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Executive Summary  

The Centre for Digital Health Evaluation (CDHE) was commissioned by the Digital Health Division 

of the Ontario Ministry of Health to conduct an evaluation to explore the benefits (if any) of patient 

portals (MyDovetale) and virtual video visits (Zoom video conferencing) in several clinical areas, 

including, the Integrated Comprehensive Care (ICC) program, Mental Health (Mood Disorders 

and Women’s Health Concerns clinics), Renal Care (Kidney Care and Kidney Transplant clinics) 

and Respiratory Care (Firestone Ambulatory clinics). The objectives of the evaluation were to: 1) 

explore organizational, patient, and clinician motivations, enablers, and barriers; 2) explore the 

clinical and organizational procurement considerations, user (provider and patient) incentives, 

and financial considerations; and 3) explore the potential for added value as assessed based on 

the Quadruple Aim (patient experience, provider experience, cost-effectiveness, and patient 

outcomes) of MyDovetale and the Zoom video conferencing software.  

Objectives and Methodology 

This final report builds on prior findings to provide insight into the following key areas:  

1. The implementation/roll-out and use of the patient portal and virtual visits (phone, video, 

and asynchronous messaging) in the ICC program and in non-ICC clinics, particularly 

during the COVID-19 pandemic.  

2. Insights into the clinical appropriateness of virtual visits across clinical interactions and 

patient populations.  

3. The potential for added value of video visit technology in the ICC program (as assessed 

based on the Quadruple Aim).  

4. Recommendations for next steps at the organizational and policy level for sustained use 

of virtual care, and future areas of inquiry.  

To meet these objectives, a mixed method approach was used which included aggregate virtual 

visit utilization data (Section 2.1), patient and provider experience surveys (Section 2.2) and 

interview data from organizational leaders, providers, and patients (Section 2.3). 

Key Findings from Final Report 

Patterns of virtual care were not equal across clinical areas or modalities, with particularly low 

uptake of video visits in the ICC program.  The initial pilot implementation of video visits in ICC 
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suggested there may be a role for this modality (an average of 20 video visits/month from January-

March 2019). The use of video visits steeply declined following this pilot and the COVID-19 

pandemic did not catalyze any further use.  Barriers to the video use in the ICC program included: 

• An older patient population with less comfort or no access to required devices or high-

speed Internet 

• An already successfully adopted model of using phone for virtual care services 

• Strong pre-existing clinical workflows that impeded provider acceptance (including 

established workflows that incorporated phone visits and an absence of integration 

between the ICC program’s EMR that was not equipped for video visits and the SJHH 

video visits EMR) 

• No clear model for onboarding ICC patients to video visits 

• A slightly lower overall satisfaction (61%) with video visits relative to non-ICC program 

users (72%) as reported in surveys 

Adoption of video visits was greater in Mental Health (50%-70%) and Renal Care clinics (25%-

55%), while it was quite low in the Respiratory Care clinic (2%). In contrast, the adoption of phone 

visits was greatest in the Respiratory Care clinic (66%) and the lowest in Mental Health (19%-

34%). The overall use of asynchronous messaging was generally low across all clinics likely 

because it was not specifically targeted for implementation. 

 
Facilitators and barriers to virtual care (phone and video) 

Facilitators Barriers 

• Endorsement by senior leadership and 
clinical champions who actively vouched 
for the value of the technology to their 
peers 

• Providing detailed and hands on 
onboarding and technological support 
facilitated patient use of virtual care  

• Relatively high provider and patient 
satisfaction and acceptance with video 
visits. 

• The time and effort required by each clinic’s staff and 
providers to register patients on MyDovetale to 
conduct video visits, and troubleshoot technical 
issues. Less than 34% of provider survey respondents 
agreed that virtual care takes less time, clinical or 
operational effort on themselves. 

• Behavioural adaptations are required for successful 
transition to virtual care on the part of both patients 
and providers 

• Risk of exacerbation of inequitable access to care by 
underserved populations due to use of virtual care 
modalities 
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Patient and provider benefits of using virtual (phone and video) visits 

Patient Benefits Provider Benefits 

• Less stress with having to take time off work 

• Significant time and cost saved without 
commuting and parking (95% of patient survey 
respondents said virtual care allowed them to 
save time and 80% of patients indicated virtual 
care saves them out-of-pocket costs) 

• More flexibility with appointment scheduling 

• More organized appointments where providers 
were perceived as more present and less 
distracted 

• Alleviated feelings of vulnerability (i.e. turning off 
camera when overwhelmed or emotional or 
being able to receive difficult news in-home with 
the presence of family members) among 
patients who were comfortable with receiving 
care using technology 

• Ability to skip stressful ‘waiting room 
experiences’ (i.e. being around other patients, 
fear of getting sick, clinical environment) 

• Ability to take appointments in a safe and 
relaxed space, around loved ones 

• Enhanced continuity of care by removing in-
person barriers to care such as cost, motivation, 
competing priorities  

• Ability to continuously monitor and address 
conditions while maintaining physical distancing 
measures during the COVID-19 pandemic 
(especially for immunocompromised patients 
and those with health anxiety) 

• Heightened flexibility working from home, 
including less travel time, leading to more 
effective work-life time management  

• Fewer cancellations and ‘no show’ 
appointments (i.e. by alleviating geographic 
constraints, financial difficulties, lack of 
motivation and other factors that are likely to 
impact patient attendance); the aggregate 
data showed about a 50% drop in no shows  

• Potential to generate efficiencies for 
administrative staff in order to increase visit 
capacity (while only a third of providers 
agreed that virtual care requires less time and 
effort for themselves, 58% thought virtual care 
requires less operational effort from 
administrative staff) 

• Improved ability to deliver patient-centered 
care and enhance patient access to health 
services 

 

    

 

Recommendations 

We recommend the following organizational-level and policy-level steps to encourage sustained 

use of virtual care: 
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Organizational and Policy-Level Recommendations 

Organizational level Policy-level 

• Where relevant (such as within SJHH), 
development of a specific implementation 
strategy for the ICC program due to its 
unique integrated care model context 

• Develop an organization-wide (or OHT-
wide) strategy for patient onboarding, 
training, and troubleshooting to ensure a 
centralized support and point of access 
and modification of existing clinical 
workflows 

• Develop and provide hands-on training 
and educational resources for providers, 
including additional trouble-shooting 
support by clinical champions  

• Assist clinical departments and services 
in developing and distributing guidelines 
and best practices for use of virtual visits, 
with an emphasis on the role of each 
modality (i.e., video visit, asynchronous 
messaging, phone)  

 

• Remuneration of phone and video visits 
on-par with in-person visits with the 
explicit goal of assisting in virtual care 
uptake, with the possibility to alter 
compensation based on quality of care as 
evidence emerges  

• Investment in upfront cost of technology, 
implementation, and ongoing training and 
support for virtual care 

• Enablement of choice of virtual visit 
modality selected based on patient 
preference and clinical appropriateness to 
meet patient needs (e.g. high frequency &  
low touch use phone, low frequency & 
high touch use video) 

• Implementation of measures that increase 
equitable access to and uptake of virtual 
care across organizations (i.e., 
government funding to facilitate the 
provision of devices to patients in hospital 
settings, establishing externally-funded 
community organizations that promote 
widespread education/awareness on 
virtual care use for those with low digital 
health literacy)  

Next Steps 

We propose the following next steps to support further uptake of virtual care and build on findings 

from this project: 

Next Steps for SJHH: 

1. A more comprehensive evaluation of the ICC program, including engagement of home and 

community care, to identify opportunities for virtual care integration 

2. Co-designing with patients an organizational and system-wide approach to implementation of 

virtual care services that ensures equitable access to care 

Next Steps for Ontario Health:  

3. In-depth exploration and subsequent development of the types of education and training 

patients require to participate in video visits 
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4. In-depth exploration of the types of education and training providers require to deliver video 

visits (including specific clinical behavioural changes required to adapt traditional in-person 

care delivery) 

Next Steps for the Ontario Ministry of Health:  

5. Multi-site evaluation of the use and value proposition of asynchronous messaging in hospital 

settings to recommend best practices at the provincial-level. 

 

1. Background 

1.1 Context 

The shifting landscape of care in Ontario 

The healthcare landscape in Ontario is shifting to promote integrated care services through 

Ontario Health Teams (OHTs)(1). The vision for these OHTs includes: 

• A coordinated continuum of care for defined patient populations 

• 24/7 access to care 

• Integrated funding 

• Improved access to digital health solutions including virtual visits (phone visits, video visits, 

and secure messaging) 

• Improved performance across the Quadruple Aim domains (patient and provider 

experiences, cost, and patient outcomes) 

Patients and healthcare providers have expressed a desire to engage in virtual visits as a 

mechanism to improve care, save time, and increase convenience (2).  In parallel, health systems 

are investing resources to modernize care delivery through virtual visits to be responsive to 

increasing resource strain and inefficiencies (3,4).  In Ontario, this has included investments to 

expand digital and virtual health care (telephone visits, video visits, and asynchronous 

messaging) through the Digital First for Health Strategy (5), and more recently the introduction of 

new temporary telephone and video services K-codes for physician billing under the Ontario 

Health Insurance Plan (OHIP) to ensure continuity of care during the COVID-19 pandemic and 

associated physical distancing measures (6).    
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Despite ongoing investments, there is little evidence to guide the implementation of virtual visit 

solutions and help decision makers understand their value in integrated care settings. The 

successful implementation of virtual visits alongside Integrated Comprehensive Care (ICC) 

programs requires an evidence-based approach to ensure there is meaningful health system 

impact and value realized for public investment. 

AN OPPORTUNITY TO LEARN FROM AN INTEGRATED COMPREHENSIVE 

CARE MODEL IN ONTARIO 

St. Joseph’s Healthcare Hamilton hospital (SJHH; a member of the St. Joseph’s Health System) 

has a longstanding ICC program that was initiated in 2011. The ICC program integrates acute 

and home care services across St. Joseph’s Health System for patients who receive inpatient 

specialty care at SJHH but require access to additional health services post-discharge.  The 

program targets patients from thoracic and hip/knee surgical clinics, as well as chronic obstructive 

pulmonary disease (COPD) and congestive heart failure (CHF) clinics.  The formal ICC team 

includes onsite care coordinators at SJHH who liaise with acute care providers at SJHH, as well 

as home care nurses and allied health professionals sub-contracted through St. Joseph’s Home 

Care (also part of the St. Joseph’s Health System).  The ICC program was designed to function 

to support patient needs at home, thereby improving transitions, and reducing patient hospital 

length of stay, emergency visits and readmissions to hospitals. Patients are given 24/7 direct 

telephone access to SJHH care coordinators while receiving home care services.  The ICC 

program presents a unique opportunity to evaluate an integrated comprehensive acute care and 

home care model delivering virtual care, akin to the proposed Ontario Health Teams model, and 

hence this program was a central focus for this evaluation.      

UNDERSTANDING THE IMPLEMENTATION OF VIRTUAL CARE AT SJHH 

SJHH was an early implementer of digital health and virtual visit solutions prior to COVID-19, 

including the implementation of an electronic medical record (Dovetale), a patient-facing portal 

(MyDovetale), and virtual visits (a focus on video, but also the potential for use of asynchronous 

secure messaging through the patient portal and phone) Zoom video conferencing technology 

was integrated with MyDovetale, and a partnership with the Ontario Telemedicine Network (OTN) 

was formed whereby physicians were able to receive compensation for delivering care via Zoom 

video visits through OTN billing codes.  The implementation of virtual visits focused on a select 

few programs and clinics prior to broader implementation across the hospital. The following 

programs and clinics are the focus of this evaluation:  
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• Integrated Comprehensive Care (ICC program) 

• Mental Health (Mood Disorders and Women’s Health Concern’s clinics) 

• Renal Care (Kidney Care and Kidney Transplant clinics) 

• Respiratory (Firestone Ambulatory clinic) 

Patient portal implementation at SJHH (MyDovetale) 

In December 2017, SJHH successfully implemented a provider-facing electronic medical record 

(EMR), EPIC, locally rebranded as Dovetale, in major clinical areas of the hospital (i.e., inpatient, 

outpatient, surgical, and diagnostic settings). The introduction of the patient portal side of the 

EMR, MyDovetale, started in June 2018, which allowed patients who chose to use the technology, 

to view their medical information (such as medications, lab test and diagnostic imaging results) 

and enabled communication with members of their care team through secure asynchronous 

messaging.  Senior leadership identified a select number of clinics for the initial implementation 

of MyDovetale through consideration of the patient population, the number of appointments, the 

number of lab test results (that could then effectively be viewed by patients via the portal), clinic 

interest, and capacity among other factors.  Following an initial pilot in the Mental Health and 

Renal clinics, MyDovetale was implemented in 10-15 ambulatory clinics at SJHH.  This type of 

rolling implementation approach was utilized to more efficiently absorb the per patient cost that is 

incurred for every patient that enrolls for MyDovetale (~$3.10/patient/year).  During the COVID-

19 pandemic, MyDovetale functionality was leveraged throughout the hospital to facilitate rapid 

access to virtual visits. This was not a coordinated nor comprehensive organizational rollout given 

the circumstances, meaning that SJHH communicated the availability of platform to clinics who 

then decided whether to engage and with which functionalities (i.e., patient portal, Zoom visits, 

asynchronous messaging) to maintain patient care. 

Video visit implementation at SJHH (MyDovetale and Zoom) 

In January 2019, SJHH developed and launched the use of virtual video visits by integrating Zoom 

video conferencing with MyDovetale, in partnership with OTN.  The ICC program was prioritized 

and the MyDovetale Zoom video visits pilot was launched there.  Prioritization of the ICC program 

occurred for several reasons including strategic focus by the organization on ICC patients, the 

high-risk nature of patients in the program, the need to support remote care for patients recovering 

in-home, and the frequency of appointments resulting in a high volume of contact with care team. 

In addition to the ICC program, MyDovetale Zoom video conferencing functionality was expanded 
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to other clinics in 2019.  Figure 1 below outlines the timeline when the MyDovetale Zoom video 

conferencing integration was introduced in each clinic. Table 1 outlines the number of MyDovetale 

account activations and % uptake for each clinical area to present date. 

Figure 1: Timeline of MyDovetale Zoom video conferencing roll-out across clinics 

Jan-19 Feb-19 Mar-19 Ap-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 

ICC  
Thoracic 

  
ICC  
COPD/ 
CHF 

Mood 
Disorders 

Kidney 
Transplant 

 Kidney  
Care 

 Firestone 

ICC  
Hip/Knee 

   Women’s  
Health 

     

Table 1: Percentage uptake of MyDovetale patient portal across clinics from launch to September 

2020 

 Clinic/Program Total number of 

active clinic patients*  

# of MyDovetale 

Account Activations 

% Uptake 

Mood Disorders 8,707 1,307 15 

Women's Health 3,489 700 20 

Kidney Care 10,507 688 7 

Kidney Transplant  4,088 965 24 

Firestone Ambulatory 30,916 264 1 

ICC 3,125 28 1 

*Note: Active patients include all patients who received care via the clinic (I.e., had at least one in person or virtual visit 

since December 2017). 

In addition to Zoom video conferencing, MyDovetale includes functionality for asynchronous 

secure messaging, which was universally enabled across all clinics to ensure widespread access 

across clinical areas. Project management staff provided the following guidelines for 

implementation: 1) the creation of two inboxes - one dedicated to appointment scheduling and 

one for all other inquiries, and 2) a defined pool of users whose responsibility it was to manage 

these inboxes and ensure coverage during clinic hours. Each clinic operationalized the 

management of messaging differently, with some clinics involving administrative or nurse 

providers for message triage, with messages being forwarded to physician providers for follow-

up as required.   

1.2 Purpose and Objectives 

The CDHE was commissioned by the Digital Health Division of the Ontario Ministry of Health to 

conduct an evaluation to explore the benefit of patient portals (MyDovetale), and virtual visits 
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(specifically video visits through Zoom video conferencing) in the above-mentioned clinics. The 

overall objectives of the evaluation project were to:  

1. Explore organizational, patient, staff, and clinician motivations, enablers, and barriers to 

using MyDovetale and virtual visits to support ICC models;  

2. Explore the clinical and organizational procurement considerations, user (provider) 

incentives, and financial considerations of the technologies used in this pilot (i.e. Zoom 

video conferencing, Dovetale and MyDovetale) relative to the status quo for virtual visits 

(i.e. OTN technology); and 

3. Explore the potential for added value (as assessed based on the Quadruple Aim of patient 

experience, provider experience, cost-effectiveness, and patient outcomes) of virtual visits 

via patient portals. 

1.3 Key Findings from Interim Reports 

First interim report (Feb 2020): This report summarized peer-reviewed and grey literature 

evidence (92 studies) on the impact of virtual videoconferencing and patient portals in ICC and 

non-ICC models according to the domains of the Quadruple Aim Framework (7). Key findings 

were: 

• ICC models with virtual video visits led to improved patient outcomes (eg. obtaining 

targeted clinical outcomes, higher scores on mental health indicators, reduced all-cause 

mortality) and reduced healthcare utilization.  Patients and providers were generally 

satisfied with ICC models that used virtual video visits.   

• ICC models with virtual video visits and/or patient portals appear to be as effective as ICC 

models without such features; however there was no evidence to suggest one type of 

model is better than the other (due to an absence of head-to-head studies).    

Further evaluation is required to understand which specific patient populations benefit from such 

services and in which model(s) of care. 

First and second interim reports (Feb 2020 & Sep 2020): Insights from interviews with 

organizational leaders and providers on facilitators and barriers of video visit implementation and 

adoption were examined.  A summary of these facilitators and barriers include: 
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Facilitators Barriers 

• A top-down approach to implementation 
including incorporation in the organization’s 
strategic plan and strong support from senior 
leadership to meet provincial priorities and 
provide added value to patients 

• Procurement of a hospital information 
system based on an extensive evaluation 
process 

• A hospital-wide project management team and 
provision of an upfront, standardized change 
management support strategy 

• Careful selection of clinics for piloting of 
video visits including leveraging early adopters 
and clinical champions 

• Use of dashboard reports to support 
implementation monitoring and increase 
uptake, although the absence of a clear 
definition of success (including provincial 
targets) was emphasized 

• A lack of clear understanding of the 
appropriateness of virtual visits for different 
patient populations and different clinical 
interactions, including concerns expressed by 
providers on potential for low therapeutic 
quality and equitable access to virtual care by 
different populations 

• The requirement to redevelop existing clinical 
workflows and pathways, including the 
upfront time and resources required for 
reconfiguration, change management and 
training, as well as set-up and technical 
support for patients 

• From organizational leaders’ perspectives, the 
absence of dedicated up-front funding 
support required for technology procurement 
and implementation at the organizational level 

 

Given that data collection for this evaluation occurred throughout the COVID-19 pandemic and 

associated lockdown measures, this evaluation project was also uniquely positioned to explore 

the role of COVID-19 in catalyzing the uptake of virtual care through exploration of patterns of 

video, phone and asynchronous messaging usage across clinical areas.  The high adoption rates 

of virtual care during the pandemic allowed for the exploration of virtual care use in an artificially 

reinforced environment and provided an opportunity to explore the limits of virtual care adoption.  

Physician satisfaction with the K billing codes for virtual visits were preliminarily explored, as well 

as any administrative burden on providers and clinic staff to assist patient onboarding to virtual 

visits. 

Considering these insights and further data collection, the objectives of the final report for this 

evaluation project are to report findings on: 

1. The implementation, roll-out and use of the patient portal and virtual visits (phone, 

video, and asynchronous messaging) in the ICC program and in non-ICC clinics, 

particularly during the COVID-19 pandemic 

2. Insights into the clinical appropriateness of virtual visits across clinical interactions and 

patient populations 
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3. The potential added value (as assessed based on the Quadruple Aim) of virtual care 

modalities (i.e., phone, video and messaging visits) in the ICC program 

4. Recommendations for next steps at the organizational and policy level for sustained 

use of virtual care, and future areas of inquiry 

The findings in the final report are based on data collected through multiple methods as 

summarized in the next section. 

2. Methodology 

This final report is based on findings from data collected using the following methods and data 

sources: 

 
1. Aggregate virtual visit utilization data (Section 2.1) 

2. Patient and provider surveys (Section 2.2) 

3. Interview data from organizational leaders, providers, and patients (Section 2.3) 

Data were collected across the following clinical areas: Mental Health (Mood Disorders and 

Women’s Health Concerns clinics), Renal Care (Kidney Care and Kidney Transplant clinics), 

Respiratory (Firestone Ambulatory clinic), and the ICC program.   

2.1 Aggregated Utilization Data 

Aggregated utilization data was received from the SJHH EMR system, which includes a provider 

EMR platform (Dovetale) and a patient portal platform (MyDovetale).  Data for each clinical area 

was pulled and compiled by SJHH staff and transferred to WIHV in aggregate form. Data were 

summarized by month and modality (video using Zoom video conferencing, telephone, in-person 

visits and asynchronous messaging).  Data was pulled from May 2018 until September 2020 to 

cover three periods: 1) use before the implementation of video visits; 2) use after the 

implementation of video visits; and 3) use after the onset of the COVID-19 pandemic.  Users 

(patients and providers) were classified as Zoom (video visit) users each month if they had at 

least one video visit during that month through the MyDovetale Zoom video conferencing feature. 
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2.2 Patient and Provider Surveys 

Patient and provider survey data was collected and managed using the Research Electronic Data 

Capture (REDCap) online survey tool hosted at Women’s College Hospital. REDCap is a secure, 

web-based software platform designed to support data capture for research studies (8,9). 

PATIENT SURVEYS 

Recruitment process 

Patient lists from each participating program in the evaluation were generated through Dovetale 

and sent to a site Research Coordinator at SJHH. The Research Coordinator called patients and 

inquired whether they were interested in participating in the project and whether their contact 

information could be forwarded to designated CDHE research staff. A survey invitation link was 

then sent to each interested patient; a total of 789 patients were contacted for participation in the 

survey. 

Surveys 

Patients completed the following surveys: 

• A sociodemographic form, including questions on technology use and access 

• A health utilization survey asking them about their health system use over the last 6 

months  

• A virtual care use questionnaire assessing their pre- and during COVID use of video, 

telephone and secure messaging 

Patients also completed three validated questionnaires:  

• The Visit Satisfaction Questionnaire (VSQ-9) (10) assessing their satisfaction with their 

most recent visit (irrespective of modality) 

• The Telemedicine Satisfaction Questionnaire (11) assessing their satisfaction with video 

visits, consisted of 15 questions focusing mostly on the experience of having a virtual visit 

and benefits of having a virtual visit (see Appendix A). 

• A patient technology acceptance questionnaire (12) consisted of 17 questions assessing 

their acceptance of video visits. Acceptance is defined as one’s willingness and intention 

to use a technology. According to technology acceptance models acceptance is guided 
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by perceived usefulness, perceived ease of use, social influence and perceived behavioral 

contro (see Appendix A).  

• Finally, patients also completed an additional WIHV-designed patient virtual visit 

experience survey currently in the process of being validated. This is a comprehensive 28 

questions survey that covers 4 domains of patient experience: access to care, experience, 

effectiveness and financial impact/cost. 

PROVIDER SURVEYS 

Recruitment process 

Provider lists from each participating program in the evaluation were generated through Dovetale 

and sent to a site Research Coordinator at SJHH. The Research Coordinator directly sent an 

invitation link to all providers; a total of 260 providers were contacted for survey participation. 

Surveys 

Providers completed the following surveys: 

• A provider sociodemographic form, including questions on practice characteristics and 

technology use. 

• A virtual care use questionnaire assessing their pre- and post-COVID use of video, 

telephone and secure messaging 

They also completed two validated questionnaires (see Appendix B):  

• The Telemedicine Satisfaction Questionnaire (11), assessing their satisfaction with video 

visits, consisted of 15 questions focusing mostly on the experience of having a virtual visit 

and benefits of having a virtual visit. 

• A provider technology acceptance questionnaire (13), assessing their acceptance of video 

visits, consisting of 33 questions examining perceived usefulness, perceived ease of use, 

social influence and perceived behavioral control. 

In addition, providers completed an additional WIHV-designed provider virtual visit experience 

survey currently in the process of being validated. 
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2.3 Interviews with organizational leaders, providers and 

patients  

We conducted semi-structured interviews with three stakeholder groups: 1) organizational 

leaders, 2) providers, and 3) patients (Table 2).  Interviews were conducted prior to and during 

the onset of the COVID-19 pandemic, audio-recorded, and analyzed for key themes (described 

in the Results section). 

Table 2: Summary of Conducted Interviews  

Organizational leader interviews N=13 

Provider and patient interviews N=46 

Mental Health  N=15  
Administrative Staff 1 

Providers (Nurses, Psychiatrists, Social Workers, Psychologists)  9 

Patients 5 
Renal Care  N=12 

Providers (Nurses, Care Coordinator/Case Managers, Nephrologists) 8 
Patients 4 

Respiratory Care N=10 
Administrative Staff 1 

Providers (Nurses, Respirologists, Physician Assistants, Thoracic Surgeons) 6 
Patients 3 

Integrated Comprehensive Care (ICC)* N=9  
Administrative Staff / Care Coordinators 4 

Patients   5**  
TOTAL N=59 

*The ICC program does not have any providers directly affiliated with it at SJHH other than care 
coordinators.  Providers are affiliated with other clinics (eg. thoracic, hip and knee etc.)  
** One patient interview was conducted but not included in results due to eligibility criteria 
 

A total of 13 interviews were conducted with organizational leaders, who included individuals who 

had the ability to make decisions about a department or program involved in the implementation 

of digital health and virtual visit solutions (i.e., the senior leadership team, project management 

team, and key individuals identified by these two groups).   

A total of 29 provider or administrative staff and 17 patient interviews were conducted across all 

included clinical areas.  Administrative staff included staff such as clinic managers, and providers 

included nurses, care coordinators, physicians, and other allied health professionals (Table 2).  

Out of the 17 patients interviewed, we were able to retrospectively collect demographic 

information for 12 participants (71%), while demographic data was unavailable for the remaining 

5 (29%) (see Table 3).  
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Table 3: Demographic Data for Patient Interview Participants  

Demographic categories Number of interviewees (%)  

Age    

18-55 3 (17.6%) 

56+  9  (52.9%) 

Unknown 5 (29.4 %)  

Income (Annual)  

$0 – 59, 999 4 (23.5%) 

$60,000 + 5 (29.4%) 

Prefer not to Answer or Not Available 8 (47.1%) 

Self-Identified Gender      

Male 5  (29.4 %) 

Female 7 (41.2%) 

Unknown 5 (29.4%) 

Comfort with Technology   

None, Basic or Average  8 (47.1%) 

Advanced or Expert 4 (23.5 %) 

Unknown 5 (29.4 %) 

 Preferred Language Communicating with Provider    

English 12 (70.6%) 

Unknown 5 (29.4%) 

Racial Group   

White 12 (70.6%) 

Unknown 5 (29.4%) 

Highest Level of Education  

High School or College 7 (41.2%) 

Undergraduate Degree, Masters or Professional Degree (e.g. PhD) 5 (29.4%) 

Unknown 5 (29.4 %) 

Employment Situation  

Retired 6 (35.3 %) 

Self-Employed 3 (17.6 %) 

Employed Casually/On-Call, Part-Time or Full-Time 3 (17.6 %) 

Unknown 5 (29.4 %) 

 Geographic Area (Based on Population)  

Small to Medium (1,000 -99,999) 2 (11. 8%) 

Large (100,000 – 999,999) 6 (35.3 %) 

Urban (1 million and over) 4 (23.5 %) 

Rural 0 

Unknown 5 (29.4 %) 

Need for a Caregiver/PSW  
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Yes or Occasionally 3 (17.6%) 

No 9 (52.9 %) 

Unknown 5 (29.4 %) 
 

3. Results 

3.1 Summary of Overall Utilization 

MYDOVETALE PATIENT PORTAL ACTIVATIONS 

The number of patients that were onboarded on MyDovetale across all clinics was much lower 

before the onset of the pandemic, and increased after March 2020.  The ICC program was an 

exception, where uptake was slightly higher before the pandemic than after March 2020 (0.6% 

vs. 0.3 %) (see Table 4). 

Table 4: Percent uptake of MyDovetale patient portal activations out of total active patients per 

clinic/program. 

Specialty Clinic/Program Before COVID-19 After COVID-19 

Mental Health Mood Disorders 2.7 12.2 

Women's Health Concerns 4.4 15.6 

Renal Care Kidney Care 2.6 3.7 

Kidney Transplant 6.7 16.5 

Respiratory care Firestone Ambulatory 0.2 0.6 

ICC ICC Program 0.6 0.3 

Note: The period before COVID-19 covers the period from Zoom integration to end of Feb, 2020 and the 

after COVID-19 period covers March, 2020- September, 2020.The denominator is total active patients since 

Dec, 2017. 

The number of patients that were onboarded on MyDovetale and became Zoom users was 

greater in the Mood Disorders Clinic compared to the Women’s Health Concerns Clinic, but the 

opposite was the case in the Kidney Care, Kidney Transplant and Firestone Ambulatory Clinics. 

See Appendix C, Figure 1 for graphs. 

VIDEO AND TELEPHONE VISIT ADOPTION 

Adoption of video and telephone visits varied substantially by clinic. Table 5 below shows the 

percentage of visits over telephone versus over Zoom, as well as the percentage of no-show 

appointments (any type including in-person and virtual) over 3 periods: 1) before the introduction 

of the Zoom video conferencing integration in the clinic, 2) after the integration but before the 

onset of the pandemic and, 3) after the onset of the pandemic. Adoption during the pandemic of 
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video visits was greatest in the Women’s Health Concerns clinic (70.5%), the Kidney Transplant 

clinic (53.7%) and the Mood Disorders clinic (48.8%), while it was extremely low in the Firestone 

Ambulatory clinic (2.1%). The adoption of phone visits, during the same period, was greatest in 

the Firestone Ambulatory clinic (65.1%) followed by Kidney Care clinic (46.7%) and least adopted 

in the Women’s Health Concerns clinic (19%).  

Table 5: Percent video and phone appointments per clinic over the three periods of evaluation. 

Specialty Clinic/Program Visit type 
Before 
Zoom 

After 
Zoom, 
before 

COVID19 

After 
Zoom, 
during 
COVID-

19 

Mental Health 

Mood Disorders 
Video % --- 2.1 48.8 

Telephone % 0.1 0.3 32.5 

Women's Health 
Concerns 

Video % --- 5.2 70.5 

Telephone % 0.1 0.1 19.0 

Renal Care 

Kidney Care 
Video % --- 0.2 24.3 

Telephone % 0 0 46.7 

Kidney Transplant  
Video % --- 0.7 53.7 

Telephone % 0 0 23.3 

Respiratory Care Firestone Ambulatory 
Video % --- 0.1 2.1 

Telephone % 0 0 65.1 

 

No show appointments decreased with the introduction of video visits, but the adoption of both 

video and phone as a result of the COVID-19 pandemic led to quite drastic decrease in no show 

appointments across all clinics, with the exception of the Firestone clinic (Figure 2). 
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Figure 2: Percent no show appointments per clinic over the three periods of evaluation. 

 

ASYNCHRONOUS MESSAGING 

The overall use of asynchronous messaging (communication through the patient portal) was 

variable across clinics. While it was generally low, COVID-19 did result in some increases in its 

use with the majority of messages being initiated by providers. (Appendix C, Figure 3) 

Providers increased their use of messages as a result of COVID-19 across all clinics, except the 

Firestone clinic where the use remained the same, where the use remained the same. Patients 

increased their use of messages as a result of COVID-19 only in the Mental Health clinics (Figure 

3). 
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Figure 3. Average number of messages sent per month per provider and per patient before and 

during COVID-19. 

  

Note: System generated messages are excluded from the above totals. 

Table 6 shows that the majority of messages sent by providers were user messages or system 

messages. User messages are messages created by a user (e.g. provider), while system 

messages are automatic messages. About a quarter of user messages were categorized as 

appointment reminders from the clinic, while almost three quarters were messages related to the 

recent visit of the patient. However, because this data was considered confidential patient health 

information we could not access the actual content of the communication; hence it is not clear 

whether the content was clinical or administrative in nature or not. 

   Table 6: Use of messaging by providers across clinics/ICC program 

Message Type FIRESTONE 
AMBULATORY 

ICC KIDNEY 
CARE  

MOOD 
DISORDER 

KIDNEY 
TRANSPLANT  

WOMEN’S 
HEALTH 

CONCERNS 

Total Messages Sent 2952 225 19156 33056 24495 14704 

Patient Appointment 
Cancel Request 

0.0% 0.0% 0.1% 0.1% 0.0% 0.4% 

Patient Appointment 
Schedule Request 

0.1% 0.0% 0.0% 0.0% 0.0% 0.0% 

Patient Medical 
Advice Request 

1.4% 2.2% 1.5% 1.2% 4.2% 1.7% 

User Message 38.3% 74.2% 46.3% 56.8% 41.3% 56.5% 

System Message 60.1% 23.6% 52.1% 41.9% 54.5% 41.4% 

Note: the above data is based on the period of May 1, 2018 to Sep 30, 2020. 
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Table 7 shows that the nature of messages sent by patients differed across clinics, and could 

include general questionnaire submissions and medical advice requests.  

Table 7: Use of messaging by patients across clinics/ICC program 

Message Type FIRESTONE 
AMBULATORY 

ICC KIDNEY 
CARE  

MOOD 
DISORDER 

KIDNEY 
TRANSPLANT  

WOMEN’S 
HEALTH 

CONCERNS 

Total Messages Sent 198 56 937 4835 2624 2011 

General 
Questionnaire 
Submission 

3.5% 39.3% 3.4% 60.4% 2.2% 53.6% 

Patient Appointment 
Cancel Request 

2.5% 16.1% 5.9% 2.3% 1.5% 4.8% 

Patient Appointment 
Schedule Request 

7.1% 0.0% 2.1% 1.3% 0.7% 4.0% 

Patient Medical 
Advice Request 

67.7% 23.2% 60.1% 18.3% 62.4% 20.1% 

User Message 4.5% 14.3% 18.0% 15.4% 29.9% 16.1% 

Patient Customer 
Service Request 

0.0% 0.0% 0.2% 0.0% 0.1% 0.0% 

Patient Information 
Update Request 

14.6% 7.1% 10.2% 2.0% 3.1% 1.3% 

Questionnaire 
Submission CC 

0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 

Note: the above data is based on the period of May 1, 2018 to Sep 30, 2020. 

3.2 Findings from specific clinical areas 

This section describes the insights gathered from aggregate clinic-level utilization data and 

qualitative interviews to describe the usage patterns and experiences of MyDovetale and Zoom 

video visits in the following clinical areas: the ICC program, mental health, renal care and 

respiratory care. For each program/clinical area we provide an overview of the clinical model, 

describe the implementation/roll-out strategy leveraged to enable virtual care, discuss the clinical 

appropriateness of various virtual care modalities based on patient and provider feedback and 

offer unique considerations.  

ICC PROGRAM 

Overview of ICC program 

The ICC program, initiated in 2011, integrates acute and home care services for certain patient 

populations receiving specialist care at SJHH to improve patient transitions, decrease hospital 

length of stay, and reduce emergency department visits or readmissions back to the hospital.  The 

ICC program typically provides services to patients who have undergone hip and knee, thoracic 

and, to a lesser extent, urology, laryngectomy or esophagectomy surgery for 90 days post-
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discharge. The program also includes patients with chronic conditions, such as COPD and CHF, 

who receive care within 24 hours of hospital discharge for a 60-day pathway. Interview 

participants indicated that patients within the ICC program tend be older patients, some of whom 

also experience socioeconomic barriers, lower access to technology and limited comfort with 

using technology.  Furthermore, there is a smaller volume of COPD and CHF patients in the 

program compared to acute surgical patients, as these patients are typically chronic disease 

management patients who tend to already receive Local Health Integration Network (LHIN) 

services, such as personal support and homecare services.  Due to eligibility criteria, these 

patients cannot receive overlapping services at the same time from the LHIN as well as from the 

ICC program, and largely prefer to continue with LHIN-provided services to maintain access and 

continuity to personal support and homemaking services. 

The ICC team at SJHH includes one part-time and four full-time onsite care coordinators at SJHH 

with a caseload of 200-600 patients each, depending on the type and complexity of patients.  

These care coordinators organize and liaise with home care nurses and personal support workers 

subcontracted from St. Joseph’s Home Care, as well as other allied health and therapy 

professionals (respiratory therapists, occupational therapists and physical therapists) contracted 

from St. Elizabeth Health.  Together, these providers work with ICC care coordinators to transition 

surgical patients from hospital to home,  as well as provide chronic disease management support 

(education, action planning self-management support) for patients with chronic conditions.  

Patients can directly access SJHH ICC care coordinators through a 24/7 telephone service for 

ongoing support.  If further investigation is required, SJHH ICC care coordinators present patient 

concerns and needs (e.g., wound complications) to hospital specialists at SJHH, and work with 

them to arrange for appropriate care, including a potential return to hospital for further assessment 

if required.  As such, there are usually no direct patient-physician interactions within the ICC 

program.  Patients may see their specialist for in-person follow-up care, but these appointments 

are not considered part of the ICC model; some of these appointments have been converted to 

phone or video visits during COVID-19.  Despite formal employment across different 

organizations, all health care providers, who are predominately care coordinators, under the ICC 

program operate as a single team and conduct their clinical documentation and scheduling in one 

common EMR system (Procura), which is not integrated with Dovetale.  To use video visits, ICC 

care coordinators must then duplicate documentation and scheduling in Dovetale.   
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Implementation/roll-out of virtual care 

After integration of Zoom video conferencing with Dovetale/MyDovetale, video visits were 

introduced within the ICC program as a modality to deliver patient care.  The technology was first 

piloted in the ICC program in 2019 with a small group of thoracic surgical patients wherein SJHH 

care coordinators introduced patients to MyDovetale and the Zoom functionality at discharge. 

SJHH care coordinators then liaised with the patient’s home care service providers to schedule 

and conduct a video visit post-discharge. In a few cases, patients conducted their first follow-up 

visit post-surgery via video with their thoracic surgeon instead of in-person.  However, many 

clinical interactions were not transferable to a video visit as patients often lacked access to the 

required technology or the type of visit required (e.g., wound care) was not conducive to video 

visits. To overcome limited patient access to technology, some home care providers would have 

to drive patients to office sites with the available infrastructure to facilitate a video visit. This 

presented logistical constraints and increased travel time, thereby making phone visits more 

feasible. Limited utilization of video may have also been due to provider and patient preference 

for phone visits, which were perceived to be easier to access and use. In addition, many patients 

and providers expressed that phone was sufficient because a visual assessment was not 

required. 

Since the pilot, the use of video visits has been expanded to support patients with other conditions 

in the ICC program, such as those who have undergone hip and knee surgery, and those 

managing COPD and CHF.  However, in addition to inadequate access to technology, care 

coordinators have expressed that, due to older age and socioeconomic barriers, many ICC 

patients lack access or expertise with using technology, forget sign-up instructions for MyDovetale 

and/or find the registration process onerous.  Thus, uptake of video visits is low and phone is the 

dominant modality being used between the ICC care coordinators and patients.  

Utilization  

As the ICC program uses a different EMR system (Procura) and not Dovetale, the type of data 

we were able to collect is somewhat limited and presented differently than the other SJHH clinics’ 

data.  The program intakes about 100 new patients each month and from January 2018 to 

September, 2020, 3,125 patients were admitted into the program.  The number of new patients 

each month are represented in bars in Figure 4.  During the COVID-19 pandemic there was a 

decrease in the number of elective surgeries conducted, resulting in a reduction in the number of 

new patients enrolled in the ICC program . The same figure also shows as a line the number of 

clinical phone calls and the number of in-home visits that were completed by each monthly cohort 



   

 

26 
 
centre for digital health evaluation  | Women’s College  

of patients. This means that each data point represents all the phone calls and all the in-home 

visits completed by the patients who joined the ICC program in a given month.  For example, in 

June 2020, the last datapoint presented in the graph, 77 new patients joined the program and for 

the duration of them being in the program, they completed 190 clinical phone calls and 436 in-

home visits. While the total number of in-person and phone visits declined after the onset of 

COVID-19, the associated decline in total number of patients suggests that the relative use of 

phone was not impacted by the pandemic. 

Figure 4: Total number of visits across patients who joined the ICC program each month. 

  
The adoption of video visits in the ICC program was relatively low  both prior to and during the 

COVID-19 pandemic (see Figure 5). The Zoom video conferencing integration was introduced in 

January 2019 and over the first 2-3 months the ICC program saw the most video visits (25 visits 

in January 2019, 22 in February 2019 and 13 in March 2019). After this initial adoption, the use 

of video visits steeply declined and even the COVID-19 pandemic did not lead to an increase in 

video adoption in this program.  
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Figure 5:  Total number of monthly video visits in the ICC program. 

       
  
Appropriateness of virtual care  

The possibility for video visits in the program is often assessed by SJHH care coordinators on a 

case-by-case basis. However, there has generally been low adoption of video visits (as evident 

by the above utilization data) due to several barriers to adoption within the ICC program (as 

identified by interview informants), where the majority of patients are older adults and/or have 

socioeconomic barriers that limit their access to technology. Older patients may also be more 

likely to have trouble with or not easily accept the use of technology, hence phone was perceived 

by care coordinators as a more feasible modality for communication. Most ICC SJHH care 

coordinators expressed preference for phone as this was built into their usual workflow and 

supported their need to be mobile around the hospital. In addition, care coordinators felt they did 

not have adequate time to register or train patients on MyDovetale and Zoom video visits and 

resolve technical issues due to their heavy caseloads.  Documenting in two separate EMRs 

(Dovetale for video visits and Procura for the ICC program) due to a lack of integration was also 

a significant barrier for providers to integrate video visits in existing workflows.   

Patients within ICC also preferred phone visits due to its ease of use and access. If a visual was 

required, some patients described a preference for simply sending a photo of their concern to 

their provider through e-mail. However, patients and providers identified several circumstances in 
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which a video visit was perceived 

to be beneficial, such as when 

discussing sensitive information 

or complex treatment options, 

assessing breathing or other 

physical symptoms and 

demonstrating exercises. Video 

visits were viewed to be 

particularly beneficial for ICC 

patients with chronic conditions 

(i.e., CHF, COPD or cancer) 

where visual cues were 

perceived to be important to 

evaluate health status during 

follow-up visits.  Using group 

video visits were also seen as a 

cost effective and more 

convenient method to provide 

education sessions to COPD and 

CHF patients as a replacement 

for one-on-one in-person visits.   

Unique considerations 

There were difficulties onboarding surgical patients to video visits upon discharge, where patients 

and families may still be recovering or are overwhelmed.  Introducing ICC patients to MyDovetale 

and Zoom video visits pre-surgery during their pre-operation session was considered, but 

logistically could not be operationalized due to the large amount of content related to their 

procedure and after care already needing to be covered during this time. In addition, ICC SJHH 

care coordinators are not usually involved in patient care pre-surgery and likely do not have the 

capacity to onboard a large number of patients in their pre-existing workflows.  While some 

providers suggested involving home care nurses in arranging video visits, the lack of integration 

of their EMR system (Procura) with Dovetale could make this difficult to operationalize. Offering 

onsite enrolment by staff and hands-on training has been stressed as a potentially effective 

“Some of the stuff we’re looking at are definitely more 
complex and where we struggle to have some 
engagement is for our more simple straightforward 
surgeries, like for our hip and knee patient population 
for example, there doesn’t seem to be that need. But 
as we look at our thoracic patient population, typically 
they have had a more complex surgery that involved 
the lungs. So, as a practitioner working remotely there 
is definitely benefit for us to be able to have eyes on 
the patient, look at their work of breathing, their colour, 
listen to their cough, all of those things. So, certainly 
there are some patient populations where it could be 
more intuitive and the patients are more agreeable, it 
makes more sense, but there doesn’t seem to be a 
one-size-fits-all across the surgical group. In our 
COPD, CHF patient population we do a lot of 
education and teaching the patients how to self-
manage and monitor. And I know some of the other 
programmes  that have been able to do joint classes, 
so that’s something we would like to explore and see if 
we could offer group education sessions for the 
chronic group. We know that typically they have better 
results when they are in group settings, group therapy 
settings. And it would also be more cost effective if we 
could offer sessions on a regular basis and have 
patients attend virtually instead of doing them one-on-
one.” – Provider 19 (ICC Program) 
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method to establish a routine and provide support to older adult populations requiring additional 

support to use virtual visit technologies. 

Among patients within the ICC program, many valued the opportunity to connect with providers 

easily post-surgery to address immediate questions related to their condition, quickly escalate 

urgent concerns at the right time and arrange home visits when needed.  Patients also articulated 

that this connection could prevent or expedite emergency room visits that could have worsened 

their condition or exposed them to COVID-19.  Patients also felt this type of homecare model 

could maintain an important connection to their care team that is often lost upon discharge, which 

could prevent additional trauma and stress 

associated with ER visits post-surgery. ICC 

patients also expressed strong ongoing 

relationships with care coordinators beyond this 

period, in which care coordinators helped to 

quickly connect them to their relevant providers 

and facilitate quick prescription renewals that 

helped manage their condition.  As such, 

despite low adoption of video visits, the ICC 

program was perceived very positively due to its 

emphasis on phone-based care coordination 

that may be sufficient and appropriate for most 

patients.  

  

 

“They gave me a phone number to put on the fridge and told to call, and I did. It 
was helpful. I had questions … my knee was swollen and I wasn’t able to walk 
afterward…I called the number and they had someone come right away. That, I 
appreciated.”  - Patient 12 (ICC Program) 
 
“I could tell the way I was feeling that there was something wrong. It was getting a hold 
of the nurse virtually to show her, no I think something's wrong. I could show her the 
angle plus I could take pictures where if you look at this way, it looks fine, but if you look 
at it this way, there's a problem. So there was actually better virtually than in person… I 
knew there was something wrong but the physical nurse that was coming in house didn’t 
see anything. And I’m like...I think it’s the way you’re looking. You have to see where the 
incision is...if you didn’t look at the right angle you couldn’t see it. Virtually, I could show 
them the angle I was talking about.” – Patient 8 (ICC Program) 

 

 
 

 

“[Video visits] have been a pretty low 
adoption from our team.. a lot of our 
care has historically been virtual 
through phone calls and I think the 
timing hasn’t gone well in terms of when 
we can offer the virtual.  So, we are 
hoping to increase our adoption by 
looking at patients being offered 
MyDovetale and virtual options in the 
pre-op phase.  It just doesn’t seem to fit 
well in the short recovery period where 
the care coordinators interact with the 
patient in hospital.” – Provider 19 (ICC 
Program) 
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MENTAL HEALTH CLINICS 

Overview of Mood Disorders and Women’s Health Concerns clinics 

The Mood Disorders Clinic at SJHH offers inpatient and outpatient clinical treatment for patients 

with a variety of primary mood disorders including depression, anxiety, bipolar disorder, attention 

deficit hyperactivity disorder and for those with co-morbidities. Patients are typically seen by an 

interdisciplinary team, which consists of psychiatrists, nurses and a number of allied health staff 

such as social workers, occupational therapists and psychologists. The Mood Disorders clinic 

offers consultations, diagnostic assessments, and treatment planning, and provides treatment 

options that include cognitive behavioural therapy, psychotherapy and group therapies (i.e. art 

therapy, recreational therapy). The Mood Disorders clinic also works in alignment with the 

Women’s Health Concerns clinic that typically treats patients experiencing mental health 

challenges resulting from hormonal changes, pregnancy or menopause.   

Implementation/roll-out of virtual care 

The Zoom video conferencing integration was introduced in both the Mood Disorders clinic and 

the Women’s Health Concerns Clinic in May 2019.  Due to the high volume of patients and less 

reliance on physical assessments, the Mood Disorders clinic  was one of the earliest adopters of 

virtual visits.  Prior to COVID-19 a combination of in-person and virtual visits was implemented 

where initial consults were conducted in-person and options for phone, video or in-person visits 

were offered for follow-up.  Video visits were primarily used by patients who lived remotely and 

faced financial or geographical barriers to accessing in-person treatment. Video visits were also 

used for new mothers in the Women’s Health Concerns clinic who were unable to attend in-person 

care due to competing priorities and tending to their newborns.  During this period, the decision 

to participate in video visits was made collaboratively between providers and patients depending 

on the severity of the condition and whether it suited the patient’s needs.  

During early use, providers received a full day of training to learn MyDovetale and were also 

provided with on-site support from a member of the Dovetale team to set up initial visits.  Early 

adopters of Dovetale in the Mood Disorders clinic mainly consisted of younger providers familiar 

with technology.  However, efforts to expand virtual care usage were implemented by providing 

financial incentives (i.e. bonuses, gift cards), promoting competition among providers to reach 

certain targets, and through leveraging clinical champions.  

After the onset of COVID-19, 100% of visits were converted to phone and video. Participants 

indicated that there was a higher uptake of video visits among physicians who were reluctant to 
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use virtual care prior to the pandemic.  New processes were established wherein nurses attended 

appointments with physicians for initial and some follow-up visits to take notes to ensure 

physicians could maintain eye contact with patients. The Mood Disorders clinic also converted 

group visits to virtual videoconferencing and ensured appropriate privacy, screening and consent 

processes were in place. Patients are currently being offered in-person visits if they face 

significant access issues (i.e. barriers with language or accessing devices).  A physical space 

with technology available at SJHH has also been arranged for patients who lack access to or 

struggle with technology, in which clerical staff assist with administration from a distance. This 

approach was implemented as a quick problem-solving technique on a case-by-case basis and 

has not been advertised to the entire patient population.   

During the rollout for virtual visits, clinic managers ensured that providers working from home had 

access to a private space to maintain confidentiality and had adequate equipment in place. 

Patients were notified of the shift to virtual through their physicians or through clerical staff if they 

were on a waitlist for care. 

Utilization 

The Mood Disorders clinic had a total of 8,707 active patients between January 2018 through 

September 2020, while the Women’s Health Concerns clinic had 3,489 patients. There was an 

overall slow but steady uptake of the use of Zoom visits across both clinics.  In response to the 

COVID-19 lockdown the use of Zoom video visits increased substantially and this level of adoption 

was maintained for the rest of the evaluation period (September 2020). The use of phone visits 

also increased in response to the pandemic, and it was adopted to a greater extent in the Mood 

Disorders clinic, as opposed to the Women’s Health Concerns clinic. As outlined in Table 5, 2.5% 

of visits in the Mood Disorders clinic were completed through Zoom and 0.4% over telephone 

before the pandemic. After the onset of the pandemic, 51% of visits were completed through 

Zoom and 34% were completed over telephone. In the Women’s Health Concerns clinic, 5% of 

visits were completed through Zoom and 0.1% over telephone before the pandemic, while after 

the onset of the pandemic 70% of visits were completed through Zoom and 19% were completed 

over telephone. 
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Figure 6: Total number of monthly visits per modality in the Mood Disorders and Women’s Health 

Concerns clinics. 

 

 

The number of providers who were Zoom users was relatively high in the Women’s Health 

Concerns clinic even before the onset of the pandemic (~60% out of about 23 providers), while in 

the Mood Disorders clinic it was lower (~30-40% out of about 54 providers). The onset of the 

pandemic led to close to 100% of the providers using Zoom across both clinics.  
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Figure 7: Percentage of Dovetale providers who are using Zoom video conferencing.  

 

The increase in provider use was also accompanied by an increase in the number of MyDovetale 

activations and the number of new users who became Zoom users outnumbered patients who 

were onboarded on MyDovetale, but who did not become Zoom users.  

Figure 8: Total number of MyDovetale accounts activated. 
 

 

0

20

40

60

80

100

%

% Dovetale providers who are Zoom users

Mood Clinic Women's Health

Zoom
COVID19

0

100

200

300

400

500

600

M
-1

8

J-
1

8

J-
1

8

A
-1

8

S-
1

8

O
-1

8

N
-1

8

D
-1

8

J-
1

9

F-
1

9

M
-1

9

A
-1

9

M
-1

9

J-
1

9

J-
1

9

A
-1

9

S-
1

9

O
-1

9

N
-1

9

D
-1

9

J-
2

0

F-
2

0

M
-2

0

A
-2

0

M
-2

0

J-
2

0

J-
2

0

A
-2

0

S-
2

0

To
ta

l A
cc

o
u

n
ts

Mood Disorders clinic total accounts activated

MyDovetale+Zoom Users Only MyDovetale, No Zoom Users Only

Zoom

COVID19



   

 

34 
 
centre for digital health evaluation  | Women’s College  

 

The age (Figure 9) and sex (see Appendix C, Figure 3) of patient users was similar across patients 

who used MyDovetale with  Zoom video integration and those without. Despite the relatively 

younger population in these clinics, these findings challenge the idea that older adults may have 

challenges adopting video visit technology which was articulated in some interview findings.  

Figure 9: Age categories across patients per group ( Zoom users vs. non-Zoom users) 
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of the healthcare system.  As demonstrated prior to COVID-19, virtual visits were also beneficial 

to those who lived remotely or were unable to easily access care.   

However, there remained concerns on the appropriateness for virtual care in several cases.  For 

example, providers explained that patients in crises or with severe suicidal ideation were unfit 

candidates for virtual visits and would require in-person visits for safety.  In other cases, providers 

worried that virtual visits could contribute to an avoidance strategy, in which patients missed out 

on the therapeutic advantage of leaving their area of comfort to physically attend an appointment. 

Patients interviewed felt this was not a major concern if they had adequate supports in place or if 

they considered their condition relatively stable. Conversely, taking appointments in the comfort 

of their own home and in a safe space allowed many patients to feel more relaxed and removed 

from external stressors.  However, many acknowledged that comfort with receiving mental health 

care virtually would likely vary based on patient preference with some feeling more comforted via 

in-person connection and others valuing the added convenience and safety of receiving care in-

home.  For this reason, currently in the Mood Disorders clinic some providers are finding ways to 

accommodate patient preferences for in-person visits.  

Both providers and patients in the Mood Disorders and Women’s Health Concerns clinics 

expressed a preference for video visits over phone visits in order to assess facial cues, body 

language and for an overall more personable experience. Phone was identified as appropriate if 

there was a strong existing relationship between the patients and providers, or as a backup for 

technical difficulties with Zoom.  Providers expressed concerns about the therapeutic quality of 

video visits and the inability to 

fully demonstrate compassion 

in comparison to in-person 

care. However, most patients 

found the quality of their 

provider’s care via video 

equivalent to in-person. One 

patient felt that the therapeutic 

quality of video visits was much 

lower, not because of the 

provider’s delivery of care, but 

rather due to technology-

related issues that arose (i.e., 

“It’s a tool that helps connect with clients and helps 
empower clients engage in therapy and follow-up and 
support.  It serves the client and it serves my purpose in 
helping.  So far, right now, it’s a tool.” - Provider 10 
(Mood Disorders clinic) 
 
“I would say for me, the things that I'm cautious of when 
I'm doing virtual therapy is just there's some folks who I 
would say, given the intensity of their level of crisis and 
distress, I would prefer to see them in-person just 
because it’s easy. I find it’s a bit more successful to do 
safety planning and really try and help them to stabilise 
some of their emotional distress and emotion 
dysregulation in an in-person session than it is over 
video.” – Provider 18 (Mood Disorders clinic) 
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quality of sound or lagging). Despite this, using video visits were still perceived as ‘doing the best 

they could’ in the situation.  

There was general consensus among patients and providers that initial consultations and 

appointments were more appropriate in-person to establish a personal connection, strong rapport 

and therapeutic alliance. Although providers expressed initial hesitations with the privacy of virtual 

group visits, clinic managers stressed the current implementation of privacy and consent 

procedures prior to enrolling patients in virtual group therapies. 

Unique considerations 

While virtual care enhanced comfort for some patients in mental health, it may have had the 

opposite effect on others.  Most patients with mental health concerns benefitted from the 

convenience of virtual visits, especially new mothers for whom travelling could be burdensome.  

In addition,  some patients interviewed preferred conducting virtual visits in their own space and 

away from a hospital where being around other people was perceived as anxiety-provoking.  

Despite these advantages, one patient explained that difficulties navigating Zoom enhanced 

feelings of frustration and symptoms of anxiety, and that the inability to fully assess social cues 

via video could prevent a more productive conversation during therapy.  Navigating one’s own 

video and computer set up was also voiced as a distraction that took away from the therapeutic 

quality with the provider.  Level of comfort with technology influenced how well patients benefitted 

from video visits, especially in a mental health setting.  Some patients with self-image concerns 

suggested enabling the ability to view their provider, but not their own video image. In addition, 

providers acknowledged that many patients within 

mental health settings did not have consistent 

access to technology due to socioeconomic 

barriers.  Thus, within mental health it was 

considered essential to make decisions regarding 

modality of care based on patient needs and 

preferences while also considering their access to 

and comfort with technology.  

RENAL CLINICS 

Overview of Kidney Care/Kidney Transplant clinics 

SJHH serves patients with various renal conditions including kidney transplant, dialysis, chronic 

kidney disease, obstetrical nephrology and advanced kidney disease.  Most renal clinics within 

“Instead of focusing on what I need 
to be talking about, my brain keeps 
going off on these tangents about, 
‘the computers too close to you, pull 
it away, look at how far away they 
are, look at how close you are, oh 
you look so blurry compared to 
them’…its stupid, but that’s the way 
my brain works with my anxiety.”  - 
Patient 10 (Mood Disorders clinic) 
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SJHH involve multi-disciplinary staff including nephrologists, nurse practitioners (NP), dieticians, 

pharmacists, nurses and nurse educators with specialized experience in teaching different options 

of renal replacement therapy.  Kidney transplant patients are typically seen in-clinic for follow-up 

after surgery to assess surgical wounds, remove staples and monitor for any complications. 

Patients on dialysis or with chronic kidney disease can contact a nurse with questions or concerns 

who then work with physicians or NPs to arrange orders or follow-up care.  Nurses also monitor 

patients’ bloodwork and escalate abnormal results to physicians or NPs.  Many patients with 

chronic kidney conditions are only seen for follow-up on an annual or semi-annual basis. While 

patient demographics can vary widely, on average, patients are older adults.  

Implementation/roll-out of virtual care 

The Zoom video conferencing integration was introduced in June 2019 in the Kidney Transplant 

clinic and in August 2019 in the Kidney Care clinic.  Providers were introduced to the Zoom 

integrated Dovetale/MyDovetale technology through informational sessions provided by SJHH 

implementation staff and technicians from the Dovetale EMR system who provided hands-on set-

up and training to clinic staff.  Outside of this external support to facilitate provider training, there 

was not a structured or coordinated implementation approach of MyDovetale and Zoom video 

visits nor guidance offered to develop provider workflows for virtual care. In turn, it appeared that 

providers did not have a comprehensive understanding of the technology’s functions or  how to 

build it into their clinical practice resulting in slow adoption. Provider awareness and uptake of 

training resources may have been variable as some provider interview participants stated they 

were offered minimal support or information on the MyDovetale and Zoom technology. Several 

providers also stated that barriers to adoption, such as limited time and capacity to learn the 

technology, hindered use.  In turn, there was low uptake of video visits prior to COVID-19.  Any 

utilization was provider-driven wherein some clinical staff used the technology for specialized use 

cases, such as offering video visits to pregnant patients with renal complications who lived far 

from the hospital. During COVID-19, providers in the Kidney Care/Transplant clinics quickly 

leveraged MyDovetale/Zoom to facilitate virtual video appointments.  During this time, providers 

leveraged IT support and some reported relying heavily on tip sheets developed by a nurse 

champion of virtual care.  

Utilization  

The Kidney Transplant clinic had 4,088 active patients between January 2018 and September 

2020, while the Kidney Care clinics had 10,507 patients.  The adoption of Zoom video visits before 

the COVID-19 pandemic was below 1% at both clinics.  After the onset of the pandemic, the 
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average percentage of visits that occurred over Zoom was 25% in the Kidney Care clinic and 55% 

in the Kidney Transplant clinic.  The use of phone visits also increased, but at a higher proportion 

in the Kidney Care clinic (46%) than in the Kidney Transplant clinic (23%). Figure 10 shows the 

total number of visits in each clinic across the three different modalities: in-person, phone, or 

Zoom.  As shown, in the Kidney Care clinic there was an initial uptake of Zoom video visits, but 

this was quickly followed by a sharp decline in video visits accompanied by a sharp increase in 

telephone visits.  This may have been due to providers finding the MyDovetale/Zoom technology 

to be difficult for many patients to learn and/or access.  This could also potentially be attributed to 

the older patient population within this clinic wherein the average age is 60-65 years, hence phone 

visits ending up being a more natural replacement for in-person visits.  

In the Kidney Transplant clinic, there was a also sharp increase in Zoom video visits after the 

lockdown, which also dropped off in the following couple of months.  While an increase in phone 

visits was observed alongside the decrease in video use , neither shift in volume was as in the 

Kidney Care clinic. By July, 2020 there was a relatively equal split among in-person, phone and 

video visits in the Kidney Transplant Clinic.  The higher initial uptake of video visits compared to 

phone visits among Kidney Transplant patients may be due to the younger age group seen in this 

clinic and/or higher clinical need to visually assess, and deliver more complex care or information 

to patients post-transplant.   

Figure 10: Total number of monthly visits per modality type.  
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Despite the drop, in both clinics over 70% of providers continued to have at least some Zoom 

video visits (see Figure 11).  The Kidney Care Clinic has approximately 20 providers, while the 

Kidney transplant clinic has approximately 17 providers. 

Figure 11: Percentage of providers who are using Zoom video conferencing.  

 

The increase in provider use was also accompanied by an increase in the number of MyDovetale 
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Figure 12: Total number of MyDovetale activations per month in the Kidney Care and Kidney 

Transplant clinics.
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differ for patients with more urgent clinical needs who may require an in-person assessment (e.g. 

patients on dialysis).  One provider perceived video visits to be valuable in the delivery of 

educational sessions to transplant patients.  However, providers recognized that it may be difficult 

to navigate sensitive discussions over video, especially if there were technical issues or poor 

audio or visual quality during the visit.  Patients also explained that video education sessions for 

transplant patients may prevent the opportunity to meet and form relationships with other patients 

with similar health situations.  

Due to the infrequent nature of appointments for patients with chronic kidney disease, some 

providers expressed concern that converting in-person visits to virtual visits could erode the 

patient-provider relationship.  One provider also indicated that patients should still be required to 

attend routine in-person appointments in addition to virtual visits as it was easier to visually assess 

their weight, skin condition, swelling and other visual cues that inform the health of patients with 

renal conditions. Providers also felt virtual visits may not be suitable for newer patients or 

transplant patients immediately post-surgery as they often required a physical assessment (i.e., 

to examine swelling or surgical incisions).  Some patients also utilized messaging for quick 

questions to providers to assess their level of risk with COVID-19 and making appropriate life 

decisions (i.e., sending children back to school).   While most clinical staff perceived messaging 

to be valuable to resolve non-urgent and simple patient concerns (i.e., lab results, medication 

renewals or to answer quick questions), one provider expressed that if messaging volumes were 

to increase substantially then they would be infeasible to manage within clinical workflows.   

 
 
Unique considerations 

Many patients who attend the Kidney Care/Kidney Transplant clinics are from rural or remote 

areas.  Hence, virtual visits are valuable for these patients to avoid travel time and hospital borne 

diseases.  While hemodialysis and dialysis patients continue attending in-person appointments, 

“If I had a lot of anxiety or questions about my condition, or my spouse was nervous 
about my condition….I think I would prefer to see someone in person. But if there is no 
change in treatment required, then I find virtual just fine. But for the care I required, it 
was excellent and I had no issues at all.” – Patient 15 (Kidney Care/Kidney Transplant 
clinics) 
 
“My case, as with an awful lot of people, where you’re just being monitored and you go in 
and he says ‘everything’s fine, just keep doing what you’re doing’ and that’s basically the 
whole gist of the whole appointment ….. I think, we fit into a slot where this (virtual care) 
is perfect.” – Patient 14 (Kidney Care/Kidney Transplant clinics) 
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phone visits may be well-suited to treat other stable patients with chronic kidney disease who are 

often older adults and require fewer physical examinations.  In contrast, there has been higher 

uptake of video visits among Kidney Transplant patients, which may be likely due to the younger 

patient population.   

 

RESPIRATORY PROGRAMS 

Overview of Respiratory (Firestone Ambulatory) clinic 

The Firestone Ambulatory clinic at SJHH delivers respirology, thoracic surgery, adverse allergy 

testing and respiratory diagnostic testing services.  Some services are physician-led where only 

the patient, family, clinician and/or surgeon are involved in the care pathway.  Other services are 

more collaborative wherein a nurse or physician assistant works alongside a physician or surgeon 

to help oversee the patient journey.  There are also combined clinics where there is collaboration 

between physicians of different disciplines (i.e., respirology or thoracic surgery working alongside 

cardiology or rheumatology physicians) to serve patients with complex needs.  The clinic services 

175 to 200 patients per day.  While patients can span pediatric patients (typically for allergy 

testing) to seniors, the majority of patients are older adults.  

Implementation/roll-out of virtual care 

The Zoom video conferencing integration was introduced in October 2019 in the Firestone clinic. 

After the launch of Dovetale/MyDovetale with Zoom integration, physicians in the Firestone 

Ambulatory clinic were informed of the opportunity to leverage the technology for virtual care. 

However, there was also a lack of a coordinated approach or workflows built around the 

technology to help facilitate a transition to virtual visits among providers.  This may have led to 

variable knowledge and awareness of the technology as one physician stated they did not know 

MyDovetale and Zoom video visits were available to patients outside the ICC program. While 

there were some physicians who embraced virtual care, many providers expressed challenges 

experienced by their prevalent older patient population with using the MyDovetale/Zoom 

integrated technology due to the onerous registration process.  As a result, there was low provider 

uptake of video visits prior to COVID-19 with the exception of visits conducted by a few clinical 

“So we’re a fairly large group of physicians and about a third do transplant, where they’re 
following transplanted patients.  So, they’ve had certainly more success with video than we 
have where we’re not doing transplants.  And again, they have a select population, it tends 
to be younger and therefore, sort of more connected digitally perhaps.” – Provider 27 
(Kidney Care/Kidney Transplant clinics) 
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champions of virtual care. These physicians were early adopters of an OTN video visit pilot project 

that had been initiated three years ago.  Some physicians expressed preference for the OTN 

technology as it avoided the need for 

patients to register for MyDovetale and 

offered remuneration prior to the 

implementation of the K billing codes.  

During COVID-19, some physicians 

transitioned to MyDovetale/Zoom to 

conduct video visits since the platform 

was viewed to be more reliable and 

offered EMR integration.  In addition, 

some providers developed more 

structured workflows to operationalize 

virtual care, such as designating certain 

clinic staff to contact patients to set them 

up on MyDovetale.  However, with 

increased use of MyDovetale and Zoom, 

providers are finding that they were 

having to take on more of the burden of 

patient onboarding and managing 

technical issues that occur during video 

appointments. In addition, many 

patients were not successfully 

completing the registration process or 

did not have access to the technical 

infrastructure (i.e., webcams, high-

speed Internet) to facilitate video visits.  

Utilization 

The Firestone clinic had 30,916 active 

patients between January 2018 and 

September 2020 and 264 total 

MyDovetale activated.  The use of Zoom 

video visits before the COVID-19 

“[O]ur office was very well set up in the OTN 
infrastructure, so my secretary is very facile in 
booking those visits on OTN and she had the 
handouts and the automatic emails and 
everything.  Our office was set up with the 
infrastructure of OTN and we decided to stick 
with it.  I don’t know if Dovetale eventually 
became available to the rest of us, I’m not aware 
that it did, but if it did, I wasn’t aware.  So, I didn’t 
even know that outside of the ICC pilot there was 
a Dovetale virtual visit program.” – Provider 30 
(Firestone Ambulatory clinic) 
 
“[T]he good thing about OTN is that it’s pretty 
straightforward from the patient’s perspective.  All 
they basically need to have is…an email 
address.  Then you forward them the email, you 
send them the link to the subsequent visit, and 
then they click on it, and when it’s the appropriate 
time, they’re stored in a waiting room that then 
launched when the physician enters the 
encounter.  That works out quite well from that 
perspective.  Down side, I find the bandwidth in 
terms of the actual, the visual viewing, is a little 
bit on the low side… A lot of dropped calls in 
terms of problems with connection, and I had not 
used OTN during the COVID era, but certainly I 
understand from talking with peers is that OTN 
regularly crash, and there are a lot of dropped 
calls... It also is, in terms of workflow, a little bit 
complicated because you have multiple windows 
open.  Because you’re charting in your EMR, and 
then you have OTN open, then you have another 
imaging software open, and you’re trying to 
coordinate everything into a patient visit which 
can be quite difficult of a task…For the Dovetale 
virtual visits, it’s beautiful because it’s ingrained 
right into your EMR…I personally think operating 
the Zoom is easier than the OTN server for 
patients on the other end.  I basically became an 
IT person, trying to talk patients how to go 
through the whole process, and troubleshoot 
things that came up.  Having it within the EMR is 
great.” – Provider 31 (Firestone Ambulatory 
clinic) 
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pandemic was very minimal (0.1%).  After the onset of the pandemic, the use of Zoom video 

increased to only 2%. Note that these utilization numbers may not indicate the total number of 

video visits conducted within the Firestone clinic as some providers use OTN software.  Despite 

provider efforts to increase patient onboarding to MyDovetale and Zoom video visits, many 

patients did not complete the registration process or did not have access to the necessary 

technology, resulting in low uptake.  This could also be due to the older patient population in this 

clinic. During COVID-19, 65% of visits were conducted over the phone indicating that this was the 

predominate modality being used to maintain care while physical distancing measures were in 

effect.  As of August 2020, there has been an increase in in-person visits.  This is likely due to the 

fact that the Firestone clinic resumed diagnostic respiratory testing that was shut down earlier 

during the pandemic and many patients are being scheduled for in-person follow-up visits during 

the same day as their test.   

Figure 13: Total number of monthly visits per modality type in the Firestone Ambulatory clinic.  

 

The small increase of video visits was due to only a few providers (4-8 each month) who were 

using the Zoom video conferencing feature after the onset of the pandemic (see Figure 14). 

  

0

500

1000

1500

2000

2500

3000

M
-1

8

J-
1

8

S-
1

8

N
-1

8

J-
1

9

M
-1

9

M
-1

9

J-
1

9

S-
1

9

N
-1

9

J-
2

0

M
-2

0

M
-2

0

J-
2

0

S-
2

0M
o

n
th

ly
 N

u
m

b
er

 o
f 

V
is

it
s

Total number of monthly visits in the Firestone Ambulatory clinic

Zoom In-person Telephone



   

 

45 
 
centre for digital health evaluation  | Women’s College  

Figure 14: Percentage of providers who are using Zoom video conferencing in Respiratory Care.  

 

The small increase in provider use was also accompanied by a small increase in the number of 

MyDovetale activations, most of whom were MyDovetale users who did not use Zoom (Figure 

15).  

Figure 15. Total number of MyDovetale activations per month in the Firestone Ambulatory clinic. 

 

Appropriateness of virtual care 

While providers expressed a preference for video visits to enable a more comprehensive 

assessment of patients’ health status, the onerous registration process, troubleshooting technical 

challenges and the higher proportion of older patients made video less feasible in comparison to 

phone visits.  Those older patients who did end up adopting video visits said they were fairly 

comfortable using and accessing technology, but acknowledged this might not be the case for all 

patients. Many of these older patients were native English speakers from higher socioeconomic 

backgrounds with reliable access to technology. Providers reported that patients in the Firestone 
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clinic tended to be older adults with socioeconomic barriers, implying our patient sample may not 

be representative of the broader population receiving care in this setting.  While patients in our 

sample reported no significant barriers to accessing MyDovetale or video visits and expressed 

high satisfaction with phone and video, other administrative and provider participants reported 

widespread challenges with patient registration and using the technology. Several providers 

perceived phone was appropriate to manage patients with chronic conditions who could report 

their vitals or symptoms instead of assessing them visually or clinically (i.e., asking patient 

questions over the phone using standardized questionnaires to classify shortness of breath).  In 

addition, phone was considered more appropriate to address urgent patient concerns and identify 

quick steps for action  (e.g. recommendations to take oxygen when difficulties breathing) as 

opposed to scheduling a video call and setting up a webcam.  However, video was reported to 

offer many advantages over phone.  For instance, one nurse expressed that, while it was ideal to 

train patients on new techniques (i.e., utilizing inhalers) in-person, this could be facilitated over 

video but not phone.  Similarly, one patient recovering from thoracic surgery perceived video 

would be suitable to learn rehabilitation exercises.  There were also benefits in being able to 

observe visual cues (i.e., weight, edema and mobility) over video, which could signify 

exacerbation of symptoms or side effects from common medications.  For example, one 

respirologist reported that, after converting a patient’s appointments from video to phone due to 

their lack of Internet access, they missed observing their significant weight loss disqualifying them 

from a lung transplant.  Consequently, while phone is more accessible for the majority of Firestone 

Ambulatory clinic patients, it 

would be advantageous to 

encourage video when possible 

and appropriate. 

While thoracic surgeons within 

the Firestone Ambulatory clinic 

stated virtual visits via phone or 

video would be appropriate for 

follow-up care, there were mixed 

perceptions regarding whether 

patient consent for operations 

could be obtained virtually. One 

surgeon felt patient consent 

could be easily obtained through 

“I just had a patient the other day who, we were 
initially doing video visits and things were going okay, 
and then I still don’t understand how she lost her 
internet access, but for the last two or three months, 
she hasn’t had any internet access.  As a result of 
this, she developed side effects, including weight 
loss, but she kept telling me she wasn’t losing weight.  
When I saw her, she had lost 50 pounds in that time 
interval, and she went from being someone who 
needs a lung … who would qualify for a lung 
transplant, and now she doesn’t qualify for a lung 
transplant because she’s too light.  We stopped the 
medication right there, and I was really quite angry 
because I was like, why didn’t you tell me.  She’s like, 
I didn’t really realise it.  If I had a virtual visit at that 
time, I would have stopped it right then because I 
would have seen how frail she was..” – Provider 31 
(Firestone Ambulatory clinic) 
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a virtual visit and e-mail, while another participant perceived it was important to have this 

conversation in-person to ensure the patient and their family clearly understood the risks and 

benefits of the surgical procedure.  Most physicians in the Firestone clinic expressed greater 

comfort with using virtual visits for patients within whom they had a pre-established relationship 

with, with one physician open to using virtual visits for initial consults.  

Unique considerations 

Patients within the Firestone Ambulatory clinic can significantly benefit from virtual visits as many 

of them have significant respiratory issues that hinder their mobility and cause them to be reliant 

on caregiver support to attend in-clinic appointments.  However, a substantive proportion of 

patients in the Firestone Ambulatory clinic are older adults or patients with socioeconomic 

barriers, which may limit their use of technology.  In turn, phone visits were perceived to be more 

feasible than video visits. However, all providers interviewed in this clinic preferred video visits 

where possible to ensure they could visually assess common side effects of advanced therapies 

and medications.  Patients interviewed expressed that virtual visits still allowed them to manage 

their chronic condition remotely in a setting in which they prioritized their safety and reduced their 

risk of contracting COVID-19.  They expressed a high familiarity with technology and pro-active 

approach to their care that they recognized may not be applicable to all older patients. Patients 

within this clinic also have to make complex treatment decisions, which may be better facilitated 

through face-to-face conversations with their provider via video or in-person.  Hence, additional 

onboarding and technical support to ensure patients can register onto MyDovetale and access 

Zoom should be considered.  Providers also emphasized the importance of ensuring equitable 

access to technology to ensure the benefits of virtual visits are widespread among all patients 

who need routine care.  

3.3 Drivers of use 

PATIENT EXPERIENCE 

Survey respondent characteristics 

A total of 131 patients out of 789 contacted (17% response rate) who identified as users of virtual 

care completed the online patient surveys.  Not all patients responded to all available surveys.  

Two surveys, the acceptance survey and the virtual care experience survey were completed by 

56 patients. Table 8 below shows a breakdown of patients per group.  Most patients (71%) had 

been receiving care at SJHH for more than a year and 14% had been receiving care for 7-12 

months. 
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Table 8: Patient survey respondents’ clinics. 
 

Clinical Area/Program Total number of 
respondents 

Mental Health 20 

Renal Care 40 

Respiratory Care 24 

ICC 19 

Multiple or Other 28 

 

The average age of survey respondents was 58 (SD=16) and 55% were female. With respect to 

race, 66% were White, North American, 18% White, European, 3% each Middle-Eastern, Mixed 

heritage, First Nations (not including Metis or Inuit) and Southeast Asian, 2% Latin American and 

less than 1% Black.  All respondents indicated that they speak English and 30 respondents 

indicated they also speak another language. Most patients were born in Canada (81%) and did 

not live alone (81%).  

Figure 16: Education and family income of survey respondents. 
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Patients supported on average 3 (SD=2.5) family members and 11% of patients reported that 

they had a caregiver.  The three most common employment statuses were retired (49%), working 

full-time outside their home (20%) and on disability support (12%). A total of 21% reported that 

COVID-19 affected their employment status.  With respect to housing type, 75% owned their 

home and 21% were renting. Most patients reported good mental and physical health, but there 

were a larger proportion of respondents with fair to poor physical health when compared to 

responses for mental health. (Appendix C, Figure 4) 

Chronic illness, mental illness and physical disability were the 3 most commonly reported medical 

conditions (Appendix C, Figure 5).  With respect to healthcare utilization 11% of respondents 

indicated they had been to the emergency department, 11% were hospitalized, 34% had seen 

their primary care physician and 8% had seen a nurse practitioner in the last 6 months. 

Most survey respondents owned either a computer, smart phone or a tablet and only 1% of 

respondents said they did not own any technology.  In addition, 97% of respondents said they 

accessed the Internet daily for email, followed by social media and video calling (Appendix C, 

Figure 6) and most patients accessed Internet from home (see Figure 17).  
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Figure 17: Location of internet access among survey respondents. 

 

MyDovetale was used most often for reviewing lab results and only 20% of those who said they 

used MyDovetale (n=69) indicated they used it for video visits.  

 
Most patients who indicated they have used video visits said they started using video within the 

last year (39% within 4-6 months and 27% within 7-12 months) (Figure 18) and 80% indicated 

they started using video as a result of COVID-19. The majority of respondents indicated that they 

have not used video visits (Figure 19). 
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Figure 18: Duration of MyDovetale use among patient survey respondents. 

 

Figure 19: Video visits across ICC and non- ICC patient survey respondents. 

 

Most patients (84%) had between 1-5 video visits. Only 17% of patients (n=120) indicated that 

they have used asynchronous messages (communication through the patient portal) and most 

indicated they have had 1-5 asynchronous message consultations.  With respect to email, 20% 

of patients (n=119) indicated that they had used email for consultations and again they had used 

it less than 5 times. Telephone was used more often, with 73% (n=120) of patients saying they 
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had used it with the majority having had less than 5 calls (78/96 patients). Most patients (82%) 

said they started using phone after the COVID-19 pandemic. 

Patient experience survey results 

• Overall health status (EQ-5D): Rated on average across patients at 65%. Patients in the 

ICC program rated their overall health higher than patients in non-ICC clinics (72% vs. 

63% respectively). Graphs for their responses across the 5 different domains are included 

in the Appendix C, Figure 7. 

• Visit Satisfaction (VSQ9): 72% satisfaction on average (SD=19%) with their last visit 

(irrespective of whether virtual or in-person). No difference between ICC (Mean=71%) and 

non-ICC patients (Mean=73%) was observed. 

• Technology Acceptance Questionnaire: 70% acceptance on average of video visits 

(76% for ICC patients vs. 73% for non-ICC patients) 

• Video Visit Satisfaction (Telemedicine Satisfaction Questionnaire): Overall satisfaction 

with video visits was at 70%. Patients in the ICC program were less satisfied (Mean=61%, 

SD=22%; n=10) versus those in non-ICC models (Mean=72%, SD=21%, n=36). See 

Appendix C, Figure 8 for a breakdown of each question. 

• Virtual Care Experience (n=56): Four domains were examined: access, experience, 

effectiveness and cost. Graphs for each of these domains can be found in Appendix C, 

Figure 9.  

o Access: 75% agreed that virtual care improves access to care (questions covered 

timeliness of care, comparison to in-person, convenience, ease of communication 

with health care providers (HCPs), usefulness of the information received for 

managing care and how acceptable it is). 

o Experience: Over 90% felt that when using virtual care, they had adequate time 

with the provider, it was easy to be involved, easy to explain one’s issue, and 

allowed for good relationship with the HCP.   About 70% said that virtual care is 

easy to use and it is easy to involve family and caregivers. Over 75% of patients 

said that they will use it again and only 25% of respondents said that virtual care 

is better than in-person care. 

o Effectiveness: Over 75% agreed that virtual care allows them to follow their care 

plan, manage their health, maintain privacy and protect their personal health 
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information.  Approximately 75% said they had no technology difficulty with virtual 

care. Few patients thought virtual care is more straightforward than in-person and 

only 25% agreed that they would have sought care elsewhere if virtual care was 

not available.  

o Cost: The majority of patients agreed that virtual care does not cost additional out-

of-pocket expenses, it saves expenses around parking, travel and childcare, and 

it saves time.  Over 50% said that virtual care allowed them to spend less time 

away from work.  Finally, a small portion of the respondents had a caregiver, so 

the majority of the caregiver questions were neutral, but there seemed to be an 

agreement that virtual care saves travel time and out-of-pocket costs for caregivers 

too, and allows them to spend less time away from work.  

PROVIDER EXPERIENCE 

Survey respondent characteristics 

A total of 43 providers out of 260 contacted responded to the surveys (response rate 17%). Table 

9 shows which clinics the respondents worked at.  A total of sixteen providers identified with clinics 

that were not part of the evaluation. While they likely did not consider any of the clinics we were 

evaluating as their home clinics, they likely still provided services in these clinics and as a result 

we kept them in the analyses. 

Table 9: Provider survey respondents’ clinics. 

Clinical Area/Program Total number of 
respondents  

Mental Health 7 

Renal Care 10 

Respiratory 3 

ICC 2 

Other 16 

NA 5 

Total 43 

The average age of respondents was 40 years old (SD=10) and most were female (36/43).  The 

majority were North American (51%) or European White (14%) and 26% did not identify their race. 

The rest were 5% South Asian, 2% East Asian, and 2% Mixed heritage.  Most providers spoke 

only English (36/43) and 86% were born in Canada. Among those born outside Canada, the 

average time in Canada was over 20 years.  Most providers either had a university degree (68%) 
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or a college certificate or diploma (29%). The university degrees represented all levels of 

university education, but the most common one was a Bachelor’s degree (75%).  

Table 10: Provider survey respondents’ occupations. 

Provider Occupation Total number of 
respondents 

Registered Nurse 10 

Social Worker 8 

Other  7 

Physician-Specialist 5 

Registered Practical Nurse 4 

Psychologist 3 

Nurse Practitioner 2 

Respiratory Therapist 2 

Nutritionist/Dietician 1 

NA 1 

Total 43 

The majority of providers had been in their current occupation for either 6-10 years (23%) or over 

16 years (30%).  They saw on average 33 patients a week, but this varied tremendously with a 

range from 6 patients to 170 patients a week, with an average of 31 work hours per week (SD=15).  

Most providers indicated they worked outside acute, specialist and home and community care, 

while 25% indicated that they worked in acute care, 23% in specialist care and 16% in home and 

community care.  The majority of providers (70%) indicated that the majority of their patients are 

urban/suburban.  

Provider experience survey results 

• Provider Virtual Care Use Questionnaire: Half of the respondents (21/43) completed all 

surveys. Among those that responded, all respondents said they use virtual care with 86% 

indicating they use video visits, 90% use telephone, 52% use secure messaging and 81% 

use email to provide patient care.  Most provider respondents (13/28) indicated that they 

use only Zoom for video visits. 

 

 

 

 

 



   

 

55 
 
centre for digital health evaluation  | Women’s College  

Figure 20: Video and phone use characteristics 

 

 

 

Figure 21: Asynchronous communication and email use characteristics. 
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About 75% of respondents indicated they use a variety of other technologies including provider 

to patient, provider to provider, remote monitoring and clinical decision support tools (Appendix 

C, Figure 8). 

Figure 22: Proportion of providers that will use virtual care post COVID-19 (n=21) 

 

• Provider Virtual Care Acceptance Questionnaire:  The average acceptance  was 36 

(SD= 30) among 32 respondents, suggesting a relatively low acceptance (possible range 

of –99 to +99 with positive score indicating greater acceptance).   

• Provider Virtual Care Satisfaction Questionnaire: Average satisfaction of 72% (n=32). 

Further details can be found in Appendix C (Figure 11). 

• Provider Virtual Care Experience Questionnaire (n=21): Virtual care satisfaction was 

examined across the following four domains (see Appendix C, Figure 12 for graphs):  

o Access: The majority of respondents (>70%), agreed that virtual care improves 

access to care, including, timely and equitable access, patient acceptance, and 

provider access to the necessary to technology. 

o Experience: Approximately 50% of respondents agreed that virtual care allows 

providers to maintain strong patient relationships, provide patient-centered care, 

and engage patients similarly to in-person.  In contrast, over 80% of respondents 

understand how to adapt care to virtual care and were able to maintain patient 
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privacy. Most providers (90%) thought that training was required prior to the use 

of virtual care.  

o Effectiveness: Most providers (70-80%) agreed that they can understand the 

medical history and provide education virtually.  They also agreed that virtual care 

can meet most of their patient needs, can benefit at least 50% of patients and that 

providers have the necessary infrastructure to deliver virtual care.  Only 50% of 

providers believed that they can perform an objective exam virtually. Most 

providers (~70%) disagreed with statements that virtual care takes less time, 

clinical and operational efforts, and that no technical difficulties were experienced. 

o Cost: Less than 50% of providers believe that virtual care saves time or money, 

and 61% thought that they see fewer cancellations with virtual care.  

We heard the following insights from patients and providers across all clinics in relation to barriers 

and drivers of use for virtual care. Please see Appendix D for additional quotations from 

interviews. 

BARRIERS TO VIRTUAL CARE ADOPTION 

Time and effort required to register patients and troubleshoot technical issues  

Providers reported spending an ‘onerous’ amount of time and effort assisting patients with setting 

up MyDovetale and Zoom video conferencing technology to ensure meaningful use.  With no 

organizational approach to patient onboarding and troubleshooting, each clinic and its staff and 

providers were often required to individually and independently support patient registration, setup 

and troubleshooting efforts, which increased their workload. Nearly all providers discussed 

challenges with patient registration, such as instructing patients on how to sign-up on MyDovetale, 

how to download the technology on their devices and how to navigate features to launch a virtual 

video visit.  During COVID-19, providers discussed the added difficulty of trying to setup patients 

on the technology over the phone, suggesting that in-person onboarding would be more efficient, 

where possible.  Within a video visit itself, providers spent a considerable amount of time 

troubleshooting technical issues that predominately occurred on the patient’s end (i.e., issues with 

Zoom not launching or audio not working), which led to a preference for phone visits in some 

cases either as an alternative to video visits or as a backup option in case of failure of video visits. 

These qualitative findings were supported by the fact that only 14% of provider respondents on 

the survey agreed with the statement that virtual care requires less operational effort.  Similarly, 

some patients expressed lack of comfort with using technology and understanding the 
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technological steps required to set up their virtual visit, which could exacerbate feelings of irritation 

and anxiety.  In contrast, among patient technology users who responded to the surveys, about 

70% agreed that virtual care is easy to use and they had no technological difficulties. However, 

even among such technology savvy patients only 34% of respondents indicated that virtual care 

is more straightforward than in person. Some providers also expressed preference for using OTN 

technology for video visits as this avoided the need to navigate patients through the MyDovetale 

registration process to enable video visits to occur through Dovetale/MyDovetale. Some providers 

who were high users of video visits developed workflows for virtual care (i.e., by involving 

administrative staff in registering patients and scheduling appointments) and tip sheets outlining 

how to resolve common technical challenges, which reduced the time and effort required to assist 

patients.  

Behavioural adaptations required for successful transition to virtual care 

A successful transition to virtual care requires behavioural adaptations on the part of both patients 

and providers.  Providers described virtual assessments by phone or video as less 

comprehensive in comparison to in-person due to the inability to fully assess visual cues, conduct 

a physical assessment, and examine patients’ mobility because of only being able to see a 

patient’s face and not their full body.  Less than half of providers who responded on the surveys 

agreed that an adequate objective exam is possible through virtual care. For example:  

• Assessment of height and weight are automatic behaviours providers engage in during in-

person appointments but would require deliberate thought and action for a virtual visit.   

• Providers must identify and adapt automatic cues/assessments that typically occur in 

person to investigate patients’ health status during virtual appointments (i.e., asking about 

breathing, requesting patient has their blood pressure or weight checked beforehand, 

etc.).  

• Educational training or learning new techniques (i.e., using inhalers or mobility exercises) 

requires new strategies to complete successfully virtually.  

Providers highlighted a need for best practice guidance on how to identify the types of encounters 

that are appropriate for in-person, video, or phone encounters and how care can be effectively 

adapted to these modalities.  

Many providers also described challenges conveying compassion and sensitivity when delivering 

difficult news virtually due to limitations in assessing body language or facial expression, which 

was exacerbated if there were issues with the audio or visual quality of the technology.  However, 
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other providers and patients perceived it was better to communicate difficult news to patients in 

the comfort of their home when loved ones were around.  More than half of providers (57%) said 

they were able to maintain good relationships with their patients through virtual care. Some 

patients stated that virtual visits felt “impersonal” but perceived they could easily address many 

issues via phone or video.   Many patients and providers articulated that virtual visits worked best 

when there was an established therapeutic relationship indicating that they may be more 

appropriate for follow-up encounters.   If a therapeutic relationship was not well established, some 

patients suggested providers spend upfront time understanding the patient’s history via their 

medical records prior to the appointment to ensure they were well prepared and knowledgeable 

about the patient’s needs.  

Providers felt that patients would often treat virtual visits as informal appointments (i.e., 

conducting virtual visits while running errands or while with their children or family members in 

the same room), which would cause them to be less prepared or distracted during appointments. 

Some physicians also expressed concerns regarding asynchronous secure messaging due to 

potential for patient overuse or misuse, feeling obligated to respond quickly, and having 

uncertainty regarding liability.  This made them reluctant to offer this form of communication to 

their patients, despite the functionality being available and being enabled organizationally.  In 

turn, providers suggested further patient education and training on appropriate engagement for 

virtual visits.  However, despite physician concerns of overuse, many nurses who had used 

messaging with patients expressed minimal inappropriate use by patients, which was supported 

by the relatively low number of average messages per patient. Organizationally, SJHH is in the 

process of developing best practices for asynchronous secure messaging based on an internal 

evaluation project. 

Virtual visits risk further exacerbating inequitable access to care 

Providers and patients expressed concerns regarding the accessibility of virtual visits for 

underserved patient groups (e.g. low-income, people with disabilities, non-English speakers, 

older adults, etc.). The shift towards video-based care during COVID-19 posed challenges for 

patients who lacked consistent access to technology, had poor Internet connection or were 

uncomfortable with technology.  Although phone was considered the most accessible virtual visit 

modality, potential barriers were foreseen for low-income patients who lacked consistent access 

to a phone line or who relied on prepaid phone cards with limited minutes.  In addition, providers 

expressed challenges communicating over the phone with patients where English was not their 

first language in comparison to in-person care where it may be more feasible to leverage 
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interpretation services or read facial/visual cues to communicate. While most patients interviewed 

had consistent access to technology, some older patients expressed lack of comfort using 

technology leading to preference for phone or in-person care. It is important to note that while the 

surveys we conducted indicated that patients have their own technology and access to Internet, 

the surveys were conducted online and as such bias the results towards patients who can access 

technology. 

FACILITATORS OF VIRTUAL CARE ADOPTION  

Leveraging early adopters and clinical champions 

A major facilitator to provider adoption of Dovetale and virtual video visits was endorsement by 

senior leadership and clinical champions who could vouch for the value of the technology, such 

as enabling patient/caregiver convenience and improving access to care in alignment with patient-

centered care.  This was supported by surveys that indicated that 81% of provider respondents 

felt they have access to the necessary infrastructure to support virtual care.  Clinical champions, 

including but not limited to senior management staff, were also viewed to be influential in 

demonstrating workflows and assisting staff in troubleshooting issues to facilitate seamless 

integration within practice.  Organizational leaders at SJHH mentioned the importance of exposing 

providers to virtual video visits to gain acceptance and eventual adoption.  They suggested that it 

takes about two to three visits for providers to feel comfortable in conducting virtual video visits.  

COVID-19 forced many providers and patients to utilize virtual video visits, thereby enabling 

providers to gain comfort and acceptance with using the technology through the visits they 

conducted and understand its benefits.  Provider endorsement, in turn, was viewed to facilitate 

patient uptake of MyDovetale and virtual video visits. Consequently, there may be more 

widespread interest in ongoing use of virtual visits in the future.  

Patient onboarding and technical support 

Uptake of Dovetale, MyDovetale and video visits required an initial learning curve in order to 

become familiar with the technology, onboard patients and develop clinical workflows.  Patients 

articulated that hands-on technical support was extremely helpful in using video visits. For older 

patients in particular, continuous, hands-on support was demonstrated to be effective in 

accessing video visits.  In addition, those who experience significant issues initially navigating 

video visits benefitted from providers calling them and taking them through each step. However, 

providers strongly expressed that it was not sustainable for them to provide hands-on technical 

support to patients as this interfered with their workflow and caused their workload to increase. 
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This was supported by survey results showing that more than 70% of provider survey respondents 

disagreed that virtual care takes less time, clinical and operational efforts. 

VALUE PROPOSITIONS 

Providers reported the following benefits of phone and video visits:  

• Heightened flexibility working from home, including less travel time, leading to more 

effective work-life time management 

• Satisfaction in that they are offering care that is patient-centered and improves access 

(60% of provider respondents indicated patients welcome the option of virtual care) 

• While most providers observed that virtual visits required more time with administrative 

tasks and to support patient onboarding and technical issues, a minority of providers 

interviewed stated virtual visits enabled smoother workflows and allowed them to connect 

with more patients in a day 

• Fewer cancellations and ‘no show’ appointments (i.e., by alleviating geographic 

constraints, financial difficulties, lack of motivation and other factors that are likely to 

impact patient attendance) (the aggregate data showed about a 50% drop in no shows 

appointments; refer to Appendix C, Figure 13) 

Patients reported the following benefits: 

• Less stress with having to take time off work (many of the survey respondents were retired, 

but 49% indicated virtual care allows them to take less time away from work) 

• Significant time and cost saved without commuting, parking and having to wait in-clinic 

(95% of patients said virtual care allowed them to save time and  80% of patients indicated 

virtual care saves them out-of-pocket costs) 

• More flexibility with appointment scheduling 

• More organized appointments where providers were perceived as more present and less 

distracted 

• Alleviated feelings of vulnerability (i.e., turning off camera when overwhelmed with 

emotions or being able to receive difficult news in-home with the presence of family 

members) among patients who felt comfortable using technology to communicate with 

their care provider(s) 
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• Ability to skip stressful ‘waiting room experiences’ (i.e. being around other patients, fear 

of getting sick, unwelcoming clinical environment) 

• Ability to take appointments in a safe and relaxed space, around loved ones 

Patients reported the following benefits with the MyDovetale patient portal: 

• Increased motivation and reduced stress with monitoring their condition due to visual 

reminders and scheduling assistance (79% of patients agreed that they can easily follow 

their healthcare provider’s plan and 87% agreed that virtual care helped them manage 

their health) 

• Increased opportunities for caregivers to understand and be involved with patients’ 

conditions (64% of patients agreed that virtual care makes it easier to involve family) 

• Reduced burden on patient to explain their conditions and track their appointment histories  

Patients, providers and organizational leaders reported the following benefits with the 

MyDovertale patient portal and Zoom video visits: 

• Enhanced potential for continuity of care removing in-person barriers to accessing care 

(i.e. cost, motivation, competing priorities) 

• Ability to continuously monitor and address conditions while maintaining physical 

distancing measures during the COVID-19 pandemic (especially for immunocompromised 

patients and those with health anxiety), which also frees up in-hospital resources (i.e., 

space, personal protective equipment) 

 

3.4 Organizational and policy-level considerations & 

recommendations 

ORGANIZATIONAL-LEVEL CONSIDERATIONS & RECOMMENDATIONS  

1. Where relevant (such as within SJHH), development of a specific implementation 

strategy for the ICC program due to its unique integrated care model context 

Findings from this evaluation describe the uniqueness of the ICC program at SJHH.  Comprised 

of ICC care coordinators at the hospital level, and contracted home care providers on the home 

care level, the program creates significant opportunities for integration, and use of virtual care.  

Phone is and has always been extensively used within the program.  However, video visits have 
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not been widely adopted for multiple reasons including the absence of integration of two separate 

EMRs being used in the program, lack of acceptance by providers, an inability to create a workflow 

that enables patient onboarding, and a generally older patient population with limitations in access 

to appropriate technology and digital health literacy to conduct video visits. A targeted 

organizational focus and specific strategy for video visit adoption in the ICC program may 

alleviate some of the challenges currently prohibiting high adoption, as seen during the pilot 

where the program was of intense strategic focus and some video visits occurred.  This would 

include steps to integrate the two EMRs, create workflows for onboarding, provider training and 

support, as well as provide mechanisms to improve access for patient populations through 

technology, onboarding and training. 

2. Adoption of an organization-wide (or OHT-wide) strategy for patient onboarding, 

training, and troubleshooting to ensure a centralized support and point of access and 

modification of existing clinical workflows 

A change management framework for virtual visit use at SJHH has been created and is in place 

which consists of tools for requirements gathering, training materials, frequently asked questions, 

etc.  While this promotes a consistent approach to implementation of virtual care across clinics, 

based on evaluation findings, more support is required in a) patient onboarding, training and 

troubleshooting for the MyDovetale platform and during video visits and b) assisting 

clinics to modify workflows and create consistencies in roles and responsibilities of clinic 

staff and providers in the delivery of virtual care.  This would help alleviate several pain points 

that providers mentioned in conducting virtual visits, including difficulties in modifying pre-existing 

workflows to include virtual visits, as well as patient education, onboarding and troubleshooting 

technical difficulties.  Both patient and provider interview participants suggested offering patients 

more education and hands-on training to support patients in registering and learning how to use 

MyDovetale and Zoom. Many recommended an organization-wide approach to patient 

onboarding, such as onsite kiosks or available staff to help train patients on how to register and 

use the technology. To minimize the time and effort required to troubleshoot technical issues, 

providers stressed the need for adequate external technical support, strongly believing that 

providers should not be expected to do this work in addition to their routine clinical activities. 

Having technicians on site to assist providers with this was voiced as extremely beneficial to 

improving provider workflow and ability to provide virtual care.  Patients who were older mentioned 

that widespread communication on virtual care could facilitate uptake among other patients who 

were hesitant on virtual care, or simply lack knowledge on its availability and ease of use. In 
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addition, patients mentioned that reminders could be helpful prior to virtual visits that outlined 

appointment details and navigation.  Older patients and patients with less digital health literacy 

would likely benefit most from this training and education. 

3. Develop and provide hands-on training and educational resources for providers, 

including additional trouble-shooting support by clinical champions 

Nearly all provider participants emphasized the need to invest in upfront training and educational 

resources to support providers in the transition to virtual care adoption.  For instance, several 

providers articulated the need to ensure all providers had access to the required infrastructure, 

such as webcams and a private office space, in order to be able to conduct video visits.  They 

also discussed the importance of offering succinct, yet comprehensive training catered to specific 

provider roles to ensure high relevance.  This was also echoed in provider experience survey 

data, with majority of providers (90% of survey respondents) stating that training is required prior 

to the use of virtual care. Supporting clinical champions also becomes imperative, given the 

important role they play in initial virtual care implementation and ongoing utilization among their 

peers, as demonstrated by high virtual visit adoption in clinics where there was a presence of a 

strong clinical champion (e.g., Mood Disorders clinic). 

4. Assist clinical departments and services in developing and distributing guidelines and 

best practices for use of virtual visits, with an emphasis on the role of each modality 

(i.e., video visit, asynchronous messaging, phone) 

Delivering care virtually requires a new form of clinical practice and behaviours.  As such, to 

preserve patient safety and care quality providers emphasized the need for guidelines and best 

practices regarding the clinically appropriate utilization of various virtual care modalities. 

There was a notable absence of a clear understanding on how to best use asynchronous 

messaging across clinics. Further guidelines would be beneficial to support use of 

asynchronous messaging including: a) the intended purpose of messaging (e.g. for urgent 

medical questions or non-urgent medical questions, prescription requests, patient questions etc), 

b) which clinic staff or provider is responsible for monitoring of messaging mailboxes; c) when 

and how frequently messages should be monitored and replied to; d) guidelines on inappropriate 

messages; and e) privacy, confidentiality and liability best practices and procedures that reduce 

provider concern.   
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POLICY-LEVEL CONSIDERATIONS & RECOMMENDATIONS 

1. Remuneration of phone and video visits on-par with in-person visits with the explicit 

goal of assisting in virtual care uptake, with the possibility to alter compensation based 

on quality of care as evidence emerges 

A major driver of physician adoption of virtual visits is adequate compensation, however 

physicians had varying perspectives on what appropriate remuneration should be. While some 

physicians felt satisfied with the temporary K-code billing model implemented during COVID-19, 

the majority perceived that both phone and video visits should both be compensated on-

par with in-person visits because they required the same or more time and effort (despite 

perceptions that quality was not always comparable).  This sentiment was shared among both 

new and mature users of virtual care indicating that virtual visits do not necessarily lead to more 

efficiencies or minimize workload even after time and experience.  Some physicians linked this 

preference to the precedent set by the OTN billing model.  While some felt that video visits should 

be remunerated higher than in-person visits to reflect the additional time and effort required, such 

as administrative tasks, assisting patients with technology and infrastructure costs (high speed 

Internet, cameras, etc.), others were concerned this would further exacerbate inequities for 

patients who cannot access video due to socioeconomic or technology literacy barriers. 

Consequently, revenue neutral fee schedules between in-person, phone and video visits, could 

ensure decisions around communication modality prioritize patient choice and clinical 

appropriateness over physician incentives.  

2. Investment in upfront cost of technology, implementation, and ongoing training and 

support for virtual care 

There is a significant upfront cost of implementing technology, ongoing project 

management and support required for the implementation of digital and virtual care 

initiatives, such as for licensing and use of Zoom and patient portal technology, IT,  training, and 

equipment such as web cameras.  The initial investment is anticipated to create downstream cost 

savings or ability to reallocate costs to other patient areas over the long-term by reduction in use 

of office space, fewer no shows and cancellations, and by enabling patients to receive care in 

appropriate care settings. 
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3. Enablement of choice of virtual visit modality selected based on patient preference 

and clinical appropriateness to meet patient needs (e.g., if a high frequency and low 

touch visit use phone; if a low frequency and high touch visit use video) 

Findings from this evaluation suggest that a one-size-fits-all approach to virtual care would not be 

conducive to meeting patient and provider needs.  Flexibility is required by providers to decide 

with patients on the most clinically appropriate virtual visit and in-person care modalities 

that align with delivering care that meets patient preferences and needs. Based on 

examination of clinic-level data in this evaluation, we suggest the following scenarios for use of 

each virtual care modality: 

• Initial visit by a patient with a new provider:  

a. Recommended in-person or video visit (if a physical assessment is not required) 

• Follow-up visit by a patient with a provider where a relationship is already established:  

a. A video visit is suggested for an infrequent follow-up visit where more complex 

information needs to be conveyed (i.e., discussing treatment options) or basic 

visual cues are beneficial (i.e., assessing facial expressions) and if the patient has 

access to and is comfortable using technology 

b. A phone or video visit can be considered for more frequent follow-up visits for 

routine concerns (i.e., review of test results, medication changes, or ongoing 

chronic or stable disease management appointments) 

• Messaging can be leveraged to resolve non-urgent and simple patient queries or concerns 

(i.e., medication renewals, relaying negative test results) 

• Urgent patient queries or concerns can be triaged by phone if there is a provider available 

to immediately respond; otherwise the patient should be directed to in-person urgent care 

Preferences for various virtual care modalities are dependent on several factors including: 

Patient-level factors: 

• Age, access to, comfort and familiarity with technology, and digital health literacy 

• Severity, urgency and chronicity of patient condition 

• Time, geographic, and financial constraints that may make it difficult to attend in-person 

appointments  
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• Patient comfort with and trust of their provider 

• Patient comfort with face-to-face interactions and value of routine in-person interactions 

• Privacy, confidentiality, and liability concerns 

Provider-level factors: 

• Age, comfort and familiarity with technology, and digital health literacy 

• Adequate remuneration that reflects the time/effort required for each modality 

• Type of clinical encounter (i.e., initial visit or follow-up visit) and nature of the visit (i.e., 

need for physical assessment, therapeutic relationship building, demonstration of 

compassion, conveyance of sensitive information, patient education or demonstration of 

techniques) 

• Complexity of care decision that needs to be made 

• Provider familiarity with the patient’s history  

• Liability concerns or fear of patient misuse/overuse of virtual visits 

Organizational-level factors: 

• Clinic volumes and capacity to devote upfront time to developing workflows for virtual visits 

• Organizational strategy for onboarding providers and patients to virtual visits 

• Organizational leader support and influential clinical champions who can support 

implementation 

Technology-related factors: 

• Level of effort required to conduct video visits (i.e., set-up, registration, onboarding, ease 

of use, troubleshooting) 

• Audio/visual and other technology and connectivity issues that interfere with delivery of 

care 

Choice of modality of care should be based on physician-patient or circle of care decisions 

centered on patient preferences/needs, with direction and guidelines offered from trusted 

organizations such as professional Colleges and/or the Ministry of Health and Ontario Health.   
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4. Implementation of measures that increase equitable access to and uptake of virtual 

care across organizations (i.e., funding to facilitate the provision of devices to patients in 

hospital settings, establishing externally-funded community organizations that promote 

widespread education/awareness on virtual care use for those with digital health literacy) 

Not all patients are able to access virtual care universally, with video visits typically being more 

difficult to access due to patient age, ability to use technology, or access to required technology 

and Internet.  Equity considerations were a foremost barrier in the uptake of video visits in the 

ICC program, as well as emerged as areas of concern in other hospital clinics. The 

implementation of measures that would increase equitable access to technology (i.e., 

providing devices to patients, more detailed training to older patients or those without sufficient 

digital health literacy) is recommended to ensure the benefits of virtual visits were realized among 

diverse patient populations.  An example of this is an early intervention within the Mood Disorders 

clinic, in which physical space is being provided to patients to access technology for virtual visits 

for those who may not have easy access.  Moreover, providers suggested that further education 

on the requirements and resources for virtual visits could benefit patients and increase their 

capacity to participate.  Patients also supported this view and stressed targeted communication 

to older adults who may not understand the value of virtual care, or that this option is available to 

them. Virtual care services should also be designed with diverse users (i.e., patients/caregivers 

with different levels of English language literacy, physical ability, digital health literacy. etc.) to 

ensure they are user-friendly for a broad population.  Lastly, phone continues to be a relatively 

accessible virtual care modality that enables access to virtual care for patients.    

4. Project Summary and Next Steps  

The purpose of the evaluation was to examine how the integration of a patient portal (MyDovetale) 

and virtual video visits (Zoom video conferencing) can impact care, and patient and provider 

experiences.  The initial focus of the evaluation was the ICC program to identify how patient 

portals and video visits could support care within OHTs.  Outside the ICC program, the evaluation 

also examined other hospital-based non-integrated models of care to understand adoption and 

the impact of EMR-integrated video visits on patient care and provider and patient experience.  

The initial focus of the evaluation was to explore the motivations, enablers, and barriers of virtual 

visits among organizational leaders, staff, and clinicians and to examine the impact of virtual visits 

on Quadruple Aim outcomes.  A few months into the evaluation, the world entered into the COVID-
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19 pandemic, which led to an unprecedented reduction of in-person healthcare and other services 

across Ontario.  This forced many providers to adopt virtual care at levels never seen before and 

the evaluation team found themselves in a unique position to explore the impact of COVID-19 

and the rapid virtualization of care in a large integrated healthcare setting. Unprecedented uptake 

of phone and video visits during the pandemic allowed us to explore the use cases and limits of 

virtual care adoption in an artificially reinforced environment.  

Virtual care was not adopted equally across medical specialties. Despite the COVID-19 

pandemic, video visits were very minimally adopted in the ICC program, which limited our ability 

to use the ICC program as a model for video visit use in an integrated care model.  The low 

adoption rates, however, were still informative in terms of understanding the barriers of video visit 

use in such a program.  Challenges surrounding pre-existing clinical workflows, preference for 

phone consultations (which were widely adopted before and during the pandemic), an older 

patient population, and the use of a different EMR system among home care providers that did 

not integrate with the patient portal and the video visit functionality, all led to poor adoption of 

video visits.  

The varying adoption rates of both phone and video among the non-ICC clinics is a testament 

that both the quantity and type of virtual care adoption will vary across patient specialties. We 

also observed that the commonly observed barriers to video visits pre-COVID-19 continued to 

limit virtual care adoption during the pandemic, resulting in higher uptake of phone visits relative 

to video.  These barriers included time constraints around patient onboarding, technical issues, 

behavioral adaptations and inequitable access.  

Despite these barriers, both providers and patients reported benefits to using virtual care 

modalities (including phone, video and asynchronous messaging), such as improving patient 

convenience and access to care.   Overall, both patients and providers who completed the surveys 

reported relatively high satisfaction and acceptance of video visits as a method for 

providing/receiving care.  However, interviewed patients expressed diverse preferences 

regarding modality of care contingent on their comfort with and access to technology, ease of 

integrating in-person appointments within their usual routines and how much they valued more 

personal or in-person interactions with their provider.  While most providers expressed a higher 

preference for video visits over phone due to the ability to see the patient, the previously 

mentioned barriers to video visit adoption made phone visits more feasible and provider decisions 

regarding modality were predominately dependent on the clinical needs of the patient.  Moving 

forward, providers and patients recommend ongoing use of virtual visits (including phone and 
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video) and emphasize the importance of ensuring decisions regarding modality are centered on 

patient choice and what is most clinically appropriate for the patient.  

4.1 Limitations 

We describe a few limitations we experienced in this evaluation project and suggest 

recommendations for future evaluations. First, the quantitative methods of the evaluation 

examined utilization rates among patients and providers within each program.  However, patients 

usually receive care across different programs.  Moreover, while the ICC program is structured 

more directly around home and community care immediately post-discharge from the hospital, 

many patients would have continued receiving follow-up care from other providers within SJHH 

outside the ICC program (i.e., surgeons for post-operative follow-up).  Limiting data to a specific 

department may have underestimated the use of video visits among patients in any of the clinics 

or programs.  For example, while we know for certain that video visits were used very little as part 

of the ICC program, patients in the ICC program may have received video visits from other clinical 

areas in the hospital.  As the purpose of OHTs is to improve patient care across the continuum of 

care, it may be more valuable to focus future evaluations on the patient as opposed to the program 

or clinic.  In other words, future evaluations should be patient-centered as opposed to program- 

or clinic-centered in understanding the value proposition of virtual care within integrated care and 

non-integrated care models .  

Second, the surveys were conducted online and, as such, bias the results towards participants 

who are technology savvy and have technology and Internet access. These same patients are 

much more likely to adopt video visits, as opposed to patients who may have limited access to 

the Internet or technology.  Future evaluations should focus on conducting phone surveys and 

potentially in-person interviews and surveys when restrictions during the COVID-19 pandemic 

ease to ensure the inclusion of experiences from patients who experience barriers to technology 

access and use.  In addition, patient interview participants recruited for the project reflect a 

relatively homogeneous sample. Seventy-one percent of interviewed patients (whose 

demographic data was collected) identified as White and communicated with their providers in 

English, while over half had at least a College degree.  Over half of patients interviewed expressed 

at least an average comfort level with technology. As such, this evaluation project was unable to 

highlight any unique barriers or challenges navigating virtual care that may be experienced by 

underserved groups (i.e. non-English speakers, or patients who lack sufficient access or 

familiarity with technology) and are limited in the patient qualitative insights brought forth in this 

evaluation.  
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Moreover, while the original objective of this evaluation project was to compare users and non-

users of virtual technology (with a greater focus of video visits through Zoom), respondents of 

surveys were largely users of virtual care.  This may have been impacted by both the fact that the 

survey was online and given that the onset of the COVID-19 pandemic may have led many 

patients to be exposed to virtual care services. 

Finally, we were also limited in our ability to interview ICC providers and patients.  While most 

ICC onsite staff at SJHH (a small team of care coordinators) were interviewed, we were unable 

to connect with, recruit and interview other providers affiliated with the program, such as home 

and community care providers.  In addition, due to low uptake of video visits, there were fewer 

patients who had experience with video visits in the ICC program, while some may have been 

ineligible or were interviewed much after their experience with the ICC program and faced 

difficulties remembering their care.  Working with St. Joseph’s Health System to identify a 

mechanism to connect with broader staff and patients involved in the ICC program would provide 

a more comprehensive understanding of the experiences and perceptions of ICC home care 

providers, care coordinators and patients, and the overall potential of virtual care within this 

model.  

4.2 Recommended Next Steps 

We propose the following next steps to support further uptake of virtual care and build on findings 

from this project: 

Next Steps for SJHH: 

1. A more comprehensive evaluation of the ICC program, including engagement of home 

and community care, to identify opportunities for virtual care integration 

2. Co-designing with patients an organizational and system-wide approach to 

implementation of virtual care services that ensures equitable access to care 

Next Steps for Ontario Health:  

3. In-depth exploration and subsequent development of the types of education and training 

patients require to participate in video visits 

4. In-depth exploration of the types of education and training providers require to deliver 

video visits (including specific clinical behavioural changes required to adapt traditional in-

person care delivery) 
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Next Steps for the Ontario Ministry of Health:  

5. Multi-site evaluation of the use and value proposition of asynchronous messaging in 

hospital settings to recommend best practices at the provincial-level 

5. Conclusions 

This mixed-methods evaluation of the integration of a patient portal and an EMR-integrated video 

visit platform may be one of the largest evaluations of the use of virtual care in hospital-based 

care in Canada.  The onset of the COVID-19 pandemic during this evaluation gave us a unique 

opportunity to examine the impact of the pandemic on virtual care adoption (mostly video and 

phone) and in some ways explore its limits across a variety of clinical specialties.  We anticipate 

that the insights gained through this evaluation will inform future policy decisions and serve as an 

important milestone towards a greater understanding of what factors affect virtual care adoption 

in hospital systems, and how we can improve adoption and virtual care use in Ontario.   
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Appendices 

APPENDIX A: Patient Virtual Care Satisfaction and Acceptance Surveys 

Telemedicine Satisfaction Questionnaire (Patient Version, Validated) 
 

1. I can easily talk to my healthcare provider 
2. I can clearly hear my healthcare provider  
3. My healthcare provider is able to understand my healthcare condition 
4. I can see my healthcare provider as if we met in person 
5. I do not need assistance while using the system (MyDovetale, Zoom) 
6. I feel comfortable communicating with my healthcare provider 
7. I think the healthcare provided via video visits is consistent 
8. I obtain better access to healthcare services by use of video visits 
9. Video visits save me time travelling to hospital or a specialist clinic 
10. I do receive adequate attention 
11. video visits provide for my healthcare needs 
12. I meet with my healthcare provider more frequently via video visits 
13. I find video visits an acceptable way to receive healthcare services 
14. I will use video visit services again 
15. Overall, I am satisfied with the quality of service being provided via video visits 

Response options: 1, strongly disagree, to 5, strongly agree. 
 
 
Virtual Care Acceptance Survey (Patient Version, Validated) 
 

1. Using the video visits is a wise idea. 
2. You likely will find it easy to get the video visits system to do what you want it to do. 
3. Using video visits can help you save time managing your disease. 
4. It is likely going to be easy for you to become skillful at using the video visits system. 
5. Using video visits can enhance your effectiveness in managing your disease. 
6. People who are important to you would think you should use video visits. 
7. You plan to use video visits. 
8. You likely will find video visits system easy to use. 
9. Using the video visits will be pleasant. 
10. Using video visits can improve your ability to manage your disease. 
11. You predict you would use video visits. 
12. You find video visits could be useful in managing your disease. 
13. Learning to use the video visits system is going to be easy for you.  
14. Using the video visits is a good idea.  
15. You like the idea of using the video visits. 
16. People who influence your behavior would think that you should use video visits. 
17. You intend to use the video visits. 

 
Response options: 1 (very strongly disagree) to 7 (very strongly agree) 
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APPENDIX B: Provider Virtual Care Satisfaction and Acceptance Surveys 

Telemedicine Satisfaction Questionnaire (Provider Version, Validated) 

 

Please think about your last video visits with your patient and rate your level of agreement with 

the following statements below. 

 

1. I can easily talk to my patient 

2. I can clearly hear my patient  

3. I am able to understand my patient’s healthcare condition 

4. I can see my patient as if we met in person 

5. I do not need assistance while using the system (Dovetale, Zoom) 

6. I feel comfortable communicating with my patient 

7. I think the healthcare provided via video visits is consistent 

8. I provide better access to healthcare services by use of video visits 

9. Video visits save me time  

10. I can provide adequate attention to patients through video visits 

11. I can respond to my patients’ healthcare needs through video visits 

12. I can see my patients more frequently via video visits 

13. I find video visits an acceptable way to provide healthcare services 

14. I will use video visit services again 

15. Overall, I am satisfied with the quality of service I can provide via video visits 

 

Response options: 1, strongly disagree, to 5, strongly agree. 

 
Virtual Care Acceptance (Provider Version, Validated)  
 
Here are the 33 statements related to various factors that may be involved in the acceptance of 
telemonitoring as a working tool. Please indicate your level of agreement with each of the 
following statements using the scale provided below: 
 
** Remember to select a single option for each statement. 

1. I feel comfortable with information and communication technologies 
2. The use of video visits could help me care for my patients more rapidly 
3. I think that I could easily learn how to use video visits 
4. I think it is a good idea to use video visits to care for my patients 
5. I have the intention to use video visits when it becomes available in my centre 
6. The use of video visits may imply major changes in my clinical practice 
7. The use of video visits may improve the care for my patients 
8. I think it would be easy to perform the tasks necessary for the care for my patients 

using video visits 
9. Most of my patients will welcome the fact that I use video visits 
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10. I think that my centre has the necessary infrastructure to support my use of video 
visits 

11. video visits could help me get the most out of my time to care for my patients 
12. I believe that the video visits interface is clear and easy to understand 
13. The use of video visits is compatible with my work habits 
14. Most of my colleagues will welcome the fact that I use video visits 
15. video visits can improve my performance in patients care 
16. I think that the video visits technology is a flexible technology to interact with  
17. I find it interesting to use video visits for the care for my patients 
18. I have the intention to use video visits when necessary to provide healthcare to my 

patients 
19. I have already used video visits to care for my patients 
20. Health managers would welcome the fact that I use video visits 
21. video visits can facilitate the care of my patients 
22. The use of video visits may promote good clinical practice 
23. The use of video visits is beneficial for the care of my patients 
24. I think I will find it easy to acquire the necessary skills to use  video visits 
25. I would use video visits if I receive appropriate training   
26. Other health professionals (nurses, other specialists etc…) would welcome the fact 

that I use video visits 
27. In general, video visits may be useful to improve the care of my patients 
28. I have the intention to use video visits routinely for the care of my patients 
29. The use of video visits may interfere with the usual follow-up of my patients 
30. I think that the video visits will be easy to use 
31. In my opinion, the use of video visits will have a positive impact 
32. I would use video visits if I receive the necessary technical assistance  
33. I often use computing tools in my work 
 
Response Options: -3 = totally disagree, -2 = disagree, -1 = slightly disagree, 0 = neither 
agree nor disagree, 1= slightly agree, 2 = agree, 3 = totally agree 
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APPENDIX C: Additional Aggregate Data 

Figure 1: Total MyDovetale activations of Zoom vs. non-Zoom users 
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Figure 2: Total number of asynchronous messages sent by patients and providers per program. 
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Figure 3: Sex per patient user type across programs 
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Figure 4: Physical and Mental Health Status in ICC program vs. non- ICC clinics 
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Figure 5: Medical conditions 

 

 
 

Figure 6: Type of technology used 
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Figure 7: Overall Health Status, EQ-5D 
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Figure 8: Patient Virtual Care Satisfaction Survey (1-Strongly disagree, 5- Strongly agree) 
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Figure 9: Patient Virtual Care Experience Survey 
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Figure 10: Providers experience with other technologies 

 
 

Figure 11: Provider Virtual Care Satisfaction Questionnaire (1-Strongly disagree, 5- Strongly 

agree) 
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Figure 12: Provider Virtual Care Experience Survey 
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Figure 13: Number of no-show appointments by program over time. 
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APPENDIX D: ADDITIONAL QUOTES 

Theme/Subthemes Supporting Quotation(s) 

Barriers to Virtual Care Adoption 

Time/Effort 
Required for 
Patient 
Registration and 
Troubleshoot 
Technical Issues 

“Again, for folks who are not using this kind of technology, and I'd say 
especially for some of the older folks that I work with, navigating the 
internet, and getting even just signed up for Dovetail, or MyChart, or 
MyDovetale, and getting Zoom, and all that kind of stuff is quite a 
lengthy process.  It’s not uncommon when I'm trying to set someone 
up that it’s taking well over an hour just to get them registered with the 
MyDovetail system just because of all of the issues that come up for 
them.”  – Provider 18 
 
“If a practitioner only have 15-minutes to see a patient and it takes you 
half of that time, if not that whole time, to try and log on, to fix the 
issues and whatever, you’ve just lost appointment time.  I would say, 
most of them take longer to do than a regular appointment.” – Provider 
20 
 
“I was in tears the first time setting it up because I couldn’t register, 
and the nurse had to talk me through it” – Patient 10  

Behavioural 
Adaptations 
Required for 
Successful 
Transition to 
Virtual Care 

“Because you don’t physically assess them.  Sometimes they don’t do 
their blood pressures at home, so they haven’t done them in a month.  
They don’t have a scale.  They don’t really know truly what the weight 
gain was, or loss.  So, factors like that.  If they have a cough, we can’t 
listen to their chest.” – Provider 22 
 
“So, this convenience factor sometimes can be taken to the extreme 
and it kind of is blurring the lines between an actual in-person visit.  
Whereas I know this person would never be three hours late for an in-
person appointment.  But because they think it’s a phone call, maybe 
they don’t have an appreciation that as a care provider we’re still 
running a busy clinic and their clinic time is still their clinic time.  It’s 
blurring the lines of their care to just more like, let’s just have a phone 
call.  And I am getting a lot more calls in between clinic visits which is 
good, but as a provider, I haven’t really adapted my practice to that.” – 
Provider 23 
 
“I think the doctor would need a real good sense of history of the 
patients.  That may be where they need to do their homework.  This is 
probably already done anyhow, but just that there would be a clear 
paper trail or a letter just describing who they are, what has been 
going on in their life, and why they need access to this kind of care.  
That would all be done beforehand so that when the doctor does come 
and meet with the person online, he’s got a baseline to go with.  I think 
that’s really important.  That would be an important thing to know so 
that the doctor has a real good feel for how the patient is feeling and 
what problems are being presented.”  – Patient 3 

Virtual Visits Risk 
Exacerbating 

“Because of my age group, my patients maybe don’t even have a 
computer to do the video calls, or have one but don’t have internet, or 
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Inequitable Access 
to Care 

don’t have a camera so those kinds of barriers.  Some patients also, 
it’s just they don’t have the money for internet and that so they aren’t 
able to do those things.” – Provider 26 
 
“[W]e have a lot of people who, English isn’t their first language, and 
that can be very difficult over the phone.  Because I think visually, 
when you’re in front of someone, you can get more hints or clues as to 
their body position and demeanour and whatever, in following along.  
It’s been very, very hard with a couple of the people, that it’s been 
challenging, even with someone who is supposed to be an interpreter 
because their English isn’t good.  I think that over the phone, accents 
and things can be very difficult for people, and it’s clear that they’re not 
picking up as much as they would if they were in front of me.” – 
Provider 32 
 
“My biggest concern is I mean we’re well off, I have a nice home with 
a computer and a phone and internet, but anyone who doesn’t have 
access to means are probably the people who need the help the most. 
And they’re not going to have the technology available to be able to do 
it. That’s my biggest concern.” – Patient 4 
 
“I think the people who were not able or who didn’t have access to a 
computer or didn’t have access to a phone, again this is just my 
anecdotal experience, I think they probably ended up in the 
Emergency Department for care or a walk-in clinic for care, because 
they didn’t have access to their doctor otherwise.” - Provider 023 
 

Facilitators to Virtual Care Adoption 

Leveraging Early 
Adopters and 
Clinical 
Champions 

“If you have a manager who is not wanting to do this, it’s not going to 
be adopted, and that goes right up the chain so your manager and 
your director.  You’ve got to pick the programs that you’re going to be 
successful with.  When that success is shared and shown to other 
programs, people adopt it easier." - Provider 8  
 
"One other thing is I think having a champion as part of a team to help 
troubleshoot other team member's issues with the software, that's 
helpful.  Someone who is used to using the virtual visits, if a team 
member has an issue they are a delegate, this is who you go to to ask 
for help with these visits." – Provider 12  
 

Patient 
Onboarding and 
Technical Support 
 

“And you also need the support on the other end in terms of patients 

being able to for troubleshooting.  They need to be able to call in to 

say, okay, listen, I've tried it and it’s not working for me, can you help 

me?  And somebody on the other end to help facilitate some of this 

troubleshooting.” – Provider 14 

 

“It definitely helped to have her (a nurse) walk me through...and say 

okay let’s do your username, let’s do your password, this is where you 

click, go under appointments, click here....that definitely helped.” – 

Patient 10,  



   

 

94 
 
centre for digital health evaluation  | Women’s College  

 

Value Propositions  

 “I think it had a positive impact on efficiency for sure. Our clinics were 
very busy, we were running around constantly during the clinics, and 
because there’s no moment to reflect or send an email or touch base 
with another physician who is important in this patient circle of care, I 
found it was overwhelming. The clinic would finish at 5:00, you’re 
behind on another 10 things you have to do. The virtual platform has 
allowed me to be available more consistently, there’s a lot of time 
flexibility, so there’s certainly less fatiguability on my own end”. - 
Provider 33  
 
“Appointments start on time, end on time, there are less interruptions 
in between....it’s almost like you’re the priority”. - Patient 6 
 
 
“Not necessarily. I think sometimes it’s nice to get on the phone and 
be able to start a conversation with a patient. What’s really frustrating 
especially with the amount of details that we have to go through 
because I always hate being in front of a patient and looking at their 
CT scan, looking at their pulmonary function test, looking at their blood 
work trying to assess them and trying to come up with a diagnosis 
while also maintaining some type of conversation. So a lot of the time 
in the clinic when you’re speaking with a patient you’re zoned in on 
your computer and they’re just to the left of you or to the right of you, 
wherever everything is set up, and you feel like you’re ignoring the 
patient. Whereas with the telephone visits it has a very different feel to 
it in the fact that you can start a conversation, you can have something 
that’s kind of light and fun. Then you can say okay, I’m just going to 
put you on hold for two seconds while I look at your CT scan, your 
blood work and your referral letters. And then you can go through it, 
put that on pause for five minutes and then come back and like okay, 
here’s what I see.” - Provider 29 
 
“Part of MyDovetale or the video visits, which has been implemented 
for the past several months, has been to provide continuity of supports 
to clients, making it more feasible to their schedule because of various 
reasons, be it work or difficulties leaving home or childcare duties that 
it’s hard for them to attend appointments. This tool allows us to 
continue therapy and support and to assess and evaluate treatment in 
that process for select clients.” - Provider 9 
 
“....COVID, in particular, would have delayed all of these appointments 
had we just stopped until it was safe to bring patients in. So, I think in 
that way it has been a positive thing because things weren’t delayed, I 
was able to meet new patients that otherwise wouldn’t have been 
booked in. So, they now have a contact person, you know what I’m 
saying? In some ways it has benefited and moved things along quite 
nicely.” Provider 21 
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“I’ve been a chronic avoider of all my health stuff’. (MyDovetale) 
makes me feel like I’m doing all the stuff I’m supposed to.” - Patient 7 
 
 

 


