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INTRODUCTION




Introducing Dr. Brandon M. Welch


In late 2021, I ran into a physician colleague of mine. As we were catching up, the conversation naturally turned to his experience using telemedicine during the Covid-19 pandemic. (As the founder of Doxy.me, a telehealth technology company, I enjoy asking clinicians about their experience with telehealth.) My colleague had nothing but positive things to say about telemedicine. He talked about how much he and his patients enjoyed using it and how easy the software was to use. When I asked how much he’d been doing telemedicine since the pandemic, he said that once pandemic restrictions were lifted, administrators at his organization decided to go back to in-person care only. Given how pleased he and his patients had been during the pandemic, I was surprised by this decision.


I’ve been involved with telehealth for over a decade and have seen the value of it firsthand for its convenience, efficiency, and savings for patients and clinicians alike. Until this conversation, I had always assumed that most physicians shared my perspective, and that telehealth’s continued growth was a matter of overcoming barriers. I believed that if the technology were easy to use, affordable, and unhampered by overly restrictive regulations, and if it came with a clear financial incentive, clinicians would use it.


Practically overnight, barriers telehealth had collectively struggled with for years disappeared, and Covid pushed the entire telemedicine field forward a decade. Thanks to emergency public health orders, the government was encouraging the use of telehealth, and providers were being reimbursed for it. Internet access was widely available, and telemedicine technology was, for the most part, affordable, widely accessible, and user friendly. During the pandemic, many clinicians and patients realized that telehealth isn’t as challenging as they had once thought. As a result, telehealth utilization grew to seventy-eight times higher than before the pandemic.1 As the CEO of Doxy.me, I personally witnessed telehealth sessions on the platform skyrocket from twelve thousand per day to nearly one million per day in under two months.




Covid pushed the entire telemedicine field forward a decade.





However, I realized during my conversation with my colleague that all these advancements weren’t enough to ensure telehealth’s long-term adoption. He was far from alone; after the initial pandemicera explosion in telehealth adoption, its utilization precipitously dropped before ultimately stabilizing at levels only thirty-eight times higher than before the pandemic.1


At the same time, I continued to hear clinicians and patients who were using telehealth successfully and wanted to use it more. As an associate professor at the Medical University of South Carolina, I found this dichotomy striking. What was the difference between those who no longer used telehealth and those who fully embraced it? I was particularly intrigued with adoption disparities among those coming from clinicians from the same specialty, background, and training. What could account for the difference? Why was one group able to recognize telehealth’s value, overcome its inherent challenges, and ultimately find success, while the other merely tolerated it until they could go back to seeing patients in person? With my scientific curiosity piqued, it set me off in a new direction, and I dove into research.


My team and I reviewed thousands of research articles and publications on telehealth. We also conducted hundreds of hours of interviews with providers and administrators—both those who liked it and stuck with it, and those who had used and abandoned it. The explanation simply came down to one word: success. In essence, those who were successful using telemedicine continued to use it, and those who weren’t abandoned it.


But what, exactly, does success mean in this context? Is it the same for everyone? After analyzing our results, we found that telehealth success can be grouped into five distinct domains:


1.Patient success: First and foremost, patients need to receive the quality of care they desire, in the way they prefer.


2.Clinician success: Clinicians and organizations need to provide quality care in a way that works best for them.


3.Technology success: Telehealth technology must work well and be easy to use.


4.Financial success: Clinicians, payers, and patients need to benefit financially from using telehealth.


5.Compliance success: Finally, clinicians need to not only stay out of legal trouble but also use healthcare laws and regulations to their advantage.


Importantly, we found that providers need to succeed in all five domains. There are many examples where clinicians were successful in some of the categories, but because they weren’t successful in all of them, telehealth wasn’t successful for them overall.


My team and I knew this information could help a lot of people and benefit the healthcare industry. Then came the hard part: summarizing and presenting the information so that others could benefit from it. We felt that a book would be the most effective way to deliver this information.


Though I have spent thousands of hours researching and developing telemedicine technology and have used it as a patient, I’ve never actually provided care by telemedicine. It would be disingenuous of me to tell clinicians how to successfully provide care by telehealth without actually having ever done it myself. With that in mind, I set out to find an experienced clinician who understood the ins and outs of caring for patients via telemedicine to help me write this book with an all-important clinical perspective.


Around this time, I met Aditi U. Joshi, MD, who was embarking on an independent telehealth consulting career. Aditi had already conducted thousands of virtual visits before the pandemic. And because of her extensive experiences with telehealth, she became a leader to her colleagues throughout the pandemic. She was clearly the perfect clinical partner to help write this book. Her experience, both as a clinician and health system administrator, is among the most extensive in the industry and has added immeasurable value and clinical experience to the topics we’re here to present.


Introducing Dr. Aditi U. Joshi


By the time Covid hit, I had been working in telehealth for over seven years and had seen tens of thousands of virtual patients. I not only understood telehealth’s potential, but as a former Assistant Medical Director of Doctors on Demand, I had heard every complaint and concern about it from health systems, patients, and other doctors. At the time, I was the Medical Director of Telehealth at Jefferson Health, a large academic center, running the direct-to-consumer (DTC) and tele-triage programs, staffed by me and a team of emergency medicine colleagues.


In early March of 2020, I was holed up in a hotel room attending a medical conference with a colleague, the assistant medical director of an ER, and our phones were ringing nonstop with requests for meetings, most of them regarding how to prepare for a full-scale pandemic. At a certain point we looked at one another, realized we were not going to make any of our conferences or meetings, jumped on a train, and headed back to Philadelphia. That was the beginning of the longest two weeks of my life.


As clinics, nonemergent procedures, and just about everything else ground to a halt, my telehealth team at Jefferson needed more than anything to rapidly scale our program to screen patients and order Covid tests for the tri-state area of Pennsylvania, New Jersey, and Delaware. Meanwhile, I watched the patient volume on our telehealth platform quickly increase to the point of overwhelm. At the time, I had only one other colleague on call. Until then, the clinic had never been so busy that one doctor was unable to handle the volume, but now it certainly was. I instantly knew that we wouldn’t be able to handle this oncoming tidal wave on our own.


Like many other hospitals and clinics at the time, Jefferson turned to telehealth to screen and decrease Covid exposure. Fortunately, unlike most others at the time, we already had everything we needed: a tech platform, trained staff, an IT department on call, clinical pathways, telehealth training modules, and a quality assurance process. When I needed help with staffing, I could call on colleagues from other specialties to jump in and help, and because we used established telehealth training, processes, and protocols, the system worked efficiently.


Ten days after returning from the conference, I permitted myself a sigh of relief when I saw that our high patient volume was being handled by multiple doctors from multiple specialties, all of whom helped screen, coordinate testing, and care for patients. Ironically, despite running a virtual care program, I contracted Covid at the end of March and was subsequently bedridden for weeks.2




Years of preparing led to our success.





With the benefit of hindsight, I can see that Jefferson’s successful response to Covid began years before the pandemic hit. A concerted effort and a belief in telemedicine on the part of leadership and staff at Jefferson led to our ability to help thousands of people at a moment’s notice. It took years of believing that there was an unexplored and untapped value in building virtual care, and that one day, there would be a time when it would be absolutely necessary. That day just came sooner, and in a more unexpected way, than any of us had initially anticipated. In the end, being ready led to our success.


Since 2020, we’ve seen telehealth’s rapid expansion throughout the healthcare industry. Even though more patients and clinicians are doing telehealth than ever before, some myths, fears, and concerns stubbornly persist. Despite this expansion, I still hear some of the same fears today that I did a decade ago: that we cannot provide the same quality care virtually as in person, that patients don’t necessarily want it, and that it will not be financially feasible.


I’ve been an emergency medicine doctor longer than I’ve been in telehealth, and much of my belief and commitment to telehealth technology stems from my experience working on the front lines. Writing this book brought back memories of working with fellow doctors; advocating and lobbying the government for policy changes; working with a small group of other telehealth believers on education, research, and telehealth expansion; dispelling myths in the media; and teaching my colleagues and students that technology was nothing to be afraid of.


Most vividly, I remembered my patients, both from the emergency department and those I saw via telehealth. Without them, I would never have learned what medicine today needs, what it can do, when it works best, or how awful it can be to struggle with access issues, how easy it is to go bankrupt without health insurance, and how desperately people want good healthcare for themselves and their families. I wanted to write this for them.


Today’s healthcare system is facing serious challenges–the workforce is decreasing, costs are rising, and the American population is aging. Telehealth is a piece that can help with all of the above. When Brandon approached me to help write this book, it was a perfect opportunity to share why and how telehealth is and will continue to be crucial for patients, clinicians, and the broader healthcare system.


About This Book


We wrote this book to help healthcare stakeholders, clinicians, startups, and any organization working in healthcare to understand what it takes to be successful with telemedicine. The five success domains outlined in this book will give you a broad picture of where telehealth has been, where it still needs to go, and how you can make it work for you. Because the topics span broadly across healthcare, they will interest you whether you’re a specialist at a large health system or a counselor running an independent practice.


The saying goes that “smart people learn from their mistakes, and wise people learn from others’.” Following this principle, we’ll make ample use of our personal experiences, those of others, and a veritable mountain of research and data. Again, our goal here is to help you be successful with telehealth, and with fewer missteps along the way.


Before we start in earnest, there are a few notes we want to convey up front. This book is not just about telehealth—it’s about how to be successful with telehealth. As a result, we’ll forgo some of the “What is telehealth?” kinds of topics you may find in other books in favor of focusing on the aspects of telehealth that directly influence success or failure. We assume you have a working knowledge of telehealth. Throughout the book, we’ll use the words “telemedicine” and “telehealth” interchangeably to refer to the use of technology on the part of healthcare professionals who deliver care remotely.


Since telehealth is used by different types of healthcare professionals, doctors, nurses, specialists, and other providers, we don’t want to inadvertently exclude anyone, so we are using the term “clinicians” to broadly represent any healthcare professional who provides care to patients, while occasionally specifying when required. While the content here is largely US-centric, most of the information we’re here to share should be broadly applicable regardless of the country you call home. Finally, while Aditi is the principal narrator of the first two sections and half of the finance section, and Brandon will take the helm for majority of the rest, this book was a collaboration from start to finish, and we’ve both contributed significantly throughout.
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When medical students learn about the ideal physician, the first name to come up is often Dr. William Osler of Johns Hopkins, one of the founding fathers of modern medical education. One of his most important legacies is that of being a humanist; he taught his students that medicine is fundamentally the practice of dealing with and healing other humans. Despite Dr. Osler’s then-revolutionarily humanistic approach, the institution of medicine has remained stubbornly paternalistic—one that prescribes treatment. Until quite recently, the patient hasn’t had much of a voice. Though patients are the ultimate users of healthcare, their active involvement in the decision-making process has historically been relegated to the physician.


Until the midtwentieth century, when someone got sick, a family doctor would be summoned to the sick person’s home, where he’d apply treatment, give his recommendations, collect his payment, and be on his way. Then, around the midtwentieth century, the pace of technological innovation within medicine accelerated rapidly. New devices allowed physicians to provide their patients with better care, but the complexity and cost of care made home visits impractical. Now, patients were increasingly traveling to hospitals and clinics within cities to receive care. This wasn’t much of a problem for urban patients, but it made healthcare access more challenging for most everyone else.


Home visits were long thought to be a relic of the past until telehealth recently reintroduced them in a new, modern, twenty-first-century form. Today, telemedicine brings together the best of the past, present, and future by fostering a new, hybrid model of healthcare, one that combines the advanced technology within clinics and hospitals with more convenient, comfortable care at home. Telehealth increases not only access to healthcare but also its quality and efficiency. It turns out that involving patients in their care tends to improve clinician-patient relationships and their overall quality of care.


Ultimately, healthcare starts and ends with the patient, which is why we’re starting this book in earnest with patients. To be successful with telehealth, patients must be successful, which requires that they’re able to access care (chapter 1), receive quality care (chapter 2), and be satisfied with the care they receive (chapter 3).
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Patient Access




While working at a rural clinic in the vast, dry, sparsely populated west coast of Australia, a forty-four-year-old nurse started having chest pain. He quickly recognized his symptoms as signs of an inferior STEMI, a blockage of the lower part of the heart, and one that accounts for 40 percent of all heart attacks.


Nearly a thousand miles from Perth, he knew he had no hope of getting to a catheterization lab within the recommended ninety minutes. He jumped on a video call with Emergency Telehealth Services (ETS), a telehealth program for rural care in Australia. With the help of their physicians and technicians, he placed his own IV, self-administered the first round of necessary medications, and began monitoring his vital signs. With ETS guidance, he placed his own defibrillator pads to give himself thrombolytics, which broke up the blood clots causing the heart attack. These actions collectively resolved his pain, stabilized his EKG changes, and bought him precious time.


Before long, he was picked up by the Royal Flying Doctor Service and transported by air to a cardiology unit in Perth. His coronary angiography showed severe blockage, so he was promptly treated with a stent, and ultimately lived to tell his tale. While his training gave him the necessary skills to administer self-care, telemedicine gave him access to the guidance of qualified professionals and ultimately extended his life.3 Though not all examples of telehealth access are quite this dramatic, they’re no less significant.


Healthcare access can be defined as the ability for patients to meet with a qualified health provider to obtain healthcare services—whether prevention, diagnosis, treatment, and/or management—within a reasonable period of time. After all, healthcare is only beneficial when it’s accessible; the best, most efficient system in the world is worth little if no one can use it. There are many reasons patients are unable to access healthcare; they can be systemic, geographic, or social. Gender, income, sexuality, disability, race, age, and disease stigma all affect access to healthcare. Moreover, when these barriers overlap and an individual is part of more than one of these groups, it compounds and worsens the access issues.


Lack of access to healthcare is an enormous challenge for health systems worldwide, and a major contributor to poor health outcomes. Across the world, it is estimated that 5.7 million people in low- and middle-income countries die each year from poor-quality healthcare, and 2.9 million people die from being unable to access care.4 From the start, telehealth has been touted as a solution to overcoming a variety of access barriers, and fortunately, telehealth has since shown that it does improve access to healthcare, principally by overcoming barriers that previously seemed formidable. Seventy-six percent of patients report that remote clinic visits made it possible for them to attend an appointment they would not otherwise have been able to.5 While telehealth hasn’t completely removed every access barrier, it’s done a tremendous amount of good in a short amount of time. In this chapter, we’ll delve into common access barriers, and how telehealth can help overcome them.


Rural Care


The US is the fourth-largest country in the world by landmass, and 86 percent of it is considered rural. While roughly 20 percent of the US population lives in rural areas, only 10 percent of doctors do.6 Given the scarcity of healthcare services in rural areas, rural patients have longer commute times, have fewer care options, don’t visit doctors as regularly, receive less preventive care, and tend to present for care in the later stages of their diseases. As a result, rural patients experience worse health outcomes and higher death rates, higher rates of obesity, and higher rates of mental illness and addictive disorders.7


Furthermore, while urban tertiary care hospitals typically have in-house expertise for urgent care cases like stroke, heart attack, and trauma, most rural hospitals do not. As a result, clinicians at rural hospitals stabilize their patients before sending them on to a specialist at an urban center. As an attending physician at an urban tertiary care hospital, I’ve experienced this time and again. I’d typically have a brief phone call with a colleague at the rural hospital about the incoming patient and try to understand their workup and what specialty services they’d need—but I couldn’t truly evaluate them until they arrived.


Sometimes I’d receive patients who had traveled two to four hours only to find that we could have cared for them remotely from their home hospital. I have seen numerous patients who didn’t need our specialty services and have found myself repeatedly dismayed by the inefficiency and inconvenience. Telemedicine now allows us to evaluate rural patients and conduct a more thorough evaluation from a distance so we can better determine if they need to transfer, which has drastically improved the care and convenience for rural patients.


Telestroke is another urgent care use case making a positive impact on rural patients. Ten years ago, approximately 20 percent of American patients were not able to access timely stroke care. Today, with telestroke-capable emergency departments, a staggering 96 percent of people in South Carolina are now within one hour of lifesaving stroke care.8 Telestroke patients tend to be evaluated by stroke specialists and receive anticoagulants faster and require fewer timeconsuming transfers, both of which lead to decreased mortality.9




With telehealth, distance is simply no longer the barrier it once was.





Now, as just about anyone can access care that was previously available only in urban centers, rural patients are no longer required to travel long distances to receive care they need. Telehealth doesn’t solely benefit rural patients seeking acute care; it’s also used to increase access to care for rural patients from the convenience of home across many diseases, including mental health, orthopedics, HIV, and reproductive health.10 With telehealth, distance is simply no longer the barrier it once was.


Specialist Access


Ironically, many modern access issues are in fact the consequence of advances in healthcare. Just a few generations ago, primary care doctors could address almost all of any given patient’s needs. Back then, healthcare was simpler—a single doctor could do almost everything a patient could possibly need, from treating a cold to delivering a baby. In recent decades, with advancement in medical knowledge and technology, healthcare has become far more specialized. Today, there are nearly two hundred specialties and subspecialties to treat specific diseases. This isn’t necessarily a bad thing; specialization has improved the quality of care for many diseases, and most patients are better as a result.


However, rampant specialization has made our interactions with the healthcare system more complicated. Most patients juggle multiple specialists and referrals, often leading to a breakdown in the continuum of care. Increasingly fragmented medical records can fail to provide a cohesive picture of a given patient’s history. Most of the time, there isn’t one single clinician taking ownership of a patient’s care, which can lead to patients bouncing around between doctors, unnecessary extra visits, and repeat interventions. When multiple clinicians treat one patient without fully communicating, poor treatment quality, suboptimal outcomes, and higher costs often follow.


Telehealth can help solve the problems created by specialization and care fragmentation by improving communication and coordination between treating care providers. For example, a primary care physician and a specialist can collaborate over telehealth to develop a coordinated care plan for a patient, ensuring that all aspects of their care are integrated and consistent. This is particularly important for complex and critical cases involving multiple clinicians and care providers. Additionally, provider-to-provider telehealth, in which one doctor consults with a specialist physician about a patient over telehealth, is increasingly being used to overcome specialty access barriers. A number of telehealth companies, such as RubiconMD, provide primary physicians with on-demand remote access to specialists to provide expert guidance.


Another notable example of provider-to-provider telehealth is Project ECHO, which was launched in 2003 by liver disease specialist Sanjeev Arora, MD, who was frustrated that he could serve only a fraction of the hepatitis C patients in New Mexico. Because many patients with the disease were unable to travel long distances for specialty care at his clinic in Albuquerque, Dr. Arora created a free telehealth educational model to mentor community clinicians across the state on how to treat the disease. Project ECHO–trained community clinicians were ultimately found to be as good as the care provided by specialists, and the model has proven so successful that it’s since been adopted across dozens of specialties in multiple countries.11, 12


Language and Communication


Not everyone speaks the same language; in fact, as many twenty-five million Americans have limited English proficiency, which leads to miscommunications between clinicians and patients.13 Language barriers make it harder to access health services and to communicate with clinicians, which causes patients to avoid or delay care.14, 15 Unsurprisingly, Americans with low English proficiency were found to experience high rates of medical errors and avoidable readmissions, as well as low rates of outpatient follow-up, use of preventive services, and medication adherence.16


Regardless, patients have a legal right to access healthcare services in their preferred language.17 Informal translators, such as family members, often step in, but they’re not ideal because important details can be left out or misunderstood, with potentially hazardous consequences. And while many interpreter services are available by telephone, the interpreter’s ability to accurately read nonverbal cues is crucial to helping the patient and clinician fully understand one another. In-person, professionally trained, medicine-specialist interpreters are the best option available, but they come with higher costs, longer visits, and limited availability.18


Telehealth now allows clinicians to add an on-demand medically trained interpreter to video calls with their patients. Interpreter services like LanguageLine and Voyce integrate with telehealth apps to provide access to professional interpreters for hundreds of languages. In addition to being convenient and fast, video has the added benefit of allowing interpreters to observe nonverbal communication. Some clinicians are even starting to use telehealth interpreter services during in-person appointments due to their cost, efficiency, and availability. To be successful, telehealth software should also support multiple languages within its user interface, including text, buttons, and instructions; otherwise, they only perpetuate the language barriers that telemedicine can otherwise help to overcome.19


In addition to foreign languages, the deaf population is also an area of unique challenges and opportunities. Deaf Americans, for example, are less likely than the general population to effectively describe symptoms of strokes or heart attacks.20 American Sign Language (ASL) interpreters help patients communicate their symptoms and ensure they understand what their clinician is telling them. While remote visits between clinicians, ASL interpreters, and deaf patients would not have been possible before telemedicine, 65 percent of deaf Americans still have communication challenges via telehealth despite the broad availability of interpreters.20 In the meantime, real-time voice-to-text transcription, closed-captioning, and artificial intelligence that converts sign language to text will improve the remote care experiences of the deaf and hard of hearing.


Age


On a particularly busy telehealth shift during the pandemic, I had an eighty-five-year-old patient call in with their chief complaint listed as “Covid-19.” This was before the national vaccine rollout, and the patient in question was in a high-risk age group, so I was fairly concerned. As our visit began, he cheerfully proceeded to tell me he had no symptoms or concerns; he simply wanted to set up a telehealth account, ensure he did everything correctly, and had the ability to connect to me in case he “needed me in the future.” Aside from my relief that he was not presenting with Covid symptoms, I was charmed by his clear pride in figuring out the process for himself.


Because health concerns increase with age, the elderly are naturally higher consumers of healthcare than younger populations. Most face more formidable access barriers and struggle with additional issues: multiple chronic conditions, cognitive decline, mobility and transportation constraints, and the lack of social support and/or financial resources needed to receive quality care. Unsurprisingly, the elderly have the highest rates of morbidity and mortality. Moreover, as the number of older persons worldwide will double from 700 million in 2020 to 1.5 billion in 2050, these issues will continue to place a heavy burden on the healthcare system.21




One study found that telemedicine use actually increases with age.





There are already many examples of telemedicine helping the elderly to age in place while continuing to receive the preventive, curative, and rehabilitative care they need across specialties.22 Studies consistently find that telemedicine adoption is high and increasing among the elderly; 23 in fact, elderly patients are generally satisfied with telemedicine,24 and one study found that telemedicine use actually increases with age.25


However, to ensure that telemedicine continues to benefit the elderly, it must be easy to use and accessible. Substantial barriers still exist; lack of equipment, limited technical literacy, and lack of assistance are most often cited as their chief barriers.22 While the elderly do often have trouble with technology to the extent that they require assistance, it’s not quite as bad as the pervasive stereotypes imply.26 And in the end, some will always simply prefer to see their clinicians in person.27


It’s not just the elderly patients to consider; each generation has its own healthcare preference peculiarities. Younger generations tend to seek digital options and preventive care, and they are least likely to have a primary care physician. Older populations value quality care and are the most likely to rely on their doctors’ advice. Trust is important to them. Younger generations are a window of how healthcare is going to change and what telehealth will also need to provide. To be successful, telemedicine must be responsive to the preferences and needs of all ages, with an emphasis on convenience and usability.


Disability


Worldwide, approximately one billion people live with disabilities, which come in many forms: vision, movement, hearing, learning, communication, social, and mental. Disabilities can be due to a wide variety of physical and mental impairments—and generally limit one’s ability to participate in normal activities. Those with disabilities are often the highest utilizers of healthcare, and their very disability can make it more challenging to access the care they need. Attending in-person medical visits is often a significant undertaking, particularly for patients with severe disabilities. While most healthcare facilities themselves are accessible, the added burden of traveling, coordinating, managing limited mobility, and ensuring safety make in-person care a challenge for disabled individuals and their caretakers.


Telemedicine can make it easier for those with disabilities to receive care. The first time I truly appreciated telehealth’s benefits was by treating a young man who was paralyzed from the waist down, making it challenging for him to leave his house. He had a long history of bladder infections, which were so frequent that he readily recognized the symptoms. Ultimately, he was able to use telehealth in the middle of the night to get antibiotics for his infection without having to travel to his doctor’s office.


Fortunately, remote patient monitoring and hospital-at-home programs are increasingly extending care to disabled patients’ homes, and the ease of access helps homebound patients feel less isolated in seeking care. Features like live captioning, large text sizes, highcontrast displays, screen reader support, keyboard controls, remote control, group calling, and more all continue to help patients with disabilities. Going forward, it will be important to ensure that telehealth technology does not make it harder for disabled individuals to seek care. It’s best to use telehealth technology that’s easy to use and complies with the Americans with Disabilities Act.28


Racial and Ethnic Disparities


There can be no discussion of access in healthcare without talking about racial health disparities. Social stigma, lack of trust, cultural competence, prejudice, stereotyping, systemic racism, unconscious bias, and more all contribute to worse health outcomes for ethnic and racial minorities.29 When compared to White counterparts, African American, Hispanic and Native Americans experience higher rates of illness and death across a wide range of health conditions, whether diabetes, cancer, hypertension, obesity, asthma, or heart disease. They also have worse outcomes in terms of the care they receive and overall health expenditure. Racial disparities within healthcare are poor and have worsened in recent decades.7


Telehealth alone cannot solve this problem, but it’s already making an impact. Telehealth reduced racial differences in appointment completion rates between White and Black patients.30 Another study on musculoskeletal pain found that Black and Hispanic patients had greater improvements in clinical outcomes compared to Whites.31


Clinicians may not be familiar with a broad array of cultural beliefs, practices, or values, all of which can impact treatment plans and outcomes. Additionally, bias and discrimination in healthcare settings can lead to minority populations distrusting and being reluctant to use healthcare. Clinicians being culturally competent is imperative. One study demonstrated that having even one Black primary care physician in a county increased Black patients’ life overall expectancy in that region.32 There are already several telehealth services aimed at connecting patients with culturally similar physicians to reduce such racial and ethnic disparities. For example, Zocalo Health is working to improve virtual care to Latin populations, and MyBlackTelehealth facilitates appointments between African American patients and clinicians.


To be successful with telehealth, it’s important to keep in mind how social determinants of health—including income, education, and insurance—affect minority patients and contribute to health disparities. Investigating why some of these disparities exist in the first place is the first step toward improving them.


Women’s Health


Women have long suffered from a history of inequality that has always extended to healthcare. Around the world, many women and girls face significant barriers in terms of accessing healthcare: restrictions on mobility, lack of decision-making autonomy, restrictive laws, lower literacy rates, and domestic violence. Women are more likely than men to be uninsured and live in poverty. Gender bias causes clinicians to dismiss or downplay women’s symptoms and concerns, resulting in delayed or incorrect diagnoses.33 Historically, medical research has focused predominantly on men, resulting in a lack of understanding of how certain health conditions or treatments affect women. Finally, unpaid caregiving and childcare disproportionately fall on women, leading women to put the needs of family members above their own. All of these factors contribute to poorer health, chronic conditions, and compromised mental health.33


Again, telehealth alone cannot solve all of these problems, but it’s already started to help. Women account for significantly more telehealth visits34 and are more likely to choose telehealth than men.35 Women accounted for 64 percent of general medical visits and sought out virtual behavioral healthcare at a higher rate. Women between the ages of 25 and 44 are also now the most frequent users of telehealth overall, while women between 45 and 64 are the most frequent users for chronic condition management. Women are also turning to telehealth for triage care for sick family members and their children to avoid trips to the doctor’s office, and many report they would not have received care at all if telehealth services weren’t available.36


Serving the needs of women is critical, and decreasing telehealth access would disproportionately impact women from accessing care overall. Already, a number of startups are offering telehealth services that cater to women. Maven, a virtual women’s care company that offers a broad array of services, has already reached a $1 billion valuation. More niche companies like Carrot and Frame offer fertility services, Ruth Health offer postpregnancy recovery and lactation consulting, and others offer care for patients experiencing menopause.


Stigma and Disease


When doctors apply for a new medical license, depending on which state they are in, they may have to disclose whether they’re currently being treated for mental health. For this reason, many are wary of getting mental health treatment. As a result, many prefer to pay for mental health services in cash without disclosing it. Sadly, stigma has contributed to the broader mental health crisis within the profession and has led to more physicians dying by suicide.37


Stigmatized patients in general are less likely to admit that they need help, seek healthcare services, and follow through with recommended treatments, all of which leads to delayed diagnosis and treatment. Some medical conditions are more stigmatized than others, including mental illness, substance abuse, sexually transmitted diseases, IBS, and visible skin conditions. Telehealth allows patients with stigmatized diseases to be treated more discreetly from a private location where exposure and embarrassment are avoided.


More than half of people with mental illness still don’t receive treatment due to its stigma.38 Telehealth reaches stigmatized patients who otherwise may not have sought treatment, such as mental health screening and prevention. In fact, mental health is now one of the most popular uses of telehealth; 36 percent of patients with mental health or addiction disorders use telehealth services.39


Many patients are simply more comfortable discussing sensitive issues through a telehealth platform than in a face-to-face setting. I’ve seen plenty of these cases myself, whether it’s teens asking about sexual health, patients concerned about their alcohol intake, or those who are curious as to what constitutes a medical diagnosis of depression. All were able to confidently ask me questions over video, where in the past they may have resorted to asking friends or Google.


Telehealth also makes it easier for stigmatized patients to connect with others in online support groups that bring together people with shared diseases for mutual support, whether by sharing their experiences of depression or taking a particular medication for HIV. In general, telehealth helps patients feel more connected, less alone, and able to share and receive the information they need.




In general, telehealth helps patients feel more connected, less alone, and able to share and receive the information they need.





Access to healthcare is a challenge for many and comes in different forms, none of which exists in a vacuum. While telemedicine has helped overcome some access issues, patient access remains a huge cause of disparity in global healthcare. We could devote entire additional chapters to other access issues, including those experiencing homelessness or barriers imposed by religion, culture, sexuality, economics, immigration status, and beyond. To be successful with telemedicine, clinicians must recognize the systemic and social barriers their patients face and then tailor their telemedicine program accordingly to overcome them. All can, and should, benefit from telehealth.
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Quality of Care




A forty-two-year-old woman experiencing homelessness with a history of uncontrolled diabetes and substance use was in the ER one summer day. Up until that point, the ER had been the patient’s only source of healthcare, not allowing her chronic conditions to be adequately cared for, nor adequately addressing her social needs. Upon her discharge, a community health worker from Pair Team, a telehealth company helping to improve care to Medicaid-applicable patients, noted that she would benefit from their support, which they call Whole Person Care.


After providing her with a baseline assessment and support with food and housing, Pair Team also connected her to a nurse practitioner by video for help with her diabetes. Telehealth was used throughout her program for check-ins and acute care. When she was unsure whether she needed to visit the ER, she conferred with her nurse practitioner by video, who was often able to manage her case remotely. Despite a number of harrowing subsequent events, including her tent being removed by the city, an unanticipated ER visit, and almost falling out of the Pair Team program, she was ultimately able to improve her health. In fact, within six months, she quit smoking, lost weight, improved her blood sugar levels, and rebuilt family relationships. This is an inspiring example of using telehealth to provide quality, patient-centered care.




For telehealth to be successful, the quality of care delivered has to be as good or better than in-person care.





Quality care is defined by the World Health Organization (WHO) as care that is safe, effective, and people-centered, delivered in a timely, equitable, and efficient way.40 High-quality care is the primary objective of any good healthcare system. Poor-quality care not only affects individuals, but also families, communities, and the population as a whole. For instance, relatively straightforward improvements to the quality of care could reduce maternal and neonatal deaths by 28 percent and decrease stillborns by 22 percent in many countries around the world.41


Various government agencies and accreditation organizations such as the Agency for Healthcare Research & Quality and The Joint Commission establish guidelines and support initiatives to help clinicians establish and maintain quality care. The ultimate objective is to close the gap between what’s considered the standard for good healthcare and the healthcare that people actually receive.


For telehealth to be successful, the quality of care delivered via telehealth has to be as good or better than in-person care. With that in mind, this chapter will explore patient safety, effectiveness, and people-centered care in the context of telehealth.


Patient Safety


In 1999, when the Institute of Medicine (IoM) released a report about patient safety called To Err Is Human, it sent shock waves through the medical industry. The report estimated that as many as ninety-eight thousand people die in any given year from medical errors including treatment, surgical, diagnostic, and medication errors, as well as hospital-acquired infections.42 Fortunately, the report was a catalyst for change. Two years later, the IoM published Crossing the Quality Chasm, which highlighted activities that have since significantly improved patient safety: an increased emphasis on implemented protocols and checklists, improved training for staff on how to identify and reduce risks and hazards, the establishment of adherence to standard operating procedures and precautions, the use of computer-guided clinical decision support, and greater patient education and monitoring.43 Twenty-six Patient Safety Indicators (PSI) have since become a standard way of measuring rates in which an adverse event occurs per thousand patients, and in turn, patient safety has increased overall. For example, blood-borne infections decreased by 43 percent and Methicillin-resistant Staphylococcus aureus (MRSA) by 22 percent.44


Given the importance of patient safety, it’s not surprising that clinicians and administrators have always been concerned about the safety of telehealth in particular. (My physician colleagues were particularly concerned about performing full physical exams remotely.a) Again, for telehealth to be successful, it has to be as safe or safer than in-person care. Fortunately, several studies have demonstrated that telehealth is as safe as in-person care. In a cohort study of over one million primary care patients, those who had telehealth visits had significantly lower medication prescriptions and orders and no difference in adverse health events, including emergency department visits or hospitalizations.45
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