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Telemedicine in Primary Care: Qualitative Work
Towards a Framework for Appropriate Use

Jodi B. Segal, MD, MPH, Vadim Dukhanin, MD, MHS, and Stacey Davis, MPH

Introduction: Telemedicine has been implemented in many health systems by necessity, yet evidence is
sparse about its appropriate use for the delivery of primary care. We sought to understand what clini-
cians and patients consider to be appropriate use of telemedicine in primary care to inform future de-
velopment of a framework that should be valuable to diverse stakeholders.

Methods: We conducted in-depth, structured interviews of patients, clinicians who deliver primary
care, and other select informants. They were asked to discuss optimal, acceptable, and suboptimal uses
of telemedicine for delivering care relative to in-person care delivery. Audio was transcribed and
paired reviewers analyzed the content to identify the key concepts that motivated the informants. The
reviewers did thematic analysis to organize the concepts into unifying themes.

Results: Our 18key informants generated 103 unique concepts. The unique concepts aggregated into
themes suggesting the clinical situations in which telemedicine is appropriately used in primary care and clini-
cal situations in which it should be avoided. We also learned of motivators toward expanded, or at least con-
tinued, use of telemedicine and motivators away from telemedicine’s continued use. The informants expressed
their expectations regarding decision making about telemedicine use and who should make these decisions.

Discussion: These key concepts and themes are expected to be a valuable starting point for the de-
velopment of a framework to inform appropriate use of telemedicine in primary care. ( J Am Board
Fam Med 2022;35:507–516.)
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The pandemic of COVID-19 provided many
clinicians and patients with their first experience
of telemedicine.1–3 Telemedicine, specifically the
synchronous clinician-patient interactions occur-
ring over telephone or video, is being broadly
implemented in many health systems out of
necessity, yet its continued use may be premature
in the absence of evidence about its effectiveness,
acceptance, and value.4–6 The widespread, continued
use of telemedicine requires evaluation of its impact

on primary care outcomes relative to in-person care,
including on clinical outcomes, patients’ satisfaction
with care,7 clinician satisfaction,8 and costs.9 This
method of care delivery almost certainly increases
patients’ access to care, yet it may increase health
care utilization and spending,10–12 and have varied
effects on health outcomes.13,14

Telemedicine for primary care delivery is more than
a conversion to a new setting of care; it is a significant
departure from traditional clinical practice. It requires
new technology, different work flows, altered triage
processes, clinician commitment, and patient accep-
tance.15,16 For interventions that do not have a strong,
supporting evidence base, adopters of a new practice
learn for themselves how to use the innovation—they
learn for which clinical conditions, for which patients, at
which point in the disease trajectory its use results in
best outcomes.17 Through such in situ learning,
appropriate and inappropriate use is defined,
which is later confirmed or refuted by evidence
from trials or rigorous observational studies of
outcomes.
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Although the outcomes from telemedicine use
will most likely be evaluated in comparison to in-
person care delivery, there are alternative compari-
sons: relative to the absence of care or relative to
care delivered in an emergency department or in an
urgent care center. During the COVID-19 pan-
demic, care was scarcely delivered in other set-
tings,2 and telemedicine’s effectiveness might only
be measured relative to the absence of care. All
these comparisons generate important information;
however, the priority for evidence generation
depends on who needs this information to make
decisions about ongoing use of this innovation.
Here, we were explicitly interested in how to best
use telemedicine for primary care delivery, in com-
parison to in-person interactions. This was among
the most pressing questions for health systems and
payors as new workflows were established and reim-
bursement policies were considered.

Given the absence of criteria for appropriate
use of telemedicine, we expect there is a need for
a framework for allocating patients’ clinical needs
into telemedicine appropriateness categories. We
anticipate that this will have utility in evaluation,
research, clinician and patient education, triage,
and possibly for payment. In this work, we sought
to understand what patients and clinicians con-
sider to be appropriate and high-value use of tele-
medicine. We consider high value care to be that
which achieves best patient outcomes and highest
patient satisfaction for the investment.18 Our
framing assumption is that, for primary care
delivery, in some clinical situations, care deliv-
ered by telemedicine is of higher value than an
in-person encounter. Similarly, in some clinical
situations, telemedicine is of equivalent value to
in-person care, and in other situations, it is infe-
rior, meaning of lower value than in-person care.
These premises are consistent with established
approaches for considering the appropriateness of
medical services.19

Methods
Design

This was formative, qualitative work. We con-
ducted in-depth interviews with diverse key
informants to begin to learn the appropriate and
inappropriate uses of telemedicine for delivering
primary care relative to in-person care delivery,
using a theory-informing inductive approach.20

Informants

We considered the primary key informants to be
patients and clinicians, specifically clinicians who
bill independently for the delivery of primary care
(physicians, nurse practitioners, and physician assis-
tants in some states). To these groups, we also
added key informants who were payors and clinical
managers. We selected key informant clinicians
from 3 health systems in our region and used snow-
ball sampling to identify other clinicians practicing
primary care and administrators who were expected
to be valuable informants.

Interview Guide

We reviewed published literature by searching for
key articles describing telemedicine implementa-
tion, appropriateness, and existing theoretical fram-
eworks about telemedicine use.21–29 We then devel-
oped a preliminary list of concepts exemplifying
our hypothesized key determinants of appropriate
use of telemedicine for primary care delivery.
These concepts informed the development of an
interview guide, including prompts to encourage
the respondent to address these concepts in depth.
We conducted pilot interviews with 2 patients and
1 clinician to assure the clarity of the interview
guide and iteratively revised the guide (see the
Appendix). The interview guide included both
open-ended questions about the appropriateness of
telemedicine, generally, and brief clinical scenarios
to spark conversations to elicit rich content about
telemedicine use. We provided definitions of opti-
mal, acceptable, and suboptimal use of telemedicine
to ground the conversations: “optimal” means that
telemedicine use in a given situation is better than
in-person visits, for the patient, “acceptable” means
that telemedicine is about as good as in-person vis-
its, and “suboptimal” means that telemedicine is
not as good as in-person care.

Interviews

Two researchers, working independently, con-
ducted 1-on-1 interviews which lasted up to 1 hour
using Zoom conferencing software (Zoom Video
Communication, San Jose, CA). Audio recordings
were transcribed using computer-assisted technol-
ogy (Sonix, San Francisco, CA).

Synthesis

We synthesized the information qualitatively. Our
goal was to identify and then organize the concepts
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expressed by the participants. During the coding of
each transcript, the reviewers identified additional
concepts as they emerged with this inductive
approach. Each transcript was coded in duplicate.
As this process was meant to capture the breadth of
concepts discussed in the interviews, we were not
directed toward coming to consensus about consist-
ent use of the codes between reviewers. The
research team reviewed the concepts and came to
consensus on unifying themes. We display in the
results select exemplar quotes from the patients (P),
clinicians (C), and other informants (O) that illus-
trate some of the concepts, organized by theme.

Results
We conducted 18 key informant interviews, ceasing
interviews when we were not uncovering new con-
cepts. The informants included 7 patients of diverse
ages, sex, race (White, Black, and South Asian), and
medical complexity; 3 family physicians caring for
low income urban residents, 4 internal medicine
physicians practicing primary care in hospital-based
and community-based clinics, 1 medicine/pediatric
trained primary care physician, 1 primary care tri-
age nurse practicing in an urban setting, 1 adminis-
trator from a commercial insurer, and 1 outpatient
internal medicine clinic administrator from a hospi-
tal-based practice.

We identified 103 unique concepts that summar-
ized the expressions of the key informants, with the
clinicians providing a greater number of unique
concepts than the other informants. There were
both overlapping and unique concepts expressed by
the clinicians, patients, and other informants.
(Table 1). The key concepts clustered into the fol-
lowing themes: (1) potentially appropriate use of
telemedicine, (2) potentially inappropriate use of
telemedicine, (3) motivators toward using telemedi-
cine, (4) motivators away from using telemedicine,
and (5) decision making about the use of telemedi-
cine. The highest counts of unique concepts were
for describing appropriate use of telemedicine and
motivators toward using telemedicine for primary
care delivery.

In our thematic analysis, we found that the clini-
cians, patients, and other informants appeared to
have largely overlapping beliefs about the appropri-
ate use of telemedicine. Many of the respondents
expressed that telemedicine is appropriate when the
condition is mild and when the symptoms can be

described completely (Table 2). Telemedicine was
thought to be highly appropriate for chronic care
management when a specimen or measurement is
not needed and appropriate for information gather-
ing, such as after hospital discharge. Telemedicine
was thought not to be appropriate for severe condi-
tions or when physical examination is necessary for
a diagnosis and inappropriate when a procedure is
needed, such as vaccination. Many of the respond-
ents noted the efficiencies that are expected with
telemedicine including savings of time and elimina-
tion of the costs of transportation. They also
described the barriers that arise from technological
challenges and the privacy concerns with use of tel-
emedicine. Across participants, there was less con-
sistency about who should be making decisions
about the use of telemedicine. Participants
described an expectation that algorithms could be
developed to assist with triage or that nurses or
other primary care office personnel should deter-
mine the visit type. Patients believed that selection
of telemedicine for a visit either already was or
should be preapproved by clinicians.

Discussion
Our diverse respondents provided rich content that
informs how telemedicine might be used in primary
care delivery, when face-to-face care is also avail-
able. We found in our interviews that our clinician
informants had remarkably consistent expecta-
tions about appropriate use of telemedicine in pri-
mary care. The differences seemed to be driven
by the clinicians’ degrees of tolerance of uncer-
tainty, although the literature supports generally
high diagnostic accuracy within telemedicine vis-
its in primary care.30 The patients’ expectations
about telemedicine and its appropriate and inap-
propriate use were more varied. There seemed to
be agreement that minor clinical concerns, prevent-
ative care, and scheduled assessment of chronic con-
ditions in primary care can be done well with a
telemedicine visit. However, many contextual fac-
tors affect patients’ preferences about telemedicine
and in-person care.

We recognize limitations to our findings. We
did not probe in-depth for the respondents to sepa-
rately address audio-only visits, and we recognize
that these are a different experience for patients and
clinicians.31 Although we recognize that there are
differences in what can be accomplished during a
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Table 1. Key Concepts About Appropriateness and Motivators Expressed by Clinicians and Patients

Key Concept Category Concepts from Clinicians Concepts from Other Key Informants

Potentially Appropriate for
Telemedicine Care coordination Care coordination

Chronic condition management Chronic condition management
Diabetes COVID-19 testing decision making
Diagnosis is known already Medication reconciliation
Education Mental health counseling
Get acquainted with new doctor Minor things
Goals of care are clear Post discharge
Medication reconciliation Preoperative low risk procedure
Mental health counseling Preventative medicine/cancer screening
Minor things Refills
Musculoskeletal Returning results
Neurological Symptoms can be described completely
Non-emergent To replace an Urgent Care visit
Other sources of information With “extenders” in community
Post discharge
Preoperative low risk procedure
Preventative medicine/cancer screening
Pt education
Rash
Refills
Sensitive issue
Substance use disorder
Symptoms can be described completely
When home measures available and valid
With “extenders” in community

Potentially Inappropriate
for Telemedicine Abdominal pain Check-up/physical

Bad news Driven by desire to bill
Check-up/physical Need for exam
Diagnostic dilemma New condition/detect a change
Genital examination Preoperative
Lymphadenopathy Severe issue
Musculoskeletal Substance use disorder
Need for a procedure
Need for exam
Need for specimens collected by clinician
Need for vaccination
New clinician
New condition/detect a change
New patient
New symptom in complex patient
Pregnancy care
Preoperative
Risk of unsuccessful transition of care
Sensitive issue
Severe issue
Substance use disorder
Unintended weight loss

Continued
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Table 1. Continued

Key Concept Category Concepts from Clinicians Concepts from Other Key Informants

Motivating Towards
Telemedicine Ability to share screen Allows avoidance of travel/parking

Allows avoidance of travel/parking Allows rapid access
Allows environmental assessment Avoid infectious exposures
Allows rapid access Avoid copay of office visit
Avoid infectious exposures COVID-19
Caregiver present Gets care/visit more quickly
Clinician is paid for time Good if mobility challenges
COVID-19 Helps avoid higher level of care
Doctor is focused on patient New model of care
Doctor stays on schedule Patient has comfort with technology
Efficiency (time saving for patient Patient is care giver for homebound
Family support Transportation issues
Gets care/visit more quickly Value based copay adjustments
Good if mobility challenges Well established relationship
Helps avoid higher level of care
Improves visit adherence
Information sharing
Managing uncertainty/anxiety
Medications readily available for review
Patient has access to technology
Patient has comfort with technology
patient isolation/access to social network
Reducing low value services
Transportation issues
Well established relationship

Motivating Away from
Telemedicine Absence of needed information for decisions Absence of needed information for decisions

Adds visits that might not usually happen Adds visits that might not usually happen
Distracted patient Doctor-patient relationship/trust
Doctor-patient relationship/trust Inequities driven by copay differences
Harder to ask questions New work flows not in place
Inability of patient to retain information Taking personal amity out of relationships
Missed diagnoses Technology limitations
New work flows not in place Unintended harm on subpopulations
Office visit is a social event for patient
Privacy
Taking personal amity out of relations
Technology limitations
Unnecessary antibiotics

Other Contextual Factors
Expressed as Influencing
Decision-Making Clinician comfort/preference Algorithmic triage

Doctor selects visit type Clinician comfort/preference
Nurse triage process Doctor selects visit type
Patient preference Driven by reimbursement and/or co-pays
Reimbursement considerations Patient preference
Telemedicine as default Patient selects visit type

Recommendation from professional society
Reimbursement considerations
Standards of care
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Table 2. Quotes Illustrating Select Key Concepts in Each Thematic Category

Potentially Appropriate
for Telemedicine

Chronic condition management
“I just did three telehealth visits this morning for things that are psychiatric/psychologic, those worked
very well.” (C7)

“. . .diabetes care is one of those where I think it works very well. Depression and mental health is one
where I think it actually works very well.” (C4)

“. . . a visit with the home health nurse and the patient together and me. . .. With me on the phone or
with the nurse turning a video on would be fabulous use [of telemedicine post-discharge.]” (C3)

Information gathering
“So, for example, like a post hospitalization visit, you think would be something you would really want
an exam . . . but actually the work is, the large majority of the time, just making sure the home health
services are in place.”(C5)

“. . .following up on measurements they made at home, like blood sugar or blood pressure.” (C3)
“So if you don’t need to do anything invasive . . .where you don’t need a specimen from the patient,
where you don’t need to be in the same room for the patient, I think it works very, very well.” (C7)

Symptoms can be described
“And I mean, even vomiting, I don’t want to leave the house. And I think it’s easy enough to explain
your symptoms to a doctor. . .”(P4)

“Yeah. I was able to verbally explain . . .what the symptom was, and that was fine” (P5)
Potentially
Inappropriate for
Telemedicine

Physical examination or a procedure needed
“. . .my yearly checkup. So I don’t think that that could have been done online either.” (P2)
“I’m overdue for my shingles and pneumonia shots.” (P1)
“And sometimes there are things that I need to see in person, like a wound, . . . people are generally
willing to come. . ..” (C1)

Diagnostic uncertainty
“But if it’s something that maybe has been re-occurring and is much more nerve-racking, I think that
you would want to be in person.” (P7)

“If there is a reason we are visiting doctor to figure something out, I feel it’s better we go and meet.”
(P3)

“. . .antibiotics could have been withheld if the diagnosis was made in person, with all of the information
gathered during a face-to-face visit.” (C1)

Possibly severe situation
“ . . .if it was something to do with breathing and lungs, I don’t know that I would feel comfortable with
[telemedicine.]” (P5)

“. . . because of my recent history, I would have felt much more comfortable in person.” (P2)
Motivating Towards
Telemedicine

Overcoming barriers
“What is [the reason for] the tremendous increase in the show rate? . . . part of that is probably
transportation; part of it is probably child care.” (C4)

“So convenience, eliminate transportation.” (O1)
“I’m in a wheelchair, I need someone to go with me.” (P4)
Time efficiency
“It really pushed doctors to keep to a time schedule . . . they would really disrupt their full schedule if
they allowed themselves to fall behind.” (P2)

“. . .the patients have a different sense of time on the video visit or the telephone visit, like they often
want it to be short because it’s. . .their time, not your time.” (C5)

Motivating Away from
Telemedicine

Privacy concerns
“If I can’t assess . . . if I truly don’t trust that they’re in a safe space.” (C5)
“. . .for myself, personally, I would be completely turned off by [meeting a new clinician] . . . I think that I
would be worried that it could be anybody, literally anybody.” (P2)

Technology challenges
“And then we lose the sound and then we lose the video; and then it gets disconnected and then it gets
reconnected or we can’t start. Or halfway through I finally abandon video because it’s pixilated and . . .
just call them on the phone.” (C3)

“. . .so I’m sure that it’s of almost no value to the patient because they’re not going to remember
anything [without an after visit summary on paper]” (C3)

Potential harms to health system
“. . .a provider who really needs volume can certainly crank out quite a few phone calls in an hour and
expect payment for them..” (O2)

Other Contextual
Factors Expressed as
Influencing Decision-
Making

Decision-making about type of visit
“. . .my presumption is that. . . if telemedicine was offered that my doctors felt comfortable that [this]
would be the way for us to carry out my next appointment.” (P7)

“Maybe we can make telemedicine as the default if the patient doesn’t ask. And then I think the onus
should be on the physician to make sure [it is appropriate.]” (P3)

“[Some patients] don’t want to do a video visit. . .sometimes it is because they don’t have the capability to
do it, they don’t feel confident they can do that, or they just really feel strongly that they need a face-
to-face visit.” (O3)

“I worry a little bit that patients who may or may not have financial means, choose delivery options that
save them money and may not be really at the level that they need.” (O2)

Note. Alphabetized within theme and column.
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visit with video in addition to audio 2-way commu-
nication; in practice, appointments that are sched-
uled as video appointments often result in tele-
phone consultations due to technology failures. If a
decision is being made at the point of scheduling or
triage, the decision is between in-person care and
remote care. It is a secondary consideration as to
whether this will be a video or telephone consult
and that is often driven by the availability of the
technology and patient comfort. In addition, clini-
cians are rapidly gaining skills in telemedicine, such
as use of digital stethoscopes and otoscopes to allow
distant examination—this could not be add-ressed
at this early stage of discussion with our informants.

This preliminary work was done with stakehold-
ers in a single city, although interacting with differ-
ent health systems and different practice sites. We
expect that our observations are relevant broadly in
settings where telemedicine is being implemented
for primary care delivery. This present work was
done with US stakeholders, and we cannot say with
certainty how this translates to international set-
tings, and those investigations would be appropriate
for future research.

We expect that these insights can be a valuable
starting point for the development of a frame-
work that will inform processes to maximize the
value of care delivered to patients in the context
of primary care. A framework may also inform
processes for generating evidence about the
effectiveness, safety, and cost-effectiveness of
telemedicine for primary care delivery. We are
unaware of existing frameworks describing
appropriate use of telemedicine in primary care,
although we presume that many health systems
have established their own processes to guide use
of these services.

There is much work to be done to understand
the best use of telemedicine in primary care and in
other clinical settings. Primary care delivery in rural
areas is different from in urban areas; primary care
for a patient without an established relationship
with a clinician is different from for a patient with
such. Different systems of care delivery have differ-
ent incentives which may alter how telemedicine is
deployed. Additional insights may come with the
input of stakeholders representing other payors,
including the Centers for Medicare and Medicaid
Services in the US.

We except that telemedicine can provide high
value care, but this will need to be demonstrated.

We look forward to developing a framework for
appropriate use of telemedicine, which we antici-
pate may build on the concepts and themes identi-
fied in this qualitative work. This should be
valuable for developing optimized processes in pri-
mary care for the continued use of telemedicine
and for the evaluation of the relative value of tele-
medicine versus in-person care.

Kathryn McDonald, phD for helpful edits.

To see this article online, please go to: http://jabfm.org/content/
35/3/507.full.
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Appendix

Interview Guide for PATIENTS
Modified Oral Consent [EXEMPT proposal and does
not require even oral consent.]

Thank you for your willingness to talk to me about
telemedicine. The purpose of this research study is to
begin to develop rules to guide the use of telephone or
video for doing clinic visits.

You will be interviewed for about an hour and I
will ask you at the end if you would like to participate
in a second session that will happen a few months
from now. If you get tired or bored, we can stop at
any time.

As part of this research, we are making an audio re-
cording so we can remember what we talked about.
You can request that the recording be stopped at any
time. If you agree to allow the recording and then
change your mind, you can ask us to destroy the re-
cording immediately. No 1 outside of our small
research team will listen to the conversation and it
will be destroyed in 6months.

As we discussed, we will compensate you for your
time with a $50 gift card.

Are you comfortable with this or do you have any
questions about privacy?

Great – let us begin.
Increasingly, doctors and other clinicians are

having telephone and video visits with patients.
For the rest of this discussion, I will call this
TELEMEDICINE. During the COVID pan-
demic, these visits needed to happen because we
were not allowed to do face-to-face visits. We
expect that there will continue to be some use of
telemedicine. Everyone’s goal is to use telephone
and video visits wisely. Right now, we are not certain
in which situations these visits are smart and in which
situations they are not. I am part of a team working
to develop rules for knowing when telemedicine
should be used and when it should not.

We suspect that there are clinical situations in
which telemedicine is GREAT – that is better than
in-person visits; there are situations in which tele-
medicine is OK – about as good as in-person visits,
and situations in which telemedicine is NOT AS
GOOD as in-person visits. This is what we are try-
ing to figure out.

To start – I would love your thoughts on this
topic. Again, we are focusing on situations where
telemedicine really works well and where it does
not. There are no right answers. What are your
thoughts?

[Interviewer Should Guide the Discussion to
Specific Clinical Situations and Avoid
Discussion about Technological Challenges

Below Are Prompts to Facilitate Discussion.
The Interviewer Does Not Need to
Systematically Go through These If the
Participant is Supplying Information That
Informs These Questions without
Prompting.]

Perhaps you might . . ..
Tell me about situations in which telemedicine is

BETTER than in-person visits with your doctor.
Tell me about situations in which telemedicine is

WORSE than in-person visits with your doctor.
What if you were meeting a doctor for the first

time?
What if you had a very private issue to discuss?
What if it is an emotionally hard topic? (Like the

doctor has bad news for you)
When do you think a doctor must touch you or

examine you?
What if your doctor wants to follow up your

chronic conditions – like your blood pressure and dia-
betes control?

What if you were well and just needed a checkup
to refill medicines and schedule cancer screening
tests?

What if you were very sick like with the flu?
What if there was a frightening new problem like

bad stomach pain or dizziness?
When do you prefer to stay home?
When do you prefer to come in?
Are other situations that make telemedicine work

very well for you?
What is the weather is bad, or you do not have

transportation, or you do not want to pay for parking?
Do those affect how you feel about telemedicine?

Are other situations that make telemedicine work
very badly for you?

What if you do not have somewhere private to
talk, or a bad internet or phone connection?

Interview Guide for Non-Patient Participants
(CLINICIANS/ADMINSTRATORS/PAYORS)

Thank you for your willingness to talk to me about
telemedicine. The purpose of this research study is to
begin to develop rules to guide the use of telephone or
video for doing clinic visits.

You will be interviewed for about an hour and I
will ask you at the end if you would like to participate
in a second session that will happen a few months
from now. If you get tired or bored, we can stop at
any time.

As part of this research, we are making an audio re-
cording so we can remember what we talked about.
You can request that the recording be stopped at any
time. If you agree to allow the recording and then
change your mind, you can ask us to destroy the re-
cording immediately. No 1 outside of our small
research team will listen to the conversation and it
will be destroyed in 6months.
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As we discussed, we will compensate you for your
time with a $50 gift card.

Are you comfortable with this or do you have any
questions about privacy?

Great, let us begin.
Increasingly, doctors and other clinicians are

having telephone and video visits with patients.
For the rest of this discussion, I will call this
TELEMEDICINE. During the pandemic, these
visits needed to happen. We expect that there will
continue to be some use of telemedicine. Everyone’s
goal is to use telephone and video visits wisely.

I suspect that there are clinical situations in which
telemedicine is OPTIMAL – that is better than in-
person visits; there are situations in which telemedi-
cine is ACCEPTABLE – about as good as in-person
visits, and situations that are SUBOPTIMAL – not as
good as in-person visits. I am working to develop a
framework and rules for putting clinical situations
into the right bucket.

To start – I would love your thoughts on this topic.
Again, we are focusing on situations where telemedi-
cine really works well and where it does not. What are
your thoughts?

[Interviewer Should Guide the Discussion to
Specific Clinical Situations and Avoid
Discussion about Technological Challenges

Below Are Prompts to Facilitate Discussion.
The Interviewer Does Not Need to
Systematically Go through These If the
Participant is Supplying Information That
Informs These Questions without
Prompting.]

Prompts to Facilitate Discussion:
Perhaps tell me. . .
Tell me what you think might be situations where

telemedicine is BETTER than in-person visits for
your patients.

Tell me what you think might be situations where
telemedicine is worse than in-person visits for your
patients.

Are there situations that seem risky for telemedi-
cine? How do you define risk?

When do you need to lay hands on a patient?
I am going to suggest some specific scenarios that I

would like you to talk about:
What if it is an emotionally challenging topic or

you are delivering bad news?
What if the doctor and patient are meeting for the

first time?
What if the patient is acutely ill with an exacerba-

tion of a chronic condition [for example, COPD]?
What if the patient needs routine care for medica-

tion refills and scheduling cancer screenings?
What is the patient needs a Medicare Health Risk

Assessment?
What if there is a need for an immediate diagnosis

and action?
What is there is a diagnostic dilemma?
What if the patient is stable but with multiple

chronic conditions requiring care coordination?
What if the patient is referred for preoperative

evaluation?
What if the patient needs transitional care man-

agement after a hospitalization?
I am going to ask you about certain types of

patients:
Are there patients who do particularly well with

telemedicine and ones who do less well? (setting aside
the access or technical challenges)?

Do you think that patients with less education fare
better or worse with telemedicine relative to in-per-
son visits?

Do you think that older patients fare better or
worse with telemedicine relative to in-person visits?

Do you think that patients with anxiety or depres-
sion fare better or worse with telemedicine relative to
in-person visits?

Do you think that patients who are active sub-
stance users fare better or worse with telemedicine
relative to in person visits?
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