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Commentaries

Background

When the World Health Organization (WHO) declared a 
global pandemic in March 20201 with SARS-CoV-2 
(COVID-19), primary care had to develop innovative ways 
to care for our patients with COVID concerns and respira-
tory illness. Here we describe the development of such a 
clinic in an effort to contain the illness, prevent spread in 
the community, and provide needed care for this patient 
population.

The first case of COVID-19 infection was diagnosed in 
Minnesota on March 3, 2020.2 Epidemiologists have long 
promoted containment as a strategy to prevent community 
transmission.3 Through a multidisciplinary effort, Family 
Medicine rapidly converted 1 of our community clinics into 
a “COVID Care Clinic.” This clinic was reserved for 
patients who were known COVID positive, had COVID test 
results pending, had symptoms of potential COVID, or 
known COVID negative with COVID symptoms still pres-
ent 48 h post testing. In addition, this local clinic also had a 
large scale drive-through testing specimen collecting site 
which collected a total of 9160 nasopharyngeal swabs for 

the Southeast Minnesota region.4 These SARS-CoV-2 PCR 
test results were processed within 24 to 48 h.

Implementation

At the Mayo Clinic in Rochester, MN, there are 5 Family 
Medicine Community Clinics. The Northwest Family 
Medicine Clinic was closed for routine patients and con-
verted into an exclusive COVID Care Clinic for the region. 
One third of the providers that practiced at that site stayed 
on as volunteers. The rest were reassigned to other local 
primary care clinics. Patients were also temporarily reas-
signed to the other primary care clinics during this time. 
This collaborative effort included staff volunteers from 
family medicine, pediatrics, and internal medicine to work 
at the COVID care clinic.
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Our goal was to develop a dedicated clinic for these sick 
patients to minimize the contact of COVID positive or per-
son under investigation (PUI) with our healthy patients that 
were being evaluated at the other clinic sites. This required 
staffing with appropriate care team members to ensure a 
high standard of care and appropriate access for triage, face 
to face visits, and virtual care. This model helped to decom-
press the overloaded Emergency Department and keep sick 
patients out of our well clinics. At the onset of the pan-
demic, our Acute Care Clinics or Same Day Clinics housed 
within retail stores were closed to minimize transmission 
for this subset of patients.

Pre-COVID, virtual visits at Mayo Clinic were only 
done by specialists. Primary care had not transitioned to a 
virtual platform although the need had been identified but 
was still years away. Within a few weeks, we had made the 
leap into virtual visits within primary care. Zoom was cho-
sen as the preferred platform for virtual visits over the use 
of phone visits to more accurately assess the patients.

The process (Figure 1) started with the patient calling 
into our patient appointment services specialist team look-
ing to be seen for acute COVID symptoms (Table 1). Prior 
to being seen in the COVID Care Clinic, all patients were 
required to have a virtual visit. Family Medicine Advanced 
Practice Providers (APP’s) were quickly trained to do vir-
tual visits and deployed to triage these respiratory patients. 
This allowed us to develop local expertise in COVID 
screening and management to ensure a more standardized 
practice and minimize exposure in the non-respiratory clin-
ics. During the Respiratory virtual visit, it was determined 
if the patient needed to seek emergency medical care, be 
seen in the COVID Care Clinic, and if COVID testing was 
appropriate if not already triaged.

Once the virtual visit was done and the provider deter-
mined that a face to face visit was necessary, the patient 
appointment services specialist team supporting the virtual 
providers were asked to schedule a face-to-face visit in the 
COVID Care Clinic for further evaluation as soon as 

Figure 1. COVID Care Clinic patient process flow.

Table 1. List of COVID Symptoms.

• Fever • Cough
• Shortness of breath or difficulty breathing • Chills
• Repeated shaking with chills • Muscle pain
• Headache • Sore throat
• New loss of taste or smell • Gastrointestinal upset and diarrhea
• Skin changes or rash • Inflammation of testis
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possible. This appointment was typically scheduled within 
hours of the virtual visit. Patients were instructed to call the 
clinic front desk before entering the building for the appoint-
ment, to wear a mask, and that only 1 individual could 
accompany the patient to the appointment to minimize 
exposure.

In addition, the physical space and movement of patients 
through this clinic was redesigned to maximize the social 
distancing of the patients with each other and staff as they 
moved through the clinic. There was no waiting room or 
lobby and patients were instructed to stay in their car in the 
parking lot upon arrival and call our desk staff to check-in 
over the phone. When the nursing staff was ready, the front 
desk staff instructed the patient to proceed to the building. A 
front door screener confirmed that the patient had an 
appointment in the COVID Care Clinic and provided the 
patient with a face mask, if the patient was not already 
wearing a mask. A nurse wearing full PPE met the masked 
patient in the lobby and escorted directly to the exam room. 
After the exam was finished the patient was escorted to the 
front lobby and exited the building directly.

Necessary on-site ancillary services (radiology, EKG, lab, 
pharmacy) were incorporated into the clinic and again strictly 
dedicated to COVID positive/potential patients. If an x-ray 
was necessary, an order was placed and the technician came 
to the exam room to escort the patient to and from the radiol-
ogy suite and back to the exam room to minimize any con-
tact. The pharmacy implemented curb-side pickup of 
prescriptions, whereby the patient was able to exit the clinic 
after the exam and the pharmacist or pharmacy tech would 
deliver the prescription to the individual who was waiting in 
his/her vehicle. Given the stringent requirements for room 
closures post procedure, aerosol-generating procedures, 
including nebulizers, were discontinued in the Family 
Medicine Clinics, including the COVID Care Clinic.

All care team members with direct patient-facing con-
tact, including providers, nurses, lab and radiology techni-
cians, donned full PPE prior to the patient interaction. 
Central PPE stations that contained gowns, gloves, hand 
sanitizer, disposable surgical masks, and face shields were 
set up throughout the clinic. Shortage of PPE or testing sup-
plies was never an issue. Large waste disposal containers 
were added to all exam rooms so that care team members 
could doff prior to leaving the exam room and hand sanitiz-
ers were placed directly inside and outside each room.

Discussion

Having a clinical space dedicated to seeing patients with 
COVID related symptoms allowed for numerous partner-
ships to flourish. For example, space was dedicated within 
the clinic to support a clinical trial for COVID positive 
patients. Additionally, lung ultrasound imaging was trialed 

in the clinic to augment diagnosis and to gauge severity of 
the illness.

One area that was particularly challenging was staffing 
and utilization. We felt it was very important to staff the clinic 
with all primary care disciplines, including family medicine, 
pediatrics, and internal medicine. All staff that were deployed 
to work in the COVID Care Clinic did so by volunteering; 
given the high-risk environment. Primary Care leadership 
felt it was very important to ensure that all staff understood 
the risk and chose to be part of the clinical team. Institutional 
infection prevention and control advised against staff floating 
between the COVID Care Clinic and other “clean clinics.” 
Therefore, once staff committed to working in the COVID 
Care Clinic, that became their primary location. The health 
status of our healthcare workers were closely monitored with 
daily temperatures, review of symptoms, and asking employ-
ees to alert leadership for close contacts and if undergoing 
testing based on symptoms. Due to stringent PPE require-
ments, no staff tested COVID positive.

Capacity and fill rates are metrics that are closely moni-
tored and heavily scrutinized in primary care. Typically, the 
Mayo Clinic Family Medicine clinics operate optimally 
when meeting 85% capacity. Being the COVID Care Clinic 
was primarily an acute care clinic, appointment slots were 
filled same day, making it especially challenging to ensure 
an adequate staffing model with a multidisciplinary team. 
Forty-two 30-min appointment slots were available utiliz-
ing 3 schedulable providers for those slots. After 2 months 
of operating 6 days/week, the average provider visit fill rate 
was 42.4%. While this was considerably lower than the 
average primary care clinic fill rate, this allowed 852 patient 
visits (Figure 2) to be completed in an outpatient acute care 
setting, rather than the emergency department.

Initially, receiving specialty referrals was also a chal-
lenge. Being the clinic was established in response to an 
ever changing need, exiting clinical orders and calendars 
were utilized. This meant that referral orders to the COVID 
Care Clinic were not easy to find or access within the elec-
tronic health record for our specialty practice partners, 
including General Internal Medicine. Building new orders 
to accommodate a direct referral, beginning with the virtual 
visit, took almost 3 weeks.

Conclusion

The COVID pandemic presented the challenge of caring for 
the COVID patient while maintaining the high standard of care 
for the remainder of our patients. Primary care providers and 
the operations team once again had to quickly adapt to the cur-
rent environment by converting 1 of our Family Medicine 
Clinics into a COVID Care Clinic. By dedicating a clinic to 
this purpose we were able to minimize intermingling of 
COVID potential patients from other patients while decreasing 
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the burden on the Emergency Department. This was achieved 
through a multidisciplinary effort of volunteers. While a num-
ber of challenges were discussed, we feel it still played a vital 
role in the fight against the spread of COVID-19.
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