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Abstract

Background: Virtual care delivery within mental health has increased rapidly during the COVID-19 pandemic. Understanding
facilitators and challenges to adoption and perceptions of the quality of virtual care when delivered at scale can inform service
planning postpandemic.

Objective: We sought to understand consistent facilitators and persistent challenges to adoption of virtual care and perceived
impact on quality of carein an initial pilot phase prior to the pandemic and then during scaled use during the pandemic in the
mental health department of an ambulatory care hospital.

Methods: This study took place at Women's College Hospital, an academic ambulatory hospital |ocated in Toronto, Canada.
We utilized amultimethods approach to collect quantitative data through aggregate utilization data of phone, video, and in-person
visits prior to and during COV1D-19 lockdown measures and through a provider experience survey administered to mental health
providers (n=30). Qualitative data were collected through open-ended questions on provider experience surveys, focus groups
(n=4) with mental health providers, and interviews with clinical administrative and implementation hospital staff (n=3).

Results: Utilization data demonstrated slower uptake of video visits at launch and prior to COVID-19 lockdown measuresin
Ontario (pre-March 2020) and subsequent increased uptake of phone and video visits during COVID-19 lockdown measures
(post-March 2020). Mental health providers and clinic staff highlighted barriers and facilitators to adoption of virtual care at the
operational, behavioral, cultural, and system/policy levels such as required changes in workflows and scheduling, increased
provider effort, provider and staff acceptance, and billing codesfor physician providers. Much of the described provider experiences
focused on perceived impact on quality of mental health care delivery, including perceptions on providing appropriate and
patient-centered care, virtual care effectiveness, and equitable access to care for patients.

Conclusions: Continued efforts to enhance suggested facilitators, reduce persistent challenges, and address provider concerns
about care quality based on these findings can enable a hybrid model of patient-centered and appropriate care to emerge in the
future, with options for in-person, video, and phone visits being used to meet patient and clinical needs as required.

(IMIR Form Res 2021;5(9):€30280) doi: 10.2196/30280
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Introduction

During the COVID-19 pandemic, virtual care globally has
become a foremost mechanism of health care delivery to
maintain physical distancing measures, reduce personal
protective equipment use, allow for redeployment of workers
to COVID-19 programming, and meet public health
recommendations [1-4]. Defined as “any interaction between
patients and/or members of their circle of care, occurring
remotely, using any forms of communication or information
technologies, with the aim of facilitating or maximizing the
quality and effectiveness of patient care” [5,6], virtual care has
seen rapid uptakein many countriesincluding Canada, Australia,
and the United States [7-9]. This includes the province of
Ontario, particularly for people in need of mental health care
[10,11].

While virtual care was being offered in some settings prior to
the COVID-19 pandemic as a potentialy convenient and
effective option for care delivery [12,13], widespread adoption
was limited. Often-cited barriersto widespread implementation
of video and other technology-supported virtual care include
lack of digital and health literacy among providersand patients,
resistanceto change, and perceptions of impersonal care[13,14].
These barriers have interplayed with organizational and health
policy—evel factors, such as cost, the absence of mechanisms
for provider reimbursement in fee-for-service systems, and
concerns about regulatory constraints, leading to slower uptake
and adoption of virtual care delivery, despite potential benefits
[13,14]. Similar opportunities from and barriers to adoption
have al so been noted in mental health contexts [15-18].

In 2019, Women’s College Hospital, an academic ambulatory
hospital in Toronto, Ontario, Canada, launched an institutional
strategic initiative to systematically address common barriers
to virtua care adoption and facilitate coordinated and
widespread use of virtual care acrossthe organization[19]. The
strategy was launched with the implementation of a pilot of
electronic medical record-integrated video visits within the
mental health department in December 2019, prior to the onset
of the COVID-19 pandemic. This department was selected for
the pilot due to engaged leaders, alignment with the broader
hospital strategy, provider support following a stakeholder
analysis conducted by strategy implementers, and existing
evidence of effectiveness and potential to increase access to
mental health services[15-18,20]. The pilot included the ability
for physician providersto bill for video visits on par with billing
for in-person visits.

In response to the COV1D-19 pandemic, the Ontario provincial
government introduced physical distancing, lockdown, and
other public health measures [21]. Provincial physician billing
codesfor phone and video virtual visitswererapidly introduced
into the health care system to support access to care during
lockdown measures and were available for use to providersin
this study [22]. Similar to trends noted globally, scaled use of
virtual care (video and phone visits) was observed in the mental
health department of Women’'s College Hospital during this
time period.
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Literature from other jurisdictions delivering mental health care
virtually during COVID-19 speaks to facilitators, challenges,
and perceptions of the impact of care quality [23-28].
Understanding these facilitators and challenges in a Canadian
context where virtual care implementation was a strategic
hospital priority can provideinsightsto support the use of virtual
care following the reduction of physical distancing and other
public health measures. It also provides an opportunity to
understand consistent facilitators and persistent challenges that
can occur in ascaled context despite an organizational approach
to removing known barriers, aswell as describe alignment with
the Quadruple Aim (eg, improving patient and caregiver
experience, improving population health, reducing cost, and
improving the provider work environment) by looking at health
service utilization and provider experience data[29]. As such,
the objectives of this evaluation were to describe phone and
video visit utilization and provider and staff experiences during
theinitia pilot phase launch of video visitsin the mental health
department prior to COVID-19 as well as during larger scale
implementation throughout COVID-19. In particul ar, we sought
to understand consistent facilitators of and persistent challenges
to use of virtual care, aswell as perceived impact on quality of
care.

Methods

Study Design

We used a multimethods approach to collect quantitative and
qualitative data for this evaluation. Quantitative data were
collected through aggregate utilization data of virtual (phone
and video) and in-person visits prior to and during COVID-19
lockdown measures between December 2019 and June 2020,
as well as through provider experience surveys with mental
health providers. Qualitative data were collected through
open-ended questions on provider experience surveys, focus
groups with providers in the mental health department, and
interviews with administrative and implementation hospital
staff. Ethics approval was received from the Research Ethics
Board at Women's College Hospital under the Ethics
Assessment Processfor Quality Improvement Projects (approval
#: 2019-0191-E).

Study Setting

This study took place a& Women's College Hospital, an
academic ambulatory hospital located in Toronto, Ontario.
Toronto is an urban city center with a diverse population of
approximately 6 million people [30]. Residents of Toronto are
eligibleto receive provincially and publicly funded health care
[31]. The study was conducted as part of Women'’s Virtual, a
hospital-wide strategy to implement and enable widespread
adoption of virtual and digital health technologies. In December
2019, the strategy was piloted in the mental health department.
Video visitswere delivered by mental health providersthrough
Zoom videoconferencing technol ogy [32] through the electronic
medical record EPIC patient portal, MyHealthRecord [33].
Self-registration by patients on MyHealthRecord was required
to use and launch video visits with providers. The pilot itself
was planned and supported by a team of stakeholders from
across the hospital (eg., the information technology [IT], legal,
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and privacy staff teams), as well as within the mental health
department itself including clinic managers and physician leads.
Following March 2020, billing codes for phone, in addition to
existing billing codes for video visits, were also available for
physician providers.

Recruitment and Data Collection

Data collection began a ongside the implementation of thevideo
visit pilot in December 2019. A purposeful sampling approach
was used to email invitationsto all providersinthe mental health
department to a focus group to discuss their experiences with
video visits within the pilot project and identify opportunities
for improvement. Two in-person focus groups were held in
January 2020 (pre-COV1D-19 pandemic), and provider consent
was collected.

Following the COVID-19 pandemic and associated lockdown
measures in March 2020, 2 additional focus groups were held
with providers in June 2020 after widespread uptake of virtual
care that included both phone and video visits across the
organization. All providers in the mental health department
were purposefully recruited via email with the assistance of a
clinical champion in the department. After obtaining consent,
focus group participants were arranged into 2 groups, 1 with
only physician participants and the other with nonphysician
mental health providers (such as socia workers and
psychotherapists), to enable tailoring of questions based on
professional roles. Additional interviews were conducted with
administrative staff in the mental health clinic and with staff
responsible for overal virtual care implementation at the
hospital. These individuals were recruited through purposeful
and snowball sampling. All collected qualitative data were
audio-recorded and transcribed.

Alongside focus groups and interviews, a provider experience
survey was launched in May 2020 (during the COVID-19
pandemic) at the organizational level to collect data on
experiences with virtual care in a scaled context, including
viewpoints of providersin the mental health department. The
survey included closed and open-ended questions. Aggregate
utilization data on the number virtual phone, video, and
in-person visits from December 2019 (3 months prior to
COVID-19 lockdown measures) to June 2020 (3 months
post-COV1D-19 lockdown measures) was al so collected for the
mental health department, as well as the overall hospital.
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Data Analysis

General descriptive analysis was conducted on aggregate
utilization data to understand virtual care utilization trends 3
months prior to and 3 months following the implementation of
COVID-19 lockdown measures in March 2020. Similarly,
guantitative data collected from surveys were analyzed using
Stata SE Version 15 [34]. Data collected from open-ended
guestions on surveys, focus groups, and interviews were
analyzed using a qualitative descriptive approach [35,36] to
identify common themes within the data. Two coders (SB, JF)
independently coded all survey data, and focus group and
interview transcripts in NVivo [37] (qualitative data analysis
software) and met to discuss codes and discrepancies. A
codebook was inductively established through discussion and
refined through deductive referencing of the nonadoption,
abandonment, and challenges to scale-up, spread, and
sustainability (NASSS) framework [38] and the Institute of
Medicine's 6 domains of health care quality framework [39].
Through the codebook, prominent and recurring themes,
subthemes. and relationships were identified, discussed, and
refined by SB, JF, PA, and GM. Themes and subthemes were
also used to explain trends observed in utilization and survey
data

Results

Adoption of Video and Phone Visits

Adoption of both phone and video visitsrapidly increased during
theweek of March 9, 2020 to March 15, 2020, which coincides
with the announcement of COV1D-19 lockdown measures and
availability of new provincia physician billing codes for both
modalities (Figure 1). Prior to these dates, utilization of phone
and video visitsin the mental health department during the pilot
phase (December to March) had remained low in comparison
to in-person visits; physician renumeration was only available
for video visits. Following the week of April 6, 2020 to April
12, 2020, phone visits began to outpace in-person visits, and
the previous trend reversed. For video visits, thistrend reversal
for in-person versus video visits occurred during the week of
May 25, 2020 to May 31, 2020. Total mental health visits
showed adecreasing trend overall during thistime period, likely
an artefact of public health lockdown measuresin effect during
the same time period.
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Figurel. Utilization of virtual and in-person visitsin the mental health (MH) department and at Women's College Hospital (WCH) between December

2019 and June 2020.
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A totad of 7 menta health providers participated in the
pre-COVID focus groups, and a total of 14 providers
participated in the focus groups held during COVID-19 (out of
atotal of 44 menta health providers in the department, not
including fellows, residents, and students). Providers consisted
of physicians, nurses, and socia workers (also psychotherapists).
A tota of 3 administrative and implementation staff was
interviewed. Of a total 34 providers from the mental health
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Weeks
department, 30  providers  (including  physicians,

psychotherapists, social workers) completed the provider
experience survey (responserate of 88%). Table 1 providesthe
baseline characteristics of the provider respondents. Key themes
from qualitative dataand survey data describing the experiences
of providers and administrative and implementation staff are
subsequently presented.
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Table 1. Baseline characteristics of the total sample for the survey (n=30).
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Characteristic n (%)

Provider type
Nurse 1(3)
Occupational therapist 1(3)
Physician 16 (53)
Psychologist 1(3)
Psychotherapist 6 (20)
Social service worker 1(3)
Social worker 4(13)

Yearsin practice
1-2 5(17)
35 3(10)
6-7 5(17)
8-9 3(10)
210 13 (43)
Missing 1(3)

Persistent Challengesfor Virtual Care Use

Interview participants provided significant insights on factors
influencing their adoption and use of phone and video visits
during the pilot prepandemic and at scale during the pandemic
(see Multimedia Appendix 1 for illustrative quotes). Key
challenges to delivering virtual care are described in the
following sections.

Operational Level: Changesin Workflows and
Scheduling to Adapt to Virtual Care Delivery

Significant changes were made to adapt existing workflows to
deliver care virtually. During the pilot, providers described
challenges with scheduling video appointments in comparison
to in-person appointments and | ag times between requested and
booked appointments. During COVID-19 when virtual carewas
adopted at scale, additional challenges were raised by
administrative staff with respect to virtually checking-in patients
whereit was difficult to communi cate when appointmentswere
running late, thereby leading to patients waiting and wondering
why the appointment had not started. Booking and checking in
patients remained a persistent challenge during the pilot and at
scale. Observations were also made about the increasing
administrative burden with the volume of requests for
appointments that were being received through the
MyHealthRecord portal in comparison to prior to the onset of
the COVID-19 pandemic.

Operational Leve: Initial Setup, Troubleshooting, and
Other Technology-Related Challengesin Delivering
Care Virtually

Overall, 83% (25/30) of all provider survey respondents agreed
or strongly agreed that the technology they used to conduct
video visits was easy to use. Nevertheless, a few technical
challenges were described by focus group and interview
participants. One of the foremost challenges was theinitial set

https://formative.jmir.org/2021/9/€30280

up and MyHealthRecord registration for patients to be able to
conduct video visits. Patients required education and support,
especially those who had ol der devices or low technical literacy.
This was mentioned both during the pilot phase and following
scaled use during the pandemic. Other technology-related
challenges were al so described, including challenges during the
pilot with audio, video freezing, and connectivity, which
impacted the therapeutic quality of video sessions. To help with
this issue, significant hospital staff were redeployed during
COVID-19 to provide setup and troubleshooting support to
patients. Once patientswere registered on the platform and able
to navigate the technology, less support was required. During
the COVID-19 pandemic, rapid and scaled uptake of video visits
and providers connecting to the hospital from home caused
bandwidth issues, resulting in poor connectivity and lag during
conducted video visits. For thisreason, some providers switched
to phone visits for their appointments until these issues were
resolved. Phone calls continued to be an important modality to
deliver care during the pandemic, asabackup when video visits
were not functioning correctly, and when patientslacked access
to video visit technol ogy.

Behavioral Level: Increased Effort Required by
Providersto Deliver Care During Transition to Virtual
Care

Data from the provider survey indicated that 67% (20/30)
strongly agreed or agreed that they spent the same amount of
time on video visits asin-person visits during the pandemic. In
contrast, only 30% (9/30) of respondents indicated that the
amount of effort spent was the same as in-person visits, 43%
(13/30) of respondents disagreed or strongly disagreed, and
20% (6/30) were neutral that the amount of effort spent wasthe
same. Focus groups conducted during the pilot and during the
pandemic revealed increased effort required for technology
set-up and troubleshooting within video visits for themselves
and patients. Providers also indicated increased administrative
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tasks required to conduct care virtually (eg. electronically
delivering educational resources, prescriptions, and blood work
requisitions to patients), which were easier to do when seeing
a patient in-person. Additional effort was also required to ask
for certain information (eg. vitals, weight) and help patients
prepare for the appointments (eg. by inquiring if they had a
private space to conduct the visit and remind them that they
could not record sessions) not usually necessary during in-person
visits. Lastly, providers described feelings of “Zoom fatigue”
and burn out and mentioned that video visits required more
concentration, energy, and adaptations to interpret visual cues
in comparison to in-person visits.

Consistent Facilitators of Virtual Care Use

Key facilitators of video visit adoption and use were also
described. These are included in the following sections.

Operational Level: Early Targeted Pilot Prepared the
Department for Virtual Care Delivery During the
Pandemic

The preparation work that had occurred during the pre-existing
pilot that was implemented 3 months prior to the pandemic was
perceived to contribute to the rapid uptake of video visits in
mental health during the COVID-19 pandemic. This included
a high-touch, in-person training approach and elbow support
offered to providers during the initial pilot of video visits.
Similar training was also offered to patients for registration,
onboarding, and troubleshooting. Since there had been
significant operational planning, training, and testing in the pilot
with the support of astrong clinical champion, interviewed staff
felt that the department was well prepared and operationally
ready to rapidly transition in-person appointmentsto video and
phone at the onset of the pandemic. Additionally, 77% (23/30)
of provider survey respondents strongly agreed or agreed that
they had adequate training and resources to learn how to use
video visits, and 73% (22/30) strongly agreed or agreed that
they would have appropriate support if an issue were to arise
with avideo visit.

Cultural Level: Provider and Staff Acceptance and
Benefits of Delivering Virtual Care

Provider survey respondents indicated that, on a scale of 1 to
10 (with 1 being not at all likely and 10 being extremely likely),
they would recommend use of video visits to other providers
at an average rating of 7.9 (SD 1.5; net promoter score, which
determines how likely respondents are to recommend service
to others, was 23.3 [40]) and phone visits at a similar average
of 7.9 (SD 1.7; net promoter score of 26.7). This shows
widespread acceptability among mental health providers of the
use of both phone and video visits to deliver care during the
pandemic. Data from focus groups and interviews suggested
that this acceptability may have stemmed from the various
perceived benefits of virtua visits for different stakeholder
groups. For patients, provider and staff participants suggested
the benefits included continuity of care during COVID-19
lockdown measures, improved access to care (such asfor those
with young children or living in distant locations), and improved
convenience through time saved by avoiding the need to travel,
take time off work, or arrange childcare both during the pilot
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and at scale. For providers and the organization, perceived
benefits suggested during the pandemic included fewer providers
working in the office, leading to freed up resources, such as
clinic space, and the ability to hire more providers as a resullt.
Lastly, several participants mentioned that there were fewer
appointment cancellations during the pandemic due to patients
having the added option and convenience of being able to
receive care virtually.

System or Policy Level: Availability of Virtual Care
Billing Codes for Physician Providers

Physician providers expressed the value-add of having billing
codes and available financial compensation for the delivery of
video and phone visits, as phone visit billing codes were
unavailable to providers prior to the COVID-19 pandemic.
Video and phone visits were thought to be effective, and phone
visitswere particularly deemed valuableto deliver certain types
of visits, such as follow-up assessments, more efficiently, as
well as being used as abackup modality when video technology
had issues during visits or when video visit technol ogy was not
accessible or feasible for use by patients. Having billing codes
for both video and phone visits enabled providers to use these
modalities flexibly in the delivery of care that enabled better
tailoring to patient needs.

Per ceptions on Impact on Quality Care

Overall, 43% (13/30) of the mental health providers who
completed the survey strongly agreed or agreed that they felt
they could deliver the same quality of care using video visits
as in person, and 43% (13/30) strongly agreed or agreed the
samefor phonevisits. Mental health providersfurther described
their perceptions of the impact virtua care had on quality of
care both during the pilot and during the pandemic, which is
described in the subsequent sections under the Institute of
Medicine domains of quality care [39].

Perceptions on Providing Appropriate and
Patient-Centered Care

Mental health providers had a wide range of perspectives on
the choice of appropriate virtual care modality (phone or video)
for different types of visits (initia or follow-up visits) that
emerged during COVID-19 where both phone and video visit
modalitieswere being utilized. In most cases, providersfelt that
quality of care during phone and video visits was inferior to
that of in-person care. While providers felt phone and video
visits were appropriate to maintain care during the pandemic,
many preferred in-person care. Choice of virtual care modality
was primarily driven by patient-centered decision making, based
on patient preferences, availability and accessibility of
technology, and clinical appropriateness. For example, providers
described the suitability of providing virtual care to patients
who had difficulty leaving their homes but shared that attending
i n-person appoi ntments may have hel ped these patientsclinicaly
and did not know what the long-term clinical impact of not
leaving home for these patients might be.

Perceptions on the Effectiveness of Virtual Care

Virtual care was considered to be sufficient, but not excellent,
quality of care in comparison to in-person care both during the

JMIR Form Res 2021 | vol. 5 | iss. 9| €30280 | p. 6
(page number not for citation purposes)


http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR FORMATIVE RESEARCH

pilot and during the pandemic. It was considered necessary
given the pandemic context, but also valuablefor certain patients
and circumstances (eg. patients who would have had to travel
long distances to visit the hospital or patients who have
comorbidities that affect their mobility and ability to attend
in-person appointments). Many providersfelt that aconnection
with the patient was harder to build virtually, especially for new
patients, which had a direct impact on the therapeutic
relationship. Additionally, providers suggested that conducting
visits virtually did not alow them to conduct assessment of
certain visual cues that would begin in the waiting room, such
as patients' body language, mannerisms, and anxiety levels.
Thiswas expressed morein the context of phonevisits, but also
for video visits, thereby bringing up provider concerns related
to care quality. With scaled use, providers adapted how they
delivered care through phone or video to promote effectiveness.
For example, video visits provided the added advantage of
assessing home environments and interaction with family
members, while more follow-up questions were used over the
phoneto understand silences. Overdl, only 27% (8/30) of mental
health provider survey respondents strongly agreed or agreed
that the quality virtually was similar to an in-person exam, while
80% (24/30) strongly agreed or agreed that their last video visit
enabled them to sufficiently address the patient’s clinical need.

Perceptions on Equitable Accessto Virtual Care

Many providers expressed concerns regarding the accessibility
of virtual care for certain patients both during the pilot and
during scaled use in the pandemic. Patients’ inability to access
technology or an internet connection or patients having the
digital literacy to conduct virtual visits were highlighted.
Moreover, patients with specific characteristics (ie, past trauma
history, older age, not speaking English as a first language)
were described as having more difficulties accessing and
navigating the video visit technology and registration processes.
In addition, some providersreported that patients had challenges
accessing a private space where they could feel comfortable
openly discussing their mental health concerns. Hospital staff
described potential future strategies to ensure equitable access
to virtual care, such as by offering devices or having private
spaces with internet connection being made available at the
hospital.

Discussion

Principal Findings

This evaluation provides insights into provider and staff
experiences with mental health virtual care delivery within a
pilot phase prepandemic and in a more scaled phase of
implementation during COVID-19. Utilization data
demonstrated the slower uptake of virtual visits in the mental
health department prior to COVID-19 lockdown measures in
Ontario (pre-March 2020) and increased uptake of phone and
video visitsduring COV I D-19 | ockdown measures (post-March
2020). Mental health providers and clinic staff highlighted
persistent barriersto use at the operational and behavioral levels
including required changesin workflows and scheduling, initial
set-up, troubleshooting and other technol ogy-related challenges,
and increased provider effort. Facilitators at the operational,
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cultural, and system/policy levelsincluded having pre-existing
infrastructure and IT support to enable widespread uptake,
physician billing codes, and provider and staff acceptance of
virtual care. Much of the described provider experiencesfocused
on perceived impact on quality of mental health care delivery,
including perceptions on providing appropriate and
patient-centered care, perceptions on virtual care effectiveness,
and equitable access to care for patients.

Resultsfrom thisevaluation provide insights on alignment with
the Quadruple Aim objectives, specifically on access to health
care servicesand provider experiences. Results provideinsights
on provider experiences, particularly persistent barriersthat can
be improved to enhance use of virtual care when it is the best
modality for the patient and as acomplement to in-person care.
For example, while 84% of all provider survey respondents
agreed or strongly agreed that the technology they used to
conduct video visits was easy to use, this contrasted with
providers shared perspectivesthat they had ongoing challenges
with technology, adapting virtual care into their clinica
workflows, and the overall effort required. This might be
because the technol ogy itself was not difficult to use, but rather
its integration within established clinica workflows was
contingent on other individual, organizational, and policy-level
factors to enable optimal efficiency [41,42]. Collective
consideration of thetool (technology), the team (providers and
clinical staff), and the routine (clinical workflows) may enhance
positive experiences [43]. Moreover, staff suggested that the
pilot initiative in the mental health department prior to
COVID-19 primed providersfor scaled use during the pandemic.
This may be due to the considerable support provided for
implementation, training, and workflow adaptation to providers
and clinic staff during the pilot. This support may have
ultimately shortened the learning curve and increased virtual
care skill development for providers, thereby reducing provider
discomfort and inexperience as a barrier to use [26]. However,
despite these supports and extended periods of use, persistent
challenges remained when virtual care was scaed, likely
attributable to the initial transition to virtual care.

Strengthsand Limitations of the Study

The strengths of this study are two-fold. First, we examined the
experiences of mental health providers who had already been
delivering care virtually prior to the onset of the pandemic, as
well asduring scaled hospital use of virtual care. Thisprovided
an opportunity to understand the experiences and perceptions
of agroup of providerswho had extended training and exposure
to virtual care delivery, enabling us to understand consistent
facilitators and persistent challenges that remained despite an
organizational approach to removing known barriers. Second,
we used multiple methodsto examine provider experiences and
use of virtual care, including focus groups, surveys, and
aggregate utilization data. We aso collected data from
implementation and administrative staff to gather overall
perspectives on virtual care implementation and adoption.
Lastly, this study provides insights into provider and staff
experiences within a pilot and larger scale adoption of virtual
care in mental health, providing initial evidence on barriers,
facilitators, and provider and staff experienceswith scaled use,
filling a gap in the literature where reporting on evidence in
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pilots is the norm [41]. Limitations in our study lie in having
dightly different evaluation objectives in the pilot phase in
comparison to more full-scal ed implementation due to changes
in scaleand scope asadirect result of the unexpected COVID-19
pandemic. This reduced our capacity to compare and contrast
provider experiencesdirectly, though it provided an opportunity
to describe provider experiences when virtual care was being
used for a longer period of time. In addition, to avoid ethical
concernsrelated to patient privacy, we did not include questions
that could lead to discussion of personal health information such
as specific patient diagnosis, and as such, this information was
not collected and explored in this eval uation. Future studies can
explore barriers and facilitators that could be dependent on
specific patient diagnoses. Moreover, we were unable to
incorporate patient perspectives in this evaluation due to
feasibility constraints but will be gathering thisin future phases
of the evaluation. While this evaluation presents results and
provider and staff experiences 3 months after the announcement
of thefirst COVID-19 lockdown, we expect that utilization and
experiences may be different in the present time, 1 year after
theinitial COVID-19 lockdown. This might be dueto continued
use of virtua care and ongoing provider learning on how to
deliver care by phone and video, as well as continuous
improvementsin workflows and technol ogy processesto reduce
experienced challenges.

Comparison With Prior Work

An ongoing concern among providers in this evaluation was
the ability to establish therapeutic relationships during phone
and video visits and impact on the quality of care, which
contrasts with some studies establishing the effectiveness of
mental health delivery through virtual care [44-47]. However,
other studies examining provider experiences with delivering
mental health care virtually have reported similar findings
including the inability to fully assess nonverba cues and
potential for compromised patient privacy [23]. These
constraints may hinder the therapeutic quality of virtual visits
resulting in apreference to return to in-person care when it was
safe to do so [23]. Some studies have also identified clinician
concerns on building therapeutic relationships and challenges
with technical issues[18,25,27,28,44]. Studies have suggested
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that the devel opment of a specific skill set (“webside manner”
[48]) may be essential to delivering care virtually, requiring
provider knowledge, adaptation, practice, and eventual comfort
and confidence before the use of virtual care can scale[26,48].
This caninclude increasing provider knowledge on virtual care
effectiveness and providing safe environments for providersto
establish competence and confidence in delivering virtual care
[18]. Provision of high levels of support and training during the
initial learning phase may additionally hel p to shorten providers
learning curve, alongside guidelines on how best to triage
between virtual care and in-person care modalities. We
anticipate that with these supports, a hybrid model of
patient-centered and appropriate care will emergein the future,
with options for in-person, video, and phone visits being used
to meet patient and clinical needs as required [45,48].

Conclusions

In conclusion, thisevaluation providesinsights on provider and
staff experiences with virtual care use prior to and during the
COVID-19 pandemic, highlighting persistent barriers, consistent
facilitators, and perceived impact to quality caredelivery within
mental health. We have elucidated challenges to virtual care
adoption in other contexts such as changes in workflows,
provider adaptations on how care was delivered,
technology-related issues, and provider perceptions of quality
of care. Thiswork is being used locally as a basis to develop
strategies to overcome these challenges and will likely be of
use in other contexts. Initiatives underway locally include
support provided for virtual careimplementation, training, skill,
knowledge and literacy devel opment, and workflow adaptation.
Future research can continue to explore the effectiveness of
mental health virtual care delivery and explore strategies that
can enhance quality care delivery including gaining an
understanding of patient perspectivesto complement thiswork.
Future work of this group will focus on the therapeutic
relationship and equity considerationsin the use of virtual care
that would be beneficial, especially incorporating patient and
family caregiver perspectivesto further understand facilitators,
challenges, and perceived and actual impact on the quality of
virtual care.

We would like to acknowledge Women's College Hospital Ingtitute for Health System Solutions & Virtual Care for in-kind
resources provided and lan McMillan, Patricia Rios, and Dr Onil Bhattacharyya for their support on this evaluation project.

Conflictsof Interest
None declared.

Multimedia Appendix 1

Supplementary Appendix 1: Themes and illustrative quotes.
[DOCX File, 23 KB-Multimedia Appendix 1]

References

1. Webster P, Virtual health carein the eraof COVID-19. Lancet 2020 Apr 11;395(10231):1180-1181 [FREE Full text] [doi:

10.1016/S0140-6736(20)30818-7] [Medline: 32278374]

https://formative.jmir.org/2021/9/€30280

JMIR Form Res 2021 | vol. 5 | iss. 9| €30280 | p. 8
(page number not for citation purposes)


https://jmir.org/api/download?alt_name=formative_v5i9e30280_app1.docx&filename=3f6bd050d9ec474ddba95cecca291ba3.docx
https://jmir.org/api/download?alt_name=formative_v5i9e30280_app1.docx&filename=3f6bd050d9ec474ddba95cecca291ba3.docx
http://europepmc.org/abstract/MED/32278374
http://dx.doi.org/10.1016/S0140-6736(20)30818-7
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32278374&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR FORMATIVE RESEARCH Budhwani et &

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

Ahmed S, Sanghvi K, Yeo D. Telemedicine takes centre stage during COVID-19 pandemic. BMJ Innov 2020 Jun
12,6(4):252-254. [doi: 10.1136/bmjinnov-2020-000440]

Important COVID-19 Information and Updates. Ontario Telemedicine Network. URL : https://otn.ca/covid-19/ [accessed
2021-09-04]

Heyworth L, Kirsh S, Zulman D, Ferguson JM, Kizer KW. Expanding Access through Virtual Care: The VA's Early
Experience with Covid-19. New England Journal of Medicine Catalyst. 2020 Jul 01. URL: https://catalyst.nejm.org/doi/
full/10.1056/cat.20.0327 [accessed 2021-09-04]

Jamieson T, Wallace R, Armstrong K, Agarwal P, Griffin B, Wong I. Virtual Care: A Framework for a Patient-Centric
System. Women’s College Hospital Institute for Health Systems Solutions and Virtual Care. 2015 Jun 11. URL: https:/
/www.womenscollegehospital .ca/assets/pdf/wihv/WIHV _VirtualHeal thSymposium.pdf [accessed 2021-09-04]

Shaw J, Jamieson T, Agarwal P, Griffin B, Wong |, Bhatia RS. Virtual care policy recommendations for patient-centred
primary care: findings of a consensus policy dialogue using anominal group technique. J Telemed Telecare 2018
Oct;24(9):608-615. [doi: 10.1177/1357633X17730444] [Medline: 28945161]

Snoswell CL, Caffery LJ, Haydon HM, Thomas EE, Smith AC. Telehealth uptake in general practice as aresult of the
coronavirus (COVID-19) pandemic. Aust Health Rev 2020 Sep;44(5):737-740. [doi: 10.1071/AH20183] [Medline: 32853536]
Mehrotra A, Chernew M, Linetsky D, Hatch H, Cutler D, Schneider EC. The Impact of COVID-19 on Outpatient Visits
in 2020: Visits Remained Stable, Despite a L ate Surge in Cases. The Commonwealth Fund. 2021 Feb 22. URL: https:/
mww.commonwesl thfund.org/publications/2021/f eb/i mpact-covid-19-outpati ent-visits-2020-visits-stabl e-despite-late-surge
[accessed 2021-09-04]

Robinson J, Borgo L, Fennell K, Funahashi TT. Covid-19 Pandemic Accelerates the Transition to Virtual Care. New
England Journal of Medicine Catalyst. 2020 Sep 10. URL : https://catalyst.nejm.org/doi/full/10.1056/CAT.20.0399 [accessed
2021-09-04]

BhatiaRS, Chu C, Pang A, Tadrous M, Stamenova V, Cram P. Virtual care use before and during the COV1D-19 pandemic:
arepeated cross-sectional study. CMAJ Open 2021;9(1):E107-E114 [FREE Full text] [doi: 10.9778/cmaj0.20200311]
[Medline: 33597307]

Glazier RH, Green ME, Wu FC, Frymire E, Kopp A, Kiran T. Shiftsin office and virtual primary care during the early
COVID-19 pandemic in Ontario, Canada. CMAJ 2021 Feb 08;193(6):E200-E210 [FREE Full text] [doi:
10.1503/cmaj.202303] [Medline: 33558406]

Kruse CS, Krowski N, Rodriguez B, Tran L, Vela J, Brooks M. Telehealth and patient satisfaction: a systematic review
and narrative analysis. BMJ Open 2017 Aug 03;7(8):e016242 [ FREE Full text] [doi: 10.1136/bmjopen-2017-016242]
[Medline: 28775188]

Fisk M, Livingstone A, Pit SW. Telehealth in the Context of COVID-19: Changing Perspectivesin Australia, the United
Kingdom, and the United States. JMed Internet Res 2020 Jun 09;22(6):€19264 [FREE Full text] [doi: 10.2196/19264]
[Medline: 32463377]

Scott Kruse C, Karem P, Shifflett K, Vegi L, Ravi K, Brooks M. Evaluating barriers to adopting telemedicine worldwide:
A systematic review. J Telemed Telecare 2018 Jan; 24(1):4-12 [FREE Full text] [doi: 10.1177/1357633X16674087] [Medline:
29320966]

Hensel J, Shaw J, Ivers N, Desveaux L, Vigod S, Cohen A, et al. A Web-Based Mental Health Platform for Individuals
Seeking Specialized Mental Health Care Services: Multicenter Pragmatic Randomized Controlled Trial. JMed Internet
Res 2019 Jun 04;21(6):€10838 [FREE Full text] [doi: 10.2196/10838] [Medline: 31165710]

Hoffman L, Benedetto E, Huang H, Grossman E, Kaluma D, Mann Z, et al. Augmenting Mental Health in Primary Care:
A 1-Year Study of Deploying Smartphone Appsin aMulti-site Primary Care/Behavioral Health Integration Program. Front
Psychiatry 2019;10:94-91 [FREE Full text] [doi: 10.3389/fpsyt.2019.00094] [Medline: 30873053]

Mahmoud H, Vogt EL, Sers M, Fattal O, Ballout S. Overcoming Barriers to Larger-Scale Adoption of Telepsychiatry.
Psychiatric Annals 2019 Feb;49(2):82-88. [doi: 10.3928/00485713-20181228-02]

McClellan MJ, Florell D, Palmer J, Kidder C. Clinician telehealth attitudes in arural community mental health center
setting. Journal of Rural Mental Health 2020 Jan;44(1):62-73. [doi: 10.1037/rmh0000127]

Women's Virtual. Women's College Hospital. URL : https://www.womenscollegehospital .ca/care-programs/womens-virtual /
[accessed 2021-09-04]

Stiens L. Uses, Benefits, and Future Directions of Telepsychiatry. lowa State University. 2019. URL: https://lib.dr.iastate.edu/
cai/viewcontent.cgi ?arti cle=1244& context=creativecomponents [accessed 2021-09-04]

Ontario Enacts Declaration of Emergency to Protect the Public. Office of the Premier. 2020 Mar 17. URL: https.//news.
ontario.ca/en/rel ease/56356/ontari 0-enacts-decl arati on-of -emergency-to-protect-the-public [accessed 2021-09-04]
Keeping Health Care Providersinformed of payment, policy or program changes. Ontario Ministry of Health. URL: http:/
/www.health.gov.on.calen/pro/programs/ohi p/bull etins/4000/bul 4745.aspx [accessed 2021-09-04]

Uscher-PinesL, SousaJ, RgjaP, MehrotraA, Barnett ML, Huskamp HA. Suddenly Becoming a"Virtual Doctor": Experiences
of Psychiatrists Transitioning to Telemedicine During the COV1D-19 Pandemic. Psychiatr Serv 2020 Nov
01;71(11):1143-1150. [doi: 10.1176/appi.ps.202000250] [Medline: 32933411]

https://formative.jmir.org/2021/9/€30280 JMIR Form Res 2021 | vol. 5 | iss. 9| €30280 | p. 9

(page number not for citation purposes)


http://dx.doi.org/10.1136/bmjinnov-2020-000440
https://otn.ca/covid-19/
https://catalyst.nejm.org/doi/full/10.1056/cat.20.0327
https://catalyst.nejm.org/doi/full/10.1056/cat.20.0327
https://www.womenscollegehospital.ca/assets/pdf/wihv/WIHV_VirtualHealthSymposium.pdf
https://www.womenscollegehospital.ca/assets/pdf/wihv/WIHV_VirtualHealthSymposium.pdf
http://dx.doi.org/10.1177/1357633X17730444
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28945161&dopt=Abstract
http://dx.doi.org/10.1071/AH20183
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32853536&dopt=Abstract
https://www.commonwealthfund.org/publications/2021/feb/impact-covid-19-outpatient-visits-2020-visits-stable-despite-late-surge
https://www.commonwealthfund.org/publications/2021/feb/impact-covid-19-outpatient-visits-2020-visits-stable-despite-late-surge
https://catalyst.nejm.org/doi/full/10.1056/CAT.20.0399
http://cmajopen.ca/cgi/pmidlookup?view=long&pmid=33597307
http://dx.doi.org/10.9778/cmajo.20200311
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33597307&dopt=Abstract
http://www.cmaj.ca/cgi/pmidlookup?view=long&pmid=33558406
http://dx.doi.org/10.1503/cmaj.202303
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33558406&dopt=Abstract
https://bmjopen.bmj.com/lookup/pmidlookup?view=long&pmid=28775188
http://dx.doi.org/10.1136/bmjopen-2017-016242
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28775188&dopt=Abstract
https://www.jmir.org/2020/6/e19264/
http://dx.doi.org/10.2196/19264
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32463377&dopt=Abstract
https://journals.sagepub.com/doi/10.1177/1357633X16674087?url_ver=Z39.88-2003&rfr_id=ori:rid:crossref.org&rfr_dat=cr_pub%3dpubmed
http://dx.doi.org/10.1177/1357633X16674087
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29320966&dopt=Abstract
https://www.jmir.org/2019/6/e10838/
http://dx.doi.org/10.2196/10838
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31165710&dopt=Abstract
https://doi.org/10.3389/fpsyt.2019.00094
http://dx.doi.org/10.3389/fpsyt.2019.00094
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30873053&dopt=Abstract
http://dx.doi.org/10.3928/00485713-20181228-02
http://dx.doi.org/10.1037/rmh0000127
https://www.womenscollegehospital.ca/care-programs/womens-virtual/
https://lib.dr.iastate.edu/cgi/viewcontent.cgi?article=1244&context=creativecomponents
https://lib.dr.iastate.edu/cgi/viewcontent.cgi?article=1244&context=creativecomponents
https://news.ontario.ca/en/release/56356/ontario-enacts-declaration-of-emergency-to-protect-the-public
https://news.ontario.ca/en/release/56356/ontario-enacts-declaration-of-emergency-to-protect-the-public
http://www.health.gov.on.ca/en/pro/programs/ohip/bulletins/4000/bul4745.aspx
http://www.health.gov.on.ca/en/pro/programs/ohip/bulletins/4000/bul4745.aspx
http://dx.doi.org/10.1176/appi.ps.202000250
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32933411&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR FORMATIVE RESEARCH Budhwani et &

24,

25.

26.

27.

28.

29.

30.
31.

32.
33.

35.

36.

37.
38.

39.

40.

41.

42.

43.

45,

46.

47.

48.

Sasangohar F, Bradshaw MR, Carlson MM, Flack JN, Fowler JC, Freeland D, et a. Adapting an Outpatient Psychiatric
Clinicto Telehealth During the COVID-19 Pandemic: A Practice Perspective. JMed Internet Res 2020 Oct 01;22(10):e22523
[FREE Full text] [doi: 10.2196/22523] [Medline: 32936768]

Rosic T, Lubert S, Samaan Z. Virtua psychiatric care fast-tracked: reflectionsinspired by the COVID-19 pandemic. BJPsych
Bull 2020 Aug 17:1-4 [FREE Full text] [doi: 10.1192/bjb.2020.97] [Medline: 32799956]

Rosen C, Glassman L, Morland L. Telepsychotherapy during a pandemic: A traumatic stress perspective. Journal of
Psychotherapy Integration 2020 Jun;30(2):174-187. [doi: 10.1037/int0000221]

Reay RE, Looi JC, Keightley P. Telehealth mental health services during COVID-19: summary of evidence and clinical
practice. Australas Psychiatry 2020 Oct;28(5):514-516 [FREE Full text] [doi: 10.1177/1039856220943032] [Medline:
32722963]

Connolly SL, Stolzmann KL, Heyworth L, Weaver KR, Bauer MS, Miller CJ. Rapid Increase in Telemental Health Within
the Department of Veterans Affairs During the COVID-19 Pandemic. Telemed J E Health 2021 Apr;27(4):454-458. [doi:
10.1089/tmj.2020.0233] [Medline: 32926664]

Bodenheimer T, Sinsky C. From triple to quadruple aim: care of the patient requires care of the provider. Ann Fam Med
2014 Nov 10;12(6):573-576 [FREE Full text] [doi: 10.1370/afm.1713] [Medline: 25384822]

Census Profile, 2016 Census. Statistics Canada. 2016. URL : https://tinyurl.com/fmdub3s8 [accessed 2021-09-04]

Apply for OHIP and get a health card. Government of Ontario. URL : https.//www.ontario.ca/page/
apply-ohip-and-get-heal th-card#section-0 [accessed 2021-09-04]

Zoom. URL: https://zoom.us/ [accessed 2021-09-04]

MyChart. EPIC. URL: https://www.mychart.com/ [accessed 2021-09-04]

StataCorp LLC. URL: https.//www.stata.com/ [accessed 2021-09-04]

Sandelowski M. What's in a name? Qualitative description revisited. Res Nurs Health 2010 Feb;33(1):77-84. [doi:
10.1002/nur.20362] [Medline: 20014004]

Sandelowski M. Whatever happened to qualitative description? Res Nurs Health 2000 Aug;23(4):334-340. [doi:
10.1002/1098-240x(200008)23:4<334::aid-nur9>3.0.co;2-g] [Medline: 10940958]

NVivo. URL: https://www.gsrinternational.com/nvivo-qualitative-data-anal ysis-software/home [accessed 2021-09-04]
Greenhalgh T, Wherton J, Papoutsi C, Lynch J, Hughes G, A'Court C, et a. Beyond Adoption: A New Framework for
Theorizing and Evaluating Nonadoption, Abandonment, and Challenges to the Scale-Up, Spread, and Sustainability of
Health and Care Technologies. JMed Internet Res 2017 Nov 01;19(11):e367 [FREE Full text] [doi: 10.2196/jmir.8775]
[Medline: 29092808]

Ingtitute of Medicine (US) Committee on Quality of Health Carein America. Crossing the Quality Chasm: A New Health
System for the 21st Century. Washington (DC): National Academies Press (US); 2001.

Reichheld FF. The One Number You Need to Grow. Harvard Business Review. 2003. URL: https://hbr.org/2003/12/
the-one-number-you-need-to-grow [accessed 2021-09-04]

Lokken TG, Blegen RN, Hoff MD, Demaerschalk BM. Overview for Implementation of Telemedicine Servicesin aLarge
Integrated Multispecialty Health Care System. Telemed J E Health 2020 Apr 01;26(4):382-387. [doi: 10.1089/tm].2019.0079]
[Medline: 31433261]

Desruisseaux M, StamenovaV, Bhatia RS, Bhattacharyya O. Channel management in virtual care. NPJ Digit Med 2020
Mar 25;3(1):44 [FREE Full text] [doi: 10.1038/s41746-020-0252-4] [Medline: 32219185]

Shaw J, Agarwal P, Desveaux L, Palma DC, Stamenova V, Jamieson T, et al. Beyond "implementation": digital health
innovation and service design. NPJ Digit Med 2018;1:48 [FREE Full text] [doi: 10.1038/s41746-018-0059-8] [Medline:
31304327]

Hubley S, Lynch SB, Schneck C, Thomas M, Shore J. Review of key telepsychiatry outcomes. World J Psychiatry 2016
Jun 22;6(2):269-282 [FREE Full text] [doi: 10.5498/wjp.v6.i2.269] [Medline: 27354970]

Chakrabarti S. Usefulness of telepsychiatry: A critical evaluation of videoconferencing-based approaches. World J Psychiatry
2015 Sep 22;5(3):286-304 [FREE Full text] [doi: 10.5498/wjp.v5.i3.286] [Medline: 26425443]

Bischoff R, Hollist C, Smith C, Flack P. Addressing the Mental Health Needs of the Rural Underserved: Findings from a
Multiple Case Study of a Behavioral Telehealth Project. Contemporary Family Therapy 2004 Jun;26(2):179-198. [doi:
10.1023/b:coft.0000031242.83259.fa)

Flodgren G, Rachas A, Farmer AJ, Inzitari M, Shepperd S. Interactive telemedicine: effects on professional practice and
health care outcomes. Cochrane Database Syst Rev 2015 Sep 07(9):CD002098 [FREE Full text] [doi:
10.1002/14651858.CD002098.pub?] [Medline: 26343551]

Smith K, Ostinelli E, Macdonald O, Cipriani A. COVID-19 and Telepsychiatry: Development of Evidence-Based Guidance
for Clinicians. IMIR Ment Health 2020 Aug 28;7(8):€21108 [FREE Full text] [doi: 10.2196/21108] [Medline: 32658857]

Abbreviations

IT: information technology
NASSS: non-adoption, abandonment, scale-up, spread, sustainability

https:/formative.jmir.org/2021/9/€30280 JMIR Form Res 2021 | vol. 5 | iss. 9| €30280 | p. 10

(page number not for citation purposes)


https://www.jmir.org/2020/10/e22523/
http://dx.doi.org/10.2196/22523
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32936768&dopt=Abstract
https://www.cambridge.org/core/product/identifier/S2056469420000972/type/journal_article
http://dx.doi.org/10.1192/bjb.2020.97
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32799956&dopt=Abstract
http://dx.doi.org/10.1037/int0000221
https://journals.sagepub.com/doi/10.1177/1039856220943032?url_ver=Z39.88-2003&rfr_id=ori:rid:crossref.org&rfr_dat=cr_pub%3dpubmed
http://dx.doi.org/10.1177/1039856220943032
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32722963&dopt=Abstract
http://dx.doi.org/10.1089/tmj.2020.0233
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32926664&dopt=Abstract
http://www.annfammed.org/cgi/pmidlookup?view=long&pmid=25384822
http://dx.doi.org/10.1370/afm.1713
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25384822&dopt=Abstract
https://www12.statcan.gc.ca/census-recensement/2016/dp-pd/prof/details/page.cfm?Lang=E&Geo1=CMACA&Code1=535&Geo2=PR&Code2=35&Data=Count&SearchText=Caledon%20East&SearchType=Begins&SearchPR=01&B1=All
https://www.ontario.ca/page/apply-ohip-and-get-health-card#section-0
https://www.ontario.ca/page/apply-ohip-and-get-health-card#section-0
https://zoom.us/
https://www.mychart.com/
https://www.stata.com/
http://dx.doi.org/10.1002/nur.20362
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20014004&dopt=Abstract
http://dx.doi.org/10.1002/1098-240x(200008)23:4<334::aid-nur9>3.0.co;2-g
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=10940958&dopt=Abstract
https://www.qsrinternational.com/nvivo-qualitative-data-analysis-software/home
https://www.jmir.org/2017/11/e367/
http://dx.doi.org/10.2196/jmir.8775
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29092808&dopt=Abstract
https://hbr.org/2003/12/the-one-number-you-need-to-grow
https://hbr.org/2003/12/the-one-number-you-need-to-grow
http://dx.doi.org/10.1089/tmj.2019.0079
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31433261&dopt=Abstract
https://doi.org/10.1038/s41746-020-0252-4
http://dx.doi.org/10.1038/s41746-020-0252-4
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32219185&dopt=Abstract
https://doi.org/10.1038/s41746-018-0059-8
http://dx.doi.org/10.1038/s41746-018-0059-8
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31304327&dopt=Abstract
https://www.wjgnet.com/2220-3206/full/v6/i2/269.htm
http://dx.doi.org/10.5498/wjp.v6.i2.269
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27354970&dopt=Abstract
https://www.wjgnet.com/2220-3206/full/v5/i3/286.htm
http://dx.doi.org/10.5498/wjp.v5.i3.286
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26425443&dopt=Abstract
http://dx.doi.org/10.1023/b:coft.0000031242.83259.fa
http://europepmc.org/abstract/MED/26343551
http://dx.doi.org/10.1002/14651858.CD002098.pub2
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26343551&dopt=Abstract
https://mental.jmir.org/2020/8/e21108/
http://dx.doi.org/10.2196/21108
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32658857&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR FORMATIVE RESEARCH Budhwani et &

Edited by G Eysenbach; submitted 08.05.21; peer-reviewed by E Parlapani, T Ndabu; comments to author 12.06.21; revised version
received 02.07.21; accepted 03.08.21; published 21.09.21

Please cite as:

Budhwani S Fujioka JK, Chu C, Baranek H, Pus L, Wasserman L, Vigod S Martin D, Agarwal P, Mukerji G

Delivering Mental Health Care Virtually During the COVID-19 Pandemic: Qualitative Evaluation of Provider Experiencesina Scaled
Context

JMIR Form Res 2021;5(9):€30280

URL: https://formative.jmir.org/2021/9/€30280

doi: 10.2196/30280

PMID: 34406967

©Suman Budhwani, Jamie Keiko Fujioka, Cherry Chu, Hayley Baranek, Laura Pus, Lori Wasserman, Simone Vigod, Danielle
Martin, Payal Agarwal, Geetha M ukerji. Originally published in IMIR Formative Research (https.//formative,jmir.org), 21.09.2021.
This is an open-access article distributed under the terms of the Creative Commons Attribution License
(https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and reproduction in any medium,
provided the original work, first published in IMIR Formative Research, is properly cited. The complete bibliographic information,
alink to the original publication on https://formative.jmir.org, aswell asthis copyright and license information must be included.

https:/formative.jmir.org/2021/9/€30280 JMIR Form Res 2021 | vol. 5 | iss. 9| €30280 | p. 11
(page number not for citation purposes)

RenderX


https://formative.jmir.org/2021/9/e30280
http://dx.doi.org/10.2196/30280
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34406967&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

