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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 post-pandemic and alignment with Quadruple Aim objectives.

Objective: We sought to understand consistent facilitators and persistent challenges to adoption of virtual care and perceived
impact on quality of care, in an initia 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 located in Toronto, Canada.

We utilized a multi-methods approach to collect quantitative data through aggregate utilization data of phone, video and in-
person visits prior to and during COVID-19 lockdown measures, and through a provider experience survey administered to
mental health providers (n=30). Qualitative data was 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 the slower uptake of video visits at launch and prior to COVID-19 lockdown measures in
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, behavioural, cultural and system/policy levels such as required changes in workflows and scheduling, increased
provider effort, provider and staff acceptance, and billing codes for physician providers. Much of the described provider
experiences focused on perceived impact on quality of mental heath 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.
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Delivering mental health care virtually during the COVID-19 pandemic:
qualitative evaluation of provider experiences in a scaled context

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 post-pandemic.
Objective: We sought to understand consistent facilitators and persistent challenges to adoption
of virtual care and perceived impact on quality of care, in 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
located in Toronto, Canada. We utilized a multi-methods approach to collect quantitative data
through aggregate utilization data of phone, video and in-person visits prior to and during
COVID-19 lockdown measures, and through a provider experience survey administered to
mental health providers (n=30). Qualitative data was 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 the slower uptake of video visits at launch and prior to
COVID-19 lockdown measures in 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, behavioural, cultural and system/policy levels such as required changes in
workflows and scheduling, increased provider effort, provider and staff acceptance, and billing
codes for 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.
Keywords: Virtual care; Mental health; Quality of care; Implementation
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INTRODUCTION

During the COVID-19 pandemic, virtual care has globally 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 a rapid uptake in many countries including Canada, Australia
and the United States [7-9]. This includes in 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
potentially convenient and effective option for care delivery [12, 13], widespread adoption was
limited. Often-cited barriers to widespread implementation of video and other technology-
supported virtual care include lack of digital and health literacy among providers and patients,
resistance to change, and perceptions of impersonal care [13, 14]. These barriers have
interplayed with organizational and health policy-level factors, such as cost, lack 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 also 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 virtual care adoption, and facilitate coordinated and widespread use of virtual care across
the organization [19]. The strategy was launched with the implementation of an electronic
medical record-integrated video visits pilot 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 providers to bill for video visits on par with billing for in-
person visits.

In response to the COVID-19 pandemic, the Ontario provincial government introduced physical
distancing, lockdown and other public health measures [21]. Provincial physician billing codes
for phone and video virtual visits were rapidly introduced into the health care system to
support access to care during lockdown measures and were available for use to providers in
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.

Literature from other jurisdictions delivering mental health care virtually during COVID-19
speaks to facilitators, challenges and perceptions on impact of care quality [23-28].
Understanding these facilitators and challenges in a Canadian context where virtual care
implementation was a hospital strategic priority can provide insights to 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 a scaled context despite an organizational approach to removing known
barriers, as well as describe alignment with Quadruple Aims (e.g., improving patient/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
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such, the objectives of this evaluation were to describe phone and video visit utilization and
provider and staff experiences during the initial pilot phase launch of video visits in the mental
health department prior to COVID-19 as well as during larger scale implementation throughout
COVID-19. In particular, we sought to understand consistent facilitators and persistent
challenges to use of virtual care, as well as perceived impact on quality of care.

METHODS
Study Design

We used a multi-methods approach to collect quantitative and qualitative data for this
evaluation. Quantitative data was 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 was 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 Process for Quality Improvement Projects (APQIP) (approval #: 2019-0191-E).

Study Setting

This study took place at 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 eligible to 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 visits were delivered by mental health providers through Zoom videoconferencing
technology [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, legal 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 for video visits,
were also available for physician providers.

Recruitment and Data Collection

Data collection began alongside the implementation of the video visit pilot in December 2019.
A purposeful sampling approach was used to email invite all providers in the 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 following
provider consent were held in January 2020 (pre-COVID-19 pandemic).

Following the COVID-19 pandemic and associated lockdown measures in March 2020 two
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 two groups, one with only physician participants and the other with non-
physician mental health providers (i.e.,, social workers, psychotherapists, etc.), to enable
tailoring of questions based on professional role. Additional interviews were conducted with

https://preprints.jmir.org/preprint/30280 [unpublished, peer-reviewed preprint]



JMIR Preprints Budhwani et al

administrative staff in the mental health clinic and with staff responsible for overall 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 providers in 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 (three months
prior to COVID-19 lockdown measures) to June 2020 (three months post COVID-19 lockdown
measures) was also collected for the mental health department, as well as the overall hospital.

Data Analysis

General descriptive analysis was conducted on aggregate utilization data to understand
utilization trends three months prior to the implementation of COVID-19 lockdown measures
in March 2020 and three months following. Similarly, quantitative data collected from surveys
was analyzed using Stata SE Version 15 [34]. Data collected from open-ended questions 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 six domains of health care quality framework [39]. Through the
codebook, prominent and recurring themes, subthemes and relationships were identified,
discussed and refined by all authors (SB, JF, PA, 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 visits rapidly increased during the week of March 9, 2020 to
March 15, 2020, which coincides with the announcement of COVID-19 lockdown measures and
availability of new provincial physician billing codes for both modalities (Figure 1). Prior to
these dates, utilization of phone and video visits in 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, this trend reversal for in-person versus video visits occurred during
the week of May 25, 2020 and May 31, 2020. Total mental health visits showed a decreasing
trend overall during this time period, likely an artefact of public health lockdown measures in
effect during the same time period.

Figure 1: Utilization of Virtual and In-Person Visits in the Mental Health Department and at
Women'’s College Hospital between December 2019 and June 2020
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A total of seven mental 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 a total of 44
mental health providers in the department, not including fellows, residents, students).
Providers consisted of physicians, nurses and social workers (also psychotherapists). A total of
three administrative and implementation staff were interviewed. Thirty providers (including
physicians, psychotherapists, social workers) out of a total of 34 providers from the mental
health department completed the provider experience survey (response rate of 88.24%) (Table
1 provides baseline characteristics of provider respondents). Key themes from qualitative data

and survey data describing the experiences of providers and administrative,

and

implementation staff are presented subsequently.
Table 1. Baseline characteristics of total sample for survey (for n=30 respondents)

N (% of Total)
Provider type

Nurse 1(3.3)

Occupational therapist 1(3.3)
Physician 16 (53.3)

Psychologist 1(3.3)
Psychotherapist 6 (20.0)

Social service worker 1(3.3)

https://preprints.jmir.org/preprint/30280
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Social worker 4(13.3)
Years in practice
1-2 5(16.7)
3-5 3(10.0)
6-7 5(16.7)
8-9 3(10.0)
10+ 13 (43.3)
Missing 1(3.3)

Persistent challenges to virtual care use

Interview participants provided significant insights on factors influencing their adoption and
use of phone and video visits during the pilot pre-pandemic and at scale during the pandemic
(see Appendix 1 for illustrative quotes). Key challenges to delivering virtual care included:

a) Operational-level - changes in 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 lag times between requested and booked appointments. During
COVID-19 when virtual care was adopted at scale, additional challenges were raised by
administrative staff with respect to virtually checking-in patients where it was difficult to
communicate when appointments were 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 before the onset of COVID-
19.

b) Operational-level - Initial set up, troubleshooting, and other technology related challenges in
delivering care virtually

Overall, 83.4% 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 the initial set up and MyHealthRecord registration for patients to be able to
conduct video visits. Patients required education and support, especially those who had older
devices or low technical literacy. This was mentioned both during the pilot and during the
pandemic. Other technology-related challenges were also described, including challenges
during the pilot with audio, 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 patients were
registered 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 this reason, 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, also used as a backup when video visits were not functioning
correctly and when patients lacked access to video visit technology.

c¢) Behavioural-level - Increased effort required by providers to care delivery during transition to
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virtual care

Data from the provider survey indicated that 66.7% strongly agreed or agreed that they spent
the same amount of time on video visits as in-person visits during the pandemic. In contrast,
only 30% of respondents indicated that amount of effort spent was the same as an in-person
visits and 43.3% of respondents disagreed or strongly disagreed and 20% were neutral that the
amount of effort spent was the 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
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 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 included:

a) 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
three 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 a strong clinical champion, interviewed staff felt that the department was well
prepared and operationally ready to rapidly transition in-person appointments to video and
phone at the onset of the pandemic. Additionally, 76.6% of provider survey respondents
strongly agreed or agreed that they had adequate training and resources to learn how to use
video visits, and 73.3% strongly agreed or agreed that they would have appropriate support if
an issue were to arise with a video visit.

b) 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 of
use amongst mental health providers 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 virtual visits for different stakeholder groups.
For patients, provider and staff participants suggested benefits included continuity of care
during COVID-19 lockdown measures, improved access to care (such as for 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 arranging childcare both during the pilot 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
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space and the ability to hire more providers as a result. 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.

c) System/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 visits were particularly deemed valuable to deliver certain types of
visits, such as follow-up assessments, more efficiently, as well as being used as a backup
modality when video technology had issues during visits, or when video visit technology 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.

Perceptions on Impact on Quality Care

Overall, 10% mental health providers who completed the survey strongly agreed or agreed that
they feel they can deliver the same quality of care using video visits as in person, and 43.3%
strongly agreed or agreed for phone visits. Mental health providers further described their
perceptions on the impact virtual care had on quality of care both during the pilot and during
the pandemic, which is described in the subsequent sections under the IOM 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 (initial or follow-up visits) that
emerged during COVID-19 where both phone and video visit modalities were being utilized. In
most cases, providers felt that quality of care of phone and video visits were inferior to 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 in-person appointments may have helped these
patients clinically, 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 pilot and during the pandemic. It was considered necessary
given the pandemic context, but also valuable for certain patients and circumstances (eg.
patients who would have had to travel long distances to visit the hospital or patients who have
comorbidities that affects their mobility and ability to attend in-person appointments). Many
providers felt that a connection 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 allow them to assess certain visual
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cues that would start in the waiting room, such as patients’ body language, mannerisms, and
anxiety levels. This was expressed more in the context of phone visits, 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 phone to
understand silences. Overall, only 26.6% of mental health provider survey respondents
strongly agreed or agreed that the quality virtually was similar to an in-person exam, while
80% strongly agreed or agreed that their last video visit enabled them to sufficiently address
the patient’s clinical need.

Perceptions on equitable access to 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 to technology or an Internet connection and/or having the digital literacy to conduct
virtual visits were highlighted. Moreover, patients with specific characteristics (i.e., 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 providers reported 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 and/or having private spaces with Internet connection being made available at
the hospital.

Discussion

Principal Results

This evaluation provides insights into provider and staff experiences with mental health virtual
care delivery within a pilot phase pre-pandemic and in more scaled phase of implementation
during COVID-19. Utilization data demonstrates 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 visits during COVID-19 lockdown measures (post-
March 2020). Mental health providers and clinic staff highlighted persistent barriers to use at
the operational and behavioural levels including required changes in workflows and
scheduling, initial set up, troubleshooting and other technology related challenges, and
increased provider effort. Facilitators at the operational, cultural and system/policy-levels
included having pre-existing infrastructure and IT supports to enable widespread uptake,
physician billing codes, and provider and staff acceptance of virtual care. 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,
perceptions on virtual care effectiveness, and equitable access to care for patients.

Results from this evaluation provide insights on alignment with Quadruple Aim objectives,
specifically on access to health care services and provider experiences. Results provide
insights on provider experiences, particularly persistent barriers that can be improved to
enhance use of virtual care when it is the best modality for the patient and as a complement to
in-person care. For example, while 83.4% of all provider survey respondents agreed or
strongly agreed that the technology they used to conduct video visits was easy to use, this
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contrasted with providers’ shared perspectives that they had ongoing challenges with
technology, adapting virtual care into their clinical workflows, and the overall effort required.
This might be because the technology itself was not difficult to use, but rather its integration
within established clinical workflows was contingent on other individual, organizational and
policy-level factors to enable optimal efficiency [41, 42]. Collective consideration of the tool
(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 providers for 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 scaled, likely attributable to the initial transition to virtual care.

Strengths and Limitations of Study

The strength of this study is 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 as during scaled hospital use of virtual care. This provided an opportunity to understand
the experiences and perceptions of a group of providers who 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 methods to examine provider experiences and use of
virtual care, including focus groups, surveys and aggregate utilization data. We also 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 experiences with scaled use,
filling a gap in the literature where reporting on evidence in pilots is the norm [41].
Limitations in our study lie in having slightly different evaluation objectives in the pilot phase
in comparison to more full-scaled implementation due to changes in scale and scope as a direct
result of the unexpected COVID-19 pandemic. This reduced our capacity to compare and
contrast provider experiences directly, 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 concerns related 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 evaluation. 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 this in future phases of the evaluation. While this evaluation presents
results and provider and staff experiences three months after the announcement of the first
COVID-19 lockdown, we expect that utilization and experiences may be different in present
time one year after the initial COVID-19 lockdown. This might be due to continued use of
virtual care and ongoing provider learning on how to deliver care by phone and video, as well
as continuous improvements in workflows and technology processes to reduce experienced
challenges.

Comparison with Prior Work

An ongoing concern among providers in this evaluation was the ability to establish therapeutic
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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 nonverbal
cues and potential for compromised patient privacy [23]. These constraints may hinder the
therapeutic quality of virtual visits resulting in a preference 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 that the development 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 use of virtual care can scale [26, 48]. This can include
increasing provider knowledge on virtual care effectiveness and providing safe environments
for providers to establish competence and confidence in delivering virtual care [18]. Provision
of high levels of support and training during the initial learning phase may additionally help 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 emerge in 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, this evaluation provides insights on provider and staff experiences with virtual
care use prior to and during the COVID-19 pandemic, highlighting persistent barriers and
consistent facilitators, and perceived impact to quality care delivery 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 on quality of care. This work 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 care implementation, training, skill,
knowledge and literacy development and workflow adaptation. Future research can continue
to explore the effectiveness of mental health virtual care delivery, explore strategies that can
enhance quality care delivery including gaining an understanding of patient perspectives to
complement this work. Future work of this group will focus on the therapeutic relationship
and equity considerations in the use of virtual care that would be beneficial, especially
incorporating patient and family caregiver perspectives to further understand facilitators,
challenges and perceived and actual impact on the quality of virtual care.
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