
FAMILY MEDICINE	 VOL. 53, NO. 3 • MARCH 2021 207

BRIEF
REPORTS

Telemedicine has evolved over 
the last decade, and studies 
show comparable levels of pa-

tient satisfaction compared with 
in-person visits for general medi-
cal care, prenatal care, urgent care, 
and specialty care.1-5 Outcomes mea-
sures show similar quality,3,6,7 while 
patients report substantial reduction 
in travel time and expenses.5,8 While 
most studies have focused on patient 

experience, the National Quality Fo-
rum recommended that clinician 
experience be one of the metrics in-
cluded in telehealth evaluation. Tele-
medicine has been hypothesized to 
reduce clinician burnout by increas-
ing efficiency, reducing commuting 
time, and improving work/life bal-
ance.10-12 The modality might help ex-
tend care for specialties with limited 
workforce including psychiatry and 

specialty care.13,14 Among family phy-
sicians, it has already been shown 
to be twice as common among those 
working in rural settings.15 

Our department began to imple-
ment video visits for a narrow scope 
of patient problems in 2017. Physi-
cians anecdotally reported video vis-
its were often shorter and provided a 
few extra minutes to catch up with 
administrative tasks during a busy 
clinic day. We hypothesized that 
these visits might have benefit as a 
burnout intervention and in early 
2019 developed a survey about phy-
sician experience. As there were only 
a few video visits monthly at that 
time, we delayed the study while 
the department increased physician 
training around video visits. In mid-
March 2020, the first COVID-19 pos-
itive patients were diagnosed in our 
state, and within days our institution 
severely restricted in-person visits 
and pivoted to virtual care. Our de-
partment conducted 13 video visits 
in February 2020, 609 in March, and 
2,800 in April. Although the rapid 
uptake of video visits was related to 
the pandemic rather than a burnout 
intervention, we took advantage of 
the situation to assess physician ex-
periences with virtual care.  

BACKGROUND AND OBJECTIVES: With the emergence of COVID-19, tele-
medicine use has increased dramatically as clinicians and patients have 
looked for alternatives to face-to-face care. Prior research has shown high 
levels of patient satisfaction and comparable quality of care. Video visits 
have been hypothesized to be one way to reduce burnout among clinicians, 
but there has been minimal research on physician views of virtual care. We 
sought to measure family physician experience with video visits at the start 
of the COVID-19 pandemic. 

METHODS: We identified all faculty and resident physicians at a large aca-
demic department of family medicine who had conducted a video visit in the 
prior month and conducted an anonymous online 12-question survey about 
their experiences, satisfaction, and barriers with care.

RESULTS: Most eligible physicians responded (102/109, 94%), of whom half 
(52%) reported this was their first month trying a video visit. There was very 
high satisfaction (91% very or somewhat satisfied). The majority of respon-
dents felt that video visits were shorter (54%) or took the same amount of 
time (38%) as in-person visits. There was concern that many physicians had 
experienced a visit in which they felt video was not the appropriate platform 
given patient concerns.

CONCLUSIONS: This study is among the first to assess physician experi-
ence with video visits. As the visits are perceived as shorter, they may offer 
a unique opportunity to address clinician burnout. There was a high level of 
satisfaction at our institution despite multiple technical challenges. 
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Methods
No validated instruments to mea-
sure physician experience with tele-
medicine existed, so we developed a 
questionnaire based on existing lit-
erature and (with permission) a pa-
tient survey on video visits used by 
a large urban medical center.5 We 
developed the anonymous survey 
on Qualtrics and piloted it among 
physicians (Appendix 1). Domains 
included prior experience with video 
visits, satisfaction, barriers, and im-
pact on stress, time, and documenta-
tion. We included minimal questions 
on demographics to ensure anonym-
ity given the small sample size. Two 
questions were closed-ended, eight 
were 5-point Likert scale questions 
(ranging from strongly disagree to 
strongly agree), and two open-end-
ed questions assessed “anything you 
didn’t like” or “anything you espe-
cially liked” about video visits. For 
the qualitative data, we reviewed 
the comments and developed a code 
book to identify distinct topics; two 
authors (K.M.H. and A.R.L.) inde-
pendently coded the comments, and 
any disagreements were resolved 
by a third reviewer (K.J.G.). We 
performed a basic thematic analy-
sis given the small amount of data. 
We used electronic health records to 
identify faculty and resident family 
medicine physicians who conduct-
ed a video visit between March 21, 
2020 and April 21, 2020, and sent 
an email containing a survey link. 
Participants could register for a gift 
card drawing. The research was ap-
proved by the University of Michigan 
Institutional Review Board.  

Results
Among subjects, 102 of 109 (94%) 
eligible physicians participated be-
tween April 23 and May 11, 2020. All 
questions had less than 4% missing 
data except gender which was only 
answered by 35% of respondents and 
so was not utilized. For the open-
ended questions, we received 28 re-
sponses from 23 different physicians. 

Half of respondents (53, 52%) re-
ported that this had been their first 
month conducting a video visit. Phy-
sicians indicated high satisfaction 

with 48 (48%) very satisfied and 43 
(43%) somewhat satisfied with video 
visits, and most agreeing they were a 
good alternative to a face to face visit 
(42% strongly agree and 56% agree). 
The majority found it easy to connect 
(39% strongly agree, 57% agree), and 
would do another video visit if given 
the opportunity (64% strongly agree, 
34% agree). Satisfaction did not dif-
fer between those doing their first 
month of visits and those with prior 
experience (P=.330). One-fifth of phy-
sicians reported that video visits in-
creased their stress which was more 
common among those new to video 
visits, but not statistically significant 
(23% versus 15%, P=.279).  

Sixty (59%) physicians identified 
a barrier related to technical access, 
25 (25%) found visits conflicted with 
personal style or preferences for de-
livering care, and 53 (52%) identified 
video as inferior to a face-to-face vis-
it for the presenting problem or is-
sue (Table 1). Qualitative comments 
reinforced the technical challenges 
with physicians reporting problems 
with internet connections, patient 

confusion or difficulty connecting, 
and technical problems at the in-
stitutional level related to support-
ing a rapid ramp-up of virtual care. 
The majority of respondents (54, 
54%) agreed that video visits took 
less time than traditional visits and 
these participants reported an aver-
age of 8 (+/-3) minutes less, with a 
range of 2-12 minutes less.  Thirty-
eight (38%) respondents noted the 
time was about the same. Only eight 
(8%) reported video visits took more 
time, with the average increase in 
time being 7 (+/-4) minutes and a 
range of 2-20 minutes more. Among 
the qualitative responses, the most 
common concerns involved patient 
confusion or technical barriers for 
both patients and physicians. Sev-
eral respondents mentioned that 
the televisits did not seem appropri-
ate for certain types of visits, and a 
number commented on missing im-
portant information during the vis-
it. The themes are summarized in 
Table 2.

Table 1: Video Visit Problems—“Did Any of These Happen 
at Your Visits in the Last Month?” (N=102)

Problems n (%)

Technical Problems

Technical issues with video visit 58 (57)

My MA or clinic staff didn’t know how to set up the visit 8 (8)

Personal Discomfort

Not happy with how visit went 1 (1)

Didn’t like interacting on video 12 (12)

Disrupted my clinic flow 9 (9)

Wasn’t a good fit for how I like to interact with patients 8 (8)

Using the technology was stressful 5 (5)

Visit Wrong Type or Lower Quality

In-person visit would have been better 42 (41)

Needed to examine patient or pick up non-verbal cues 29 (28)

Patient brought up urgent complaints needing face-to-face 
discussion or exam 28 (27)

Additional Barriers

Visit took too long 9 (9)

I was more than 15 minutes late 22 (22)

Patient was late or not there 58 (57)

My patient didn’t like having video visit 5 (5)

Other 11 (11)
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Discussion
The sudden uptake of video visits in 
primary care due to the pandemic of-
fered a natural experiment to assess 
family physician experiences. While 
video visits were new to half of the 
physicians in our study, results show 
high levels of satisfaction with mini-
mal barriers to care. Most found the 
visits shorter, which mirrors time-
savings reported by patients.6,8 The 
survey did not specifically assess sat-
isfaction with working from home or 
flexibility, but these may be impor-
tant components for reducing burn-
out. Subsequent surveys will address 
these topics in more depth and re-
view acceptance and barriers as phy-
sicians become more familiar with 
video care over time and the insti-
tution shifts to a balance between 
virtual and face-to-face care. A sig-
nificant number of physicians report-
ed a video visit had been the wrong 
platform for care based on the need 
for physical exam, lack of nonverbal 
cues, or type of patient complaint. 
Learning how best to match patient 
concerns with visit type will be im-
portant for future research.  

This is among first studies to as-
sess the experience of family phy-
sicians using video visits in the 
COVID-19 era. As the survey was 
developed pre-COVID, some ques-
tions were less relevant given the 
sudden changes in primary care 
during the pandemic and as no val-
idated surveys exist at this time, we 
relied on questions based on faculty 
input and a study done by another 
institution, so there may have been 
some overlap of domains.5 There 
were numerous institutional barriers 
in technology and training during 
the near-overnight uptake of video 
care; the high level of satisfaction 
might reflect the transient nature 
of the technical challenges which 
improved over time. Other aspects 
of the pandemic may have also in-
fluenced responses about stress and 
satisfaction but were not measured. 
The study was limited to a single 
family medicine department, has 
limited gender data, does not assess 
age, and results are cross-sectional 
so cannot show change over time 
or causality. The small sample size 
means that we likely did not have 
adequate power to show differences 

in some of our assessments. Institu-
tions have had variable experiences 
with respect to uptake and support 
for video visits, so the results may 
not be generalizable for all family 
physicians. Study strengths include 
the focus on physician experience, 
a high response rate within our de-
partment, and the very early assess-
ment of video care. 

Primary care clinicians are expe-
riencing rapid uptake of virtual care 
in the setting of the COVID pandem-
ic. Our survey suggests that these 
visits are acceptable and well-re-
ceived by family physicians, includ-
ing those new to this type of care. 
The efficiency and flexibility of video 
care may offer a novel way to reduce 
physician burnout and increase sat-
isfaction with practice. These issues 
deserve additional research given 
the rapid shift across the country to 
virtual care. 
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Table 2: Physician Comments on Video Visits (N=23 Respondents)

Theme Representative Comments

Patient barriers (n=7)
“Patients live in rural areas with bad internet.”
“Sometimes the patient ‘froze’ and thus harder to see facial and other cues.
“Patient couldn’t figure it out; had to switch to phone.”

Physician barriers (n=8)

“Picture quality was so poor that the exam was not useful.”
“My home internet stopped working and dropped a call.”
“I’ve been unable to connect several times, even when it was working earlier in the day…”
“Sound is poor; telephone is better.”

Poor fit for type of visit
(n=5)

“I think during the pandemic we are forcing some things into video visits that really would be 
better to do in person.”
“Worth it in an emergency, but not an equivalent experience for either me or the patient, 
especially for the older, medically complicated patients that I often see.”

Missing data (n=6)
“Unable to do physical exam, which is problematic for musculoskeletal problems.”
“Did not like not having vital signs.  Also did not like not having medical assistant to perform 
medication reconciliation, refills, PHQ-9, etc.” 

Fatigue (n=2) “It’s too hard to sit at a computer for an entire day!”

Flexibility (n=5)
“Liked the ability to conduct visit anywhere quiet—at home office or in clinic. I like the 
potential of scheduling video visits when convenient for patient and provider though did not 
get to do this yet.”

Time (n=4) “The video took less time due to elimination of external factors including patient timeliness, 
check in, room availability, medical assistant duties, point-of-care labs, etc.”

Patient connections (n=2) “I like video visits, but I miss the human part of being a physician [including] physical 
contact…”
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