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Abstract
The use of telehealth, specifically virtual visits, has increased and adoption continues. Providers need effective training for how

to communicate with patients to develop a connection during virtual visits. This article describes the implementation and

evaluation of a course called Mastering Presence in Virtual Visits. Results show that although providers perceive lack of time,

technology issues, and lacking experiential knowledge as barriers to enacting course behaviors, the course was feasible

and acceptable. Following the course, providers rated key course behaviors as helpful for practice, and 80.7% of providers

were likely to recommend the course to a colleague. The course shifted provider perceptions of the purpose, patient expe-

rience, and procedures in virtual visits. Prior to the course, providers perceived virtual visits as fundamentally different than

in-person visits. However, after the course, they recognized the importance of connection in virtual visits and how to foster

that connection. Providers continue to require support in conducting high-quality virtual visits. Online, asynchronous courses,

developed in partnership with providers, are feasible and effective for encouraging behavior change. Key findings: When

asked on a needs assessment in 2020, communication strategies to connect with patients in virtual visits were a top provider

need. Partnering with providers to create online, communication training content is effective for increasing the acceptability of

courses about virtual visits. Asynchronous, online courses can meet provider needs for communication strategies to connect

with patients in virtual visits.
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Introduction
Telehealth became the primary medium for providing patient
care during COVID-19. For example, at Stanford Health
Care, in March 2020, virtual visits occurred at rates 50
times higher than in previous months with ∼3000 virtual
visits per day.1 Shifting to telehealth created challenges
including access to technology, navigation of online inter-
faces, new check-in procedures, privacy, and relational con-
cerns.2 The increased use of telehealth required providers to
adapt and explore new ways to connect with patients to avoid
potential depersonalization of the care experience.3 Adoption
of telehealth continues with Stanford Health Care conducting
∼53 000 virtual visits in fiscal year 2023, demonstrating the
importance of feasible and effective training for providers on
how to communicate with patients in virtual visits.4,5

This quality improvement project describes the implementa-
tion and evaluation of a telehealth visit course calledMastering
Presence in Virtual Visits, offered by the Physician Partnership
Program (PPP) at an academic medical center. The PPP offers a
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series of communication courses and coaching services that
incorporate the relationship-centered communication (RCC)
guidelines offered by the Academy of Communication in
Healthcare, and develops a curriculum based on provider
needs using the ALPS model of organizational change that
occurs in 4 phases labeled Ask, Listen and Learn, Partner,
and Study, Synthesize and Support (ALPS).6 The impetus for
the Mastering Presence in Virtual Visits course resulted from
a needs assessment in 2020 where providers were asked
about their communication needs. Of the almost 300 respon-
dents, providers identified communication in virtual visits
as their top need for communication training, describing
challenges with relationally connecting with patients. PPP
engaged in listening and learning by developing an evidence-
based, interactive online course that introduces providers to
strategies that foster connection with patients during a tele-
health visit and encourages providers to reflect and engage
with the strategies to facilitate adoption in practice.

Aligned with the ALPS model, provider feedback was
gathered before and after the course to identify opportunities
for quality improvement. This article (1) describes provider
perceptions of goals and barriers to engaging with specific
communication behaviors relevant to course content; (2)
examines course feasibility and acceptability in the form of
likelihood to recommend, helpfulness of course communica-
tion strategies, and relevance; and (3) explores the perceived
impact of course including adoption of new skills and
insights related to telehealth versus in-person visits.

Design and Method
Development of the workshop occurred in partnership with
providers and leveraged two evidence-based frameworks.
The first framework, Tele-Presence 5 was adapted from
Stanford Presence 5 in the transition to telehealth at the
beginning of the COVID-19 pandemic.7 Tele-Presence 5
leveraged rigorous approaches taken to derive the Presence
5 practice including systematic literature review8; design
thinking interviews with analogous professionals9; qualita-
tive interviews with clinicians10; observations of patient
visits, and expert Delphi panel and clinician input via
surveys, interviews, and focus groups.11 Tele-Presence 5
framework emphasizes: prepare with intention (eg, pausing
between back-to-back visits); listen intently and completely
(eg, communicating listening through facial expressions);
agree on what matters most (eg, reassuring patients that
you are there for them, despite the virtual nature of the inter-
action); connect with the patient’s story (eg, inviting the
patient to comment on visible personal items); and explore
emotional cues (eg, pausing and putting hand over heart as
appropriate).

The second framework, RCC, is integrated within each
module according to the behaviors recognized by the
Academy of Communication in Healthcare.12 RCC behav-
iors include PEARLS©, which stands for partnership,
emotion, apology, respect, legitimation, and support.

PEARLS© offer providers a guide for how to recognize,
acknowledge, and validate patients’ emotions. Setting the
agenda involves eliciting patient concerns and provider
visit priorities. Towards the end of the visit, providers are
encouraged to practice ART© loops or ask respond, tell, to
assess patient understanding of the after-visit plan.
Providers are also introduced to teach-back methods which
involve encouraging the patient to reiterate the plan to recon-
firm patient understanding. See Figure 1 for a visual repre-
sentation of frameworks.

Partnering involved provider interviews across a range of
specialties about their strategies to connect with patients
during virtual visits and gathering feedback on course
content before implementation. Interview content was inte-
grated into the five-module course, offering a peer-to-peer
resource during the training. Each module focuses on one
of Tele-Presence 5 practices.7 The online course is asynchro-
nous, with the option to pause and save progress and revisit
content at any time to accommodate busy schedules. The
structure of each module is as follows: (a) prompt providers
to reflect on their current communication behaviors, (b) intro-
duce research and outcomes associated with the practice, (c)
display patient quotes (partner) to convey the patient per-
ceived impact of the practice, (d) identify challenges to
engage in a particular practice, (e) review recommended strat-
egies to help facilitate adoption of communication behaviors,
(f) provide peer insights via video of high-performing tele-
health providers who describe challenges experienced and
strategies used to engage with the practice, and (g) evaluate
provider knowledge through a Coach’s Corner.

Procedures
For this quality improvement project (#70904), prior to the
workshop, providers completed an optional pre-course
survey which included a series of open-ended and Likert
scale questions regarding anticipated barriers to implement-
ing new behaviors. After course completion, providers com-
pleted an optional post-course survey to determine course
feasibility, acceptability, and perceived impact of the course
on provider behavior.

Data Analysis
Analysis of qualitative data was conducted using inductive
coding in Microsoft Excel. The analysis began by examining
barriers to engaging in six specific course behaviors. Only
those participants who rated their engagement in the behavior
as less than “Half of the time”were asked to provide an open-
ended response regarding perceived barriers to that behavior.
Erroneous answers, such as “very interesting,”were excluded
from the analysis.

Analysis of barriers to behaviors was focused on one to two
behaviors per week until all six were completed. SW and EL
began by coding barriers to four behaviors individually, and
then shared findings during weekly team meetings to gauge
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accuracy and similarity. EL coded the remaining two behav-
iors individually and shared the results with RP to ensure
rigor. Lastly, EL coded up a level of abstraction to identify
commonalities and differences within and between behavior
barriers and larger conceptual themes that encapsulated all
behavior barriers.

Results
A total of 321 Stanford providers completed the Mastering
Presence in Virtual Visits course between January 1, 2021,
and July 1, 2023. Of them, 62.8% (n= 123) were women,
35.2% (n= 69) were men, 84% (n= 163) were clinical
faculty, 57.1% (n= 108) were outpatient providers, and
34.9% (n= 66) report providing care in both inpatient and
outpatient settings,a and a median 10 hours per week provid-
ing virtual visits (SD= 19.48).

Goals and Barriers
Prior to the course, providers were asked about their hopes
for the course. Among the 168 providers that responded,

the most common response was wanting to learn something
new (n= 32). Other common responses were to improve
some skills in general. For example, “To improve upon
what I do and to learn some techniques with this new way
of patient care” (n= 29). Other responses were more specific
to a course objective (co-create the agenda, n= 20; increase
efficiency, n= 20) or one of the Tele-Presence 5 skills
(n= 6) such as stating they hoped to “prepare with intention.”
However, providers were also asked to describe anticipated
barriers to engaging in behaviors taught by the course.

Lack of Time. The first and most common barrier was a lack
of time for both the provider and the patient. Providers
described being “over-scheduled” and only having 15 min
available per visit. This compressed schedule often caused
a ripple effect where one provider described, “I am running
late and trying to wrap up the visit to go to the next
patient.” Providers also noted that patients tended to schedule
virtual visits because they were less likely to have the time to
spend on an in-person visit and were often juggling other
tasks like work and childcare. Providers perceived that

Figure 1. Connecting to build a presence in virtual visits through a relationship-centered framework.
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these barriers led to rushed visits where efficiency was prior-
itized over connection.

Technology Issues. Time pressures were often exacerbated by
technology issues, which is the second common barrier. At
times, providers felt more rushed because they needed to
complete the visit before some technology issue cut it
short. They prioritized the medical issue at hand over
trying to form an emotional connection. Providers described
challenges with “the technology available, and patients’
access to the internet.” They also described patients or them-
selves being unfamiliar with the technology, or barriers to
physical contact for physical exams or emotional connection.
One provider said, “HUGE tech challenges and HUGE
FRUSTRATION with the technology/patients asking to do
phone visits.”b Beyond struggling with connectivity and
interface issues, providers also juggled different screens
during visits to type notes, meaning they could not always
see the patient while interacting with them. One provider
described, “I switch screens to check labs, studies and
notes from other specialists, so I may not be looking at the
patient all the time during the visit.”

Experiential Knowledge. Some providers reported lacking
practice or awareness as the barrier to engaging in course
behaviors. Providers either did not know about the behavior
at all, or did not know how often they engaged in that behav-
ior because they were not self-monitoring. This unfamiliarity
led to providers feeling behaviors were “forced and artifi-
cial,” and therefore were less likely to implement behaviors.
One provider said, “sometimes I find it awkward to ask the
patient to repeat back. I need to get over that.” Others did
not seem opposed to implementing the behaviors, and
stated the barrier was that they were, “Just not in the habit
of doing it in general.”

Implicit Bias. Lastly, providers made assumptions about
patients, which inhibited providers from establishing connec-
tions. Patients were characterized in many ways including
that they already would understand visit instructions.
Providers also often assumed they knew what a patient was
thinking or feeling, especially if it aligned with their clinical
goals for the visit. One provider described a barrier to
co-creating the visit agenda to be that they already had
“shared assumptions with patients that they will express
their goals.” Others reported relying on intuition to work

best with patients, stating for example, “I rely on my intuition
to help me. Patient has a good understanding.”

Feasibility and Acceptability
The post-course survey asked providers how likely they were
to recommend the course, the helpfulness of the Tele-Presence
5 PLACE tools, and the perceived relevance of the course.
Among participating providers, 80.7% (n= 121) gave a Top
Box score for likelihood to recommend the course, which
meant most providers were “extremely likely” to recommend
the course to a colleague. Providers also found the Tele-
Presence 5 framework to be helpful to their practice (see
Table 1).

Following the course, providers were asked how the
course could be made more relevant. Common positive
responses included that, “All were very relevant” and
“Appropriate course to cover multiple provider specialties.”
Providers also shared constructive feedback including that
the course would be better with more realistic examples.
Examples of this feedback included, “try to show how you
do it in 15 min visit,” “showing some actual patient examples
on how to re-direct to agree on what matters most,” and “I
would have loved to hear more examples of different
phrases/methods re: setting the agenda—when the peers
gave examples how they do/phrase certain items, or exhibit
nonverbal cues for the patient’s benefit, I found those exam-
ples helpful.” Others provided feedback about timing of the
course saying, for example, “it was hard to focus after a
full day of patients. Doing small snippets at lunchtime
would be more useful.” Many providers also desired some
content and assistance on self-care. One provider said, for
example, “I need help with not feeling overwhelmed and
with taking care of myself.”

Perceived Impact
After the course, participants were asked to reflect on what
they thought before the class, and then how that perception
changed, if at all (“Before I thought … Now I know …,”
n= 99). Most people responded with a recognition for
improvement in their communication skills with patients
during telehealth visits. One provider said, “Before I
thought … I was doing a good job connecting with patients
during video visits. Now I know … I was only so so—a lot
more deliberate thought and actions need to occur on my

Table 1. Helpfulness of Tele-Presence 5 Framework.

Tele-Presence 5 framework course content n Topbox Score Mean (max 5) Std. Dev

Prepare with intention 149 43.6% (n= 65) 4.19 0.86

Listen intently and completely 149 47.0% (n= 70) 4.28 0.81

Agree on what matters most 149 42.3% (n= 63) 4.19 0.87

Connect with the patient’s story 148 43.9% (n= 65) 4.26 0.77

Explore emotional cues 148 43.2% (n= 64) 4.23 0.81
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part to make the most out of the interaction.” Relatedly, many
providers recognized the worth of the course, noting that the
course could help them enhance their care delivery. One pro-
vider stated, “Before I thought … Another useless meeting.
Now I know … There is always room for improvement.”
Others stated specific ways that they intend to improve
their skills following the course. One way providersplanned
to improve was to better prepare with intention and reduce
rushing between visits. Providers reflected that this would
help with their self-care. Some providers said that although
their reflection did not change, taking the course affirmed
their skills. One provider said, “Before I thought … I am
fairly skilled at video visits. Now I know … I have the
skills needed to do video visits.”

Providers were also asked about what behaviors they were
committing to practice (n= 114). The most common
responses were preparing with intention, listening,
co-creating the agenda or agreeing on what matters most,
and exploring and responding to emotions. To further
encourage the practice of learned behaviors, learners were
invited to sign up for one-on-one coaching. Thirteen people
signed up for coaching following the completion of the
course.

Notably, 12 participants’ responses reflected ways that the
course shifted their conceptualization of connection in a
virtual visit. These respondents stated ways that they
thought the purpose, patient experience, and procedures in
virtual visits were fundamentally different than in person.
However, after the course, they recognized the importance
of connection in a virtual visit and how they could foster
that connection. One provider said, “Before I thought …
Virtual visits is mostly provider-driven. Now I know …
Virtual visits is an interaction; effective virtual visits
involve preparation and participation of both provider and
patient.”

Discussion
This quality improvement project occurred in the Study com-
ponent of the ALPS model to assess impact, which enables
the Synthesis of findings and Support to evolve and
advance communication training curriculum.6 Evaluation
results of implementing the Mastering Presence in Virtual
Visits course suggest course acceptability and value to pro-
viders despite perceived barriers to engaging in course
behaviors. Specifically, providers stated that they were com-
mitting to practice many of the Tele-Presence 5 behaviors
consistent with the pre-course survey communication behav-
iors, suggesting that providers see new opportunities for
engaging in RCC behaviors in telehealth visits.

In addition to the impact on behaviors, results demonstrate
ways to continue to improve the course to meet provider
needs. Providers offered constructive feedback to enhance
course curriculum and structure including, incorporating
patient–provider virtual visit vignettes that demonstrate
enactment of behaviors across varying visit lengths, and

including more peer insight videos that illustrate how a pro-
vider communicates with a patient, both verbally and nonver-
bally. This may increase provider self-efficacy and the
adoption of different skills. Feedback about the length of
the course presents some possibilities for future course
design. Setting expectations for course pace at the start of
the course, such as encouraging providers to stop whenever
they feel tired or overwhelmed by course content, or dividing
the course into multiple, smaller components may help to
mitigate perceived burden. Adding a brief module that
emphasizes self-care and how to be mindful of this before,
during, and after care delivery could also extend the applica-
bility of the training and support provider needs.

In addition to course improvements, findings add to the
growing body of literature on training for communication
in virtual visits for medical students13 and training tailored
for specific care settings (ie, virtual surgical consults,14

maternal, and child health telephone visits15). Although
many communication courses are transitioning to delivery
via telehealth, showing promising results,16 fewer courses
focus on communication specific to fostering connection
via virtual visits across a range of visit types. Mastering
Presence in Virtual Visits offers strategies for fostering con-
nection in virtual visits across disease areas and visit types,
using an evidence-based theoretical framework.7

Limitations
This project has limitations. This course occurred with pro-
viders at one academic medical center which may differ
from others. Also, the length of time spent and actual engage-
ment in the course was not captured due to the limitations of
the learning management system. This demonstrates the
importance of robust systems for assessing the impact of
asynchronous learning. Although post-course surveys pro-
duced helpful insights about self-reported intended behavior
change directly following the course, future projects should
use observational and longitudinal data to determine provider
behavior change. Similarly, because this was not a random-
ized controlled trial, we cannot know if provider behavioral
intention changes are due only to completing this course.
Finally, future work should assess the impact of course
implementation on patient-reported virtual visit experiences.

Practical Implications
Virtual visits remain an important modality for care access,
particularly for under-resourced patient populations.17

Trainings prepare providers to connect with patients during
virtual visits. Results demonstrate that this course is effective
for increasing awareness and promoting the adoption of RCC
behaviors to bolster connection.12 Further, this course can be
adapted to diverse patient population characteristics and
healthcare needs. For example, disease/diagnosis-specific
modules, or modules for engaging in cultural humility, can
be added to continue to improve provider skills and the
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patient–provider relationship.18 Broadly, it is feasible and
acceptable for providers to implement this course in an
online learning management system. Providers find the
course to be valuable; it addressed expressed needs for com-
munication strategies to connect with patients during virtual
visits.

Conclusion
As telemedicine use has increased and sustained since the
COVID-19 pandemic began, providers need continued
support and training on how to connect with patients in
virtual visits using evidence-based communication strategies.
To support providers in these needs, PPP implemented the
Mastering Presence in Virtual Visits course. Analysis of pre
and postsurvey data from course participants indicated that
they find the course useful and helpful, and provide feedback
for continued improvement of course content and delivery.

Acknowledgments
This course was developed and tested in partnership with many phy-
sicians and other staff including Maysel Kemp White, Betsy Bailey,
Hilary Bagshaw, Ian Nelligan, Iva Ilic, Larry Kwan, Maja Artandi,
Meghan Mahoney, Rika Bajra, Seth Sherman, Calvin Chou,
Graham Bodie, Jonathan Berek, Stephanie Harman, Jonathan
Shaw, Alyssa Burgart, Amit Singh, William Brose, Maddy
Fithian, Jennifer Chen, Lisa Miller, Angela Lumba-Brown, Sheela
Pai Cole, Judy Passaglia, Rachel Schwartz, Ryan Brown, Seth
Hollander, Amit Singh, David Spiegel, Deepa Thakor, Anu
Velpuri, Duane White, Tele-Presence 5 Team.

Consent Statement
Not obtained nor required. There were no patient participants in this
project.

Declaration of Conflicting Interests
The author(s) declared no potential conflicts of interest with respect
to the research, authorship, and/or publication of this article.

Ethical Statement
This initiative was deemed a Quality Improvement project by the
Stanford University IRB (#70904). As such, no consent was
required, and we are permitted to publish it. However, this work
should be referred to as a project or initiative.

Funding
The author(s) received no financial support for the research, author-
ship, and/or publication of this article.

ORCID iD
Rachyl Pines https://orcid.org/0000-0002-7847-4666

Notes

a. Percentages are reported as valid percent due to the survey being
optional and missing data.

b. Capital letters were used in the original written response.

References

1. Erickson M. Stanford Medicine increases use of televisits to
help prevent spread of coronavirus. News Center. Published
March 29, 2020. Accessed September 26, 2023. http://med.
stanford.edu/news/all-news/2020/03/stanford-increases-use-of-
telemedicine.html

2. Miller EA. The technical and interpersonal aspects of telemed-
icine: effects on doctor–patient communication. J Telemed
Telecare. 2003;9(1):1-7. doi:10.1258/135763303321159611

3. Postmes T, Spears R, Lea M. Intergroup differentiation in
computer-mediated communication: effects of depersonaliza-
tion. Group Dyn Theory Res Pract. 2002;6(1):3-16. doi:10.
1037/1089-2699.6.1.3

4. van Galen LS, Wang CJ, Nanayakkara PWB, Paranjape K,
Kramer MHH, Car J. Telehealth requires expansion of physi-
cians’ communication competencies training. Med Teach.
2019;41(6):714-15. doi:10.1080/0142159X.2018.1481284

5. Daniel H, Snyder Sulmasy L. Health and Public Policy
Committee of the American College of Physicians. Policy rec-
ommendations to guide the use of telemedicine in primary care
settings: an American College of Physicians position paper. Ann
Intern Med. 2015;163(10):787-89. doi:10.7326/M15-0498

6. Weimer-Elder B, Kline M, Schwartz R. Building a relationship-
centered culture in healthcare: an organizational framework for
transformation. Physician Leadersh J. 2022;9(3):23-32. doi:10.
55834/plj.2387815684

7. Zulman DM, Haverfield MC, Shaw JG, et al. Practices to foster
physician presence and connection with patients in the clinical
encounter. JAMA. 2020;323(1):70-81. doi:10.1001/jama.2019.
19003

8. Haverfield MC, Tierney A, Schwartz R, et al. Can patient–pro-
vider interpersonal interventions achieve the quadruple aim of
healthcare? A systematic review. J Gen Intern Med. 2020;
35(7):2107-117. doi:10.1007/s11606-019-05525-2

9. Schwartz R, Haverfield MC, Brown-Johnson C, et al.
Transdisciplinary strategies for physician wellness: qualitative
insights from diverse fields. J Gen Intern Med. 2019;34(7):
1251-257. doi:10.1007/s11606-019-04913-y

10. Brown-Johnson C, Schwartz R, Maitra A, et al. What is clini-
cian presence? A qualitative interview study comparing physi-
cian and non-physician insights about practices of human
connection. BMJ Open. 2019;9(11):e030831. doi:10.1136/
bmjopen-2019-030831

11. Shankar M, Fischer M, Brown-Johnson C, et al. Strategies to
foster meaningful connection during telemedicine visits.
KevinMD.com. Published April 28, 2020. Accessed October
13, 2023. https://www.kevinmd.com/2020/04/strategies-to-
foster-meaningful-connection-during-telemedicine-visits.html

12. Chou C. Communication Rx: transforming healthcare through
relationship-centered communication. The McGraw-Hill
Companies, Inc; 2018.

13. Waseh S, Dicker AP. Telemedicine training in undergraduate
medical education: mixed-methods review. JMIR Med Educ.
2019;5(1):e12515. doi:10.2196/12515

14. Newcomb AB, Duval M, Bachman SL, Mohess D, Dort J,
Kapadia MR. Building rapport and earning the surgical

6 Journal of Patient Experience

https://orcid.org/0000-0002-7847-4666
https://orcid.org/0000-0002-7847-4666
http://med.stanford.edu/news/all-news/2020/03/stanford-increases-use-of-telemedicine.html
http://med.stanford.edu/news/all-news/2020/03/stanford-increases-use-of-telemedicine.html
http://med.stanford.edu/news/all-news/2020/03/stanford-increases-use-of-telemedicine.html
http://med.stanford.edu/news/all-news/2020/03/stanford-increases-use-of-telemedicine.html
http://dx.doi.org/10.1258/135763303321159611
http://dx.doi.org/10.1037/1089-2699.6.1.3
http://dx.doi.org/10.1037/1089-2699.6.1.3
http://dx.doi.org/10.1037/1089-2699.6.1.3
http://dx.doi.org/10.1080/0142159X.2018.1481284
http://dx.doi.org/10.7326/M15-0498
http://dx.doi.org/10.7326/M15-0498
http://dx.doi.org/10.55834/plj.2387815684
http://dx.doi.org/10.55834/plj.2387815684
http://dx.doi.org/10.1001/jama.2019.19003
http://dx.doi.org/10.1001/jama.2019.19003
http://dx.doi.org/10.1007/s11606-019-05525-2
http://dx.doi.org/10.1007/s11606-019-05525-2
http://dx.doi.org/10.1007/s11606-019-05525-2
http://dx.doi.org/10.1007/s11606-019-05525-2
http://dx.doi.org/10.1007/s11606-019-04913-y
http://dx.doi.org/10.1007/s11606-019-04913-y
http://dx.doi.org/10.1007/s11606-019-04913-y
http://dx.doi.org/10.1007/s11606-019-04913-y
http://dx.doi.org/10.1136/bmjopen-2019-030831
http://dx.doi.org/10.1136/bmjopen-2019-030831
http://dx.doi.org/10.1136/bmjopen-2019-030831
http://dx.doi.org/10.1136/bmjopen-2019-030831
https://www.kevinmd.com/2020/04/strategies-to-foster-meaningful-connection-during-telemedicine-visits.html
https://www.kevinmd.com/2020/04/strategies-to-foster-meaningful-connection-during-telemedicine-visits.html
https://www.kevinmd.com/2020/04/strategies-to-foster-meaningful-connection-during-telemedicine-visits.html
http://dx.doi.org/10.2196/12515


patient’s trust in the era of social distancing: teaching patient-
centered communication during video conference encounters
to medical students. J Surg Educ. 2021;78(1):336-41. doi:10.
1016/j.jsurg.2020.06.018

15. Morony S, Weir K, Duncan G, Biggs J, Nutbeam D, Mccaffery
KJ. Enhancing communication skills for telehealth: develop-
ment and implementation of a teach-back intervention for a
national maternal and child health helpline in Australia. BMC
Health Serv Res. 2018;18(1):162. doi:10.1186/s12913-018-
2956-6

16. Harendza S, Gärtner J, Zelesniack E, Prediger S. Evaluation of
a telemedicine-based training for final-year medical students

including simulated patient consultations, documentation, and
case presentation. GMS J Med Educ. 2020;37(7):Doc94.
doi:10.3205/zma001387

17. Lee EC, Grigorescu V, Enogieru I, et al. Updated National
Survey Trends in Telehealth Utilization and Modality
(2021-2022). Assistant Secretary of Planning and Education:
Office of Health. 2023. https://aspe.hhs.gov/sites/default/files/
documents/7d6b4989431f4c70144f209622975116/household-
pulse-survey-telehealth-covid-ib.pdf

18. Foronda C, Baptiste DL, Reinholdt MM, Ousman K. Cultural
humility: a concept analysis. J Transcult Nurs. 2016;27(3):
210-17. doi:10.1177/1043659615592677

Pines et al 7

http://dx.doi.org/10.1016/j.jsurg.2020.06.018
http://dx.doi.org/10.1016/j.jsurg.2020.06.018
http://dx.doi.org/10.1186/s12913-018-2956-6
http://dx.doi.org/10.1186/s12913-018-2956-6
http://dx.doi.org/10.1186/s12913-018-2956-6
http://dx.doi.org/10.1186/s12913-018-2956-6
http://dx.doi.org/10.3205/zma001387
https://aspe.hhs.gov/sites/default/files/documents/7d6b4989431f4c70144f209622975116/household-pulse-survey-telehealth-covid-ib.pdf
https://aspe.hhs.gov/sites/default/files/documents/7d6b4989431f4c70144f209622975116/household-pulse-survey-telehealth-covid-ib.pdf
https://aspe.hhs.gov/sites/default/files/documents/7d6b4989431f4c70144f209622975116/household-pulse-survey-telehealth-covid-ib.pdf
https://aspe.hhs.gov/sites/default/files/documents/7d6b4989431f4c70144f209622975116/household-pulse-survey-telehealth-covid-ib.pdf
http://dx.doi.org/10.1177/1043659615592677

	 Introduction
	 Design and Method
	 Procedures
	 Data Analysis

	 Results
	 Goals and Barriers
	 Lack of Time
	 Technology Issues
	 Experiential Knowledge
	 Implicit Bias

	 Feasibility and Acceptability
	 Perceived Impact

	 Discussion
	 Limitations
	 Practical Implications

	 Conclusion
	 Acknowledgments
	 Notes
	 References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile ()
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 5
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /PDFX1a:2003
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    33.84000
    33.84000
    33.84000
    33.84000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    9.00000
    9.00000
    9.00000
    9.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames false
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks true
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo true
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


