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Abstract

Objective: The patient–provider relationship is critical for achieving high-quality care and better health outcomes. During the
COVID-19 pandemic, primary care practices rapidly transitioned to telehealth. While telehealth provided critical access to
services for many, not all patients could optimally utilize it, raising concerns about its potential to exacerbate inequities
in patient–provider relationships. We investigated technical and workforce-related barriers to accessing telehealth and
the impacts on patient–provider relationships for vulnerable populations.

Methods: Qualitative, semi-structured interviews from May 2021 to August 2021 with 31 individuals (medical directors, phy-
sicians, and medical assistants) working at 20 primary care practices in Massachusetts, North Carolina, and Texas. Thematic
analysis to better understand how barriers to using telehealth complicated patient–provider relationships.

Results: Interviewees shared challenges for providers and patients that had a negative effect on patient–provider relation-
ships, particularly for vulnerable patients, including older adults, lower socio-economic status patients, and those with lim-
ited English proficiency. Providers faced logistical challenges and disruptions in team-based care, reducing care
coordination. Patients experienced technological challenges that made accessing and engaging in telehealth difficult.
Interviewees shared challenges for patient–provider relationships as commonly used telephone-only telehealth reduced
channels for non-verbal communication.

Conclusion: This study indicates that barriers to virtual interaction with patients compared to in-person care likely led to
weaker personal relationships that may have longer-term effects on engagement with and trust in the healthcare system,
particularly among vulnerable patient groups. Additional support and resources should be available to primary care pro-
viders to optimize telehealth utilization.
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Introduction

The patient–provider relationship has long been shown to
be critical for fostering interpersonal trust and reducing
inequities in health outcomes.1–8 Ultimately, research
shows that trust in the patient–provider relationship is
associated with improved treatment adherence9 and better
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health outcomes.6,10,11 Patient satisfaction and trust in their
physicians are fostered when providers care for patients’
interests, have good interpersonal skills, are seen as a reli-
able source of information, respect patient confidentiality,
and utilize non-verbal communication, such as warmth
and listening.12–16 However, studies show poorer quality
of communication between providers and vulnerable popu-
lations, leading to worse outcomes, including care discon-
tinuity, patient dissatisfaction, inadequate shared
decision-making, and a higher financial burden for patients
and society at large.16–20 However, nearly all of this
research has focused on patient–provider interactions
during in-person visits.

The evolution of telehealth has been a dynamic journey,
shaped by advances in technology and changes in health-
care delivery models in the last two decades.21–26

Telehealth services are provided through synchronous
(e.g. video or phone consultations and live chats), asyn-
chronous (e.g. email and messages), and remote monitoring
of health conditions (e.g. wearable devices)27 across
various medical disciplines, such as primary care, psych-
iatry, and maternal health.21,26,28–33 However, the uptake
of telehealth before the pandemic has been limited due to
policy regulations in the United States.34,35 The
COVID-19 pandemic led to rapid uptake of telehealth,
increasing use by 300%36 serving as a vital tool for deliver-
ing healthcare while minimizing the risk of virus transmis-
sion. Quantitative studies on telehealth during the pandemic
show lower use among vulnerable groups.37–39 We define
vulnerable populations according to the definition by the
Centers for Disease Control and Prevention as populations
disproportionately affected by disasters and adverse events
(e.g. low-income, limited English proficiency, racial and
ethnic minorities, and the elderly).40 Documented patient-
and provider-level barriers to accessing telehealth services
include digital literacy, technology, and broadband
access, limited data plans, older age, and provider satisfac-
tion with telehealth.39,41–44 Due to patient-level barriers,
most of these populations have received telehealth services
using telephone-only modality,39,41,42 potentially impacting
the quality of communication between patients and provi-
ders. While some clinicians and patients have shared per-
sonal narratives of challenges in establishing an emotional
connection with patients over telehealth,45–47 little
empirical work to date has examined the critical but
harder-to-measure impacts of telehealth expansion, such
as how telehealth, particularly, telephone-only modality,
changed patient–provider relationships for established
patients and creating patient–provider relationships with
new patients.29,30 Particularly given underlying differences
in the quality of interpersonal communication between pro-
viders and patients from vulnerable populations, the rapid
uptake of telehealth may negatively impact the patient–pro-
vider relationship for these groups. For example, patients
and providers need access to reliable internet connections

and devices, which may present barriers for some indivi-
duals, especially those in underserved or rural areas.
Moreover, telehealth may limit the ability to fully send
and receive non-verbal cues, potentially impacting the
depth of understanding between patients and providers.

In this study, we examine the impact of telehealth, par-
ticularly the telephone-only modality and its barriers to
patient–provider relationships with a critical eye toward
vulnerable populations. We use qualitative data from inter-
viewees at primary care practices to elucidate the complex
interdependency of provider- and patient-level barriers to
telehealth utilization and their subsequent impact on the
patient–provider relationships.

Data and methods
We collected and analyzed cross-sectional, semi-structured
qualitative interviews with providers and staff at primary
care practices to understand the barriers to utilizing tele-
health and how those barriers affect the patient–provider
relationship. This design enabled us to explore and describe
the lived experiences of providers, administrators, and
leaders as they transitioned to telehealth during the
COVID-19 pandemic. We purposively sampled practices
in North Carolina, Massachusetts, and Texas, seeking vari-
ation in healthcare infrastructure and state policies (e.g.
Medicaid expansion) relevant to the pandemic and tele-
health. Within each state, we sought variation by rural
versus urban location, independent versus health-system
affiliated practices, and safety net (serving low-income
patients) versus non-safety net practices. This sampling
strategy allowed us to deliberately choose participants
based on specific characteristics or criteria relevant to maxi-
mizing the diversity needed to capture the experiences of
practices serving vulnerable populations. The study was
deemed exempt by the Institutional Review Boards at the
University of North Carolina. Since this research presented
no more than minimal risk of harm to interviewees and did
not involve procedures for which written consent is nor-
mally required, verbal consent was deemed sufficient by
the IRB. All data security protocols required by the
Institutional Review Board for qualitative data were fol-
lowed, including de-identification of data and storage in a
password-protected environment.

We recruited individuals at practices via email and
phone outreach. We contacted 148 primary care provider
organizations in three states, of which 19 declined to par-
ticipate, 20 accepted to participate and others did not
respond. To capture different perspectives within a given
practice, we requested interviews with up to three indivi-
duals at each practice: a medical director, a clinician, and
a medical assistant. Verbal consent was obtained at the
beginning of the interview. We conducted semi-structured
interviews with one to three participants from each practice,
resulting in 31 interviews between May and August 2021.
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Interviews were conducted by phone or, in two cases, by
Zoom; each interview lasted 45–60 minutes and was audio-
recorded and transcribed. All three interviewers (MA, VL,
GM) are female and trained in qualitative research. No
one besides the interviewers was present during the inter-
view. There was no prior relationship between interviewees
and the interviewers. Drawing on the literature and prior
research, interviews covered a range of domains around
COVID-19 disruptions to primary care, including realloca-
tion of staffing, workflow changes and team reconfigura-
tions, remote versus in-person work, transition to
telehealth, and workforce challenges. We updated the inter-
view guide to include additional questions identified during
the pilot testing with the first three interviewees. For this
analysis, we focused on data relevant to telehealth, which
covered topics like telehealth modalities, technological
changes, and challenges, patient needs met by telehealth,
team-based care, and staff morale after using telehealth.
While providers shared perceptions about the challenges
of providing clinical services via telehealth that required
patient examination, like auscultation or physical examin-
ation, this article focuses on challenges that impede
patient–provider relationships. The interview guide is avail-
able in the Supplemental Material. We stopped collecting
additional data when new data no longer provided add-
itional insights or yielded new information relevant to the
research questions.

We conducted content analysis and coded transcripts
using NVivo 11 software. We used a hybrid approach to
coding our data.48 First, we developed the codebook
deductively or a priori based on the domains of inquiry in
the interview guide and existing literature, then we added
codes inductively as new themes highlighting challenges
with telehealth emerged in the data. The final codebook
included 15 parent codes and 40 child codes, 12 of which
were related to telehealth. For this study, we used data
coded under the telehealth codes. Two research team
members (GM and MA) independently coded the first
four transcripts to assess the adequacy of the codebook.
All members met regularly to establish agreement about
the appropriate application of codes. Overall, agreement
was strong, with most disagreements concerning the
length of surrounding text coded. This iterative process
led to minor changes to the codebook. For example, the
code technology was interpreted as the technology used
for telehealth by one coder and technology on the patient
and provider sides, including highlights and barriers to
using telehealth. After discussion, several sub-codes were
added to the technology code to capture all the dimensions
of telehealth technology in our data. One team member
(MA) then coded all transcripts. The team discussed uncer-
tainties that arose during the coding process to maintain
agreement on definitions, interpretations, and emergent
themes and how they might be influenced by the individual
team member’s positionality. The coder used reflexivity

and memoing to critically examine and reflect on their
own positionality throughout the analysis process that
came from implementation science and clinical back-
ground. The interpretation was discussed with other
research team members for validation.

Results
Our sample included 20 diverse primary care practices,
varying by practice type, rurality, safety-net status
(serving primarily low-income populations), and 31 inter-
viewees with various roles within those practices
(Table 1). Overall, 19 of 20 practices implemented tele-
health at the beginning of the pandemic. Before the pan-
demic, 40% of practices had some telehealth
infrastructure, but that uptake was minimal due to a lack
of reimbursement. Interviewees reported that during the
first few months of the pandemic, 80–90% of their visits
were provided via telehealth, which gradually dropped to
10–30% between May and August 2021, roughly 12–18
months since the beginning of the pandemic. Of telehealth
visits, interviewees reported that 50–80% of telehealth con-
sults were telephone-only, without video.

We found three interconnected themes in our data
related to challenges in implementing and utilizing tele-
health and how they impacted the patient–provider relation-
ship. First, technical and workflow challenges associated
with telehealth influenced how clinicians provided care.
Second, the delivery of telehealth services was constrained
by infrastructure on the patient’s end, further complicating
the provider and patient experience. Lastly, telehealth
requires a fundamentally different way of communicating
with patients, with a dampening effect on the quality of
patient–provider relationships. We find that telehealth, pri-
marily telephone-only, creates a thinner interaction between
patients and providers, straining the relationship and
increasing the need for trust while reducing avenues to
establish and maintain trust.

Workflow challenges of telehealth disrupted
practices’ care for patients

Telehealth complicated the provision of care for participat-
ing practices, impacting the patient–provider experience,
particularly for rural and low-income patients.
Transitioning to telehealth during the pandemic created
multiple challenges for participating practices, including
technological challenges consuming provider time at the
expense of time spent in patient visits; destabilizing team-
based care; and rendering auxiliary care (e.g. social
workers and interpreters) more challenging (Table 2).

Interviewees described challenges with technology on
both the practice and patient sides at the onset of the pan-
demic. At the practice level, many interviewees described
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using multiple telehealth platforms to find the one appropri-
ate for their practice and patients. Initially, practices used
platforms that were convenient to use but later shifted to
ones that were HIPAA compliant, compatible with their
electronic health record systems, and better fit with their
operating budget. Changing platforms meant providers
and patients were frequently learning about newer plat-
forms. More pressingly, many reported struggling with
basic hardware and software issues. While some organiza-
tions provided more support for telehealth, particularly
large practices or health systems, all interviewees reported
it took additional work and time to ensure patients could
successfully use telehealth services. With changing plat-
forms, patient education about using telehealth had to be
revisited. Medical assistants and front desk staff provided
most of this patient support at the beginning of the visit.
This was particularly acute for patients at safety net prac-
tices. A provider at a safety-net practice described, “they
[staff] try to get the patient in the tele-visit. And if the
patient has problems, they’ll get on the phone and just
spend a lot of time…” In some instances, this work, along
with the pre-work needed for visits, was done by the provi-
ders, reducing the time for the clinical encounter. In add-
ition, interviewees described pressure to use video (as
opposed to phone-only) for telehealth, which was frustrat-
ing for some providers because the technology seemed to
be beyond many patients.

Before the pandemic, team-based care was widely used
in primary care settings to address the needs of
patients.33–39 However, the transition to telehealth impacted
how clinical teams worked and their effectiveness for
patients. First, team-based care required efficient communi-
cation between team members. Before the pandemic,
medical assistants or nurses would walk to the physician’s
office to convey issues concerning patients. This ability to
communicate in real-time on an as-needed basis was dis-
rupted because of how telehealth workflows were set up.
With reduced communication and coordination among the
care team, team-based care broke down, and individual
encounters between patients and providers became higher
stakes.

Relatedly, interviewees described struggles to access
their auxiliary staff during telehealth encounters. For
example, during in-person visits, a patient would walk to
the front desk to schedule follow-up appointments, or
team members could send the patient to a co-located
social worker when needed. During telehealth encounters,
these routines were disrupted, leaving patients needing to
fill the gaps. Similarly, accommodating team members crit-
ical to more vulnerable populations, such as behavioral
health specialists, during telehealth visits was challenging.

All of these factors that impacted clinics’ workflow
reduced the ability of practices to deliver the same quality
of care through telehealth compared to in-person, with par-
ticular disruption for more vulnerable patient groups.

Table 1. Characteristics of primary care practices and participants
in the sample.

Characteristics N Percent

Organization characteristics, total N= 20

Type of primary care practice

System non-academic 3 15

System academic 5 25

Large independent practice 8 40

Small independent practice 4 20

Service coverage area

Rural 2 10

Urban 9 45

Mixeda 9 45

Safety-netb

Yes 8 40

No 12 60

Payer mix

Majority medicare and medicaid 12 60

Majority private/commercial 5 25

Majority self-pay/uninsured 3 15

Participant characteristics, total N= 31

Roles

Primary care leadership—admin only 6 19

Primary care leadership—practicing 12 38

Provider 7 22

Medical assistant 6 19

Gender

Male 11 35

Female 20 65

Note. Rural versus urban designation was determined based on the
Federal Office of Management and Budget categorizations.
aMixed service coverage area means that primary care practices have
multiple locations in both rural and urban counties.
bSafety-net practices are the primary care practices serving primarily
low-income, uninsured or underinsured populations.
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The delivery of telehealth services was constrained
by infrastructure on the patient’s end

In addition to challenges providers faced in setting up tele-
health, interviewees described challenges their patients
faced in accessing telehealth services, particularly elderly

patients, low-income rural patients, and patients with
limited English proficiency.

According to the interviewees, elderly patients either did
not have access to laptops and smartphones or did not know
how to use them. Moreover, interviewees described setting
up a telehealth visit with video was complicated for most of

Table 2. Themes, subthemes, and representative quotes for workflow and technical challenges faced by providers and patients.

Themes and sub-themes Illustrative quote

Workflow challenges of telehealth disrupted practices’ care for patients.

Technological challenges consumed more time (e.g.
hardware issues, getting patient ready for
telehealth encounter)

“We also don’t have cameras in our computers in the office. For me it’s an
extra step to have somebody set up a camera.” (Provider and Administrator,
Health System)

“It was very frustrating because the front desk would call them and set it up.
Then they would have to transfer over from the front desk to the medical
assistant. The medical assistant would have to do her thing and then she
would have to transfer it over to the provider. It was a struggle for staff and
patients. So it was very hindering time-wise because it would take 30 min
just to get through to everybody. But that was the only one that was
approved.” (Administrator, Small Independent Practice)

Telehealth destabilized team-based care and
communication between team members

“There’s no linkage of the team to the actual interaction. We don’t have any
team members on the call or can’t access team members. The follow-up
from the calls is not as good as it might be. What we have to do in follow up
is send notes to our practices and assistants, or ask our patients themselves
to call the practice, to set up whatever needs to be done and follow up. It’s
not as integrated into our practice as actual visits have been.” (Division
Chief, Health System)

Integration of auxiliary staff (interpreters,
nutritionists, social worker, etc.) was challenging

“The social worker comes in one or two days a week and then they work from
home the other days. I actually kind of need social work to be in the clinic
because they [patients] have so many more needs. It’s just huge and, and
you can’t get them [social worker] all the time when doing a telehealth
visit.” (Administrator and Provider, Federally Qualified Health Center)

Delivery of telehealth services constrained by infrastructure on the patient’s end

Challenges for elderly patients (e.g. access to
technology and additional work for patients)

“We have clinics that have 80% Medicare so they have more of those patients.
And others that have young healthy families. I would definitely say that we
realized that the digital divide is huge in our community engagement
clinics. So, some of those visits people were converting to telephone visits
instead if it would fit because the issues on the patient side did not allow for
a video visit.” (Leader and Provider, Health System)

“We would be able to talk through the phone, but most of our patients are
elderly. So, we normally type the orders for them so they can have them
over the phone. You don’t know what they’re really writing down. So, we
would have a lot of callbacks, saying they forgot how you told them to take
certain medicines, or if it’s okay to continue taking some medicine. You know,
it was just confusion on their part.” (Medical Assistant, Health System)

Challenges for patients with limited access to
broadband and cell phone services

“We still do audio-only visits because that’s been extended. So there are some
patients who no matter how much we try they’re just not going to be able to
do the video, they don’t have the internet. Bandwidth is a huge issue for
patients. They don’t have data or smartphones in some cases.” (Nurse
Practitioner, Federally Qualified Health Center)
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them. However, use of phone-only visits had critical impli-
cations for elderly patients. For example, medical assistants
described how limited access to video or other technology
(e.g. patient portals) put the onus of writing down any medi-
cation changes on elderly patients. A medical assistant
described, “You don’t know what they’re writing down.
So, we would have a lot of callbacks…” Interviewees
described identifying strategies to address these challenges,
which were more effective for some patients than others
(Table 3). Interviewees described elderly patients who
had multiple telehealth visits became more comfortable
over time; however, only those elderly patients with
access to technology and adequate cognitive capacity
could more efficiently use telehealth over time with this
additional support from the practice staff and care team.

Interviewees also described challenges in delivering tel-
ehealth to patients with limited internet or cellphone access,
such as rural populations with limited broadband access;
low-income patients with limited data or minutes on cellu-
lar service; and homeless patients unable to access a cell
phone or internet connection. Clinics tried a variety of strat-
egies to overcome these challenges, such as offering drive-
through telehealth services, Wi-Fi access in clinic parking
lots, and volunteer-based networks for populations with
any electronic instability. (Table 3)

Interviewees from practices serving ethnically diverse
populations described their challenges of communicating
with patients with limited English proficiency (LEP)
via telehealth. Interviewees described the inability to

comprehend Spanish over the phone, which necessitated
video visits.

Taken together, patients’ ability to access telehealth ser-
vices created challenges for vulnerable subgroups, such as
elderly patients, rural patients with limited broadband or
cell service, and patients with LEP. While some clinics
deployed strategies to overcome challenges, the data
suggest that the loss of the physical space for a patient
visit with a provider posed challenges that disproportion-
ately affected vulnerable subgroups, impacting patient–pro-
vider relationships.

Telehealth and patient–provider relationships

The shift to telehealth led to technical and workflow chal-
lenges for providers and patients, culminating in impacts
on the patient–provider relationship. Three critical factors
emerged in our data. First, telephone-only visits removed
essential dimensions of the face-to-face interaction
between patient and provider. Second, telehealth had a par-
ticularly deleterious impact on developing patient–provider
relationships for new patients. Third, telehealth hampered
trust for both patients and providers. (Table 4)

As noted above, telehealth visits with video frequently
needed to be converted to telephone-only visits due to tech-
nical or logistical issues. Interviewees reported dissatisfac-
tion with telephone-only communication because it was
much more challenging to ascertain what was happening
with the patient. Some interviewees identified limited

Table 3. Strategies used by primary care providers to improve patient access to video-based telehealth when possible.

Patient group Illustrative quote

Elderly patients “The MA would call a few minutes before the scheduled appointment and make sure they (elderly
patients) knew how to receive the call. And that seemed to work okay. But, um, but even with the
MA call, often the video piece was, was difficult for folks to accommodate.” (Medical Director,
Large Independent Practice)

For rural patients “We are in a rural area, you know, there’s a lot of folks who do not have internet services or, um, you
know, like, the cellphone service and things at their home, so we actually had iPads. Um, they
could come into the parking lot at our clinic and we would take those out to the cars, um, and let
them participate, you know, via telehealth in the parking lot and that way they didn’t have to come
into the building but they were still being able to receive that service.” (Medical Assistant,
Federally Qualified Health Center)

For patients with limited English
proficiency

“I speak Spanish, but I have a really hard time understanding it on the phone-when I’m not able to
see them speaking it. And so I really, really encouraged them to do the video visits. And my
assistant got super good at explaining to them how to get on so that I would be able to do the
video visits with them.” (Provider, Health System)

For homeless populations “We were able to get telemedicine set up and using iPads, um, and, um, computers were able to be,
we were pretty successful with that. We have a peer network that goes out into the communities
and can, can reach out to folks whether they’re home bound or homeless, or, um, struggling, you
know, with any kind of, of electronic stability.” (Chief Medical Officer, Federally Qualified Health
Center)
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utility for telephone-only visits, such as follow-up visits.
Moreover, interviewees shared that their patients were
also frustrated by telephone-only visits and had started
questioning clinicians’ capacity to effectively deliver care
through telehealth.

Interviewees described additional challenges when
seeing a patient over telehealth who was a new patient
rather than an established patient. High provider turnover
and staffing shortages meant practices and healthcare
systems were often shuffling staff between practice loca-
tions or hiring new staff to cover patient visits, leading to
many visits where a patient was new to a given provider.
This perspective was mostly shared by interviewees
serving predominantly Spanish and Mandarin–
Chinese-speaking patients. A provider at a safety-net prac-
tice described, “I’m not fluent in Spanish, but I have a very
high percentage of Spanish-speaking patients. So, I bring

them into the clinic for their first visit. If somebody is
new, I see them in the clinic. And particularly anybody
who’s using a tramp [interpretation services]. We have
probably another eight languages we’re seeing patients
in, and I bring them all in and do it in person and then
after that, I’ll do it on the phone or on video. And that
seems to help, but having some personal relationships
seems really important.” As challenging as telehealth can
generally be when there is no prior face-to-face interaction
to ground the clinical encounter, telephone-only consults
are yet more difficult.49

Finally, telehealth demanded greater reliance on trust
between patients and providers in ways neither were accus-
tomed to. For example, far more so than in in-person clin-
ical encounters, physicians had to depend on the patient’s
explanation of their symptoms, such as a description of a
rash or blood glucose level. For visits by telephone-only,

Table 4. Impact of workflow and technical challenges on patient–provider relationship.

Themes and sub-themes Illustrative quote

Telehealth removed face-to-face interaction from
telephone only visits.
a. Inability to understand what is going on with
the patient.

“You lose a lot of the nuances of what you would get if you saw that person in
person. And, you know, certainly the physical exam part is extremely limited and
much harder to accomplish. So I think that’s the part I hate, is the lack of ability
to actually do a good exam and physically touch, and, and see the patient. I think
you lose a lot of sense of clarity on dog with the patient by doing it via
telephone.” (Provider, Large Independent Practice)

b. Patients’ doubt about provider’s capacity to
provide care via telephone visits

“People were like, ‘No, I need to be seen.’ So, at the beginning it was okay, but like
a couple of months down the road, no, I need to be seen, this needs to be
addressed. I can’t do it on the phone. How can you treat me, you know, those
questions became involved, so we had to start seeing more people on site.”
(Chief Medical Officer, Small Independent Practice)

Telehealth impacted new patient–provider
relationships

“We’ve had staff turnover and they have never met the person that they’re
interacting with. Whereas before the patients had pretty strong relationships
with the MAs, the nurses and clinicians. So in the course of this, as we had some
shifting around a staff, like I, I left the XX clinic entirely. So there’s a whole lot of
patients who I used to see in XX clinic who have a brand new clinician, a new
nurse and an MA they’ve never met, and they’ve had maybe a couple, maybe
one in person visit for some sick visit and some tele visits. That’s a really different
relationship.” (Medical Director, Federally Qualified Health Center)

Telehealth hampered trust for both providers and
patients.
a. Overreliance on patient’ description of
symptoms

“I had a couple of rashes that I remember seeing, and the video quality was not
good up close. It was great for seeing face to face, but like, when they’d show me
stuff, it was nothing but a big, pink blur. And even when they tried to take
pictures, patients are not good at taking pictures, and it would be, like ultimate
flash, so nothing but a shine, and so it would be hard to figure out what rashes
were. I would generally kind of have to just do the best I could, based on their
description of things which is frustrating.” (Provider, Small Independent
Practice)

b. Perception of provider incompetence “There were so many other times that you were dealing with so much frustration.
Patients yelling at you about not wanting to come in, but they still wanted you to
prescribe their medicines, even though they needed lab work, that it would get
very, very frustrating.” (Provider, Health System)
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instead of relying on their own visual observations paired
with the patient report, physicians had to rely much more
heavily on patients’ descriptions of their condition, which
requires a greater reliance on patient description than is
required during in-person encounters.

At the same time, the inability of physicians and clinical
staff to help patients in a telehealth encounter in the same
way that was possible in an in-person visit created frustra-
tion among patients toward clinic staff. As one physician
described, “There were times you were dealing with so
much frustration [from patients].” These challenges could
create perceptions of provider incompetence and erode
patients’ trust, even for patients with whom providers had
long-term relationships.

Thus, telehealth stripped away key channels that support
trust, such as non-verbal communication, and simultan-
eously required clinicians to rely on patients to a greater
degree than is the norm during in-person encounters.

Discussion
Our results highlight how telehealth created challenges for
providers and patients that ultimately had a negative effect
on patient–provider relationships, particularly for vulner-
able patients, including older adults, patients with lower
socio-economic status, and those with limited English pro-
ficiency. Rapid expansion of telehealth resulted in logistical
challenges at the practice level, with front-line staff bearing
the brunt of this burden and resulting in disruptions in team-
based care that particularly affected vulnerable populations,
reducing coordination of care and, in some cases, placing
additional burdens on patients. At the same time, patients
experienced technological challenges that made it difficult
to access and engage in telehealth effectively. Finally,
rapid telehealth expansion presented unique challenges
for patient–provider relationships as the medium reduced
channels for non-verbal communication critical to develop-
ing and maintaining patient–provider relationships while
increasing demands for mutual trust. These relational bar-
riers are particularly critical for health equity, as they
present additional challenges to clinical relationships that
already suffer from lower-quality in in-person encounters.

Our study extends the literature by demonstrating that
while telehealth increases access for some populations, it
creates difficulty in establishing patient–provider relation-
ships with vulnerable populations. Telehealth has been
used for a variety of health conditions among rural, elderly,
and low-income populations across the United
States.32,33,50 Several studies have shown better access to
care, improved uptake of services, and better provider and
patient satisfaction with telehealth.22,32,33,51–53 For example,
Choi et al. conducted a study with 121 homebound low-
income individuals, ages 50 and above with depression to
test the feasibility and acceptability of problem-solving train-
ing by comparing video-assisted telehealth, telephone-only

training, and in-person training.32 They showed that the
improvement in depression scores was higher with
video-assisted telehealth and in-person visits as compared
to telephone-only visits.32 Though important these results
are not generalizable to broader population because partici-
pants receiving video-assisted telehealth were provided
with devices and stable internet connection which is not
common among general population. Similarly, a literature
review of studies on telehealth in rural areas showed higher
acceptability and increased satisfaction among rural patients
and that technology was convenient to use.33 Other patient
benefits included time and time for travel. Benefits for health-
care providers included lower in-person staffing utilization,
improved physician retention, and satisfaction.33 However,
some of these studies were conducted in controlled settings
making it difficult to generalize results to broader population.
One of the studies about tele-lactation included in the litera-
ture review showed reluctance of mothers to conduct video
calls with a provider they had never met before, preference
for local breastfeeding resources, and technical issues, and
limited Wi-Fi in rural areas.33

Our study extends the literature on telehealth and equity
by providing critical findings on the impact of telehealth
on access to and quality of therapeutic encounters. In
keeping with recent work,54–57 our findings indicate that tel-
ehealth of all modalities (video and telephone-only) hinders
team-based care for vulnerable populations, which is critical
for developing patient–provider relationships, improving
care management, and empowering patients with chronic
conditions.58,59 Further, prior studies have shown mixed pro-
vider satisfaction with the quality of interaction between
patients and providers during telehealth52,60,61 and limited
evidence about provider trust in patients, particularly in mar-
ginalized and vulnerable populations.62 Studies have shown
a relationship between patient socio-demographic character-
istics, such as race or socio-economic status, and variance in
physician behavior and treatment offered.63,64 A study con-
ducted by van Ryn and colleagues on 618 patient encounters
examined the effect of patient race and socio-economic status
on physicians’ attitude toward patients. The study showed
physicians tended to perceive African American, and patients
from low and middle socio-economic groups more nega-
tively on intelligence, risk behavior, medication adherence,
personality, and behavioral tendencies than they did
Whites and upper SES patients.63 Studies have identified
several factors affecting the relationship between patient
socio-demographic characteristics (such as race or socio-
economic status) and variance in physician behavior and
treatment.65–69 These include the provider’s implicit
bias,65,66 cultural competence,67 communication style,68

and ability to establish patient rapport.69 Our study extends
the literature by highlighting the potential negative conse-
quences of widespread telehealth use for vulnerable popula-
tions who have been shown to experience poorer patient–
provider communication during in-person encounters
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resulting in detrimental effects on health outcomes.16,18–
20,70–73 Sub-optimal communication has been shown to be
associated with poorer medication adherence, lower patient
satisfaction, and worse health outcomes.59,74,75 Vulnerable
patients, particularly, elderly, low-income, certain racial
and ethnic groups, and those with limited English proficiency
have been shown to experience communication gaps with
providers as a result of the complex interplay of health liter-
acy, quality of patient–provider relationships, and psycho-
social factors such as mistrust in the health system.14,18–
20,70,71,76–78 More recent studies have focused on examining
disparities in patient–provider communication via tele-
health.47,79 A 2020 survey of 932 adult telehealth users
over 35 years of age with a history of smoking, chronic
obstructive pulmonary disorder, and psychological distress
compared satisfaction with patient-centeredness of telemedi-
cine (video-only) consultations for open-endedness, and
empathy by rural/urban residence using the Interview
Satisfaction Questionnaire. The study showed higher satis-
faction with open-endedness and expressed empathy by the
telehealth service provider.79 Our study extends this work
by identifying how telehealth, particularly telephone-only
modality, can strain the patient–provider relationship by
requiring increased trust while reducing communicative
channels that are critical to establishing and maintaining
trust. Without proactive efforts to build communication
skills and address technological barriers, the wide-scale use
of telehealth services beyond the pandemic may perpetuate
disparities in healthcare access and quality in vulnerable
and marginalized communities.

Our findings provide critical guidance to policymakers,
payers, administrators, and other key stakeholders. Since
the COVID-19 pandemic, telehealth reimbursement pol-
icies have shifted from temporary policy waivers to an
interest in permanent changes in telehealth policy, making
equity considerations critical for decision-making.80,81 If
these policy changes become permanent, designing and
testing hybrid care models with in-person and complimen-
tary telehealth components may be considered, particularly
for vulnerable populations. Telehealth does provide better
access in some situations, and more work needs to be
done to help practices best incorporate it. Understanding
the dynamics highlighted here could inform healthcare
organizations on how to better structure telehealth to miti-
gate the negative implications highlighted in this article.
To optimize its utilization, telehealth should be supplemen-
ted with additional support and resources to providers. This
support can include technical solutions to re-constitute
team-based care and re-integrate ancillary services for the
telehealth environment and communication training to
overcome the barriers of reduced communication channels
in telehealth.

This study has several limitations. First, our sample
reflects perspectives from primary care organizations from
three states, which may limit the application of our results

to broader primary care settings. Second, data were col-
lected during the early phases of widespread telehealth
implementation, and some of the technology-related bar-
riers may have been addressed since these data were col-
lected. Third, only primary care providers and staff
participated in this study; the disparities noted reflect their
perspectives alone. Future research should focus on exam-
ining the lived experiences of vulnerable populations
during telehealth encounters for understanding their percep-
tions of patient–provider relationships. Lastly, data were
collected during the early phases of the pandemic
when interviewees were handling constantly changing
COVID-19-related policies, which could have led to more
recollection of barriers than facilitators. Future research
should focus on the facilitators of telehealth adoption and
equitable implementation from provider and patient per-
spectives. Despite these limitations, our study offers critical
insights into the mixed utility of telehealth, including its
implications for the patient–provider relationship, particu-
larly for vulnerable populations.

Conclusion
While the widespread availability of telehealth may have
led to increased access in some populations, this study indi-
cates that barriers to virtual interaction with patients com-
pared to in-person care may weaken patient–provider
relationships. This may result in longer-term effects on
engagement with and trust in the healthcare system, par-
ticularly among vulnerable patient groups. For equitable
utilization, telehealth should be supplemented with add-
itional support and resources. These include technical
solutions to re-constitute team-based care for the tele-
health environment and communication training to over-
come the barrier of reduced communication channels in
telehealth. This is particularly important for practices
serving vulnerable populations, including small practices
and health centers with smaller operating budgets and
requiring focused support to best serve vulnerable
populations.
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