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Balancing Access, Well-Being, and Collaboration
When Considering Hybrid Care Delivery Models in
Primary Care Practices with Team-Based Care

Tamar Wyte-Lake, DPT, MPH, Deborah J. Cohen, PhD, Shannon Williams, MSc, and
Steffani R. Bailey, PhD

Background: Hybrid models of care (ie, telehealth and in-person care delivery options) have been
incorporated into primary care clinics to increase patient access to care. We examine the effects of
these approaches on the work experiences and wellness of primary care clinical team members provid-
ing team-based care to patients.

Methods: In this qualitative study, we conducted semistructured interviews with clinical team mem-
bers (primary care clinicians, behavioral health consultants, registered nurse) at 2 primary care prac-
tices at 2 time points (late 2021-mid 2022 (n ¼ 14); midlate 2023 (n ¼ 11)). We used an inductive
approach to analyze data.

Key Results: Benefits of hybrid models of care included increased patient access and personal flexi-
bility; however, it was noted that the fragmented in-clinic schedules that emerged from the hybrid
model resulted in reduced in-clinic interactions. This led to less information sharing among team
members and a degradation of informal support networks that could adversely impact patient care. To
mitigate these challenges, many preferred that most of their clinical shifts occurred in-person, in the
clinic, with 1 to 2 sessions per week for in-home (telework) shifts.

Conclusions: In team-based primary care clinics, hybrid care models can impact interactions among
clinical team members and shape the day-to-day environment in which clinical teams work. To optimize
hybrid care approaches in the primary care setting, organization leaders must consider the impact of
hybrid care models on clinic and team culture, and the well-being of clinical team members. ( J Am
Board Fam Med 2025;38:475–489.)
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Introduction
Telehealth care, whichwe define as care delivered by
phone or video, is now a common modality in pri-
mary care practices. Research highlights a number of

benefits of telehealth, including increasing patient
access,1–5 opportunities for remote work for clinical
teams,1,2,6–8 and flexibility of scheduling for both
patients and clinical teams due to the decreased bur-
den of travel time.1,4,6 A number of challenges of tel-
ehealth care have also been noted including access
and equity issues,1,4,9 infrastructure and resource
needs,1 the impact of telehealth workflows on clini-
cal teams,1,7,8,10 and how telehealth modalities effect
communication and relationship building between
patients and clinicians.2,8,11,12

Many practices do not deliver care exclusively via
telehealth, but blend in-office and telehealth care for
patients, what we refer to as hybrid care models.
Hybrid models include both how patient visits are
conducted (by telephone/video or in-clinic), as well
as where clinicians conduct the visits (at-home vs in-
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clinic). By offering both telehealth and in-person vis-
its, hybrid models can provide flexibility to meet the
unique needs of individual patients.While research is
growing regarding the adoption, implementation,
use and impact of telehealth care,1–12 few studies
have examined the implementation and impact of
hybridmodels on clinical teams.7,8

In prior work, we explored the impact of the incor-
poration of telehealth on the practice of delivering
Opioid Use Disorder (OUD) care among interdisci-
plinary team members from 2 clinics within the same
health system and patients’ experiences with tele-
health delivery for OUD.2,13,14 These teams are
composed of primary care providers (PCPs), behav-
ioral health consultants (BHCs), and registered
nurses (RNs) who provide care to patients in the gen-
eral primary care practice, as well as to those patients
receiving care for OUD. Before the COVID-19 pan-
demic, the majority of care was conducted in-person,
in the clinic.2 Teams (eg, PCP,Medical Assistant, and
nurse; the BH team) sat together in rooms (ie, in
pods). In response to COVID-19, these clinics,
shifted to a hybrid care deliverymodel, which allowed
for both in-person and telehealth appointments for
patients. It also accommodated clinical teammembers
having a hybridwork schedulewhere someof the tele-
health visits were conducted from the clinic and some
remotely, typically from the clinical team member’s
home.Thismodel has been sustained postpandemic.

In this study, we examined the experiences of these
clinicians in delivery of care, in general, within the
hybrid caremodels implemented at their clinic todeter-
mine how these models affected clinical teams, includ-
ing teamwork, operations, culture andwell-being.

Methods
Study Design

This was an observational, cross sectional, qualita-
tive study in which we conducted semistructured
interviews with clinical team members (PCP, BHC,
RN) delivering team-based care in primary care
practices at 2 time points [Fall 2021-Summer 2022
and Summer 2023]. This study was approved by the
Oregon Health & Science University Institutional
Review Board (IRB).

Setting

This study was conducted in 2 clinics that were part
of the same hospital system located in the Pacific
Northwest; one was a Rural Health Clinic (RHC)

and the other was an urban Federally Qualified
Health Center (FQHC).

Participants

Clinical team members who provided care to
patients with OUD, as well as to patients with other
primary care or behavioral health needs, partici-
pated in this study.

Recruitment

Medical Directors at each clinic approved participa-
tion in the study. From among the clinical team,
which delivered primary care and behavioral health
care to patients in the clinic, theseMedical Directors
provided a list of clinicians (n ¼ 16) who delivered
OUD care. All participants were employed at these
clinics before and during the COVID-19 pandemic,
when telehealth visits were rapidly expanded. Ten
clinical team members were initially contacted
by e-mail, and interviews were conducted from
December 2021-January 2022. Due to the influx of
new and returning patients after theCOVID-19 pan-
demic, and resulting limited availability of clinical
team members, the project team was required to
pause recruitment until August of 2022, when the
remaining 6 clinical team members were recruited.
One clinician declined to participate, and a care coor-
dinator was excluded as they did not provide clinical
care (n ¼ 14; 5 rural and 9 urban). Understanding
that the first round of interviews was largely con-
ducted coming directly out of the COVID-19 pan-
demic, and with the hybrid care model being fairly
new, we contacted these 14 clinicians again in June
2023 for a follow-up interview, to determine if the
findings held true, once the protocols of the hybrid
models of care were more established. One had left
the clinic and 2 did not respond (n ¼ 11 follow-up
interviews).

Data Collection and Management

We conducted initial interviews of the clinical team
fromDecember2021–January2022.Remaining round
1 interviews were completed in August 2022. All fol-
low-up interviews were conducted from July–August
2023. Interviews were conducted virtually (by video)
and followed a semistructured guide (see Appendix A
for the initial interview guide and Appendix B for the
follow up interview guide) inwhichwe asked a series of
questions to prompt participants to reflect on both
their experiences pre-COVID and their experiences
delivering care during and postpandemic via different
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modalities (ie, in-person, telephone, video). The
interview guides were pilot tested with primary care
clinicians from the same hospital system but not from
the included study clinics. Edits were made to the
guide to improve clarity of questions. Interviews,
which were conducted by 2 experienced researchers,
lasted approximately 60 minutes, were audio-
recorded, with permission, and professionally tran-
scribed. Transcripts were reviewed for accuracy, dei-
dentified, and were entered into ATLAS.ti Version 9
(Scientific Software Development GmBH, 2021)
along with audio-recordings for data management
and analysis.

Analysis

In using an inductive approach15 in our primary study
aim, where we examined how clinical team members
experienced the incorporation of telehealth care
modalities in OUD treatment,2,13 data emerged
around the personal experiences of clinical team
members, and the impact of the hybrid model of care
on clinical team members’ delivery of care and team
collaboration, in general (eg, not just focused on
OUD-related care), which we focus on in this article.
Analysis of the first round of interviews focused on
responses to 2 questions in the initial interview guide:
“What has your experience been using virtual visits to
deliver treatment to patients for opioid use disorder?”
and “Can you describe forme how collaborationwith
the care team works when visits are conducted virtu-
ally?”Consistent with the aim of the second round of
interviews to validate findings from the initial round
of interviews, analysis of the second round of inter-
views used a deductive approach,15 with questions
focused on clinical teammembers’ current experience
of delivering care for all patients served by the clinic
within the hybrid care model and clinician wellbeing:
“In general, how is the clinic working together, and
what different ways is the team communicating/
working with patients?” and “How is this similar or
different forOUD treatment” and “I am interested in
how you are doing,what I amgoing to call – your per-
sonalwellbeing.How are you?”

After the first set of interviews in round 1, 3 team
members (TWL, SW, SB) listened to and analyzed
2 interviews, which included discussion, and tagging
text (eg, “clinicians’ personal experiences,” “collabo-
ration among the team,” “clinician wellbeing,”
“dedicated virtual schedule,” “providing remote
care”) so that the analytic team could come back to
select text for deeper comparison and sense making.

Initial findings were then discussed with the larger
project team, and it was at this time that the sub-
themes around the impact on the interdisciplinary
clinical team and clinician well-being with the shift
to a hybrid approach and asynchronous work were
identified. TWL and SW then analyzed the remain-
ing data, with a specific focus on the subtopics identi-
fied around the impact of providing care via
telehealth. This process was repeated after the
remaining first round of interviews (August 2022)
and after the follow up interviews (Summer 2023).
Regular meetings with the larger project team con-
firmed that saturation (ie, the point at which no new
findings emerge fromdata collection) was reached.

After all interviews were analyzed, the qualitative
team synthesized the data to make comparisons across
clinical roles, differences in type of care delivered (eg,
OUD care, general primary care or behavioral health
needs) and time periods, with a focus on determining
if experiences described in thefirst round of interviews
continued to be described in the subsequent inter-
views. The primary difference between the time peri-
odswas the amount of time spent in a hybrid schedule.
Over the course of the first interviews (December
2021–January 2022 and August 2022), the amount of
time spent providing care via telehealth, either
remotely or from the clinic was still evolving. During
the follow up interviews (Summer 2023), the time
spent providing care via telehealth and engagement
(or not) in hybrid work schedules were more standar-
dized. Participants’ reflections on their experiences
had solidified during the follow up interviews, as they
hadmore experiencewith the hybrid caremodel.

Results
Table 1 shows the number of participants we inter-
viewed by clinic and professional role.

Hybrid work environments were described as
leading to more personal flexibility in the workday,
ease in scheduling/conducting patient appointments,
allowing for mental breaks to decrease the mental
burden, particularly that associated with OUD care,
and decreasing the environmental impact due to
decreased transportation needs. Table 2 highlights
the benefits participants saw with the hybrid care
delivery model. Participants also described the value
of regular communication with their team members
to optimize patient care delivery, and how the hybrid
work schedule impacted clinical team member com-
munication patterns.
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Belowwe report findings related to how the hybrid
model changed clinical work and collaboration pat-
terns, both within the subset of interdisciplinary com-
munication utilized for OUD care and among
clinician’s broader care teams, highlighting the chal-
lenges clinical team members experienced and the
impact of these changes on team culture and well-
being. To demonstrate consistency of findings across
the 2 time periods, illustrative quotes are included
fromeach roundof interviews for eachfinding below.

Information Sharing and Collaboration

Before the COVID-19 pandemic, teams described
multiple forms of regular in-person communica-
tion. Team members shared offices, held meetings
in-clinic, and engaged in informal exchanges (eg,
running into a colleague in the hallway or during
in-person meetings). In-person interactions pro-
vided opportunities for consultation, collaboration,
and social support. Implementation of the hybrid
model of care resulted in operational changes that
physically separated clinical team members. This
initially included a mandatory shift to a partially
remote schedule for clinical team members, and a
change in how clinic space was used (for example,
behavioral health clinicians (BHCs) no longer
shared office space). At the time of the second

round of interviews, both clinics continued to sup-
port a hybrid work schedule and at one of the clin-
ics the BHC continued to sit in their own room in
the clinic, on their own.

Team members recognized the incorporation of
a hybrid approach resulted in fragmented schedules
and reduced in-clinic interactions. Clinical team
members shared their experiences by contrasting
in-clinic, team interaction with asynchronous team
interaction due to hybrid schedules.

Our meetings used to be all in one room. Like we could
kind of turn around and collaborate pretty quickly
with each other and a little bit of that is lost. . . I do
miss the in-person days as it were. – RN 1; Round 1,
Interview conducted December 2021
Well, I think that having people in the building

[again] has been a big positive, one for morale among
staff, more camaraderie. People have relationships again.
There’s our whole team cohort that we have built up for
over years in these pod systems. People are sitting together
again. . . that pod-based, team-based care is where the
magic happens because you can just turn around and be
like, “Hey, can you give this patient—” or, “Hey, this
is—I have this question. What do you think about this?”
Instead of sending an in-basket message that’s 12 hours
later they get back to you, and it just—it improves how
quickly care can happen. . .. I mean [the on-line messag-
ing application] works great, but it’s not the same as just,
you know, sitting next to somebody. – PCP 7; Round 2,
Interview conducted July 2023

Working together in the same space allowed team
members to know how others on the team were
doing during a clinic session, and adjust operations
based on that, if needed. Nonvisual communication
(eg, chatting via an online messaging application)
with team members who were working remotely,
and virtual meetings did not foster this kind of know-
ing, which was described as more personal and a way
to get a pulse on how everyone on the team is doing.

It’s easier to start seeing people less as people and more
as place holders or role occupants. “Well, you’re the
BHC. I need you to do these things,” versus we’re
talking every day. I know those daily struggles, and I
know that maybe today you’re not in the greatest place
to deal with this. . .I don’t have that now, and so if I
feel like I’m busy and I need somebody else to help, I’m
just trying to turf it to the person who’s occupying the
role that’s similar to mine without really knowing or
considering what might be happening that would
actually make me better suited to address [a patient
care issue]. – BHC 8; Round 1, Interview conducted
January 2022

Table 1. Number of Participants Interviewed by Clinic

and Professional Role

Initial Round
of Interviews
(2021–2022)

Follow-up
Interviews
(2023)

Clinic type
Federally qualified health
center

9 6

Rural health center 5 5
Role on clinical team
MD/APP 9 7
BHC 3 2
RN 1 1

Number of years in practice
<5 2 0
5 to 10 7 6
>10 5 5

Gender
Male 10 9
Female 4 3

Abbreviations: MD/APP, Medical Doctor/Advanced Practice
Provider; BHC, Behavioral Health Clinician; RN, Registered
Nurse.
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If we could just talk things out in person, like we used
to, really affects the way that we work. . . this push to be
virtual, the push to have an agenda that is very objec-
tive, and the absence of agenda to just say, “hey, how
are you doing?What’s going on in your life? What did
you do this weekend?” is gone, and we see each other as
so transactional and not as human beings. – PCP 10;
Round 2, Interview conducted July 2023

Individual Clinician Wellbeing When Delivering

Care via a Telehealth Modality

While clinical team members appreciated the evolu-
tion to a dedicated, regular hybrid schedule, a prefer-
ence emerged that most of their shifts occur in the
clinic, with in-person patient visits. During sessions
delivered to patients via telephone or video (either
fromhomeor the clinic), teammembers reported feel-
ing less engaged and more distracted during patient
encounters and describedwork as being less enjoyable.

I feel exhausted after a half-day of virtual sessions. It’s
not quite as energizing as seeing people face-to-face,
and you feel just a little bit like a robot. You’re just
typing as fast as you can, putting in orders, signing—

all that stuff, and you don’t really feel like maybe you
did anything real. I think, from a satisfaction stand-
point, most of us, we prefer a blend. – PCP 13; Round
1, Interview conducted January 2022

I think it’s harder for me to stay engaged when it’s
virtually, especially when it’s phone, ’cause I’m not
looking at a person. I’m not in the room with a person.
There’s nothing to tie me to the connection, so I find
myself having to try harder to stay connected. Not doing
other things on my computer, not signing prescriptions
or whatever. It’s more of a challenge. - PCP 11; Round
2, Interview conducted August 2023

I’ve found my job satisfaction has dropped immensely
with the transition to the new hybrid model. It’s so much
harder to actually feel connected to people. In this busi-
ness, my currency is connection, and I don’t have that a
lot of the time. At least not the ways that I experience it
as such. . .. I imagine having a high-or at least a rela-
tively high proportion of telephone visits doesn’t help my
feelings of connection to the job. It’s difficult to feel con-
nected to the patients when I never get-you never get to
see ’em or have any idea what they look like. I don’t get
to see their authentic reactions or really any of it. – BHC
8;Round 2, Interview conducted August 2023

Table 2. Clinical Team Members’ Descriptions of Benefits to the Hybrid Model of Care

Benefits Quotes

Increased access for patients I think for stable patients, yes. I think it is a very reasonable thing that if our goal of treating
opioid use disorder is to maintain function in society and obligations, and one of those is
work and family and childcare, that virtual visits help us better achieve that goal. [PCP 10]

I’d say I’ve learned that it is an effective tool for communicating partnership and allegiance
over time. That does build. I’ve learned to thank people for inviting me into their home.
I’ve learned that providing virtual access is way better than providing no access. [PCP 1]

Personal flexibility I’ve maintained a half day of only phone or virtual, partially to be at home, and I do find,
certainly my pets think that’s great, and my alarm going off 15 or 20minutes later, that’s
great. More casual dress; that’s great. Some of those things are the things that have made
the still really unconsciously pressured, fast-paced days with onerous documentation
requirements and computer order entry requirements a little bit more palatable. [PCP 7]

It’s nice to have the ability to be at home for that day. Often, my wife is working from home,
and so, even in between patients, we can say hi to each other and connect. I can sit outside
during lunch. I really enjoy that aspect of it. I think it’s a decent balance between being in
clinic and being at home. [PCP 10]

Decreased burden It is much more common, if I’m on a completely virtual session, that I will see 10 people in
that half-day, and I’ll have all my notes finished and closed before noon if I start in the
morning, whereas if I was seeing people in-person, I’d probably still be seeing patients by
noon, let alone have everything done. That’s a plus. The flip side of that is that, if I finish
that half-day of virtual sessions, I feel exhausted. [PCP 13]

Allowing for mental health breaks Affirmative trauma gets reported and exchanged and having to compartmentalize that trauma
became a burden forme. But since I’ve been doing a lot of that work fromhome that has been
less severe. I have noticed that at the end of the days I’mdoingOUD I’ma lot less stressed or
anxious or whatever I can—between appointments I can go petmy dogwhich you probably
heard barking in the background a little bit ago. [Laughter]Or go play withmy kid who’s at
home and just turned a year this August. There are ways I can decompress that aren’t
necessarily—they’re just like you’re in a roomwith a patient or your coworkers can provide
some solace but being comfortable and at home is the best place to be, at least forme. [RN1]

Decreased environmental impact I think for stable patients when the relationship is well-established, ongoing opportunities to
save carbon footprint should absolutely be maintained and fought for. [PCP 7]
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To reduce the mental fatigue or decreased rela-
tional aspect of care, participants recognized the
advantage of the hybrid work schedule. Clinic team
members described 1 to 2 shifts per week for in-
home, virtual care as being ideal. Having a clinical
shift that blended in-person office visits and tele-
health visits minimized the sense of loss from the
absence of in-person in-clinic interactions with
team members.

Discussion
As recognized by the National Academies of
Sciences, Engineering and Medicine’s endorsement
of the primary care telehealth rule revisions intro-
duced during the COVID-19 pandemic,16 primary
care adoption of telehealth is here to stay. And, sim-
ilar to what was found in our study, there is evi-
dence of tangible and intangible benefits for clinical
team members when telehealth is incorporated into
care delivery.1–8 Yet, there are many facets to a pri-
mary care team’s clinical success, and 2 critical
components include the health of the individual
clinic team members and the health of the clinical
team.17,18 What we learned about the hybrid care
delivery model is that it effects both the mental
health of the individual team members, as well as
team dynamics. This study provides a unique lens
into clinical teams’ experiences with hybrid care
delivery during 2 time periods and begins the dis-
cussion around factors clinical leaders need to con-
sider when incorporating hybrid care models into
their practices in a sustainable manner.

Through the implementation of hybrid policies
and workflows, clinical teams have operationally
changed the way they work together. Team mem-
bers who used to work together in the same physi-
cal space may not see each other at all, see each
other less frequently or engage in asynchronous
work, even when copresent in the same office.
Research has shown that the layout of a physical
workspace can impact both the individuals who
work in a space, as well as the work they are able to
do together.19 In particular, being in close proxim-
ity to each other allows for increased visibility
among team members, which in-turn enhances
interprofessional interactions.20,21 It has also been
shown that incorporating telehealth into primary
care mental health integration can result in
decreased communication between the behavioral
health team and the primary care clinicians, and

that extra effort must be made to engage clinical
teams in interdisciplinary activities.10 As seen in our
study, the absence of physical proximity when
teams provide care asynchronously has the potential
to affect the mental health of individual team mem-
bers as well as the degree and type of communica-
tion and social relationships among team members.
Although the impact of this degradation on the
work of the individual or the social capital of the
clinical team is not yet known, our findings do sug-
gest that clinical leaders need to think carefully
about how to achieve the right mix of care delivery
options because the incorporation of telehealth has
the potential to have both positive and negative
effects for the team and the individual clinician
in terms of burnout, well-being, and meaningful
collaboration, all which in turn enrich patient
care.18,22

Limitations

This article has limitations. The first is that we inter-
viewed team members who worked together before
the implementation of telehealth, and therefore we
cannot explore the variation that would include a
new team that did not have these relationships before
the transition. Further, this can be seen as a special
use case where teamwork among the interdiscipli-
nary primary care teammembers who deliver care to
patients with OUD is possibly more important than
for other care delivered in primary care. And yet,
when team members spoke about their care delivery
practice, they were not exclusively talking about care
provided as part of the OUD program, but rather
about their daily rhythms and overall patient case-
load, which included care for patients without OUD
and engaging with other clinical teammembers out-
side of the OUD program. For this reason, although
this exploratory work was conducted among a subset
of clinicians who provide care to patients withOUD,
we believe the findings are transferable to other
team-based care. Second, there is a potential for
recall bias, and it was possible that teams’memory of
how they worked together was clouded by the pan-
demic. Finally, although the first round of interviews
in this study were conducted when in-person restric-
tions were still stringent in health care settings,
teams had returned to sharing space in the follow-up
interviews. And yet, some teammembers continue to
work in isolation.Thoughtful consideration needs to
be put into practice redesignmoving forward to keep
attention on clinician and clinical teamwell-being.
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Conclusion

Our findings highlight the need for further work to be
conducted with clinical teams to create a hybrid envi-
ronment that mitigates the potential for isolation and
supports collaboration. Specifically, larger scale studies
are needed to understand the effect of hybridmodels of
care on teams, burnout, and patient care. As hybrid
care delivery and work schedules are rolled out and
expanded on, work needs to be done to consider the
impact on clinicians, their colleagues, and the broader
clinical teams, to navigate toward achieving a balance
of the benefits of telehealth and the (sometimes) intan-
gible benefits of in-person teamengagement.

To see this article online, please go to: http://jabfm.org/content/
38/3/475.full.
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Appendices

 

Appendix A. Initial interviews 
Interview Guide 
Clinic Staff Member 
 
 
Greeting 
 
Hi.   
My name is…  
Thank you for agreeing to do this interview. 
 
Information sheet review / Consent 
 
Have you had a chance to look at the Information Sheet that I sent you? I can also email 
another copy if you need one. Do you want to take a look? What questions can I answer for 
you?  
 
Permission to record 
 
Do I have your permission to record this interview? Great. I am going to turn on the recording 
device and ask you that question again for the record.  
 
[Turn on the recording device.] 
 
Do I have your permission to record this interview? 
 
Purpose of the interview 
 
I am speaking with you today because your clinic has agreed to participate in a study related to 
telemedicine and opioid use disorder care in the context of COVID-19. We are interested in 
learning about your own experiences with the assessment and treatment of opioid use disorder 
before, during, after implementation of telemedicine in your clinic, as well as how the clinic has 
adapted to virtual care.  
 
 
 
Introduction of Interviewer 
 
I’d like to start by telling you a little bit about myself. I am [name]. I work at [name].  
 
[Invite respondent to introduce themselves] 
 
1. Could you tell me about yourself? 

If they do not explicitly state it:  
 
� What is your role in this practice? 
� What are you responsible for? 
� How long have you been with the Richmond clinic? 
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� How long have you been treating opioid use disorder at this clinic? 
� How long have you been practicing? 

 

 
[Say something like: That’s wonderful or That’s so interesting. Alternatively: Thank you so much 
for that introduction. It is so nice to meet you.] 
 
2. Can you tell me a bit about your clinic?  

o Probe for: Size, location, community/ patients served, priorities 
 
 

3. What are the different ways a patient comes into the MAT program? 
 

4. Can you tell me how your clinic provides care for patients with opioid use disorder? 
 

 
5. Approximately how many patients with opioid use disorder you see in an average 

week? 
 
Thanks for sharing that. Now, I would like to talk with you about how your clinic is delivering 
care to patients with opioid use disorder.  
 
6. Thinking about the last week or so, about how many of your visits were virtual? How 

many were in the office?  

� Do patients have to choose between an in-person or virtual course of treatment? Or 
is there a hybrid option available? 

� Under what circumstances is a virtual visit appropriate?  
� Under what circumstance do you decide an in-person visit is needed? 

 
7. Can you share a story or two of your experiences delivering care via a virtual visit? 

 
NOTE: If they are not using virtual visits currently, then we are going to ask them to 
reflect back to when they were, and to answer the questions in that light 

 
 

Thank you for explaining that. This information is very helpful. Now I wanted to spend some time 
talking about how you have used virtual visits (phone or video) to deliver care to patients with 
opioid use disorder and what you have learned about that.  
 
It might help to think of a few patient examples as you answer the next few questions.  
 
8. What has your experience been using virtual visits to deliver treatment to patients for 

opioid use disorder? 
Probes: 
� Do you use phone, video, or both for your virtual visits? 

o Explore decision making around modality choice 
o What has been your experience on whether your patients receive higher quality care 

when they participate in video visits compared to telephone? 
� What has worked well? 
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� What needed to be in place for a visit to work well?  
o Good internet 
o Someone preparing the patient ahead of the visit 
o Knowledge of the patient (not a new patient) 
o Others? 

� What has been difficult? 
o How have you been monitoring your patients' use of medication? 
o What could have been done to overcome these difficulties? 

� How have you had to adjust your visit frequency, if you have a virtual course of 
treatment? 
o How has that impacted treatment progress and continuity? 

 
8. Can you describe for me how collaboration with the care team works when visits are 

conducted virtually?  
Probes: 
� What do you do when a patient need requires input from another member on the team? 
� Have how you document or share information about patients changed? If so, how?  
� When you need to consult someone on the team about a patient, how do you do this? 

Does this change when you are working virtually? If so, how? What do you do? 
� How has consulting or coordinating with other team members on mental health and 

medical care changed with the introduction of virtual visits?  
� How do you feel the increase in virtual care has impacted the clinical team? 
 

9. How have you used virtual visits to assess whether a patient has an opioid use 
disorder?  
Probe:  
� How do you become aware that a patient might have an opioid use disorder? 
� How are you notified that a screening for opioid use disorder is needed?  

 
10. How have you used virtual visits to deliver opioid use disorder treatment?  

Probes:  
�� How have you used virtual visits for ongoing medical treatment, i.e., medication 

prescriptions or refills among patients with opioid use disorder? 
� How have you used virtual visits for buprenorphine inductions? 
� How have you used virtual visits for behavioral therapy among patients with opioid use 

disorder? 
� How have you used virtual visits for group therapy? 
� How have you handled urine screenings? 

 
 
11. What patients do you think virtual visits have worked best for, when it comes to 

treating opioid use disorder?  
Probes: 
� What factors (such as patient age, sex, complexity) affect use of virtual visits for opioid 

use disorder? Can you share an example or a story? 
� Patients that are stable? Why? 
� Patients that you know well? 

 
12. What patients do you think virtual visits do not work well for, when it comes to 

treating opioid use disorder?  
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Probes:
� Patients that are less stable?
� Why?
� Can you share an experience or story that show why this did work?
� What do you do when a virtual visit is not well aligned with patients’ needs?

We understand that sometimes the kind and amount of care that patients need might exceed 
what a practice or clinician can provide, e.g. when MAT is not enough and inpatient treatment 
may be needed. 

13. How is the management of this situation different, when you’re in the clinic, in the 
exam room with the patient versus when you are conducting this patient via 
telehealth? 

Probes:
� Can you provide me with an example or two of this scenario?

14. What do you do (or would you do) if / when a patient with opioid use disorder has a 
crisis and you are in the middle of a virtual visit? 

Probes:
� Is referring patients to resources outside of the practice different? If so, please describe.
� Is what the team in the practice can manage different? If so, please describe?
� Are patients’ needs different when care is delivered virtually?

15. You have already touched on this a little, but what are the advantages of using virtual 
visits when it comes to treating opioid use disorder?

Potential advantages to probe on:
� quality of their patient interactions
� increased access for patients
� clinician satisfaction – no need to commute; decreased childcare challenges
� being able to see the patient’s home environment
� being able to actually increase frequency of visits

16. And now can you describe some of the challenges of using virtual visits when it 
comes to treating opioid use disorder? 

Potential challenges to probe on:  
� less structure and accountability
� less information to inform clinical decision-making
� challenges in establishing a connection
� patient missing having a “clinical home” (e.g., privacy for patient to talk freely; patient 

having a safe space to go to)
� heavier reliance on the clinician during off-hours?

17. From your perspective, what needs to be done to address those challenges? 

You have provided us with a lot of great information today. In closing, we have two final 
questions. 
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18. Do you feel the virtual care you have provided to treat patients with opioid use 
disorder has been as effective as in-person care? Why or why not? 

19. Can you describe any changes due to the pandemic in terms of treating patients with 
opioid use disorder that you would like to see sustained into the future?

Finally, I have a few final questions related to your background. You have the right to decline to 
answer any or all of the following:

20. How would you describe your racial/ethnic background?
� American Indian/Alaska Native � Black/African American
� Asian � White/Caucasian
� Native Hawaiian/Other Pacific Islander � More than one race
� Other, specify: ______________ � Refused

21. Are you Spanish, Hispanic, or Latino?
� Yes   
� No 
� Refused

22. With which gender do you identify?
� Man
� Woman
� Non-binary
� Other: _____________________
� Prefer not to say

Thank you so much for taking the time out of your busy schedule to meet with us. We learned 
so much today about how the COVID-19 pandemic has impacted your clinic’s treatment of 
patients with opioid dependence. Your insights were invaluable. 

Thank you!

[Turn off the recording device.]
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Appendix B. Follow-up interviews
Interview Guide
Clinic Staff Member

Greeting

Hi.  
Thank you for agreeing to do this interview. 

Permission to record

Do I have your permission to record this interview? Great. I am going to turn on the recording 
device and ask you that question again for the record. 

[Turn on the recording device.]

Do I have your permission to record this interview?

Purpose of the interview

I am speaking with you today to follow up on your own experiences with providing care in a 
hybrid environment, as well as how the clinic has adapted to virtual care. 

General care delivery

1. It has been a while since we talked. It’s so nice to talk with you again. How are things 
going for you? How are things going at [clinic name]? 

2. As you probably recall, our work is focused on MOUD care delivery. Before we jump 
into that, I was hoping you could tell me about how the clinic is delivering care in 
general now. 
Probe about:
� in person visits
� telephone and video visits
� talk about the general positives and challenges at this time. 

3. Now that all of these options have been available for some time, can you tell me a little about 
your current experience of delivering care for patients?

4. How do you think others on the team are experiencing care delivery? 

5. How do you think patients are doing now with the hybrid approach to delivering care? 
Probe about:
� retention 
� treatment progress
� strengths / opportunities to improve
� Is this similar for OUD patients?
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6. What are the different ways that MOUD care is being delivered? By PC clinicians, BHCs, care 
coordinators?  

In-person vs telehealth
7. Can you describe what has changed since the expiration of the public health 

emergency in terms of in-person vs telehealth (phone or video) visits?
� For care in general
� Care delivery for OUD treatment specifically

8. Thinking about the last month or so, about how many of your OUD visits were 
telehealth (phone or video)? How many were in the office? 

9. What are the factors that influence or lead to the choosing an in-person visit or 
telehealth visit?

10. How has your experience evolved using telehealth visits to deliver treatment to 
patients for opioid use disorder?
� What do you feel you have learned about different visit modalities (in-person, telephone, 

video) since we last spoke?
o Can you tell me a little bit about how you’ve learned this 

� through observation and your own practice? 
� is it something the clinic is looking at and working on?
� is OHSU helping? 

11. How has what you’ve learned shaped how visit modality plays into OUD care?

12. What is happening in your clinic around urine drug testing?
� Has your clinic come up with a guidelines related to testing frequency?
� How have you been monitoring your patients' use of medication?

Clinical Team
13. In general, how is the clinic working together, and what different ways is the team 

communicating / working with patients?
� Hybrid schedule
� How staff meetings are structured
� Team rooms – where are team members sitting?

14. How is this similar or different for OUD treatment/MAT team?
� Hybrid schedule
� How staff meetings are structured

Team rooms – where are team members sitting?
What is your experience with this way of the team working together? How does it 
work for you? For others on the team? For patients? How has this changed since 
we last talked? Why?

15. In our last round of interviews, we also learned that clinics were really no longer able 
to effectively do warm handoff’s. Can you talk about the state of warm handoffs now?
� How has that impacted your ability to provide care to patients?

Wellbeing
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16. I am interested in how you are doing, what I am going to call – your personal 
wellbeing. How are you? 

17. When you think about your wellbeing today, how does it compare to your wellbeing 
when we last talked? That was a year and a half ago. 

18. Can you tell me about that? What is affecting your wellbeing? 

Closing Question

19. Can you describe any changes enacted as part of the public health emergency in 
terms of treating patients with opioid use disorder that you would like to see 
sustained into the future?

� Virtual inductions?
� Payment parity?
� Video v phone?

Thank you so much for taking the time out of your busy schedule to meet with us. We learned 
so much today about how your clinic has shifted into a hybrid model for care of patients with 
opioid dependence. Your insights were invaluable. 

Thank you!

[Turn off the recording device.]
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