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“Beyond Just a Supplement”: Administrators’ Visions
for the Future of Virtual Primary Care Services
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Laura M. Gottlieb, MD, MPH, and Michael B. Potter, MD

Purpose: The COVID-19 pandemic resulted in unprecedented adoption and implementation of virtual
primary care services, and little is known about whether and how virtual care services will be provided
after the pandemic ends. We aim to identify how administrators at health care organizations perceive
the future of virtual primary care services.

Methods: In March-April of 2021, we conducted semistructured qualitative phone interviews with
administrators at 17 health care organizations that ranged from multi-state nonfederal delivery systems
to single-site primary care practices. Organizations differed in size, structure, ownership, and geogra-
phy. We explore how health care administrators anticipate their organization will offer virtual primary
care services after the COVID-19 pandemic subsides.

Results: All interviewed administrators expected virtual primary care services to persist after the
pandemic. We categorize expected impact of future virtual services as limited (n = 4); targeted to a
narrow set of clinical encounters (n = 5); and a major shift in primary care delivery (n = 8). The
underlying motivation expressed by administrators for providing virtual care services was to remain
financially stable and competitive. This motivation can be seen in the 3 main goals described for their
anticipated use of virtual services: (1) optimizing medical services; (2) enhancing the patient experi-
ence; and (3) increasing loyalty among patients.

Conclusions: Health care organizations are considering how virtual primary care services can be
used to improve patient outcomes, access to care, and convenience of care. To implement and sustain
virtual primary care services, health care organizations will need long-term support from regulators
and payers. ( J Am Board Fam Med 2022;35:527–536.)
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Introduction
The COVID-19 pandemic holds the potential to
permanently reshape the delivery and configuration
of health care in the US. In March of 2020, many
health care organizations rapidly pivoted to

providing virtual services, including telephone,
video, and asynchronous care.1 By the fall of 2020,
nearly 2-thirds (up from 18% in prior years) of
Medicare beneficiaries reported that their clinician
offered virtual appointments and nearly half of
those beneficiaries reported attending a virtual visit
in the summer or fall of 2020.2 In the spring of
2021, outpatient visits rebounded to volumes that
exceeded levels before the pandemic and patients
continued to engage in virtual care with the share
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visits which were virtual remaining elevated (9% in
fromMarch to August 2021).3

Before the COVID-19 pandemic, virtual services
were often envisioned as ways to extend the reach
of specialists and promote patient independence
through remote, home-based monitoring, which
largely excluded primary care.4 Previously, regula-
tors and payers had strict requirements on when
and to whom virtual services could be delivered.4,5

For example, patients typically had to be within a
health care facility to receive virtual services.4 As a
result, virtual services were rare – only 0.3% of
Medicare Part B enrollees had a telehealth service
in 2016.4 Concerns about the safety of in-person
services due to the COVID-19 pandemic forced
payers to ease restrictions.2,5–9 The combination of
relaxed regulations and the hesitancy to offer in-
person services spurred innovation in primary care.

Whereas the pandemic drove innovation in vir-
tual service delivery out of necessity, it also provides
an opportunity for sustained adoption of new vir-
tual models. Informed by their experiences during
the pandemic, which services will health care
organizations choose to offer virtually? In this article,
we use interviews with administrators from a
diverse set of health care organizations to garner
insights on their visions for how primary care serv-
ice delivery might be transformed beyond the
pandemic.

Methods
Data Collection

From March-April 2021 we conducted semistruc-
tured interviews with administrators at 17 health
care organizations. The Institutional Review Board
at Dartmouth College approved this study.

We identified organizations by selecting primary
care practices and delivery systems that responded
to the National Survey of Health Care Organiza-
tions and Systems (NSHOS).10 NSHOS is a suite
of nationally representative surveys that were con-
ducted in 2017 to 2018.10–17 The NSHOS delivery
system level survey (response rate = 57%) included
systems with: (1) 1 or more hospitals and 1 or more
physician practices; (2) no practices, but 2 or more
hospitals; or (3) no hospitals, but 2 or more prac-
tices. NSHOS excluded systems owned by the fed-
eral government and systems focused on a single
specialty (ie, cancer). The NSHOS practice level
survey (response rate = 44%) surveyed primary care

and multispecialty care physician practices that
included 3 or more physicians. Practices were
defined based on a single location. We used
NSHOS to identify organizations for interviews
because NSHOS includes a large, national sample
of diverse health care organizations.

We emailed executives and asked them to connect
us with the individual(s) at their organization who was
best suited to speak about how their organization
adapted care delivery during the COVID-19 pan-
demic. Individuals identified held a range of titles
such as Chief Innovation Officer, Program Manager,
and Director of Population Health (Online Appendix
Table 1). Titles varied by organizational size and
structure. Most of organizations (14 of 17) included
an executive leader. We refer to interviewees as
administrators because these individuals, regardless of
title, were responsible for managing how their organi-
zation adapted care delivery during the COVID-19
pandemic (Online Appendix Tables 1 and 2). In most
organizations (11 of 17), the interviewee was a physi-
cian leader. To ensure a diverse sample, we conducted
outreach in waves, adjusting each wave as necessary to
ensure diversity in size, urbanicity, and geography
(Online Appendix Table 3). We continued data col-
lection until we reached a point of saturation and no
longer uncovered new themes in interviews.18

Interviews focused on how organizations
adapted care delivery during the COVID-19 pan-
demic including (1) implementation of virtual serv-
ices, (2) changes to in-person care, (3) expectations
for virtual services postpandemic (Online Appendix
Table 4). All interviews were conducted via tele-
phone, lasted approximately 60minutes, and were
reco-rded. Trained qualitative interviewers (T.F., a
PhD level health services researcher with advanced
training in qualitative research and L.B., an MPH-
level researcher with expertise in health care deliv-
ery and qualitative methods) conducted the inter-
views and analyses.

Data Analysis

We (T.F. and L.B.) first conducted iterative,
unblinded double coding to ensure consistency
between coders and to establish a deep understand-
ing of the data.19 We used an established codebook
that aligned with domains in the interview guide
(Online Appendix Table 4). All coding was con-
ducted using QSR NVivo.20 Then we analyzed data
initially coded as “expectations for use of virtual
care services after the COVID-19 pandemic.” 1
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team member (L.B.) conducted intermediate
coding on all transcripts which the lead author
(T.F.) reviewed. To understand organizational
expectations for the future of virtual services, we
applied an iterative memoing process using
advanced coding and storylining to further de-
velop themes.21–23 We used a matrix coding
approach to examine how each organization fits
within each theme.24 For each identified theme,
we summarized how each organization did or did
not support the given theme and documented
supporting quotes. We met weekly to discuss
coding and analysis. Online Appendix Figure 1
details our approach.

Results
We interviewed administrators at 17 health care
organizations: 12 were health care delivery systems
(5 of which included at least 1 federally qualified
health center, (FQHC), or critical access hospital);
3 multi-practice physician organizations (2 of which
included FQHCs); and 2 single site primary care
practices (1 of which was a FQHC). Organizations
were diverse in terms of geographic location, popu-
lation density, and size. At 11 of the 17 organiza-
tions at least 1 of the interviewees was a physician.

All interviewed health care administrators
believed that at least some virtual primary care serv-
ices would continue beyond the pandemic.
Administrators’ visions on the role of virtual pri-
mary care in the future were classified into 3 cate-
gories: (1) limited to encounters as necessary or
requested (n = 4); (2) targeted to a narrow set of clin-
ical encounters (n = 5); and (3) a major shift in pri-
mary care (n = 8) (Table 1).

Administrators who anticipated the future of vir-
tual primary care as limited described offering vir-
tual services in specific circumstances or when
requested by patients. These administrators did not
believe virtual services would offer revolutionary
changes within their organizations, nor more
broadly within primary care. Others believed that
virtual primary care would be integrated into pri-
mary care delivery for a targeted, narrow set of clini-
cal encounters. These administrators typically set
organization-wide goals for virtual services in the
10 to 15% range of patient interactions.

About half of the administrators envisioned that
virtual services would meaningfully transform pri-
mary care delivery in their organization. One orga-
nization expected up to 70% of services to be
offered virtually. Others viewed virtual primary
care services as a way to significantly expand or
optimize service delivery such as by offering virtual
urgent care services or e-visits to provide patients
with asynchronous care for lower severity visits.
One administrator explained, “idea of that is offering
a 24/7 care model eventually.”

Motivation for Virtual Services: Remain Financially

Stable and Competitive

Administrators emphasized that providing virtual
services was essential to their organization’s finan-
cial sustainability (Table 2). They believed virtual
services were necessary to remain competitive not
only with other health care delivery systems, but
also with technology-based companies, retail clin-
ics, and payers. They also viewed virtual services
as an opportunity to generate revenue for activ-
ities that may not have been billable in the past,

Table 1. Anticipated Future Use of Virtual Primary Care Services

Limited Use (n = 4) Targeted Use (n = 5) Major Shift in care delivery (n = 8)

Virtual primary care services were not
expected to have a significant role in
their organization.

Virtual primary care services were expected
to continue in focused, defined areas.

Care delivery was expected to meaningfully
change because of virtual care models.

Administrators noted that they would
offer virtual services if a patient
requested it, but it would not be their
preferred modality for care delivery.

Examples included virtual urgent care,
behavioral health services, and Annual
Wellness visits.

Anticipated having a large share of all
services into virtual modalities or
developing robust, innovative virtual
models to offer options to work in
parallel to in-person care options.

“I would say it’s strongly preferred to have
an in-person visits over telehealth. But
it’s a nice tool to have it if you need.”

“Of course, we’re still doing some telehealth and
we’re looking at trying to see how we might
be able to provide an after-hours telehealth
and may, maybe a little bit more so to either
help supplement urgent care centers or
emergency rooms.”

“I think with proper education, every single
specialty has a portion of their work that is
suited to telehealth.”
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such as a follow-up call from a physician or a
video visit before refilling a prescription.
Organizations in value-based contracts noted that
virtual services were likely to enable them to bet-
ter manage costs because they could deliver care
more efficiently and simultaneously meet quality
metrics.

Goals for Virtual Primary Care Services

The underlying financial motivation was seen
across 3 goals that health care administrators
described for their future use of virtual services: (1)
optimizing medical care services; (2) enhancing the
patient experience; and (3) increasing loyalty among
patients (Table 2).

Goal 1: Optimize Medical Care Services
The core areas where administrators thought vir-
tual services would succeed were: (1) treatment of
minor acute illnesses; (2) behavioral health; (3) care
coordination; and (4) care management; (5) follow-
up visits; and (6) annual wellness visits (Table 3).
Many services, such as behavioral health visits, were
viewed as equally well (or better) suited for virtual
versus in-person care were services that did not
require physical exams. Administrators emphasized
the importance of ensuring that the quality of
patient care not be negatively impacted if the serv-
ice were virtual. Table 3 provides rationale and
examples for each area where virtual services were
viewed as promising.

Goal 2: Enhance the Patient Experience
Administrators emphasized that virtual services
should give patients more choice, reduce unnecessary

travel time, and allow patients to access care conven-
iently (Table 4).

First, administrators described enhancing the
patient experience by reducing the number of in-
person visits. Follow-up appointments, including
postoperative and chronic conditions management,
were often described as appropriate for virtual set-
tings. Administrators thought this could be espe-
cially useful for patients in rural areas or patients:
In a rural community, patients really, you know, they
like that not having to drive in and wait and make up
ground and do this, it’s a much too much shorter quick
a visit for them, so I think they enjoy that part and
you know I think they really it’s worked out very well.
Second, administrators described how virtual

platforms might increase patients’ access to services,
especially outside of traditional business hours. For
example, e-visits allowed patients to describe their
symptoms and receive asynchronous care. In addi-
tion, virtual clinics could extend hours to make care
more accessible.
In fact, it’s a matter of well how do we meet the
patients where they are? The 20 something year old
who’s really healthy. How do we provide that virtual
urgent care in the most simplest fashion possible? How
do we make it as convenient 24 hours a day when that
night shift worker gets off work, or when that day shift
gets off work. We need to be able to provide convenient
and accessible care and meet the patients where they
are, which is on their mobile devices, which is on the
go, which is synchronous as well as asynchronous.

Goal 3: Increase Patient Loyalty
Administrators viewed virtual services as an opportu-
nity to strengthen relationships with patients and
ensure patients would choose their organization for

Table 2. Motivations and Goals for Virtual Primary Care Services

Motivation Goals

Financial sustainability
Administrators believed virtual care
services were necessary to ensure the
organization remained competitive and
financially viable.

Virtual care service options offered by
payers and technology-based
companies motivated administrators to
offer virtual care services within their
organization.

1. Optimize care delivery
Administrators were exploring which services may be best suited to virtual care.
Behavioral health, Medicare Annual Wellness visits, and follow-up visits for
some conditions were considered well suited for virtual care.

2. Enhance patient experiences
Offering services that were convenient for patients and that increased access to
care 24/7 was a goal for most virtual care programs (this includes options for
asynchronous visits).

3. Build loyalty
Administrators felt that younger, healthier patients may be inclined to seek out
virtual care for their primary and urgent care needs, so they hoped to establish
relationships with those patients.
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future care (Table 5). First, administrators aimed to
engage with younger patients who have infrequent
health care interactions because these patients may be
more likely to seek future care with their care delivery
system if they had prior experience with virtual serv-
ices. Second, they wanted to compete with external
virtual only services by highlighting the value of hav-
ing both virtual and in-person services available within
the same organization. Administrators highlighted the
limits (and potential added costs to patients) for first

seeking care with virtual-only services and then need-
ing an in-person visit.

Barriers

Although most administrators were optimistic
about the future of virtual services, they also
expressed 2 key concerns. First, nearly all
administrators noted that continued payment
parity between virtual and in-person visits was
a key concern. Several administrators noted

Table 3. Goal for Future Virtual Services: Optimizing Primary Care

Rationale for virtual approach Quote

Treatment of Minor Acute Illnesses
• Allow faster access to primary care with the goals of

preventing unnecessary emergency department visits or
avoiding care outside of the health system (e.g., a visit to an
independent urgent care).

• Designated clinicians for after-hours reduces the need for all
clinicians to be on call.

• Asynchronous services (e-visits) use algorithm-derived
questionnaires to assess patient concerns and can be
converted to video visits, as needed.

“so for pink eye it’s a structured questionnaire that kind of you know
describe your eye, describe the discharge, and it gives you options. You
know any other symptoms and so you fill out this questionnaire, you
can take a picture of your eyes and then send it [. . .] then goes to the
nurse practitioner who reviews it [. . .] is able to then determine what
the treatment would be so in the case of pink eye, if it’s clearly pink
eye, then you know, being able to just provide that antibiotic
prescription through e-prescribing and then close the loop with the
patient to go pick up the medication at the pharmacy always kind of
the purpose that that patient did not have to talk to anybody to
get their care taken care of.”

Behavioral Health
• Process mirrors in-person, just conducted via virtual modality

which means there are no observed clinical downsides.
• Does not require touching the patient.
• Patient may feel more comfortable.

“Our [behavioral health] therapists are doing 100% virtual care, right
now, still now and they report that it’s a very successful, you know,
tool for them.”

Care Coordination
• Increase interactions between primary care and specialist

clinicians.
• Facilitates data sharing across care settings.
• Provides a financial incentive for collaboration.
• Examples included: (1) e-consults (EHR-based tool) which

may reduce need for specialist visits, (2) one clinician
attended patients’ video visits with specialists.

“On a zoom call with the consultant, and the patient in the room and,
you know, often the patient will go to the [specialist] visit and they’ll
tell you something and then you know you might get a note and you
might have questions, and you know being on the call and getting paid
to be on the call for what you’re doing. You know, encourages you to
do that stuff and you know you get much better patient care
when you’re actually collaborating together rather than through
letters or emails or things like that.”

Care Management
• Provide the same care management services as previously, but

via video.
• Allows care management staff to visually assess patients’

homes.

“I also think that some of our support and ancillary services will use
telehealth also as another way to connect with their patients are
in care coordination”

Follow-up Visits
• Alternating in-person and virtual follow up for patients with

chronic illnesses can reduce travel.
• Virtual visits may make the patient more likely to attend visits

due to convenience.

“My plan in the future is to do, alternating telehealth and in person
visits, so that that yeah and because of the distance to travel and things
like that in a rural community patients really you know they like
that not having to drive in and wait and make up ground and
do this it’s a much too much shorter quick a visit for them.”

Annual Wellness Visits
• Virtual Medicare annual wellness visits ensures the visit is

focused on preventive care rather than diagnostic services
(which can be addressed in a subsequent visit).

• Allows clinicians to assess risks within the home.

“they [Medicare wellness visits] really lend themselves to telehealth
because one they can be done with a nurse practitioner, and that allows
the nurse practitioner [. . .] because they can’t lay hands on the patient
into because it’s really focused on preventive. And wellness questions
to ensure that their visit does not convert to a diagnostic visit,
which is so easy to do when you’re talking to patients with co-
morbidities.”

Abbreviations: EHR, Electronic health record.
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that if the current reimbursement rates were to
decrease, they may not be able to provide vir-
tual visits. As 1 administrator explained:
We need coverage and payment parity. If they cover it
in the office, they should cover it at home. Whatever
they pay for that service, they should pay the same at
home. [. . .] The challenge is there’s a misconception
that telehealth is cheaper for the health system to pro-
vide than in-person care, when it’s actually the oppo-
site, and it will be for some years.
Administrators emphasized that offering virtual

services often required upfront costs (purchasing
new software and equipment, providing technical
assistance, and training staff) and that the costs per
visit often remained the same as most organizations
were still using staff members, such as nurses and
medical assistants, during the visit.

Second, administrators were concerned that the
currently relaxed regulations around virtual services
would be tightened. The perceived instability in
requirements and the variability between payers made
administrators nervous about investing in new and
innovative programs. One administrator explained this
concern when discussing a proposed policy change:
We have a payment parity bill that’s going [. . .] through
our state senate. They just threw in an amendment,
which I’m very much hoping that gets thrown out
because it’s ludicrous, saying, “If you’re doing telehealth,

you must offer the patient the option of. . . if they see a
nurse practitioner, you must give them the option of see-
ing a physician.” I’m like, “Are you kidding me? I
mean, we don’t even do that in person.”

Discussion
The health care industry has a long-held reputation
as being hard to disrupt, slow to change, and diffi-
cult to transform.25–27 Innovations that require
adapting care delivery workflows within care teams
are particularly challenging to implement.28 But
the COVID-19 pandemic illustrated that rapid
health care transformation is possible. Although
initial changes were implemented out of necessity,
sustained adoption and further innovation within
health care delivery will be a choice.29,30 Our inter-
viewees offer a glimpse into the roles administrators
at health care organizations anticipate for virtual
services. No administrators thought that health
care delivery would completely return to prepan-
demic patterns. Roughly half of administrators pre-
dicted that virtual services will contribute to major
shifts in the future of care delivery across settings.

So, what might the future hold? Administrators
emphasized that unlike pre-COVID virtual services
that were mostly tethered to specialists,31 such as
tele-stroke services,32 some primary care visits
could be especially well-suited for virtual formats.

Table 4. Goal for Future Virtual Services: Enhance Patient Experiences

Increase Access to Care Improve Convenience of Care

Administrators described efforts to improve patients’ access to
care through:

• Virtual urgent care services to allow patients increased access
to care for acute needs.

• Asynchronous e-visits where patients complete symptom-
specific questionnaires and then receive a diagnosis and
appropriate treatment.

• Blending follow-up schedules (e.g., mix of in-person and
virtual).

Administrators aimed to make care more convenient via:
• Video appointments to reduce travel burden (which may be

particularly useful in rural areas).
• Expanded hours through virtual care (e.g., allowing patients

to seek care on their schedule).

“We have an urgent care telehealth service. It dominated, 3:1 ratio,
female to male. It is dominated by 20, 30, and 40-year-old women.
That’s who is using it. It makes complete sense. The hours that they
want it are completely different hours than what traditional services
are. They want the service at 6:00 or 7:00 in the morning because
they need to know first thing in the morning, not waiting until 9:00.
It’s everything Starbucks has always known.”

“Well, this patient is due for an A1C, but we haven’t actually seen them
in two years. So let’s make sure that we outreach to them. And then
that conversation’s a lot easier because we can say, ‘Hey, well, we
do have telehealth available.’”

“How do we provide that virtual urgent care in the most simplest
fashion possible? How do we make it as convenient 24 hours a day
when that night shift worker gets off work, or when that day shift
gets off work. We need to be able to provide convenient and accessible
care and meet the patients where they are, which is on their
mobile devices, which is on the go, which is synchronous as well as
asynchronous.”

“However, we need to be thinking about it as a tool to truly be able to
deliver on that 24/7 care so one of the things that we have been
working with our teams for is to say your traditional clinic is open
from 8 PM to four or 5 PM the majority of individuals are working
at those same hours, so how do we meet consumer demand as
more of a 24 seven approach, because you know when you are
seeking care.”

Abbreviations: A1C test, also known as the hemoglobin A1C or HbA1c test is a simple blood test that measures your average blood
sugar levels over the past 3 months.
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Virtual care services could mitigate well-known care
delivery challenges such as labor shortages and
uneven labor distribution across geographies,33–35

coordinating care across care settings,36–38 and
expanding access to behavioral health.33,39,40 For
example, even before the pandemic, behavioral health
was thought to be potentially well-suited for virtual
formats.41 Virtual behavioral health services could
reduce disparities in patient access to care due to the
uneven distribution of clinicians.33,42 As a second
example, care coordination is considered a founda-
tional pillar of high-quality primary care yet has been
challenging to achieve.43,44 When a primary care
team member can virtually attend a specialist visit
with their patient, this shared experience can ensure
that everyone – primary care, specialists, and the
patient – is included in comprehensive care plan-
ning.45 Whereas primary care teams often communi-
cated with patients via telephone before the pandemic
(eg, providing test results), virtual care regulations
could enable providers to bill for these interactions.46

Inspired by patient feedback during the pandemic,
administrators considered how to make primary care
services more attractive to patients. This pushed health
care to be more like other service industries, where

patients have greater control over how they interactwith
and access care. A recent survey found that 97% of
American adults own a cellphone and 85%own a smart-
phone,47 suggesting that most patients could access vir-
tual services, if that was their preference. Not only were
administrators aligning service options with patients’
preferences, but they aimed to improve the experiences
of care teammembers (eg, increasingpatient accesswhile
reducing clinician on-call hours). Administrators wanted
to build a health care delivery system that was all-inclu-
sive and incentivized patients to receive all their care
within that delivery system. The result then would be to
improve the financial viability of the delivery system
through increased market share, reduced patient churn,
and enhanced competitiveness with nontraditional
health care organizations. Further, administrators felt
that this tightening of their connections with patients,
across the lifespan,would improveoutcomes.

As health care organizations explore the future of
virtual care services, theyneed support fromregulators
and payers that incentivizes them to both implement
and strengthen innovations. Regulatory barriers have
been well-documented by others, including rules
against practicing across state lines,48,49 poor reim-
bursement for care coordination,50,51 lack of payment

Table 5. Goal for Future Virtual Services: Build Loyalty Among Patients

Compete with external services Appeal to younger patients

Health care organizations aimed to prove the value of seeking
virtual care within an established care delivery system:

• Having both physical locations as well as digital services
allowed them to provide better, more comprehensive care.

• There were concerns that patients may choose virtual care
services from an alternative provider (such as CVS or a
telemedicine only company).

Administrators used virtual care to engage with younger patients
and foster life-course care. By encouraging the use of virtual
care:

• Administrators hoped to build and maintain primary care
relationships with younger patients.

• To engage younger patients in preventive care activities.

“the pledge we made is if you come to one of our virtual urgent cares,
and we cannot resolve your visit digital, if you come the same calendar
day to one of our physical locations, there’s no additional charge for
that other one. [. . .] Now you’re starting to create a value
proposition for people. Versus saying, “Well, I went to CVS and
they weren’t able to resolve my problem. They gave me an antibiotic,”
which maybe that’s what you wanted and that’s what you’re going to
get. If we can make a deeper connection that we’re there to help you
with other things that show up and take a Disney approach, sometimes
Disney Plus is good enough. You can just watch Moana. But
sometimes I need to physically experience Disney. I think that’s a
recipe for us to potentially succeed.”

“One of the areas that that the team is focused on right now is how do
we engage those commercial patients, so seniors engage with
their care pretty steadily you know, for the most part 80/20 rule
there but our commercial patients are younger. They are less likely
to engage on a regular basis with their physician. I mean if you just
if you feel healthy like what’s the point kind of thing, though, where
we see video visits really helping with that is it a video visit
connection with a commercial patient to their physician is low
effort from a commercial patient perspective if they’re healthy
but allows us to stay connected and ensure that they have that PCP
relationship. In the event that something does happen.”

“So, as we think about that 24/7, it is creating access. That is always
available for patients that can either resolve or then direct them to
that next best level of care and not just direct them to it, but actually
make that connection for them and guide them there.”

“On the patient side, I want it to provide options, so you don’t have to
call your practice, you don’t have to wait for months, and you can
receive care the way you want to receive it. So some of our patients
really have strong relationships with their PCPs and they want to
go in the practice. That’s great. I want them to have that option.
But I also want the populations that tend to trend younger,
that don’t really want to go to the practice, that don’t want to
have to call the office, they want to get the answer, to have
that option as well.”
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parity for virtual services,52 and inconsistency across
payers.52,53 As states return to prepandemic licensing
rules, for instance, some patients are driving across
state lines for virtual visits.54 ANational Academies of
Sci-ences, Engineering, andMedicine report recently
advocated permanently adopting the changes made
during the pandemic.55 Until final regulatory deci-
sions are made, health care delivery systems are in a
holding pattern. Administrators are not confident
enough about payment to make significant invest-
ments in virtual services, but they simultaneously
worry they will lose the ability to compete in the
growing virtual care market that is filled by non-
traditional players, including organizations like
Teladoc,56 Amazon Care,57 and others.58 One risk is
that the virtualmodels that are easiest to implement (eg,
have the fewest regulatory barriers) will be sustained,
even if those services are relatively low-value. This may
exacerbatedisparities in access to care59–62 - for example,
some patients may not be able to access all care options
due to regulation (eg, requiring use of specific encrypted
platforms rather than phones) and may need to access
care via ways that are not aligned with their preferences
and perhaps not as high-value.Whereas administrators
emphasized that they would only offer virtual services
whenof comparable quality to in-person services, policy
makers should facilitate monitoring outcomes by mo-
dality to ensure quality ismaintained.

Our study has several key limitations. First, as a
qualitative study, these findings are not meant to be
generalized to all health care organizations. Rather,
findings provide context to help guide payers, policy
makers, and others as they consider the future of vir-
tual care. Further, our qualitative sample is limited.
For example, we excluded federally owned health
care organizations (such as Veterans Affairs or Indian
Health Services). Our sample did not include many
independent practices. Although our study included
several organizations with a safety net component (ie,
FQHCs), we likely did not capture the specific issues
faced by safety net organizations. Our study, with 17
participating organizations, was not designed to facil-
itate comparisons between different types of organi-
zational characteristics. In addition, our interviews
were conducted with health care administrators.
Administrators have significant influence over the de-
velopment and direction of organizational policies
and were best positioned to discuss the organizational
approach to virtual care as well as the business chal-
lenges. More practice-oriented stakeholders, such as
physicians or other care team members, may have

differing views on the future of virtual services. In
addition all participating organizations had adopted
some level of new virtual care services, though
research shows that adoption of virtual services has
not been universal.1,63 These organizations may fun-
damentally differ from organizations that did not
adopt virtual care services during the pandemic.
Finally, interviews were conducted during the spring
of 2021, when many individuals were getting vacci-
nated and before later waves of the COVID-19 pan-
demic, which may impact how administrators viewed
the potential of virtual primary care services.

Virtual care services hold the potential for a win-win-
win for patients, care teams, and delivery systems. Yet
without regulatory and reimbursement decisions that
advance virtual services, high quality, sustainable
virtual service models may not come to fruition.
Although rife with challenges, virtual care offers
an opportunity for regulators, policy makers, and
payers to invest in technological advancements
that can strengthen primary care service delivery.

To see this article online, please go to: http://jabfm.org/content/
35/3/527.full.
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Appendix

Appendix Table 1. Interviewee Types

Interviewee Categories Description Examples

Executive Leader* Individuals primarily responsible for overseeing
the operations of the entire organization

Chief Executive Officer, Chief Clinical Officer,
Chief Innovation Officer

Program Management Staff Individuals who oversee specific departments or
services

Program Manager, Program Director

Practicing Clinician Individuals whose primary role was the provision
of medical care

Physician

*Many executive leaders were also trained clinicians. If they had a clinical degree, but spoke primarily about the administrative role,
we denoted this by adding their degree type after executive leader.

Appendix Figure 1. Overview of Analytical Approach.
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Appendix Table 2. Number and Role of Interviewees Per Organization

Organization Interviewee 1 Role(s) Interviewee 2 Role(s)

1 Executive Leader and Practicing Physician n/a
2 Executive Leader and Practicing Physician n/a
3 Executive Physician Leader Program Management Staff
4 Executive Physician Leader Program Management Staff (PharmD)
5 Executive Leader Practicing Physician
6 Executive Physician Leader n/a
7 Practicing Physician n/a
8 Program Management Staff n/a
9 Executive Leader n/a
10 Executive Leader Program Management Staff (RN)
11 Executive Physician Leader n/a
12 Program Management Staff n/a
13 Executive Leader n/a
14 Executive Leader n/a
15 Executive Leader and Practicing Physician n/a
16 Executive Physician Leader n/a
17 Executive Physician Leader n/a
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Appendix Table 3. Organizational Characteristics

Number Region Organization Type* Composition Ownership** Rurality***

1 West Practice (Federally
qualified health center
(FQHC))

1 practice Independent Rural

2 West Multi-practice physician
organization, including
FQHCs

<10 practices Independent Rural

3 West System, includes FQHCs <10 practices Not applicable Urban
4 Northeast System 10 to 50 practices Not applicable Urban, suburban
5 West System <10 hospitals,

>100 practices
Not applicable Mix

6 South System 10 to 50 practices Not applicable Mix, largely rural
7 Northeast Practice 1 practice System Rural
8 Northeast System including critical

access hospitals (CAHs)
>10 hospitals,
>100 practices

Not applicable Mix

9 South System, includes CAHs
and FQHCs

>10 hospitals,
>100 practices

Not applicable Mix

10 Northeast Multi-practice physician
organization, including
FQHC

<10 practices Independent Rural

11 West System <10 hospitals,
10 to 50 practices

Not applicable Mix

12 West System <10 hospitals,
10 to 50 practices

Not applicable Urban

13 South System <10 hospitals,
>10 practices

Not applicable Mix

14 Midwest Multi-practice physician
organization

<10 practices Independent Suburban

15 Northeast System, includes FQHC <10 hospitals,
50 to 100 practices

Not applicable Urban

16 Midwest System, includes a CAH <10 hospitals,
50 to 100 practices

Not applicable Mix

17 Northeast System <10 hospitals,
>100 practices

Not applicable Urban, suburban

*For practices and multi-site physician organizations, we noted if they were an FQHC. For systems, we noted if the system included
FQHCs or CAHs, but this not a focus area of our interviews.
**We only included ownership for practices. None of the included systems were federally owned.
***Many systems covered large geographic areas and includes practices in a mix of rural, suburban, and urban areas.
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Appendix Table 4. Interview Guide Domains and Probes

Organizational Structure
Overview of organization (size, leadership)
Overview of patient population
Community approach to COVID-19 pandemic

Virtual Care Implementation
Prior programming?
Modality (phone, video)
Role of care teams

Patient Reaction and Engagement
Uptake
Patient challenges with use
Concerns from patients

Financial impacts
Reimbursement
Provider productivity

Questions for leaders
Strategy
Achieve and maintain clinician buy in
Changes to approach during pandemic

Questions for clinicians
Experience and views of virtual care
Relationships with patients

Patients without access
Internet connectivity
Hearing or vision impairment
Privacy

Patients with social needs
Seeing into homes

Care management
Clinic transformation
Lessons we can learn from virtual care

Other changes due to COVID?
What will stay/go?

Next steps?
Plans to keep any virtual care services?
Support needed from policymakers
Process of returning to in-person
Will virtual care be part of healthcare forever now?
What role will virtual care have in 2023? (post-pandemic)
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