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Abstract Abstract 
Background:Background: Our community-based health system transitioned to a largely telehealth-based approach 
under the pressure of the COVID-19 pandemic. Limited implementation of telehealth had begun in 2018, 
but provider and patient reluctance and inadequate reimbursement prevented widespread adoption at the 
time. The pandemic accelerated our system’s telehealth efforts. 

Results:Results: In February 2020, video technology was rarely utilized, with the organization averaging fewer than 
10 video visits per month. In April 2020, our providers used it for over 30% of all visits in our system, 
accounting for over 30,000 visits. Before COVID-19, fewer than 20 of our providers had performed a 
direct-to-patient video visit. As of February 2021, we have had 1375 providers perform at least one visit, 
522 providers have conducted 100 or more video visits and 48 RRH providers have become super-users, 
conducting more than 1000 video visits each. Patient satisfaction was very high and quality of care was 
preserved. 

Conclusion: Conclusion: 

In a significantly compressed timeframe, providers and information technology (IT) staff were forced to 
move from theoretical discussions about telemedicine to the majority of appointments being done as 
virtual house calls. As short-term adjustments turned into long-term adaptations, we streamlined the 
number of video options for video-capable patients to decrease staff confusion and stress. If the patient 
lacked access to these options, a telephone visit would suffice. Despite the rapid change in healthcare 
delivery to our patients, high quality care with high levels of patient satisfaction was provided 

Keywords Keywords 
telemedicine, video visit, technology 

Creative Commons License Creative Commons License 

This work is licensed under a Creative Commons Attribution-NonCommercial 4.0 International License 

Cover Page Footnote Cover Page Footnote 
Editing assistance greatly appreciated from Amelia Stratton-Smith. 

This article is available in Advances in Clinical Medical Research and Healthcare Delivery: 
https://scholar.rochesterregional.org/advances/vol1/iss1/6 

https://creativecommons.org/licenses/by-nc/4.0/
https://creativecommons.org/licenses/by-nc/4.0/
https://creativecommons.org/licenses/by-nc/4.0/
https://scholar.rochesterregional.org/advances/vol1/iss1/6


 
 With the emergence of the COVID-19 pandemic in March, 2020, the nature of patient 
encounters with health care providers underwent a seismic shift.  Cost of implementation, provider 
mistrust, technological illiteracy and other previously identified logistical and operational obstacles to 
harnessing the advantages of telemedicine became secondary to the urgent need to create new care 
models, particularly for triaging for COVID-19 symptoms, when ambulatory offices were closed and 
elective surgeries halted. 1-4  To maintain financial viability, there became no choice but to rapidly 
expand telemedicine capabilities, despite the fear that, “What is lost in a video telemedicine visit is the 
co-created shared space in which we join with a patient and become something more than our discrete 
selves.”5  Quite suddenly, medical providers found themselves struggling with checking in patients, 
reviewing medications and allergies, capturing the history of the present illness, performing very limited 
physical exams, and making medical decisions with much less consistent and tangible information than 
in the past. Telemedicine meant that providers were now required to make medical decisions even if the 
sound or video feed on the screens was of poor quality. This exacerbated pre-existing frustration with 
electronic health records and the stress related to the pandemic.6,7,8  
 

Due to the rapid the shift to telemedicine, there is limited knowledge about primary care 
providers’ perceptions of this new type of patient encounters.  So far, sources note the positive changes 
to include the increased accessibility for those with smartphones or other video capable technology, the 
option for more frequent follow up visits, decreased no-show rates and with less time spent on the 
physical exam, providers report more time for discussion with the patient.9-11  In addition, providers 
found that they were able to interact with a patient’s family members who they otherwise may have 
never met.9-12  Telemedicine visits were often shorter than traditional visits and providers found that it 
was easier to bring the visit to a close.9-11   Challenges include provider burnout as providers are 
potentially available to do visits even late into the evening and scheduling struggles occur as providers 
shift between telemedicine and face to face encounters throughout their extended work days.8,11 
Significantly, a shift to telemedicine exacerbates the digital divide that denies access to our most senior 
patients and those with low socioeconomic status often including African-American or Hispanic patients.  

 
A year into the pandemic and the rapid shift to telemedicine, patients and providers have 

learned how to better manage these challenges. Patients became more adept at using their 
smartphones, such as locating the cameras and microphones and employing them effectively. Providers 
and staff, accustomed to the challenges of an electronic record system, became more proficient with 
the expanded integration of patients into the system, e.g., significantly heavier patient portal utilization. 
The purpose of this paper is to describe our outcomes to assist those struggling with the telemedicine 
transition during the ongoing pandemic.  
 
Telemedicine: Barriers pre-COVID  

There were many reasons for organizational reluctance concerning telemedicine prior to COVID-
19. Financial planning was a top challenge as New York State offered no payment parity between 
telemedicine and in-office visits. With chaotic reimbursement models and likely revenue loss, it proved 
difficult to answer how an organization can make large capital investments, institute a massive overhaul 
of workflows, and invest in time-consuming change-management efforts for front office staff, providers, 
and patients.13,14 Despite the roadblocks, Rochester Regional Health (RRH) has performed telemedicine 
consults between our sites for over 10 years. In 2018, RRH started its first direct-to-patient video visit 
pilot. Limited to one insurance provider and a few chronic conditions, this pilot project demonstrated its 
potential with positive patient feedback but also highlighted difficulties with low volume due to an 
incomplete value proposition for patient and provider buy-in. In 2018, RRH had a combined 239 video 
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visits (47 direct-to-patient, 192 point-to-point within RRH system), while in 2020 RRH had just over 
205,000 video visits. With the onset of the pandemic locally in the spring of 2020, the necessity for 
providers and patients to be able to safely see one another greatly increased telemedicine’s value 
proposition. Centers for Medicare & Medicaid Services (CMS) also responded with major changes to 
increase accessibility and reimbursement.12 

New flexibility allowed organizations to lean on commercially available video conferencing 
products while scaling up their ability to build up their HIPAA-compliant solutions. In February 2020, 
video technology was rarely utilized, with the organization averaging fewer than 10 video visits per 
month. In April 2020, our providers used it for over 30% of all visits in our system, accounting for over 
30,000 visits.  Before COVID-19, fewer than 20 of our providers had performed a direct-to-patient video 
visit. However as of February 2021, we have had 1375 providers perform at least one visit, 522 providers 
have conducted 100 or more video visits and 48 RRH providers have become super-users, conducting 
more than 1000 video visits each. Over 130,000 unique patients served by RRH had at least one video 
visit in 2020 with more than 55,000 patients completing 2 or more visits via video.  Figure 1 
demonstrates the shifting nature of telemedicine visits with in person visits over time.  (Figure 1) 
 
Figure 1: Variation in Office Visit Type Over Time 
 

 

 

Patient Adoption and Feedback 
RRH’s Epic-embedded video visit solution (Epic Systems Corporation, Verona, Wisconsin) came 

with an after-visit survey. In 2020 we had more than 10,000 survey responses from the greater than 
58,000 video visits performed on that platform. In the first quarter of 2020, 25% of respondents said 
they had some form of connection issue, which has become a key performance indicator for the 
telemedicine team. Increasing the ease of use of our telemedicine visits for all providers and patients 
will remain a priority by enhancing the user experience and the reliability of our platform. In the early 
stages of the pandemic, we utilized multiple video visit platforms, but learned quickly that the more a 
system can focus on a singular platform, the higher the likelihood that front office staff, providers, and 
patients become experts on the electronic platform.  
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Despite these technological issues, we found significant willingness from our patients to 
embrace the change.  Patient satisfaction with these telemedicine encounters was high, at greater than 
90%, with patients reporting sufficient care received by these visits at close to 100%.   While some of 
this feedback was anticipated due to the realities of the ongoing pandemic and fear of leaving the home, 
particularly prior to the availability of vaccines, the sheer volume of visits provides validation that 
patients felt they received adequate care and were highly satisfied with video visits when compared to 
in-office visits. (Figure 2) 
 
Figure 2: After Video Visit Survey Results 
 

 
 

One of the success stories of telemedicine adoption comes from Behavioral Health (BH) and the 
patients they serve. Like all areas of healthcare during the initial COVID surge, BH made a pivot offering 
different modalities to connect with patients. BH saw a sustained decrease in patient ’‘no-shows’ while 
seeing a large increase in the percentage of visits with patients via video. The benefits to seeing patients 
in their home are many: it eliminates the challenge of physically getting to an appointment and the 
anxiety that may accompany that, it allows providers a glimpse into the home environment of the 
patient, and it allows for a ‘safe space’ for the behavioral health professional and patient to interact. 15 

As the pandemic progressed, a dramatic shift in the make-up of visits occurred (Figure 3). Over 
time there was a leveling off between the different modalities for delivering care across in-person, 
telephone, and video with remote video visits increasing from just 2% of all visit types to 40% of all visits 
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over a five month period. No-show rate for each visit type indicate that with video visits consistently had 
5-9% fewer missed appointments than other modalities (Figure 4).  
 
 
Figure 3: Behavioral Health Visit Type Breakdown 
 
 

 
 
 
 
Figure 4: No Show Rate by Visit Type 
 
 

 
 
 
Provider and Staff Communication Strategies 
 
With the rapidly changing clinical situation, finances, and governmental actions, maintaining 
communication with providers and staff was vital, and multiple modalities to disseminate information 
were created. Operational leaders partnered with IT experts and the billing and coding teams to create 
new workflows, electronic medical record templates for documentation requirements, and new coding 
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tools for providers and staff to assist with all the telemedicine changes. We held multiple lunchtime 
huddles per week to disseminate changes, sent daily emails summarizing the changes, and offered 
socially-distanced training and support sessions.  These became aggregated in a curated toolkit that 
included the many COVID protocols for treating patients, new workflows, and safety recommendations 
for patients and staff in a centralized location available on the system intranet. 
 
Conclusion  

In a significantly compressed timeframe, providers and information technology (IT) staff were 
forced to move from theoretical discussions about telemedicine to the majority of appointments being 

done as virtual house calls. As short-term adjustments turned into long-term adaptations, we 
streamlined the number of video options for video-capable patients to decrease staff confusion and 
stress. If the patient lacked access to these options, a telephone visit would suffice.  Despite the rapid 
change in healthcare delivery to our patients, high quality care with high levels of patient satisfaction 
was provided.  

Telemedicine is an opportunity to reach people whom we may have been unable to engage with 
in the past by requiring all in-person services. Ongoing work is needed to understand whether telehealth 
will better align with patient preferences in the post-pandemic period and how this can be best 
integrated into an overall suite of services for the delivery of care.  
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