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INTRODUCTION: TELEMEDICINE WITHOUT THE
TRAINING

The COVID-19 pandemic has fundamentally changed the way
that patients interact with theUnited States health care system.As
we seek to lower the risk of viral transmission and expand the
capacity of health care facilities, live videoconferencing—the
practice of conducting a synchronous, virtual, and interactive
visit between a patient and clinician in place of an in-person
clinical encounter1—has been considered as a possible solution
to these issues2 and has been rapidly rolled out in many health
care settings.3 Acknowledging the value of virtual visits in the
COVID-19 era, Medicare has committed to expanding reim-
bursement for telemedicine services.4

The definition of telehealth is broad,5 and includes both
remote clinical encounters and other virtual methods of care
delivery such as remote patient monitoring or electronic con-
sults. Telemedicine refers specifically to clinical interactions
directly involving communication between a clinician and pa-
tient through a variety of digital methods.6 Using definitions
offered by the American Telemedicine Association, we will
specifically focus on the type of telemedicine delivered through
live videoconferencing in the outpatient setting, during which a
clinician and patient engage in a synchronous, interactive clinical
encounter via video, which we will refer to as “virtual video
visits” or “virtual visits.”1

Prior to the pandemic, the use of telemedicine was increasing
gradually, especially for primary care and mental health care.7

Though video visits are associated with high patient satisfac-
tion8,9 and may improve patient access and outcomes,9 many
clinicians were not routinely offering video visits prior to
COVID-19 and are likely conducting them for the first time
during the pandemic. Moreover, formal training in conducting
virtual visits is limited, even among those who may have some

experience with telemedicine,10 as few medical schools offer
telemedicine education.11 Given the unprecedented need for
connecting with patients virtually during the COVID-19 era, it
is important to consider how clinicians can translate their expe-
rience with in-person visits to virtual visits. These skills are
increasingly important as telemedicine becomes an integrated
part of our routine care delivery system, both as a primary
modality for outpatient visits and for triaging patients who may
require in-person evaluation.
Much like in-person visits, virtual visits include distinct

components that can be optimized through the use of specific
best practices. We present a chronological framework for
conducting telemedicine visits that addresses strategies for
successfully navigating each of the three phases of the visit:
setting up the visit, obtaining the history and conducting the
physical examination, and presenting the assessment and plan.
The phrase “lights, camera, action,” describes each of these
three phases, respectively, and can be used to help organize an
approach to the virtual visit.

LIGHTS: SETTING UP A SYNCHRONOUS VIRTUAL
VIDEO VISIT

The setup of a virtual visit, while often underappreciated, is
critical to the success of the encounter. A virtual setup that
minimizes distractions and conveys professionalism can put
the patient at ease and promote a therapeutic alliance. Con-
versely, an encounter without adequate setup or riddled with
technological difficulties can detract from clinical time, erode
patient trust, and adversely affect patient experience. We will
consider particular strategies that clinicians can use to prepare
themselves and their patients for a virtual encounter. These
steps can be further described as addressing the who, what,
when, where, why, and how of the virtual encounter.
In thinking about who should be included in the virtual visit,

clinicians should ensure that all relevant team members are
present and have a clearly defined role, including the patient’s
caregiver, an interpreter if required, interprofessional teammem-
bers, and trainees. A medical assistant should provide clear
instructions on how to access the visit and how the patient will
be contacted. It is important to recognize that many patients may
have never participated in a virtual video visit and may be
apprehensive about using this modality. Clinicians can orient
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patients to the virtual visit in the same way they might ordinarily
introduce patients to a new clinic location, in addition to
obtaining informed consent and assuring patient confidentiality.
During the visit, clinicians can enhance the patient’s experience
by retaining the same skills used in clinic to make eye contact,
communicate warmth, and demonstrate attention (Table 1).
The next step is the what of the visit, which focuses on

optimizing the video experience for patients and setting up the
necessary items beforehand. These steps include optimizing
internet, camera, and microphone quality; ensuring adequate
lighting such that patients can see facial expressions well;
maintaining a neutral background; and wearing solid-colored
clothing to minimize distractions during video transmission.
In addition, all materials and equipment should be placed
within reach before the visit so that clinicians will not need
to move off screen during the encounter. Clinicians should
establish a backup plan in case connectivity problems arise
during the visit, such as an additional source of internet con-
nection or a phone line if video fails.
In terms of when these visits occur, it is important first to

identify which patients and chief concerns are appropriate for
virtual visits and which are more appropriate for in-person
evaluation. For example, when a patient might require an in-
person examination to guide clinical decision-making, when
additional testing may be required, or when an office-based
procedure is anticipated, clinicians should strongly consider
scheduling patients for evaluation in an in-person clinical
setting. The virtual visit can also be used as a triaging tool to
identify patients who would benefit from additional in-person
evaluation. A protocol should be in place for bringing patients

in for in-person evaluation or referring them to emergency
services as appropriate.
When considering where these visits occur, it is important

to pay attention to both the physical and virtual space. Clini-
cians should confirm the patient’s location and contact infor-
mation in case of an emergency. Furthermore, clinicians
should scan and lock the virtual room to ensure patient secu-
rity and confidentiality. It is important to confirm that patients
are in a private space or that their confidentiality is protected in
the event that they are unable to find a private space in which
to engage in the virtual visit.
In considering how virtual visits are best conducted, it is

crucial for clinicians to focus on the patient, rather than the
virtual visit platform. Clinicians should be mindful of looking
directly at the camera—which should be centered and well
positioned—to communicate eye contact.When it is necessary
to look at the keyboard, notes, or a computer monitor or to
interact with the electronic health record during the visit,
clinicians can communicate their actions to the patient to
reduce the likelihood of appearing distracted.12

Given the potential challenges associated with engaging in
video visits, it is helpful to recall why these visits are valuable
for both patients and clinicians. Benefits include increasing
specialty care access, minimizing infection exposure risk for
clinicians and patients, and providing a convenient, efficient,
cost-effective way to connect with patients and other care team
members.2 However, it is also equally critical to acknowledge
the limitations of this modality and to recognize that video
visits may not be appropriate for all patients, such as those
who require in-person evaluation or prefer additional privacy.
Clinicians should also be mindful of potential socioeconomic

Table 1 Lights, Camera, Action: Translating Face-to-Face Clinician Actions into Virtual Strategies

In-person Virtual visit

Lights: visit setup
Patient schedules an appointment Patient schedules a virtual visit and a team member provides instructions on how

patient will be contacted and how to access visit
If needed, clinician calls interpreter or arranges for in-person

interpreter
All team members, including interpreters, are present virtually

Ensure clean exam room with necessary medical supplies and
lighting

Optimize internet, microphone, and camera quality, with backup connectivity plan

Identify patients as having a routine vs. urgent concern and have
a triage plan in case of emergencies

Confirm patient location and contact information in case of emergency

Takes place in an examination room with door/curtain for
privacy

Ensure clinician and patient are each in private location and virtual room is secure

Camera: history and physical exam
Clinician introduces self to patient Orient patient to video visit
Make eye contact Look directly at the camera, not solely at the patient’s picture on the screen
Speak slowly and clearly Ensure microphone quality; consider using a headset for patient and/or clinician
Establish clear goals for the visit Establish clear goals for the virtual visit, including determination of if an in-person

follow up visit is necessary
Include caregivers and family members in exam room when

appropriate
Include caregivers and family members virtually, when appropriate, by arranging
for them to join even if not co-located with patient

“Brown bag” medication review Patient holds medication bottles, pillbox, or list up to screen
Perform observation, percussion, palpation, auscultation, and

focused maneuvers of patient
Observe patient and their environment, engage patient or caregivers to assist with
exam maneuvers or assessments as appropriate

Action: assessment and plan
Education, instructions, paperwork printed for patient Education, instructions, paperwork mailed, faxed, or sent via secure message
Clinician asks the patient if they have any questions before the

clinician leaves the room
Clinician asks the patient if they have any questions before the patient ends the call
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barriers to access to video visits and work within their health
care system to eliminate disparities.13

CAMERA: OBTAINING THE HISTORY AND
CONDUCTING A PHYSICAL EXAM

History-taking skills are readily transferred to, and even en-
hanced by, the virtual setting. Virtual video visits may allow
the clinician to observe the patient in their living environment,
helping them to better understand the context in which patients
live and manage their medical conditions. For example, when
reviewing a patient’s medications, clinicians can ask patients
to hold up their prescription bottles to the screen and demon-
strate how they organize them. Clinicians should ask the same
focused questions used during an in-person encounter, using
their individual area of expertise as guidance.
The physical exam remains an important part of virtual

visits and can help determine whether a patient needs to be
evaluated in person. Although observation is already known to
be important during in-person clinical encounters,14 this skill
is paramount for virtual examinations. Clinicians can observe
a patient’s environment, grooming, general appearance, men-
tal status, effort of breathing, and musculoskeletal range of
motion via video. Details such as dry mucous membranes or
poor dentition may be appreciated, and a limited neurologic or
dermatologic exam may be accomplished.15,16 Observation is
perhaps most important in clinical decision-making regarding
triaging patients for further in-person evaluation; an ill-
appearing patient must be identified over video using obser-
vation skills clinicians typically rely on to determine how sick
or well a patient is based on their general appearance.
Vital sign measurement and other exammaneuvers can also

be performed virtually. For instance, if patients have a blood
pressure cuff at home, the clinician can observe their technique
and obtain blood pressure readings. Focused exam maneuvers
can also be conducted virtually, with the help of the patient or
a caregiver if needed. For example, in an older patient, a safely
executed chair stand can examine mobility, while visual in-
spection of a patient’s toenails may help the clinician under-
stand capability for self-care.17 In addition, certain assess-
ments such as the Montreal Cognitive Assessment (MOCA)
and assessment for Parkinson’s disease have been studied and
validated for use in virtual settings.18,19 More research is
urgently needed to validate additional methods of assessing
patients via virtual video visit.

ACTION: PRESENTING AN ASSESSMENT AND PLAN

Like a face-to-face visit, a virtual visit concludes with an
assessment and plan. There are many similarities between
concluding in-person visits and virtual visits, though clinicians
must plan ahead regarding the best way to transmit informa-
tion that would normally be handed to a patient at the conclu-
sion of an in-person encounter. Clinicians can provide verbal

education and share written instructions and educational ma-
terials via secure electronic message with patients and care-
givers, or by mail or fax if necessary. In addition, clinicians
should continue to electronically complete important forms
that would typically be filled out with the patient in person,
such as portable orders for life-sustaining treatment (POLST)
forms for advance care planning, although the logistics of
obtaining signatures should be considered in advance in states
that have not waived this requirement.20

Special consideration should be given to plans in the event
that urgent or emergent issues arise during the course of the
virtual video visit. If clinicians are concerned about a patient,
they can offer instructions for the safest way for the patient to
present for in-person evaluation, including calling emergency
services on the patient’s behalf if necessary. Clinicians will
ideally have collected and reviewed these contingencies with
the patient as a part of the setup phase of the visit.
It is important to allow the patient to end the virtual visit

once education has been provided, a plan for action items has
been communicated, and all questions have been answered.
Making sure that the patient, rather than the clinician, ends the
call, avoids the “doorknob phenomenon”21 and creates space
for the patient to express any final thoughts before definitively
ending the visit by pressing a button, in contrast to the several
minutes that can elapse between a clinician leaving an exam-
ination room and the patient physically leaving the clinic.
Once the visit has ended, any clinicians or trainees involved
in the visit can reflect on the encounter, debrief if necessary,
and review next steps.
Clinicians can translate existing skills into virtual strategies

that prioritize patient satisfaction, experience, and outcomes.
Virtual visits are critical during the current pandemic, as they
allow clinicians to continue to provide routine care to patients
for whom it is not safe, advisable, or feasible to be seen in
person. The rapid implementation of virtual video visits in the
era of COVID-19 provides an opportunity for this efficient
model of care to become an increasingly integrated part of our
health care system with the potential to improve the accessi-
bility, timeliness, and quality of care provided to patients.
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