type of equipment mentioned included more
sophisticated cameras and other peripherals for improved examination ability; wireless
microphones to eliminate bothersome electrical cords, and improved access to electronic

patient information during the telehealth session.

3) Has Telehealth changed healthcare service levels?

Findings suggest that telehealth has improved access to many different types of chronic disease
management services in many rural sites in the province. Expansion of telehealth to new sites
and disease areas and healthcare disciplines would allow more patients to receive healthcare

services, which they currently may only been able to access by travelling to St. John’s.

4) Has Telehealth changed patient waiting time for access to services?

Patient surveys found strong agreement that telehealth improves access/wait times to specialist
visits, whereas the provider survey only found moderate agreement. Interview participants were
divided on the issue of telehealth reducing wait times, with some expressing reluctance given
the lack of supporting data. The analysis of administrative data suggested that there was no

significant impact of telehealth on wait time to initial consult with a radiation oncologist.
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5) Has Telehealth changed travel time to access services? and 6) Has Telehealth changed

travel costs to access services?

Perhaps the most tangible benefits of telehealth, which were constantly conveyed throughout
the evaluation, are those associated with time and costs savings. Findings indicate savings in
travel time and costs for patients, providers and the healthcare system overall. Savings are
especially evident with patients living in remote areas (e.g., Labrador) and those that are
seriously disabled or ill. Cost and time savings also apply to providers who have seen a large
reduction in travel to clinics in smaller areas, and are spending fewer days away from home and

their main clinics.

7) Are patients/providers satisfied with telehealth services?

Patients reported a high level of satisfaction with most aspects of telehealth services, whereas
providers expressed high levels of satisfaction with telehealth in the interviews, and only
moderate satisfaction in the surveys. Although overall satisfaction levels were high, this does
not preclude room for improvement, or mean that there are no challenges in accessing
telehealth services. Patients, mainly those in the nephrology program, expressed concerns with
both privacy and space. Providers suggested telehealth be expanded to other disease areas,
for improvements in facility space, increased human resources, new equipment and training,
and better access to patient information during sessions. Other challenges identified included
remuneration, lack of hands on assessment, scheduling, and the integration of telehealth into

the broader healthcare delivery model.

Research Question #2: Does Telehealth increase patient empowerment?

Indicator questions:

1) Have there been changes in patient participation in telehealth?

The utilization analysis found that the number of telehealth sites and sessions have been
gradually increasing over time, with sharper increases experienced more recently. Many sites
are now offering telehealth services in multiple disease/healthcare areas, with people in these
areas being able to access many services without travelling to St. John’s. This allows for
increased comfort, improved quality of life, and reduced time and cost from the reduction in
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travel. In addition, many more different healthcare providers are becoming involved with the

telehealth program in the province.

2) Has Telehealth resulted in changes in continuity of care for individuals suffering from

targeted chronic diseases, such as diabetes?

It was felt that telehealth resulted in improvements in continuity of care, both with respect to
patient information and the patient/provider relationship, as well as increasing the frequency of
patient follow-up. Findings suggest that telehealth allows providers, such as nurses at the
telehealth site, to be more integrated into the care process and for the patient to be better
managed and tracked. This allows the nurse to facilitate information transfer about patient care
between the specialist and the family physician. Administrative radiation oncology visit data
showed a small drop in the mean number of oncologist visits per patient over time indicating a
slight improvement in provider continuity, although the evaluation also found a small decrease in

the frequency of follow-up.

3) Has Telehealth resulted in earlier discharges from acute care facilities due to availability of
appropriate  community services (via telehealth)? and 4) Has Telehealth resulted in

prevention of unnecessary admissions to acute care facilities?

Most participants felt that telehealth did not have a significant impact on hospital admission or
earlier discharge from hospital. In this regard it was suggested that it may be too early to
determine if the service is having any impact on hospitalization as telehealth is still a relatively
new program in most areas. Given many of the telehealth programs did not start until 2007,
data was not available to examine changes in hospitalization patterns post-telehealth
implementation. It was noted that access to specialist care via telehealth for inpatients may
prevent immediate transfer to hospitals in larger centres. However, it was also felt that most
telehealth services involved out-patients, and telehealth would not, in most instances, facilitate
earlier discharge from hospital. There were some providers who felt telehealth may allow for
earlier discharge in some disciplines because of increased availability of care services in the

community due to telehealth.
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SECTION 5: LIMITATIONS

The utilization analysis involved the use of the Telehealth Utilization Database which is
maintained at the Newfoundland and Labrador Centre for Health Information. The integrity of
this database relies on accurate completion of the telehealth booking request form completed by
the provider (or their administrative assistant). Patient chart numbers were unavailable for the
tele-nephrology and adult tele-psychiatry programs, thus the evaluation team was unable to
determine the number of patients who were involved with these sessions. In addition, the data
on radiation oncologist visits is subject to all of the limitations of administrative data. For
example, the data just tracks visit events and says nothing about the severity of the cancer
case. Wait time data was limited to the oncology program only and limited even further to only
radiation oncology. The existing number of telehealth patients in the province could not be
determined using the Telehealth Utilization Database as this system is a historical database
with no means for determining the number of patients that have died, moved out of province, or
were no longer involved with telehealth sessions. Aside from survey responses and some
discussion on these topics in the interviews, little empirical data was available on time, travel
and cost-savings resulting from telehealth. Although the provider survey was associated with a
very high response rate (72.6%), the patient survey involved only 83 respondents representing
all chronic disease management telehealth patients in the province. Small sample sizes are
especially evident when comparisons are made between telehealth programs and Health
Authorities. As well, given that tele-oncology is the oldest and most widespread program, it is
overrepresented in the surveys. An exception to this is for the patient survey for the Eastern

Authority, where most respondents were from the tele-nephrology program.
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SECTION 6: CONCLUSION

The evaluation found increases in the use and acceptance of telehealth over time and that the
CDM component of the Provincial Telehealth Program has expanded to many chronic disease
areas, as well as to diverse groups of healthcare professionals. The Telehealth Program was
found to be associated with high levels of satisfaction for both patient and providers, with both
survey and interview data suggesting telehealth can contribute to significant savings with
respect to time, travel and costs. Improved access to patient information, provider and
management continuity, and an increase in frequency of patient follow-ups were also identified
as benefits. Although there is room for improvement, the CDM Telehealth Program has
demonstrated tremendous benefit to patients, healthcare providers, and to the overall

healthcare system in Newfoundland and Labrador.

ACKNOWLEDGEMENTS

The evaluation team would like to thank the Provincial Telehealth staff at the Centre as well as
the Regional Clinical Telehealth Coordinators for their co-operation throughout the evaluation
process. We would also like to thank the workshop, survey and interview participants. A
special thank you is extended to Ms. Alice Nolan, Provincial Telehealth Scheduling Coordinator,

for her invaluable assistance throughout the project.

86



REFERENCE LIST

10.

11.

12.

13.

Allen, A. and Hayes, J. (1995). Patient satisfaction with tele-oncology: A pilot study.
Telemed J, 1(1). 41-46.

Aarnio, P., Rudenberg, H., Ellonen, M., and Jaatinen, P. (2000). User satisfaction with
teleconsultations for surgery. J Telemed Telecare, 6, 237-241.

Atlas, I., Granai, C., Gajewski, W., Steinhoff, M., Steller, M., Falkenberry, S., Legare, R.,
Szvalb, S., Prober, A., Zafrir, H., and Farbstein, J. (2000). Videoconferencing for
gynecological cancer care: an international tumor board. J Telemed Telecare, 6, 242-
244,

Bahaadini, K. and Yogesan, K. (2008). Gap analysis in telemedicine. J Telemed
Telecare, 14, 326-328.

Bensink, M., Wootton, R, Irving, H., Hallahan, A., Theodoros, D., Russell, T., Scuffham,
P., and Barnett, A. (2007). Investigating the cost-effectiveness of videotelephone based
support for newly diagnosed paediatric oncology patients and their families: design of a
randomised controlled trial. BMC Health Serv Res, 7(38),1-8.

Brown, E. and Sarsfield, L. (2003). NORTH Network Program Phase Il Evaluation
Report. NORTH Network Phase Il Evaluation. Retrieved January 20, 2005 from
http://www.northnetwork.com.

Canada Health Infoway. Benefits Evaluation Indicators Technical Report, 2006.
Retrieved November 10, 2008 from http://www2.infoway-
inforoute.ca/Documents/BE%20Techical%20Report%20(EN).pdf

Canadian Rural Information Service. (2008). About Rural Canada. Canadian Rural
Information Service. Retrieved December 5, 2008 from
http://www.rural.gc.ca/cris/fag/pop_e.phtml

Davison, A., Eraut, C., Haque, A., Doffman, S., Tanqueray, A., Trask, C., Lamont, A,
Uppal, R. and Sharma, A. (2004). J Telemed Telecare, 10, 140-143.

DelLone WH, McLean ER. (2003) The DeLone and McLean model of information
systems success: a ten-year update. Journal of Management Information Systems
19(4), 9-30.

Doze, S., Simpson, J., Hailey, D. and Jacobs, P. (1999). Evaluation of a telepsychiatry
pilot project. J Telemed Telecare, 5, 38-46.

Dwyer, Patricia. Newfoundland and Labrador TeleOncology Program Midterm Report.
December 2005.

Gagnon, M., Duplantie, J., Fortin, J., and Réjean, L. (2006). Implementing telehealth to

support medical practice in rural/remote regions: what are the conditions for success?.
Implementation Sci, 1(18), 1-8.

87



14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

Godleski, L., Nieves, J.E., Darkins, A. and Lehmann, L. (2008). VA Telemental Health
Suicide Assessment. Behav Sci Law, 26, 271-286.

Gomez-Martino, J.R., Suarez Santisteban, M.A., Dominguez, S.G., Gonzalez Castillo,
P.M., Covarsi Rojas, A., Castellano Cervifio, |., Novillo Santana, R., Deira Lorenzo, J.L.,
Marigliano Cozzolino, N., and Giménez Garrido, J.J. (2008). Telemedicine applied to
nephrology. Another way to consult. Nefrologia, 4, 407-412.

Government of Newfoundland and Labrador (2005). A Three-Year Provincial Telehealth
Strategic Plan for Newfoundland and Labardor. Retrieved November 10, 2008 from
http://www.eicp.ca/en/toolkit/information-technology/telehealth-strategic-plan-draft-

v2.pdf.

Hopp, F., Whitten, P., Subramanian, U., Woodbridge, P., Macket, M. and Lowery, J.
(2006). Perspectives from the Veterans Health Administration about opportunities and
barriers in telemedicine. J Telemed Telecare, 12, 404-409.

Jennett P., et al. 2003. Socio-Economic Impact of Telehealth: Evidence Now for
Healthcare in the Future. Volume One: State of the Science Report. Calgary, AB:
University of Calgary. Retrieved November 12, 2008 from
http://www.fp.ucalgary.ca/telehealth/SOS%20Final%20Report.pdf

Jian, G., Jingfang, M., and Jiang, J. (2002). Telediagnosis of 168 cases of renal disease.
J Telemed Telecare, 8 (6), 360-361.

Marchevsky A.M., Lau, S.K., Khanafshar, E., Lockhart, C., Phan, A., Michaels, P.J., and
Fishbein, M.C. (2002). Internet Teleconferencing Method for Telepathology
Consultations from Lung and Heart Transplant Patients. Hum Pathol, 33(4), 410-414.

May C., Harrison R., MacFarlane A., Williams T., Mair F., and Wallace P. (2003). Why
do telemedicine systems fail to normalize as stable models of service delivery? J
Telemed Telecare;9:25-26.

Miller, E. (2003). The technical and interpersonal aspects of telemedicine: effects on
doctor-patient communication. J Telemed Telecare, 9, 1-7.

Moehr, J.R., Schaaffsma, J., Anglin, C., Pantazi, S.V., and Anglin, S. (2006). Success
factors for telehealth - A case study. Int J Med Inform, 75, 755-763.

Neville D, Gates K, MacDonald D, Barron M, Tucker S, Cotton S, Farrell G, Hoekman T,
Bornstein S, O’Reilly S. (2004). Towards an Evaluation Framework for Electronic Health
Records Initiatives: A Proposal for an Evaluation Framework. (Health Canada):
Retrieved December 6, 2009 from http://www.hc-sc.gc.ca/hcs
sss/pubs/kdec/nf_eval/nf_eval2_e.html

Newfoundland and Labrador Centre for Health Information. Causes of Death
Newfoundland and Labrador 1996-2000. (2004)
http://www.nlchi.nf.ca/pdf/causes_of death 2004.pdf

Paul, P.G.. Raman, R., Rani P.K., Deshmukh, H., and Sharma, T. (2006). Patient
satisfaction levels during teleopthamology consultation in rural south india. Telmed J E
Health., 12(5), 571-578.

88



27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

Public Health Agency of Canada. (2006). How healthy are rural Canadians? An
assessment of their health status and health determinants. Retrieved November 8, 2008,
from http://www.phac-
aspc.gc.cal/publicat/rural06/pdf/rural_Canadians_2006_report_e.pdf

Romanow, R. J. (2002). Building on Values. The Future of Healthcare in Canada.
Retrieved November 5, 2008 from http://www.hc-sc.gc.ca/hcs-sss/hhr-
rhs/strateg/romanow-eng.php

Rumpsfeld, M., Arild, E., Norum, J. and Breivik E. (2005). Telemedicine in
haemodialysis: a university department and two remote satellites linked together as one
common workplace. J Telemed Telecare, 11, 251-255.

Ruskin PE, Silver AM, Kling MA, Reed SA, Bradham DD, Hebel JR, Barrett D, Knowles
F and Hauser P (2004) Treatment outcomes in depression: comparison of remote
treatment through telepsychiatry to in-person treatment. Am J Psychiatry,161: 1471-
1476.

Schmeida, M., McNeal R., and Mossberger . (2007). Policy determinants affect
Telehealth implementation. Telmed J E Health. Apr;13(2):100-7.

Telehealth and Educational Technology Resource Agency. (2003). TETRA 25: The Way
Forward: Telemedicine to e-Health. Retrieved January 20, 2005 from
http://www.med.mun.caltetra

Weinstein, R. S., Lopez, A., Barker, G. P., P., Krupinski, M., Descour, M. R., Scott, K.
M., et al. (2007). The innovative building of teleradiology, telepathology and teleoncology
services. IBM Systems Journal, 46(1), 69-84.

Winokur, T., McClellan, Siegal, G., Redden, D., Gore, P., Lazenby, A., Reddy, V.,
Listinsky, C. M., Conner, D, Goldman, J., Grimes, G., Vaughn, G. and McDonald, J.
(2000). A Prospective Trial of Telepathology for Intraoperative Consultation (Frozen
Sections). Telepathology for Intraoperative Consultation, 31(7), 781-785.

World Health Organization. (2000). World Health Report 2000 Press Kit. World Health

Organization Assesses the World's Health Systems. Retrieved December 15, 2008 from
http://www.who.int/whr/2000/media_centre/press_release/en/index.html

Wysocki, W., Komorowski, A., and Aapro, M. (2005). The new dimension of oncology
Teleoncology ante portas. Crit Rev Oncol Hematol, 53, 95-100.

89



APPENDICES

90



Appendix A: Telehealth Benefits Evaluation Workshop Summary

91



c6

e ur pojedronred ‘{(THDTN) UONBWIOIUT Y3[BIH IOJ 91UL)) JOPeIqe] PUB PUB[PUNOIMAN Y} PUB ‘SIJTAIDNS AJTUNUIO)) pue YI[edH Jo juswiredoq oyl
‘sonIoyIne y3reay [euordar moj ay) Sunuasardar weidord yreaysd ] (JNQD) IudwoSeurA 9SBISI(] JIUOIYD) PUB[PUNOJMAIN Y} J0J SIOPJOYIe)S Ao

preuo@ory uoqg
Jomod suy)

SQuO[ Yloukmon)
uosag Asued
Surdooy] okeq
SIAR(] BIYIUAD
s3umyoiny Juarreq
suosIed BoLYg

800T ‘61 19qUIdAON

Arewruing $s320.4J

1SATeUy YoIBasay ‘YSIBA e[o3uy
1SATeUY [0IBISOY ‘SUDIBA\ JOUIBOH
1SA[RUY [oIBasay ‘Uamog eAUOS

S19Y8)-9)0N
1s11e102dg 01830y 2AnR)I[EN() ‘BIUOY WY

uonen[eAq 29 YoIeosay ‘I9FBURIA ‘SUI[[0)) BIABY
js13ojorwapidy J01uag QySIus] uyor

S10JB[IIB]
pUR[UAID) UBYIRUO[ "I [1°e8png Apnr
yonpday 1ed duBIYO0)) dAuuoyg

[1°d.O euyny PeoH epualyg
JOLINSSIINYT NOIS p1oy suueor
100§ KdoeI1], I An010) 1Bg

A B[RS usuupid BAIA

UB[ON 90I[V UQ)[Y UUAT BIOA

s10qoy aurydpg pIeMATY duel(]
sjuednaeJ doysy.aoa,

doys>10A\ uonENRAY SIPJIUIY WeI301J YIBIYID L
JUIUWASBURIA ISBISI(] JIUOIY)) I0PRIqE] PUR PUB[PUNOJMIN



€6

‘(SmaraIduI pue sarreuuonsanb AsAIns -9°1) sj003 Apnis
ojerrdordde jo yuowdo[oAap oy Ul pre ue se pasn q [[IM I PUB UONEBN[BAD }[BIYI[D L, N Y 10J SISeq Y} SB AIIS [[IM JUSWNIOP SIY} e} papujul
s1)] ‘uonsanb 1ojesrpur oy} Jo odoos papuojur uo uonesyLIe[d urpiaoid 1x9) JoLIq Jo/pue uonsanb poje[or e opn[oul OS[e SI0JEIIPUI JWOS "UONEN[BAD

oy} ur papnjour 9q 03 syuedronaed Aq po3sad3ns seare [erjusjod [BUONIPPE J0J [[om Sk suonsonb 1ojeorpul SUIA[Iopun pue suonsonb oIeasar om}

A} 10J SUOISSNISIP JO Arewuuns & sapIaoid mMo[aq 9]qe) Y], "SISBISIP OIUOIYD JO wnnddds oy Jo 19sqns [[ews & A[uo sassedwooud Apuatmd weidord
o se werdord yieays[al oy Jo sweu oy 1oy dreridoidde oq jou Aewr  JuowdSeURIA 9SBISI(] JTUOIYY),, UL} AY) TRy} PIJOU SBM I ‘UOIJBAIISQO [BNIUL
ue sy ‘werdoid |\eayere L INQD 23 SunenjeAd ur poIdpIsuod 9q 03 ISAIUL JO SI0JedIpuUl/seare [enudlod 107310 [BIOAIS poynuapl dnoid oy paposu
SeM UONEBIIJLIE[D JO UONEIIJIPOW SISBI WIOS Ul JNq ‘UONBNBAD YI[BIYI[A) AU} UI UOISN[OUL JOJ PI[BA dI9M suonsanb jsow jey) paside syuedionied

UOISSNISI(] UONSIN() JA0JBIIPU] PUR YIIBISIY

-9[qrssod axoym suonsonb mou Jo uonerodioour se [[om se suorsanb 1o3edrpur SunSIX9 0 SUOTIBIIFIPOW PIPUIWILLOIIL 9PNOUL
[[1M SIOMOWEI] UOTJEN[BAD [RUIJ OU ], “SIOMOWEIJ UOEN[BAR 9} JO Judusnipe pue joeqpas) Joyiny 105 mofe 03 syuedronaed doyssiom 03 paynqrisip
9q prnom Arewrwuns doysyiom e jey) pajels sem J| 'ss9001d uonen|eAd ay) ur udxe) 9q 03 d1om jey) sdals JXou JO UOISSNISIP B M papud doysjiom ay [,

"91qIssod a1oym uonen[eAd ayj ojul pajelodioour 9q [[Im Seale [BUOIPPE SAY ] "UOLIBN[BAD J) Ul
opn[our 03 jueprodur 21oM }9F SIOP[OYN.IS YIIYM NG SMIOMIWEL,] UOHEN[BAT YI[BIYS[, N [eUISLIO 9U) UI PIPN]OUl JOU 1M JBY) SIOJeOIpUl/SedIe
[BUONIPPE JO UOISSNOSIP B Sem 10U} SUIMO[[0,] "UOISSIS JNo3eaIq ) Jo synsai ay) uo sjuedronied [[e 03 yoeq payrodar dnoid yoes uoouseyje ayj uf

"PoILIdUAS SeM Jey[} UOISSNOSIP Y} PAIUIWNIOP SIONL)-0)0U PUE UOISSNISIP dnoid oyy pof sI0je}I[Ioe,] PIsSNISIP OS[E AIOM SI0JedIpul

oy} poddns 01 $90IN0S BJR( "SIOJRIIPUI A} J0J saInsedwr dqIssod durfal/sa33ns se [[om se suonsaonb Jojed1pur pue suonsanb yoreasar ay depIfeA 03
payse sem dnoid yoey ‘suonsanb 10jedrpul SUIAISPUN [BIOAIS YIIM [[OBD YIOMIWERIJ UOIIBN[BAD JU) Ul PIIIUIPI suonsanb yoreasar omy ay) papiaoid
o1oM SIoquIdW dnoIH “I9YB)-9)0U PUB JOJBII[IOB] € (IIM [ord SdN0I3 991} SU} OJUI POPIAIP dIOM SIIP[OYANEIS UOISSS JN0-ealq Juruiow oy} Jurmn(g

"uoneN[eA?d JUALIND Ay} ApIn3 03 pasn 3urdq

QI OIYM JO [[B “[I0MIWe,] UoneneAq YI[edya[o L JNQD Y} Se [[dM St SyIomduwelj uonen[ead [HD TN Pue Aemojuj 9y) 0} UONBIUILIO UB UJALS OS[e
d1oMm K9], 90UdLIOdXd UONBN[BAD PUE ‘SBAIR OIBISOI ‘INIONMS S31 SUIPN[OUl [HD TN JO MIIAIOAO Uk papraoxd a1om syuedronaed doysyzopn THDIN
oy Aq pajeyI[Ioe) sem doysyIom dy ] “YI0MIWeI] UONBN[BAF SIJouUdq Y[, [eIOUIA0L] N Yl ojul indur apiaoid pue djepijea 03 doysyiom



148)

juoned Jo yoe[ ‘YI[BIYS[I} 0} SULLIJAI Jou suerorsAyd ‘3-9) own jrem Jo3fje AeW YoIym SI10}0B] INOqe ISV -

own Jrem 9y} YIm UONORJSIIes JI9y) pue payiem Aoy} Suof moy judned sy -

[3[BaY9[2) JO asneddq paSueyo dABY SowI) Jrem Ioyioym uo uorurdo Sunyse LoAins ropraoidausned uo waoyy -
JuSWILaI)/SISOUTeIp pue [eLI9fal ISI[e10ads 0 SaW) Jrem 9INSBIW 0) JNJJIP 9q Pinom I1 paaide sjuedionted -
9qQISBJ 9q JOU P[NOM [IIYM SMITAJI 1BYD 21INbal pinom ejep awm 1rem Jsow Saul Jiem Uo Bjep Jo [eIoudr) -
Paulyap A[1ea]0 2q 03 PIsU panseawt FUlq SoWN B M -

sowm yrem pajoedurr, Sey Y3[eIY[2) IOYIAYM IS SOUIL} JIeM PAONPAI [3[eAY3[a) sa1jdwl 31 se uonsanb Jurpea] -

(‘Juounjean; pue SISOUSeIP 03 SWI) JBAN ISIA ISI[e10ads
[e1}IUL O} SWIT} JIB AN ‘[BIIOJOI JOJ QW) B AL ) (,SOOIAIOS 0}
ssoooe 10§ own Sunrem juened poonpal yieays[d ] sey (y

" BAIR OU) UI SAOIAIIS dIBIY)[BAY JO [9AJ] Y} PaSueyd Sey Y)[eayo[dl,

IOJoUM OS[E pue BAIE ) UI SIOIAISS [)[BAY JO S[OAQ] UI SoFueyd 10J SUONL}0adXa paidje sey Y)eayo[dl,
I9JoyMm sk 0} uonsanb promal pue SULINIONIISAI pIeOq YI[BIY Inoqe 0991d 9A0wWaI 0) dpew uonsa33ng -
* SOOIAISS )[BaY JO SSO[,, pue , JBdJ *** PIseaIoddp,, Inoqe syse J1 se uonsonb Jurpeo -

SOOTAISS JO SSO[ JO 18] B 0} PO Sey SULINJONISAI pIeoq YI[eay Jey) Sawnsse uonsang) -

JUBAQ[QI J0U Sem uonsanb jygnoyy Aueyy -

¢bunnonnsal pieoq yjeay Aq uo ybnoiq seoinles
yyieay Jo Sso| Jo Iea} oy} pasealoap yjeays|o] seH (¢

(uoneyrodsuer 10/pue ssa00€ pueqpeolq JO AJN[Iqe[IeA. “3°9)

SONIUNWIIOD 9JOWAIT JO SONSLIOJOBIBYD JUNOIIL OJUI e} P[NOYS ‘SIOIAIOS [BUOIIIPPE J0J PAdU SUTUIWINOP U] -
su1a0u0o Aoeatid jroddns sanrroey pue juowrdinbs Yi[eoys[9) [[oM MOY SUTWIEXH -

sdnoi3 spoou [e10ads 10J SIOIAISS YI[BIYS[} JO Aoenbape suruexy -

0ANOE 9u03 AJ3U0091 Isn[ 9ABY YOIYM SIS AUBW J0J JIOMSUE 03 JNOLJIP 9q P[nom uonsan() -

juawdmba/says yi1eaya[a) Surjrelop spuawNoop wed) 103[01d Jo asn ayew Pnod Wed) uonen|eAy -

SIOIAIOS MOU JOJ pasmbal

$90IN0SaI JO AJI[Iqe[IeAR sB [[om se Juowdinbo yipeays[a) Sunsixs Jo Aoenbope oUIIAIOP 0] PAdU PINOA -
20UdPISAI JO 20'[d PUB S[BIIQJAI JO SOWN[OA JUSLIND U0 UOHBUWLIOJUI PASU ISIIJ PO -
SmarAIoul/sIreuUoNsanb ySnoay) pauruLIalap 1sag -

*(SOOTAISS )[BT
o[qe[reAe Surpnjour) 9)IS [oBd Je SOJIAIIS JO AIOJUOAU]
{SOUIS & SAOIAIAS I[BaYQ[0) [RUONIPPE JOJ PIau € a1} ST (T

JA1)OB QU099 SIS [I[BAYI[} MAU SB PIFUBLD SBY SSOOIB MOY| QUIWIEXI 0) WISAS SIJO 9S(] -

oseqejep UONeZI[NN [}[BdYd[d) WO} UONEZI[NN JULIND UO UOBULIOJUT UIR)qQ) -

00UIAOI{ Y} UI BIJEP dUI[dseq JO JoeT -

(Suruuerd euornyeziue3io

‘s001n0Sa1 uewny ‘doeds AJ1[1oey "§'9) $s900e 1oedwil Aew YoIym SONSLIdJORIRYD AJroedes ourwexo o3 juejrodw] -
)[BOY9[9) WOIJ JIJAUSq PNOD YOIYM SBITE ISEISIP JOYJ0 Jnoqe siopiaoid/jusryed yse os[e {(i[eaya[d) Ul PIAJOAUL
jouU ss1[eroads owos Aym ojur JYSISUI UTR)QO SB [[OM SB S[BLIDJOI dI0W PIMO][. JO/pUE $S990. 1D pasoidurr

Sey y3[eaya[} Joyjoym ‘sa01AIds ul sded paaredrad noqe s1apraoid yse smoraroqul/sareuuonsanb ysnoay g, -
pauljop AJIea[o aq pInoys ,ss200e jenbape, pue SS0de, SUI], -

£, S90IAIBS 0) SS90k parcidwl pamoje yjesysa|sl
seH (ouoads aseasip ‘ol0ads 8)Is) ¢,S90IAIBS
yjleaya|a} Bunsixa 0} ssaooe ajenbape atay} s| (|

UOISSNOSIP ON

(SIIIAIIS 0) SSIIE
d1qeymba yroddns Y[eaya[d) sd0( ] UonSINC) YIIedsYy

SHUI0J UOISSNISI( UTBIA]

uonsanf)

suonsang) J10)edIPU] Pue YI.IBISIY U0 UOISSNISI(] JO Alewiming
doys>10A\ uonEn[RAT SIJIUIY YI[LIYI[ L, JUSWISRURIA] ISBISI(] IU0IYD)




g6

wawramodwo juaned 1oy sarxoid se joe Aew 10 03 2InqQLIIUOI YoIym ‘uonedionted uey) I9U30 ‘S1010B) dUILIBXH -
oW J2A0 (I[BAYI[J) YIIM [9AI]

yojwod/uondastad ur sagueys 9qLIdsap 03 pue paousLadxs Suraq d1e SAFULRYD MOY| SUIWEX? 0) Pasn 9q P[nod
smararour yuaned ‘uonedronred jusned ur saSueyo uo suondaoiad urejqo 03 pasn 9q PNOd SMITAINUIL IOPIAOI] -
O[qQISB9) 10U SMIIAI JIBYD ‘BJep JARISIUIUPE [qe[IBAR WOIJ SUIULIAIOP 0} JNINJIP sased Jo Ayxadwo)) -

ouwIn) JOAO UQIS Sased pajeorjdwod o3 ojduars

Jo onjer ay) pue syisia dn-mof[[o} 0} S}ISIA [eNIUl JO O1jel OU} Ul SOFULYD I} SUIIEXI ‘DAT)OB SUWI00I] SIS MU

Se SuOI3aI JUSIJJIP Ul YI[BAYS[S} Aq U29s Surdq sjuarjed mou Jo Ioquunu ayj SUIULIAIAP 0} pash 9q P[nod SIdO -
susoped uonedronied sururexa 0} pasn oq P[NOd ISeqeIEpP UOIBZI[IN )[BIYD[I], -

(dn-moy[oj pue Suniojiuow
OSBOSIP JO SOFe)S IDI[1BD UO PASNI0]) {IBIYD[OL
ur uonedroned juaned ur so3ueyo usaq 219y} 9ABH (]

"91B00[Q1 IO [9ARI} "SA OWIOY JB AB)S 0} 99101 91} SUIALRY JuBdW juouLIomodw

1[9J SIQUIO0 S[IYM [)[BIYS[3} UI [01UO0I Judnied J0J WOOI Yonw Jou sem 312y 313 syuedionted swog -
Juowzaomodwo juaned sagueyd yi[eayd[l, IAYIAYM JSe 0} PIOMII p[noys pue uonsonb Surpes -
RwIaModud 109]J8 P[NOJ YOIYM SI0JIBJ JIOU)0 AUBW OS dIB A1)

1B} UDAIS SIOIAIOS [I[BAYD[} 0} JudwIomoduwd ul a3ueyo e ainquIje 03 JNOLIIP 29 p[nom 1 3j9f sjuedonied -
Jea[oun sem UONIULAP $II St pauonsanb sem juowramodwd pIom Ay} JO 9S() -

Jyuduramoduwd
judned ISBIIIUT YI[BIYII L, SA0( :T UONSIN() YIIBISNY

suone}oadxa juoned pue op 0] PIPUAUI SeM [}[BIYD[J] JBYM [JO] JO dJeMEB I P[NOYS ‘UOIIORISIES JuLIsedul uf -
Kep Iom 1191 Jo Ayfenb 1o/pue ooue[eq 91]/310M IIU) PAJOJYJR S [I[BaY2[d} JAyIoym S19pIaoid ysy -
SUIO0U09 AorALId SB [[oM SE ‘SOOIAIS ISI[B109dS U0SIod-Ul [EUOTJUIAUOD 0} JANB[II SOITAIDS I[BIYS[9) YIM [QAJ]
110JUI0D “PAPAU SANITEPOW JUSWILI)/SIIIAIIS [[}[BIY[9) 1930 Jo suondaoiod sururexd os[e pjnoys uonenjead -
PS[qeSIP J) I0J SIIIAISS JO SUORIIWI] Sk [[om s ‘Jouuosiod parjijenb pue aoeds Lyi1oey yuowrdmbs yireays[oy
K1essooau Jo Aqiqerreae ‘syusunurodde ureyqo o3 Ai[iqe “Surnpayos yim uonoejsnes aqoid pnoys uonenjeay -
SMITAIIUL/SAOAINS Jopraold pue juonjed uo payse aq p[noys suonsong) -

PAUIJAp 19)32q 3q P[NOYS SSAOOB PUB AJ[IGR[IBAY -

(Ayrenb ao1A10S M
uonorjsHes ‘ssoode/A)N[Iqe[IRAR 9OIAIOS UM UONIRJSIIeS)
({SQIIAIAS )[BAYD[A) [IIM paysnies s1opiaoid/syuaned a1y (£

SMOIAIDIUL 10/pUE SAQAINS I9p1A0Id Ul popn[oul oq P[nod YI[eaY[d) JO S}JAUIq IS0 [[BISA0 UO uonsanb e

1B} PA1SA33ns sem J1 pue polonpuod 9q YIeAYI[S) JO SISA[BUE J1JAUIQ ISOD [[BIOA0 UE Jey) paisadsns syuedionied -
SOI[IWE} U0 Ulel)S [BIOUBULJ SWIOS 20NPAI 0} J[qe Ud9q Sy 3.y} Jey) 3[of syuedionied -

BJEP 1500 10€X9 ap1aoid 03 Juejonjal o1e sawmnawos a1e 9jdoad jey) udAI3 paisadsns sem saguel 3s09 Jo 9s() -
sKoans 1op1aoid pue juaned y1oq uo s3uIABS $)SOO [9ALI) U0 uonsanb sy -

{SOOTAIIS $SOO0B 0} $)S0O [0ARI) PAONPAI YI[BYI[o L SeH (9

9)eJ0[21
0} Suraey woiy ojdoad paaes sey yieoya[a} J1 Suryse Aoains juoried UO W) U IpN[OUl 0) Pa)sa33ns sem I -
[)[E9Y9[9) JOJB PUB 210JOq 9ITAIIS Jo ooed

"SA 90U9PISAI JO doe[d UOo BIEp SUIUTWEXS AQ SSUIARS OUIT} PUB JJUBISIP [9ARI} QJBUIIISY 0) PAsn 9q P[Nod STJO -
s1op1aoid pue syuoned yjoq 10J SWIN [9ABI) JO O] B 9ALS P[NOM [I[BIY[0) Jey) JYSnoy) sem I -

S[Tejop uo puedxd 03 pasn 9q P[noOd sSMIIAIdUI ‘sarreuuonsanb 1opraoidjusned eia pamseow jsog -
suonerndod [ernr 10 s901AI3S JO A3nbo Jo 103BOIPUI J50q O} PAISPISUOD UONSINC) -

" Town [9ARI) poSuRYD Sey [)[Bayd[), JOYIOYM JSe p[noys pue Jurpes| uonsany) -

(SOOTAISS $S300€ 0] OUIT} [OARI) PIONPAI YITeAYS[d T, seH (S

sown yrem SULINSBIW pUNoJe I0)eUIPIO0)) SAWI ], JIBA\ [BIOUIAOIJ AU} )M }[NSUOD 0} PI)sadTns sem I -

SowWIT) JIeM UI UONONPAI B 99 0} 30adx0 jou pIp sjuedionred 1SON -

yieoyo[a3-isod pue -o1d 3ISIA Js1[e10dS [1IUT 0} SWIN JTeM UT SOSUBYD QUIWEXd 0} S[JO dsh 0} paysad3ns sem i -
(s901A108 Y31BOYS[Q} J0J painbar Ayoedes sooImosar uewny Jo Joe[ ‘eouepudpe




96

(o180 punom "3-9) oIMINJ O} UI SOIIAIAS [}[EAYS[) [BUOLIIPPE

Jo uorsiaoxd y3noayy suorsstuupe [ejrdsoy ur suoronpar 1oyiang 10y fenuojod Surrojdxs paised3dns syuedronred -
(omyrey Jreoy ‘oxes aaner(ed ‘sisAferp ‘3-9)

sdnoi3 sjuorjed ureires 10y suonezi[eidsoy Jo 9OUBPIOAR UI JNSAI ABW I} Jey) 3]} syuedionie -
SUOISSTWIPE [e31dSOY JOJ PAAU SSI[ UT J[NSAI

Kew juowageuew judned/ares 1o Ajjenb pue ‘uorieonps sopraoid paaoidur 03 sso09€ ey 3jof syuedionie -
MOIAIUI JO/PUB AOAINS B BIA PAINSEIUI 3¢ P[NOJ JOJRIIPU] -

Ssa[qeLeA SUIPUNOJUOD JO Joedull OY} JO ASNBIAQ PUE [[BWIS

9q Aewl UONONPAI A} ASNBIIQ INSBIW 0} JNIYJIP 99 ABW [J[BIYS[J) 0} aNP sojel uonezijeyidsoy ur uononpay -

{SONIIOB] 018D 9JNOE 0) SUOISSIWPE
Kressooouun Jo uonuaaaxd ur pajnsal yieays[d ] sey (y

2Inseaw 0 JNOIJIP 9q AeW W) JOA0 23UBYD JAU B SNy)

pue uonenys 2yl uo Jurpuadap SUOISSIUIPE 1d)B] 10 JII[IBD Ul JNSAI AeWl YI[BdY[) Jetf} pajesipul sjuedionied -
SIOSN -UOU PUB SIOSN [}[BIYI[J] USIM]I] SOOUIILIP SUIWIEXI IO “UYIBIY2[J} -}sod pue -21d sased asay 10J Keis
JO (33uQ] puR UOISSIWUPE 0} AW Ul SIIUIILJIP QUILIBXD PUB JILD JNOE Ul UAIS SISOUSRIP UOWWIOD JUTWEXH -
0A109[qns 9q pInoMm JNq MIIAISIUI/AIAINS B UI PAINSLIUW 9q P[NO)) -

Kouejur 119y ut ATuo are sweldord yj[esays[a) 1Sou Jer} UdAIS A[1ed 00} 9q ABW puUE 2INSBaW 03 NI -
jueA9[aI 30U sem uonsanb siyy yInoyy syuedronred swog -

{ SONI[I0.] 918D
o)noe Wolj saSIeYISIP JOI[Ied Ul P)NSI YI[eayd[d ], seH (¢

Koeand 03 3y3u s juoned oyp Suroojord [us

o[IyMm I9Jsuel} uonewIoyul ojenbape mofre 03 sarorjod Aoeard yireays[e) Jus)sisuos pue djerrdordde 10y posy -
(pa191S1391 ATJU)ISISUOD J0U SUOISSIS YI[BIYI[A} "F'9) YI[BIYS[S} UI 918D JO AJNUIUOD 0) SISLLIEQ QINSBIIA] -

918D Ul PIAJOAUL SIOPIA0Id IOU)O 0] J[qR[IBAR PUB PAJUIWNIOP 2q P[NOYS SUOISSIS [I[BIYI[] JO S[1BId( -

a1ed s Juaned JO SJUSWILD IOYI0 Y)IM SNONUNUOD dI8 SUOISSIS I[eayd[a) Jey) jueitoduy -

(sdn-mof[oj Jo Aouanbaiy pue sisi[e1oads JO AJ[IQR[IBAR ‘SOWI) JIBM ‘SOIIAIOS MU Pue SUIISIX 0) SSI00B

"3°9) y3[eaY2[a} 0} anp 9q AW YIIYM dIBD JO AJNUNUOD 0] PAJR[I SI0J08) Ul SAZURYD 2INSLIUI OS[B P[NOYS -
yireay9al-isod pue -aad jsiperoads

owes o) Suroas sjuaryed jo uontodoid pue dn-mofjoj Jo Aouonbaiy ur saSueyd SUIWEXS 0} S[JO 9Sh P[no)) -
s19p1a01d o180 [BO0] PUE S)SI[E10adS UdaM)aq JoJSues) UOIIeUIojul/sofexul] paSueyd sey Y)[eayd[o) MOY| INSLIA -
SMITAINUL/SAOAINS y3noayy soanoadsiad jusned pue 1opraoid yjoq urejqo prnoys -

(uoneurIojur Jo A)yIMunNuod ‘3-9) PauLIp 19Paq 2q P[noys painseawr Sureq Aymunuod jo adAjuonmuya(d -

.77 19Ied JO AJNUIjuod ur soSueyo Ul po)NSAI YI[BIYI[I} ", IOYIdYM JSB 0} pOPIOMAI 9q p[noys ‘uonsanb Juipeo -
juauromodurd

juenjed j09]Je AW SIY) SE 918D JO AJNUIUOS UI SOFUBYD dInseawr 0) juerrodwr sem J1 jey) poaide syuedionied -

(a1e5 JO uonERUIPIO

-09/A1INUNUOJ JUSWAFLULW ‘AJMNUNIUOD [BUONBULIOJUL
‘AMunuo 19p1A0Id “3°9) (S9IOQRIP S [[INS ‘SISBISIP
OIUIOIYd PajoSie) woly SULIDJINS S[ENPIAIPUL I0J dIBD

Jo Aymunuos ur sjuowdAoxdwr ur pejnsar yeayo[o ], seH (g

(¢suonIpuod Yjeay Iy} UO [BLIdJEW [euoneonpa jsanbax 03 A[oy1 210w syuaned

3[BIYD[3) A1 "T°9) 2180 )sI[e1oads uosiad-ur [BUOIIUIAUOD 0} SaIedWI0D YI[BIYS[3) MOY] JO SAINSBIW dUTWEX -
( sanseowr a1ed Jo AJenb ur sofueyo se [[om Se ‘YI[BIYI[d) 03 NP dIe YIIYMm

juowyean ur ojedionaed syusned Aem oy ‘uonoeysnes juaned ‘diysuonelal opraoid-juenyed ur saSueyo 3-9)




L6

[)[B9Y9[9) JO S}JOUq 199)j

Kewl [oIyMm SIOSN [I[BAYS[9) 10J Sururen} Jo Aoenbape punoie sem UOIBN[BAD O} UI UOIIRIIPISUOD I0J BAIE [RUL] Y Sururer] (¢
“Jieays[e}

ur Sunedroned 1, udre s)sijeroads owos Aym suosear a10[dxo 03 juelrodwr SI 31 Jey) Sem WY} SULLINOAI IYJOUy JUAUIINIDNY IsITe10ads (1
“Jieays[al

BIA Suone)nsuos Juiaey jo uondo oy Jo areme dIe sjsijeroads pue suerorsAyd oxeo Arewnid 1oy ‘syuenyed
UOIYM 0} JUJXJ 3} QUIULISP 0} Jueitodur sem It Jey paurejurew sjuedionted doyssyrom ayp ynoysnoayy,

[I[EOYS[O L, JO SSOUQIBMY JOPIAOIJ PUE Jusned (¢

"JOpeIqeT Ul SISIX? Jey) JoLLeq 23en3ue| & se [[om

se sonssI Ajjenuapyuod/AoeArid ‘9ousLodxd yIeaya[al oyl yim [oA9] Hojwod s Jusned ‘Furuueld [euoneziuedio
‘s30s s erdosdde ym jouuosiad pue ooeds Suipying Quawdimba yjeaysye) ajenbape jo Aiqe[reae
‘syuounjurodde yo Surnpayos quounurodde ue urejqo 03 A[qe FUIOq PIPNOUI PAUOHUAW SIdLLIR] [enudjod swog
"S9OIAIAS I[Baye[9) Suipraoid 0) suoneI[ JO SILLIRQ punoie sem pasodold sem jey uonsanb mou 1oyjouy

SOOIAIOG I[BAYQ[O L 0} SUoneIwI| pue siorueq (¢

‘sIseq premioj-o3 € uo Apre[ngal poyos[[oo pue pado[oadp Suroq SwoIsAs
uonewIojul ojur pajerodioour oq Aewr K93 JeY) OS UOIIEN[BAS PONUNUOD JOJ SI0)RIIPUI YI[BAYI[0) 9INSLOW 0)
POPIOU dTE SJUSUIS[O BIEP JeUM 0} UOAIS 9q P[NOYS UONJBISPISUOD Jel) Sem PITISWO Jey) SWay) SULLINOaI JOy)ouy

slojesipu|
yjeaya|a L jo uonda|jo) ejeq Jejnbay (z '

"SMIIAIUI

10 sAaaans 1ap1aoid oy} 03 PAppe 29 PINOD 3[BIYI[3) JO IJAUI] JSOD [[BISAO UO uonsanb e jey) paysadsns osye
Sem )] “YI[BIYI[Q} UM PIJRIOOSSE (S0INO0SAI UBWNY FUIpnjour) s1s09 JUIZIa)l pue SUNRuIWNOOp Jo Aem QUIOS
9AJOAUI P[NOYS UOHEN[BAD I} JBY) INg ‘UONEN[BAD A} JO Jaed 9q A[1IBSSI03U 0) PI2U J0U ABW SIY) Jetf) poIsadsns
sem )] "poje[dwos 9q pInoYS SIJIAIOS [I[BIYS[} JO SISA[BUR JIJOUIG-}SOD [[BIOAO UR Je) PoIsadsdns syuedronred

sisAjeuy jyauag 3sod (I 4

‘uopen[eA7 J10J JIPISU0)) 0) SBAIY [BUODIPPY




Appendix B: Provider Survey

98



Dear

You have been identified as a potential informant for the evaluation of the Chronic
Disease Management Provincial Telehealth Program by the Newfoundland and
Labrador Centre for Health Information (NLCHI). Your name was provided to NLCHI
from a list of healthcare providers involved in telehealth in the province. The purpose of
the evaluation is to examine the overall benefits of the telehealth program, including the
level of satisfaction of both patients and healthcare providers.

As part of the study, you are invited to take part in a survey. Participation is voluntary.

All information you provide will be anonymous and kept confidential. Only personnel
conducting the survey will have access to the information you provide in the survey.
You will not be asked for your name or any other information that could identify you.
The information you provide in the survey will be combined with information provided by
other survey participants and only summary information will be used in any reports
produced from the survey.

It would be greatly appreciated if you would complete and return the survey in the pre-
addressed, stamped envelope provided with this package.

If you have any questions about this study, you can contact the investigator conducting
the study. That person is:

John Knight, PhD(c) (709) XXX-XXXX

Or you can talk to someone who is not involved with the study at all, but can advise
you on your rights as a participant in a research study. This person can be reached
through:

Office of the Human Investigation Committee (HIC) at 709-XXX-XXXX
Email: hic@mun.ca

Sincerely,

NI 1)

Don MacDonald PhD, Senior Director - Research and Evaluation

Newfoundland and Labrador Centre for Health Information

Principal Investigator, Chronic Disease Management Provincial Telehealth Program
Benefits Evaluation
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CHRONIC DISEASE MANAGEMENT PROVINCIAL TELHEALTH PROGRAM
BENEFITS EVALUATATION

PROVIDER SURVEY QUESTIONNAIRE
CONSENT:

You have been identified as a potential informant in an evaluation of the Chronic Disease
Management Provincial Telehealth Program by the Newfoundland and Labrador Centre for
Health Information (NLCHI). Your name was obtained from a list of healthcare providers
involved in telehealth provided to NLCHI. The purpose of the evaluation is to examine the
benefits of the telehealth program as well as examine the level of satisfaction of patients and
healthcare providers with the telehealth program.

As part of the study, you are being asked to take part in a survey. Participation is voluntary.

All information you give will be anonymous and confidential. Only personnel conducting the
survey will have access to the information you provide in the survey. You will not be asked for
your name or any other indentifying information. The information you provide in the survey will
be combined with information provided by other survey participants and only aggregate
information will be used in any reports resulting from the survey.

If you have any questions about taking part in this study, you can contact the investigator
conducting the study. That person is:

John Knight (709) XXX-XXXX

Or you can talk to someone who is not involved with the study at all, but can advise you on
your rights as a participant in a research study. This person can be reached through:

Office of the Human Investigation Committee (HIC) at 709-XXX-XXXX
Email: hic@mun.ca
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INSTRUCTIONS:
Please complete the following.

Telehealth site and community : Site :

Community where site located :

To which healthcare provider group do you belong ?

U Physician O Nurse [ Pharmacist  Other (Please specify )

In which telehealth program(s) are you involved?
U Oncology W Nephrology (Dialysis) W Psychiatry U Neurology (O/T)

Q Other (Please specify )
(Please check all that apply)

Age Sex : Male  Female

How many telehealth sessions have you been involved with in the past month including today’s
session ?

For the following items, please read each item carefully and circle the correct response indicating
your level of agreement/disagreement with the statement. If the statement does not apply to you,
please circle N/A indicating ‘not applicable’. If you do not know the answer circle ‘Don’t
Know’. Unless otherwise stated, statements apply to today’s telehealth session. For purposes of
the survey the term ‘telehealth’ refers to an appointment/visit with a specialist doctor which takes
place though videoconferencing (i.e. videocamera and video screen).

1) Telehealth has made it easier for my patients to obtain their initial appointment with me.

Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A

3) Telehealth decreases the wait time to initial specialist visit for my patients

Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A

4) The availability of telehealth allows me to see my patients more frequently than if telehealth
was not available.

Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A
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5) In the most recent telehealth session with which I was involved, there were no problems in
obtaining the following:

a) adequate telehealth equipment

Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A

b) adequate facility space for the session

Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A

c) qualified telehealth staff

Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A

7) During a telehealth session my patients and I are able to communicate with each other as well
as we would have been able to in-person.

Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A

8) During the most recent telehealth session I attended the videoconference equipment did not
inconvenience me in any way.

Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A

9) I had no privacy or confidentiality concerns about my most recent telehealth session.

Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A

10) I find telehealth an acceptable way to provide healthcare services.

Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A

11) During a telehealth session I am able to examine patients in an acceptable manner.

Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A

12) Availability of telehealth makes it more likely for patients to see the same specialist for their
health problem.
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Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A

13) Telehealth improves communication/information transfer among healthcare providers.

Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A

14) Availability of telehealth has prevented my patient(s) from being hospitalized.

Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A

15) Telehealth enhances the quality of healthcare I am able to provide to my patients.

Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A

16) I feel I have received adequate training in using the telehealth system.

Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A

17) Do you think telehealth should be expanded to other healthcare service in your region?
U YES or UNO

(Please check one)

If so, to what healthcare services areas should it be expanded?

18) If any, how much travel distance have you saved by seeing patients by telehealth in the past
month? Please provide a distance in km (Please provide best estimate)

21) Please provide any further comments about your experience with telehealth
(e.g. recommendations for improvement, benefits or disadvantages of telehealth, etc.)

21) Would you agree to being contacted for a telephone interview to discuss benefits of
telehealth? O YES or 1 NO (Please check one)

If yes, please provide your name and contact phone number:
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Name

Phone Number:
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CHRONIC DISEASE MANAGEMENT PROVINCIAL TELHEALTH PROGRAM
BENEFITS EVALUATATION

PATIENT SURVEY QUESTIONNAIRE
INVITATION SCRIPT/CONSENT:

We invite you to take part in a survey which is part of a research study. (If you are under 16
years of age your parent or guardian can complete the survey for you.) We are doing the study to
gather information about the benefits of telehealth services and to find out whether patients and
healthcare providers are satisfied with telehealth services. It is up to you to decide whether or
not you would like to participate in this survey. Regardless of whether you decide to participate
in the survey or not, your healthcare will not be affected in any way.

All information you give will be anonymous and kept confidential. Only personnel conducting
the survey will have access to the information you provide in the survey. You will not be asked
for your name or other information that would directly identify you. The information you
provide in the survey will be combined with information provided by other survey participants
and only summary information will be used in any reports resulting from the survey.

If you have any questions about taking part in this study, you can contact the investigator
conducting the study. That person is:

John Knight (709) XXX-XXXX
Or you can talk to someone who is not involved with the study at all, but can advise you on
your rights as a participant in a research study. This person can be reached through:

Office of the Human Investigation Committee (HIC) at 709-XXX-XXXX
Email: hic@mun.ca

(Please tear off this sheet and keep for your records.)
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CHRONIC DISEASE MANAGEMENT PROVINCIAL TELHEALTH PROGRAM
BENEFITS EVALUATATION

PATIENT SURVEY QUESTIONNAIRE

For purposes of the survey the term ‘telehealth’ refers to an appointment/visit
with a specialist doctor or other healthcare provider which takes place though
videoconferencing (i.e. video camera and video screen). For the following items,
please read each item carefully and circle the number indicating your level of
agreement/disagreement with the statement. If the statement does not apply to
you, please circle ‘N/A’ indicating ‘not applicable’. If you do not know the answer
circle ‘Don’'t Know’. Unless otherwise stated, statements apply to your
experiences with telehealth today or any time in the past.

1) Telehealth has made it easier for me to get an appointment to see the specialist /
other healthcare provider at the provider site.

Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A

2) Telehealth allows me to see the specialist/ other healthcare provider more often than
if telehealth was not available.

Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A

3) | was able to get a telehealth appointment in an acceptable amount of time.

Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A

4) The facility space in which | attended the telehealth session was appropriate.

Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A

5) During telehealth sessions the specialist (other healthcare provider at the provider
site) and | are able to see and hear each other.

Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A

6) During telehealth sessions the videoconference equipment was ready and working
properly.
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Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A

7) I had no privacy or confidentiality concerns about my telehealth session.

Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A

8) The process used to schedule and confirm my telehealth appointment was
acceptable.

Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A

9) During my telehealth session | had time to ask questions.

Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A

10) Telehealth makes it more likely for me to see the same specialist than if telehealth
was not available.

Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A

11) My travel time to the telehealth site was acceptable.

Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A

12) | was satisfied with the overall quality of my telehealth session.

Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A

13) | would use telehealth service again.

Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A
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14) | would recommend use of the telehealth service to others

Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A

15) | had no problems finding the location/room where my telehealth session was
supposed to take place.

Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A

16) | was provided with an explanation of what to expect during my telehealth session.

Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A

17) | am comfortable seeing the specialist/other healthcare provider by telehealth

Strongly Agree Strongly Disagree
1 2 3 4 5 Don’t Know N/A

For the following questions please check the appropriate box(s) and/or fill in
the blanks as appropriate.

18) If telehealth were not available, | would have: (Please check appropriate box)
U Travelled to see the specialist in-person
U Waited to see a specialist at a traveling clinic in or near my home community
U Not seen the specialist at all
U Other (Please specify: )

19) What would be the main issue that would make seeing the specialist in-person
difficult or inconvenient?
U Sickness O Financial Issues O Transportation Issues 1 My employment

Q Other (Please specify )
(Please check appropriate box)

20) About how far how would you have to travel to see the specialist if telehealth was
not available ? Please provide distance in km (Please provide best estimate)

Q 0-50 km

4 51-100 km

Q 101-200 km

Q 201-500 km

Q 501-1000 km

O 1001 or more km
(Please check appropriate box)
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21) Considering all costs associated with travelling to see the specialist in-person,
including travel, accommodations, meals, child care, loss of pay from work, and any
other related costs, what were your approximate cost savings by seeing the specialist
by telehealth for this session? ___ (Please provide best estimate)

a $0-100

Q $101-200

0 $201-500

a $501-1000

Q $1001-2000

0 $2001-5000

Q Greater than $5000
(Please check appropriate box)

22) On approximately what date did you participate in your first telehealth session ?
Month Year

23) Please provide any further comments you may have about your telehealth session
(e.g. recommendations for improvement, benefits or disadvantages of telehealth, etc.)

Telehealth site and community : Site :

Community where site located :

In which telehealth program was your session today ?
U Oncology U Nephrology (Dialysis) U Psychiatry O Neurology
Q Other (Please specify )

In what community do you live?

Age Sex : Male _ Female

Approximately how many telehealth sessions have you participated including
today’s session ?

Please fold the survey, place it in the white envelope provided, and return to the
nurse/telehealth staff member.

Thank you for your time and participation in this study.

110



Appendix D: Telehealth Coordinator/Provider Interview Guide
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CHRONIC DISEASE MANAGEMENT PROVINCIAL TELEHEALTH PROGRAM
EVALUATATION

TELEHEALTH COORDINATOR/PROVIDER INTERVIEW GUIDE

1) Discuss whether you feel that telehealth has filled existing gaps in healthcare services in
your region.
Prompts:
- Past, present and future
- Examples?
- Gaps in services?
- Are telehealth services levels adequate?
- Was there/is there adequate capacity for telehealth expansion at your site ?
- availability of resources for expansion
- facility space,
- human resources,
- organizational planning
- network capacity

2) What are some of the reasons you think some healthcare providers are not using the
telehealth?

Prompts:

- Technology

- Scheduling

- Communication issues

- Adequate resources

- Uncomfortable

- Privacy concerns

- Unaware

3) How does telehealth accommodate special needs groups in receiving care?
Prompts:

- Physically-disabled

- Hearing-impaired

- Those speaking a different language

- Does telehealth make it easier for special-needs groups to receive healthcare services?
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4) What impact does telehealth have on wait times?
Prompts:

- specialist referral

- initial specialist visit;

- diagnosis

- treatment

- increase, decrease or no significant change?

- Why/how ?

5) Describe the impact teleheath has had on travel time and costs?
Prompts:

- provider and patient

- approximate amount of time and cost savings in past month

- details of costs saved

6) How does telehealth impact the productivity and/or efficiency of healthcare providers?
Prompts:

- More referrals

- More patients

- Follow-up patients more frequently

- Made job easier or more efficient

- impact on in-person services

7) How does telehealth affect hospitalization rates ?

Prompts:

- Has telehealth assisted in preventing patients from being hospitalized?
- Increase or decrease in rates?

- How ? /why ?

- Later admissions?/earlier discharges?

8) What are the barriers and/or facilitators to achieve effective telehealth services for both
the patient and provider?

Prompts:

- scheduling

- access

- training

- technology

- awareness

- resources

9) What are the major strengths/advantages of the telehealth program?
Prompts:

- improved access

- travel time and costs savings

- improvements in continuity/quality of care
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10) What are the major weaknesses/disadvantages of the telehealth program?
- functioning of videoconferencing equipment (Technical aspect)
- ability to examine patients via telehealth if needed (Clinical aspect)

11) Describe the training providers and telehealth staff have received in using telehealth
services.
- adequacy

12) Describe your overall level of satisfaction with telehealth services.
Prompts:

- scheduling

- access

- resources

- comfort level

- benefits

- problems

Telehealth site and community : Site :

Community where site located :

To which healthcare provider group do you belong ?

U Physician U Nurse O Pharmacist  Other (Please specify )

In which telehealth program(s) are you involved?
U Oncology W Nephrology (Dialysis) U Psychiatry U Neurology (O/T)

U Other (Please specify )
(Please check all that apply)

Age : Sex : Male 1 Female 4
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Appendix E: Telehealth Booking Request Form
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Cﬁggﬁhf?;formation Telehealth Booking Request

Newfoundland & Labrador
Please fax completed form to XXX XXXXX @ XXX-XXXX for processing

Office Use Only:
1D

Booking Information

Date of Request:

Conference Date: Booked Time: to

Start

Finish
Requested By:
Title/Discipline:

Organization: Contact Tel
Number:

Conference Type (Please check the appropriate box)

Clinical: Consult [ Assessment [] Follow-up [ Support [

Education [1, Title/purpose:
Administration [
Other [0 (Specify):

Conference Site(s) Information (use separate paper if additional space is needed)

# of

Video Conference Location Community Participants

Equipment Required at Presenting Site

PowerPoint [J VCR [ DVD [ Other (Specify):

CLINICAL SESSION
Patient Information

OPIS #: Male 0 Female [
Diagnosis:

MCP# Patient Name:

Additional Comments:
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Appendix F: Ethics Approval Letters
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]:ljl ! \ll'l :I |.| I

Faculty of Medicine

Humen Irvestigarion Cammitiee
277 Floor, Eastar Trust Bidg

95 Bonaventure Avenue
Stojohn's, ML Cannda AR 2X8
fel: 709 777 6571 Fax: 709

e " - -
MHCEmui et whwwoned i do B

March 26, 2009
Reference #09.34

Dr. Donald MacDonald
28 Pippy Place

St. John ‘s, NL

AlB 3X4

Dear Dr. MacDonald

RE: Newfoundland and Labrador Chronic Disease Management Telehealth Program Benefits
Evaluation

This will acknowledge receipt of your correspondence, dated March 26, 2009,

The co-chair reviewed your correspondence and Full approval was granted for one year effective
March 26, 2009.

This is to confirm that the Human Investigation Committee reviewed and approved or
acknowledged the following documents:

* Application to access data from the Telehealth Utilization Database, acknowledged

* Letter from the Chief Privacy Officer, acknowledged

* Approval emails from the Registry co-ordinator approving access to data,
acknowledged

» Patient survey questionnaire, approved

» Provider survey questionnaire, approved

This approval will lapse on March 26, 2010. It is your responsibility to ensure that the Ethics Renewal
form is forwarded to the HIC office prior to the renewal date. The information provided in this form
must be current to the time of submission and submitted to HIC not less than 30 nor more than 45
days of the anniversary of vour approval date. The Ethics Renewal form can be downloaded from the
HIC website http:/www.med.mun.ca/hic/downloads/Annual®%20Update%20Form.doc

The Human Investigation Committee advises THAT IF YOU DO NOT return the completed Ethics
Renewal form prior to date of renewal:

= Your ethics approval will lapse
= You will be required to stop research activity immediately
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Dr. D. MacDonald
Reference # 09.34 Page 2
March 26, 2009

*  Youmay not be permitted to restart the study until you reapply for and receive approval to
underiake the study again

Lapse in ethics approval may result in interruption or termination of funding

For a hospital-based study, it is your responsibility to seek the necessary approval from Eastern
Health and/or other hospital boards as appropriate.

Modifications of the protocol/consent are not permitted without prior approval from the Human
Investigation Committee. Implementing changes in the protocol/consent without HIC approval
may result in the approval of your research study being revoked, necessitating cessation of all
related research activity. Request for modification to the protocol/consent must be outlined on an
amendment form (available on the HIC website) and submitted to the HIC for review.

This research ethics board (the HIC) has reviewed and approved the research protocol and
documentation as noted above for the study which is to be conducted by you as the qualified
investigator named above at the specified site. This approval and the views of this Research Ethics
Board have been documented in writing. In addition, please be advised that the Human Investigation
Committee currently operates according to Tri-Council Policy Statement: Ethical Conduct for Research
Involving Humans and applicable laws and regulations. The membership of this research ethics board
is constituted in compliance with the membership requirements for research ethics boards as per these

guidelines.

Notwithstanding the approval of the HIC, the primary responsibility for the ethical conduct of the
investigation remains with you.

We wish you every success with your study.

Sincerely,

John D. Harnett, MD, FRCPC Richard S. Neuman, PhD
Co-Chair Co-Chair

Human Investigation Committee Human Investigation Committee

CC Dr. R. Gosine, c/o Office of Research, MUN
Mr. W. Miller, c/o Patient Research Centre, Eastern Health
HIC meeting date: April 2, 2009
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Centre for _
Health Information

Newfoundland & Labradar

§ (7] 28 pippy blace, st. John's, NL A1B 3X4 [] Registey Integrity Unit, RO. Box 5800, Taylor Building
. A , NL ADA 2MO
Telephene: 709-752-6000 » Facsimile: 709-752-6011 Old Carbonear Road, Harbour Grace

Telephane: 709-945-5335 » Facsimile; 709-045-5340

March 18, 2009

Mr. John Knight

Senior Epidemiologist > "n
Newfoundiand and Labrador Centre for Health Information G @ i %

28 Pippy Place
St. John's, NL A1B 3X4

Dear Mr. Knight:

This is to advise you that the Centre’s Secondary Uses Advisory Committee has
reviewed and conditionally approved you request to use data from the Telehealth
Utilization Database for the Newfoundland and Labrador Chronic Disease Management
Provincial Telehealth Program Benefits Evaluation. This conditional approval is subject
to approval by the Human Investigation Committee of Memorial University.

Notwithstanding this approval, as an employee of the Centre all the confidentiality of the
individual records and the database must comply with the privacy and security policies
and procedures adopted by the Centre for Health Information as of January 17, 2008 in
addition to any data sharing agreement, confidentiality agreement, Privacy Impact
Assessment, or other written or verbal correspondence that you may enter into in
relation to the project.

Yours sincerely

LQ e d Co l \’\\ RDC‘\'\(.\_} v/

Lucy McDonald
Chief Privacy Officer/Corporate Secretary

wwvwialchiab.ca o www.kiealthy.onlca
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April 15th, 2009

Dr. Don MacDonald

. y 1 —e sl Imormatol
28 Pippy Place
St. John's, NL AIB 3X4
Dear Dr. MacDonald,
Re:  Newfoundland and Labradoer Chronic Disease Management Telehealth Program

Benefits Evaluation

The Western Health Research Ethics Board (REB) met on April 8th, 2009 and reviewed
the above proposal. Based on the decision of the REB, | am pleased to advise you that the
above study has been approved. Please consider the following change:

1. use of neutral wording in the invitation script. The script presently includes the
sentence, “The purpose of the evaluation is to examine the benefits of the telehealth
program...” This wording suggests that there should be positive outcomes from the
program. You may want to consider, “The purpose of the evaluation 1s to examine the
effectiveness of the telehealth....”.

We wish you the best of luck with your study. If you have any questions or concerns,
please contact Darlene Hutchings, Regional Research Coordinator/Planner at 709-634-
4306.

Sincerely,

Lisa Hoddimott

VP~ Quality Management and Research
On behalf of the

Western Health Research Ethics Board

ce, ‘Jjohn Knight. Research Coordinator, Senior Epidemiologist, NLCHI
Darlene Hutchings, Western Health Regional Research Coordinator/Planner

o Research Ethics Board « P. O Box 2005 ¢ Corner Brook. NL = AZH 61T
e Telephone 709-634-4306 « Facsimile: 709-634-4391 @

e Web Site: www.westernhealth.nl.ca *
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| abrador - Grenfell

April 3. 2009

Dr. Don MacDonald
28 Pippy Place

St John's. NL

AlB 3X4

RE: Newfoundland and Labrader Chronic Disease Management Telehealth
Program Benefits Evaluation

Dear Dr. MacDonald:

The Labrador Grenfell Health Research Review Committee has reviewed the research
project “Newfoundliand and Labrador Chronic Disease Management Telehealth Program
Benefits Evaluation™ as submitted, and has given ethical approval for the study.

Although not stipulations for approval, the Committee would like to offer the following
comments for consideration:

% Reference to “benefits” in the project title creates a bias whereas it's clear in
various components that the project is seeking to identify impacts or outcomes of
Telehealth use.

In the survey questionnaires, some questions ask if services or facilities were

'acceptable’ or 'appropriate’ without any context for an assessment so consequently

responses will be entirely subjective and not analytically meaningful.

“* The benefits really depend on the outcome measures chosen: The benefits for the
hospital is less admissions and quicker discharges. The patient benefits are
supposedly in terms of the logistics and finance of travel. The proposed study
does not look at the degree of actual clinical outcome measures. The project
would need to Jook at two cohorts of patients in terms of age, sexes, similar
disease and medication profiles. socioeconomic status, and geographic distances
etc and compare those getting telehealth to those not. Only then can it be
determined that for a particular disease the number of saved admissions was
significant. It would also provide a better comparison of morbidity and mortality
trends if anv with telehealth vs physician visits.

.

Labrador Heattn {enue
P, Box 7000, Swation & Happy Valley - Goose Bay, NL Canaga A0 10 - T 705-RG7-2000 7 709-B96-4457 - wwwlghealtic:
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Labrador - Grenfell

Health

Upon completion of the research study. please forward a report of the results to myself
for dissemination within the organization. (An electronic PDF format would be
preferred).

Thank you, and good luck with the project.

Sincerely,

i e

Norma Forsey

Regional Director, Patient Safety & Quality
Labrador Grenfell Health

P.O. Box 7000 Stn *“C”

Happy Valley-Goose Bay. NL. AOP 1C0
Ph. (709)896-6694

Fax.(709)896-6659
norma.forseyi@lghealth.ca

Labrador Health Centre
PO, Box 7000, Station C, Happy Valiey — Goose Bay, NL Canadza AQOP 1CC - T 705-897-2000 £ 709-B96-4457 - www.lonealn.cz
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P.O. Box 13122
S¢. John's, N AIR A5
Tol: (709) 752-4636

Eastern RECEIVED Fax: (709) 752-4733

Health

Depariment of Research

& Corporate Strategy & Research

’ M f Rtter Building., 22 Pearl Place
L S

APR 22 2008

Centre for Health Information
April 14, 2009

Dr. D. MacDonaild
28 Pippy Place
St. John's, NL A1B 3X4

1)
Dear Dr. MgcDonald:

Your research proposal HIC # 09.034 — “Newfoundland and Labrador chronic disease
management telehealth program benefits evaluation” was reviewed by the Research Proposals
Approval Committee (RPAC) of Eastern Health at its meeting on April 14, 2009 and we are
pleased to inform you that the proposal has been approved.

The approval of this project is subject to the following conditions:

« The project is conducted as outlined in the HIC approved protocol,

« Adequate funding is secured te support the project;

« Inthe case of Health Records, efforts will be made to accommodate requests based
upon available resources. If you require access to records that cannot be
accommodated, then additional fees may be levied to cover the cost;

= A progress report being provided upon request.

If you have any questions or comments, please contact Donna Bruce, Manager of the Patient
Research Centre at 777-7283.

Sincerely,

~2 / !
Mike Doyle, PhD 7
Director of Research

Corporate Strategy & Research
Chair, RPAC

Eit: Ms. Donna Bruce, Manager Patient Research Centre
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