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So how do pain physicians optimize the scores on phy-
sician rating Web sites? The study by Purvis et al. demon-
strated minimal influence on nonmodifiable factors
including the number of years practicing medicine, pri-
mary specialty, and gender. There was a trend of physi-
cians with more patient-submitted reviews having higher
scores. This suggests that providers should encourage their
patients to complete surveys and Web site reviews.
Modifiable physician factors include demonstrating the
attributes of being knowledgeable, helpful, and caring.
Although patient comments may capture some of this in
their reviews, many practices are increasingly using physi-
cian videos to connect with patients and demonstrate these
characteristics before they ever meet with the patient. For
administrative-related factors, which were the primary fo-
cus in the low-rating physician group, practices should en-
sure that they are maintaining respectful communication
with patients, reducing wait times, and updating patients
regarding potential delays throughout their visit.

While the quality of the service industry (restaurants,
hotels) and other consumer-driven industries (electronics,
auto manufacturers, etc.) may well correlate with quick
consumer ratings, the medical industry is likely to require
an entirely different set of rating criteria and data cap-
ture, as physician outcomes, rather than physician ser-
vice, are often the preferred metric in health care. The
popularization of nonprofit and less biased platforms (fe-
deral or state-driven) could help eliminate the marketing-
driven influence on physician ratings and better match
patients with physicians possessing their preferred

characteristics. This elimination of platform bias could
also help remove financial pressure from the prescribing
patterns of physicians trying to remain viable in competi-
tive regions. As convenience is likely to remain a priority,
any new rating tools should critically evaluate ease of ac-
cess and time required. Physician rating Web sites are
here to stay—can you maneuver your practice to benefit?
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Introduction

The coronavirus epidemic has rapidly brought to the fore-
front the importance of remote interactions between
patients and providers. Chronic pain medicine is no excep-
tion, and patients and providers across the country have
adopted telemedicine and shifted the paradigm for chronic
pain care. The Centers for Medicare and Medicaid
Services (CMS) has also signaled that the “relaxation” of
telemedicine guidelines and reimbursement are likely to
continue (albeit to a lesser extent) as the coronavirus crisis
improves [1]. Telemedicine includes audio and/or video
interactions with patient and provider in two distinct loca-
tions and includes remote consultation, diagnosis, moni-
toring, and counseling [2, 3].

Although telemedicine has existed for more than two
decades, its rapid expansion has been paralleled by new
questions surrounding its appropriateness and utility in
the field of chronic pain [4, 5]. Thus, there is a critical
need for guidance surrounding telemedicine during the
COVID crisis, as well as for a sustainable plan to continue
some degree of telemedicine as the crisis abates regionally
across the country.

Previous studies have examined the benefits of tele-
medicine for a physical therapy intervention in low back
pain using apps for mobile devices [6]. Another
Cochrane review looked at the efficacy of telemedicine
for remote psychological therapy in children and adoles-
cents with pain [7]. Practice guidelines and recommenda-
tions for telemedicine already exist for fields such as
dermatology, and a cost analysis of telemedicine in
chronic pain has also been completed [8-10]. Despite
these previous studies, there is a lack of suggested best
practice approaches for the utilization of telemedicine in
chronic pain assessment and treatment.

Given the wealth of information important to convey
to Pain Medicine readers regarding telemedicine for
chronic pain care, this commentary will use a bullet point
format to present combined expert opinions regarding
the utility, implementation, and our experiences of tele-
medicine in several multidisciplinary academic and
community-based pain medicine practices, in a single
metropolitan area.

Benefits of Telemedicine (Audio and Video)
in Chronic Pain (Table 1)

* DPsychosocial and Motivational Factors

* With observation in the home environment, the provider may
get a more informal assessment of mental status.

* Other social information can be observed, including living en-
vironment, interactions with family and others in the house-
hold, and witnessing a snapshot of patients’ lives at home.

* Observation of other at-home behaviors may yield informa-
tion on tobacco use/alcohol use/hobbies/etc.

* The provider can get a sense of the patient’s commitment to
and compliance with past and future recommendations. For

instance, is the patient taking the telemedicine call from a bed
or couch that they appear to use the entire day?
* Convenience and Efficiency for Patients and Providers

* No travel and parking issues, including savings on parking
fees and gas. Child care costs may be avoided when the pa-
tient stays at home.

* Improved access for patients in rural, underserved areas and
patients who reside long distances from the clinic.

* Patients do not need to sit in a waiting room with other patients,
which may improve the patient’s sense of privacy and minimize
infectious disease exposures.

* Time is saved on patient processing inefficiencies—such as
moving patients into rooms and discharging patients.

*  Offers additional flexibility for patients’ schedules (numerous
visits have been conducted with patients in a work break
room or at their place of employment).

* Allows additional scheduling flexibility for providers who
want to work nontypical clinic hours with less commute time
for providers.

* Lower no-show rates are seen for patients with telemedicine
visits.

* Peace-of-mind and rapid assessment for providers who want
to quickly check in with a patient who has a potential
complication.

* Telemedicine Can Fill Gaps in Transitional Care (May or May

Not Be Billable in These Situations)

* Telemedicine evaluation can be completed in a skilled nursing
facility before discharge as a way to coordinate transitions of
care.

* Telemedicine could be used to coordinate outpatient pain
care before discharge from an outside hospital or emergency
room.

* Telemedicine Evaluations Can Still Be Comprehensive in
Nature
* When a video telemedicine evaluation is coupled with a

review of patient-reported outcomes obtained via a sepa-
rate Web-based application (such as pain, function,
mood, expectations, and sleep ratings), a comprehensive
history and assessment can be performed efficiently.

* This includes the assessment of appropriateness for proce-
dures and the outcomes of any previous treatment.

* The Collaborative Health Outcomes Information Registry
(CHOIR) software platform we use addresses these needs,
for example [11].

* Remote telemedicine vital sign monitoring equipment is
becoming available [12]

Drawbacks of Telemedicine (Audio and Video) in
Chronic Pain (Table 2)
* DPotential for Diminished Quality of the Patient-Provider

Interaction

* Without in-person visits, nonverbal cues that contribute to
establishing a patient—provider relationship are lost, making
it difficult to discuss complex issues related to pain care.

* Possible introduction of bias through only seeing the home
environment and social cues without a face-to-face
encounter.

* Limited Ability to Perform a Physical Exam

* The establishment of a differential diagnosis for common
pain complaints requires a proper physical exam. For exam-
ple, low back pain can present as a finding of multiple clinical
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Table 1. Benefits of telemedicine (audio and video) in chronic
pain

Table 2. Drawbacks of telemedicine (audio and video) in
chronic pain

Benefits of Audio and Video Telemedicine in Chronic Pain Medicine

Psychosocial and motivational factors

Convenience and improved access

Gaps in medical care can be bridged by telemedicine
Comprehensive evaluations can be performed remotely

conditions, which can be narrowed based on a musculoskele-
tal and neurological exam.

* Physical examination may help differentiate disease progres-
sion from variation due to natural history.

* Certain procedures may not get insurance pre-authorization
without a face-to-face visit with a thorough musculoskeletal
and neurological exam.

* Psychological/Social History Challenges

* Limited ability to assess pain behaviors and patient hygiene
(related to tobacco use/alcohol status, for example).

¢ Patient Engagement Issues

* Additional distractors at home such as television, computer,
and others in the home that may be off the screen.

* Potential lack of privacy for the patient [13].

* Telemedicine connection issues—video connection can be
unreliable. Lag time often exists, which limits a fluid
conversation.

* Financial Considerations

* Questions persist on local and national reimbursement for
telemedicine and the lack of co-pays and hospital facility fees
for telemedicine visits.

* Telemedicine visits may result in a loss of facility fees, al-
though telemedicine has the potential to expand access to and
add additional patients to a practice.

* During a COVID-19 emergency, telemedicine phone appoint-
ments can be billed by time.

Appropriateness of New and/or Follow-up
Patients for Telemedicine in Chronic Pain

The authors provide the following guidelines based on
our experiences with telemedicine, consideration of key
aspects of chronic pain care, and literature review (see
Figure 1). A green, yellow, and red scheme aids in strati-
fying the following different situations. While consider-
ing each situation, the authors weighed the benefits and
drawbacks outlined above to arrive on a recommenda-
tion for appropriateness. In settings with more informa-
tion available to the pain provider, such as a single health
system with access to records through EMR, many draw-
backs of telemedicine are overcome. A telemedicine ini-
tial evaluation may also provide a starting point to
gather additional information.

*  Most Appropriate Use of Telemedicine (GREEN)
* Established follow-up patients
¢ If patients are known to the provider, then there is less
risk of several drawbacks, including a lack of exam or less
information about patient compliance, and greater likeli-
hood of benefits including patient access. Prior exams and
vital signs can help guide treatment.

Drawbacks of Audio and Video Telemedicine in Chronic Pain
Medicine

Diminished quality of the provider/patient interaction

Limited ability to perform a physical exam

Psychological/social history challenges

Patient engagement issues

Potential financial implications for a provider’s hospital or clinic

¢ Coordination and referral to physical therapy, occupa-
tional therapy, and psychology for established patients is
appropriate for telemedicine.

* Discussions of imaging results are appropriate, if symp-
toms have been stable since the last in-person visit. Visual
aids and spine models can be difficult to use, however.

* Noncontrolled substance medication management is ap-
propriate for the most part. See the YELLOW-
Established follow-up patients: Management of controlled
substances section for considerations associated with con-
trolled substances.

* Postprocedural care visits with telemedicine allow for
follow-up after procedures to assess efficacy, establish fu-
ture treatment plans, and coordinate future in-person vis-
its. Additionally, more frequent follow-up could be
conducted after advanced procedures, such as during spi-
nal cord stimulation trials, to aid in monitoring percutane-
ous leads.

* DPotentially Appropriate Use of Telemedicine (YELLOW)
* New patients recently evaluated by a provider for specific
treatments

* Cancer pain management. Telemedicine can improve ac-
cess for cancer patients. Pain often limits access for these
patients to clinic visits, and introductory telemedicine vis-
its can present patients with options for future in-person
treatment. An initial evaluation may be appropriate in
assisting with medication management and planning inter-
ventional approaches including intrathecal pump implan-
tation or neurolytic procedures.

* Perioperative pain management. If information is avail-
able through a centralized electronic medical record, coor-
dination of care following discharge from either the
hospital or other facility may be possible through telemed-
icine, including assistance in tapering perioperative
opioids.

®  Procedural care. If patients have been evaluated by another
provider with a documented physical exam and the provider
is referring to consider a specific, indicated procedure, the
pain practitioner could consider evaluating the patient re-
motely and then scheduling the procedure. The appropriate-
ness of this highly depends on the specifics of the pain practice
regarding referral source and procedure location (office vs sur-
gery center) as well as the procedure in question (e.g., epidural
steroid injection vs spinal cord stimulator).

opioid  therapy.
Buprenorphine detoxification via telemedicine may be ap-

* Detoxification  from  chronic
propriate for new and return patients who either misuse
or wish to stop chronic opioid therapy. Psychological eval-
uation before detoxification is recommended to determine
readiness. Periodic psychological sessions thereafter may
assist with compliance.
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Most appropriate use of telemedicine:
Established patients seen for:

= Coordination and referral lo physical therapy,
occupational therapy, pain psychology

» Discussing imaging results

~ Some non-opiold medication management
(see below)

» Post-procedural care

Potentially appropriate use of telemedicine:
New patients recently evaluated by another
provider and referred for.

Cancer pain management

Perioperative pain management

Procedural care

Detoxification from chronic oploid therapy
Medical cannabis certification

Established patients seen for opioid
management

Inappropriate use of telemedicine:

New or established patients REQUIRING IN-
PERSON EVALUATION due fo:

# Acute or evolving symploms

» Unclear diagnos:s

» Medical complexity

= Psychesocial complewty

#» Suspecled medication misuse
Established patients at risk for opioid misuse,
abuse, or overdose

Figure 1. Consensus opinion about the appropriateness of tele-
medicine for common clinical scenarios encountered in pain
management practice.

*  Medical cannabis certification. Cannabis certification and
recertification may be appropriate for low-risk patients
determined by an absence of significant psychiatric illness
and illicit substance use. Certification may be limited to a
three-month period until an in-person visit is performed.
Exact state laws and regulations would determine suitabil-
ity. Verbal consent for cannabis use may be obtained by
telemedicine. Toxicology is deferred until an in-person
visit is performed for recertification.

Established follow-up patients: Management of controlled

substances

* Opioid management during telemedicine in established
patients would be most appropriate if the patients are low
risk for opioid misuse as determined by history of either
misuse or other opioid misuse risk assessments and previ-
ous adherence to opioid treatment agreements.

* Improved access to care, with equivalent patient monitor-
ing for opioid-associated risks, may be achieved by alter-
nating telemedicine with in-person visits over time.

* Opioid titration and tapering may be easier during tele-
medicine, as frequent visits needed to assess progress will
be less burdensome on patients.

* Urine/saliva toxicology before cannabis certification and
recertification may be deferred in low-risk patients until an
in-person visit can be performed. Toxicology may be per-
formed at an outside laboratory if needed during telemedi-
cine visits.

Inappropriate Use of Telemedicine (RED)

New or established patients requiring in-person evaluation
with a physical exam

* Acute and evolving symptoms, including the presence of
new or progressive weakness, functional decline, numb-
ness, bowel or bladder incontinence, and other red flag
symptoms that have not been addressed recently by an-
other provider, require an in-person exam and potential
urgent/emergent management.

* Diagnostically challenging patients need a physical exam
before determining a treatment plan, for example, patients
with chronic low back pain who have not been evaluated
by other specialists and are lacking a documented exam to
aid in identification of a pain generator.

*  Medically complex patients who need vital sign monitor-
ing before medication management.

*  Psychosocially complex patients may benefit from in-
person evaluation to assess pain behaviors, compliance,
and engagement.

* New patients with suspected medication misuse require
in-person evaluation for an exam, pill count, and drug
screen to promptly identify and properly manage sub-
stance use disorders.

Established patients at high risk for medication misuse, abuse,

and/or opioid overdose

* DPatients who are high risk for negative outcomes of
chronic opioid therapy may require in-person visits. This
is likely to be a case-by-case decision. Some markers for
higher-risk patients may include higher daily oral mor-
phine equivalents (such as >90 morphine equivalents per
day), multiple controlled substances being simultaneously
prescribed, concerns for polypharmacy, and prior evi-
dence of opioid misuse [14].

Audio-Only Telemedicine Discussion

Audio-only visits may be used due to a patient or pro-
vider not having the available technology, equipment, or
skill to set up the software, no high-speed internet, reli-
gious beliefs, or visual impairment.

* Benefits

Improved access for patients who are not able to use video
visits, but otherwise could not present for an in-person visit.
Providers may experience less bias without visual awareness
of patient’s surroundings.

Telephone conversations are commonplace and therefore al-
low for easier listening and more natural flow of
conversations.

Patients may feel safer and less vulnerable if their home envi-
ronment is not exposed.

May be more efficient without technological glitches that ac-

company video visits.

* Drawbacks

Less engagement of patient and provider without visual cues
and body language visualization.

Patients may get the feeling of a more impersonal, discon-
nected provider.

No additional information can be observed from patient, in-
cluding less mental status information.

Privacy issues still exist with at-home conversations that may
not be applicable in a closed clinic room.

Discussions of personal information while at home may still
make patients feel unsafe.

Questionable reimbursement with audio-only visits.
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Telebehavioral Health in Pain Medicine

The provision of telebehavioral health services is appropri-
ate for most patients receiving behavioral health care in
pain medicine clinics [15]. Specific guidance on the appro-
priateness of telebehavioral health services is provided be-
low using a green/yellow/red scheme similar to that above.

* Most Appropriate Use (GREEN)

* Diagnosis and treatment

* Mental health problems, including depression, anxiety,
post-traumatic stress disorder, and substance use disor-
ders, tend to commonly co-occur with chronic pain [16].
As patients receiving behavioral health care in pain medi-
cine largely experience moderately severe mental health
problems and primarily depression and anxiety as well as
mild substance use disorders, these patients tend to be ex-
cellent candidates for telebehavioral health services [15].

* For some patients, telebehavioral health is the preferred
way to receive care because they can do so from home,
which can reduce stigma [15]. Also, some patients feel
safer and more relaxed receiving behavioral health care at
home [17].

* DPotentially Appropriate Use (YELLOW)

* Telebehavioral health services can be appropriate for patients
experiencing suicidal ideation who do not qualify for a higher
level of care (e.g., intensive outpatient program, inpatient
hospitalization) [18]. However, behavioral health providers
need to be prepared to intervene if risk of suicide becomes
higher.

* DPatients with privacy concerns may not be candidates for tele-
medicine. Some patients are uncomfortable receiving telebe-

health
communications (e.g., video, phone, e-mail) being breached
and overheard by others in the home [18]. If concerns cannot
be allayed, then the patients should receive behavioral health
services in clinic.

havioral services due to concern about

* Some patients are easily distracted [18]. Distractibility can be
a problem when meeting with a patient in clinic, but this can
be even more of a problem when patients are in their own
residences.

* Assessment of suitability for implantable devices via a telebe-
havioral health visit is complicated by loss of behavioral obser-
vations and remote use of psychological testing. Although
telebehavioral health evaluations for this purpose can be con-
sidered, we recommend in-person evaluations at this time.

¢ Inappropriate Use (RED)

* Some patients will refuse to receive telebehavioral health serv-
ices, and this decision should be respected.

* Patients requiring a higher level of behavioral health care
than can be safely offered in an outpatient pain medicine
clinic are also naturally inappropriate for telebehavioral
health services for chronic pain.

Telemedicine for Trainees

* The utilization of telemedicine is an important training experi-
ence for residents and fellows.

* Many telemedicine software applications allow three-way video
and audio telemedicine conferences that can help incorporate
trainees.

* Telemedicine allows for continued training of residents and fel-
lows during times of lower patient volume.

The Role of Advanced Practice Providers in
Telemedicine

Advanced practice providers (APPs) play two main roles
in pain medicine; 1) addressing patient issues that are
considered mild to moderate and 2) triaging patient
issues that are considered severe.

* Patients with chronic pain often have pain-related concerns that
they need addressed. These concerns may be related to changes
in their pain, medication effectiveness or adverse side effects,
new pain-related symptoms, etc. APPs can address these scenar-
ios without having to escalate to the physician [19].

® Occasionally patients experience abrupt changes in their pain,
side effects, or other concerns that necessitate the attention of the
physician. In this case, the APP’s role is to interview the patient
and then communicate to the physician for intervention.

* APPs can treat and evaluate telemedicine patients in multiple
clinics or inpatient units and bridge gaps in care.

* Utilization of APPs can save time and allow physicians to focus
on other tasks [20].

In conclusion, despite several limitations of telemedi-
cine, significant strengths exist, such that the authors
foresee continued use of telemedicine to improve multi-
disciplinary pain care beyond the emergency response to
the COVID-19 pandemic. Innovations, including remote
monitoring of vital signs, consolidation of electronic
medical record systems, and comprehensive evaluation of
patient-reported outcomes over the Internet, will expand
the appropriate use of telemedicine in pain management.
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The highly unpleasant, recurrent, and generally non-life-
threatening nature of pain will often afford patients both
the time and impetus to self-initiate searches for optimal
management strategies. Increasingly, this is accomplished
in the form of online searching physician rating websites
(PRWs) to identify physicians in a patient’s geographic
area that the patient perceives will be the most qualified
to address their needs [1, 2]. The outcome of an online
search can provide a wide spectrum of results ranging
from government-run services providing information on
validated patient care and outcome metrics to commer-
cial PRWs using simplistic and often abstract rating
methodology similar to the way restaurants and hotels
are rated [3]. Despite striking methodological differences,
patients perceive both government and commercial

PRWs to be equally important when making health care
choices [4]. On average, patients have been found to
spend an average of about six minutes on a PRW before
choosing the services of pediatrician compared with al-
most 10 minutes to choose a hotel [2]. This rapid
decision-making strategy has led to emerging concern
about a lack of correlation between many PRWs and tra-
ditional hospital- or provider-specific outcome metrics,
with the emphasis instead being placed on more superfi-
cial aspects of care such as subjective opinions of facili-
ties or staff [3, 3, 6].

The reality for many nonemergent fields of medicine
such as pain management is that patients will often spend
significant time online researching multiple physicians
before choosing to be seen by a specific physician. In a
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