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EXECUTIVE SUMMARY
The number of virtual care solutions is exploding alongside the acceptance of virtual care by payers, providers,
and patients. The result is a hugely fragmented system producing a variety of data, all an essential part of the
longitudinal record. It is not enough to just collect the data from clinical software. Nonclinical, demographic, and
community information needs to be included. A platform needs to be able to analyze it, producing care insights
and recommendations, patient risk grouping and population stratification, cost estimates, patient outreach, and
other actionable recommendations. The platform that does this will become the new essential pillar of distributed healthcare, taking the central role previously occupied by Electronic Health Records (EHR).

DEFINING VIRTUAL AND DISTRIBUTED CARE
While telehealth has received the bulk of attention, there are multiple technologies that can all be included under
the banner of ‘virtual care.’ A single vendor solution may be focused at providing one or many of these technologies, or they may offer multiple products across distinct functional areas. While some products are designed to
integrate into the provider-run EHR, others are designed as standalone products, even when healthcare providers play a role in their use. Access to virtual care is generally offered through three modes:
> Providers
Patients are enrolled by a provider based on diagnosis or expected need. The primary goals of
treatment are improved patient outcomes, increased provider efficiency without increased
workload burden, and improved practice metrics in value-based care (VBC) contracts.
> Self-Insured Employers and Payers
Access to virtual care tools offered as a benefit to employees or enrollees. Use is optional but may
be encouraged through incentive programs. The primary goal is organizational, focusing on
reductions in the overall cost of benefits through improved clinical outcomes and reduced overall
utilization, as well as improvement in peripheral metrics such as absenteeism, use of sick days, or
productivity.
> Direct to Consumer
Some individuals choose to seek and utilize virtual care solutions as individuals. There may be
encouragement or recommendations from a provider, but they are not directly tied in to the
decision. These consumers are usually self-paying, though some may receive subsidies through
their insurer. Primary goals are largely experiential, with users looking for general health benefits
and improved life experiences.
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Figure 1: Effect of Chronic Conditions on Cost of Care
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To date, most virtual care solutions are aimed at patients with chronic or polychronic diseases. These patients
represent the vast majority of United States healthcare spending and occupy the majority of United States
healthcare office visits.

VIRTUAL CARE COMPONENTS
‘Virtual Care’ as a category covers a huge range of different engagement models, user relationships, and technology types. Most are designed primarily for use by patients. Depending on the backend technology, these may
include providers in a workflow or data return loop. Others are entirely mediated by algorithms or AI/ML models.
Different versions may also be deployed depending on the patient or user relationship with a vendor, practice,
health system, or payer. Except for synchronous telehealth, they exist outside of the standard medical encounter
format. Instead, patients engage with them at varied locations and for unpredictable periods of time.
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Figure 2: Functionality Segments of Virtual Care Tools

Synchronous Telehealth
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Real-time appointments through a video app or the telephone. Telehealth solutions take two general forms. One
provides its own network of providers or specialists. This can be to provide care entirely through their network,
or to provide after-hours, urgent care, or specialist access to a contracting healthcare organization. Others contract with provider organizations to provide the telehealth platform to the organization’s own providers. Some
offer a combination of the two, along with integration into EHRs, clinical workflows, scheduling, and billing. The
largest upcoming technology development will be the integration of Clinical Documentation Improvement (CDI),
Natural Language Processing (NLP), and AI/ML conversational engines to the telehealth appointment, allowing
real-time parsing of the encounter, automated orders triggered by provider actions, creation of draft documentation for provider task relief, and automated claims creation.

Asynchronous Telehealth
Non-real-time engagement of patients looking for healthcare information or advice. This can include requests or
messaging targeted at providers, use of symptom checker or triage platforms, or the traditional ‘store and forward’ model. These can be integrated with a health system or deployed for broader use. Integration with a health
system and access to a health record can improve usability and clinical recommendations that are driven by Clinical Decision Support (CDS) tools. Many asynchronous symptom checkers or triage tools working with a health
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system may leverage AI/ML models for their direct interaction and initial recommendations and then forward
the interaction to a provider for review and potential follow-up. Some of those tools also offer a version for consumers not integrated with a health system, where less patient-specific AI/ML recommendations end the interaction.

Medical Home Technology
Technologies that enable care and monitoring at home that previously required being present in an office, clinic,
or hospital. This can include monitoring technology for chronic conditions, tools that allow for taking baseline
vitals during virtual encounters, ambient home monitoring sensors, and home treatments including infusions, inhalers, and medication regimens. Tying these tools into a data review and management solution is essential, and
many vendors have also created software to complement their devices. Improving the ability of monitoring software to not just create alerts based on adverse results, but to predict and identify potentially dangerous trends
for intervention is essential to producing concrete clinical and financial value for insurers and health systems.

Patient Engagement

Reactive/Proactive

Engaging and communicating with patients and caregivers is an essential part of driving adherence, use of tools
and technology, and producing improved clinical outcomes. Vendor solutions can enable communication but can
also solicit direct feedback and patient-reported outcomes (PRO) that are vital to detecting potential clinical issues before they become acute. Distribution of educational materials can be effective in driving adherence and
behavioral change, particularly when they can be targeted based on stage of treatment or activity. Interactive
tools can teach patients essential skills, drive specific activities, or help them address co-morbidities that can
complicate outcomes, especially in the behavioral health space. When integrated with patient records and
non-clinical data, non-clinical patient needs can be addressed, with tools that help address food and housing insecurity, educational or childcare needs, and other social determinants of health.
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Figure 3: Solution Effectiveness in Virtual Care
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Risks and Barriers
Solution Fragmentation
The variety in access paths and breadth of potential solutions in virtual care has created a market that is extremely fragmented and difficult to manage. Providers may or may not know what additional virtual care services a patient is using or has access to. Their clinical record may be incomplete, leading to potentially dangerous
treatments. In a fragmented market, it is not financially or technologically feasible for a provider organization to
attempt to integrate every virtual care tool in use in their patient population into their EHR. Some virtual care
solutions may not be compatible with smaller or specialty EHRs, or they may be attempting to create a proprietary data advantage and refuse to integrate. If organizational expectations are to see reduced costs and utilization from the use of virtual care, these discontinuities can reduce any possible benefits.

User Engagement
Many virtual care solutions rely on ongoing patient commitment and adherence. Usability, convenience, and perceived value are major drivers on this activity and many solutions see adherence drop off significantly over time.
While patients may still be technically users, clinical improvements rely on the ability of the solution to maintain
patient intensity and interest. Ongoing patient engagement with a solution is best driven by their relationship to
their provider and the ability of a care team to regularly and meaningfully engage the patient. In a fully virtual or
automated solution, these drivers are usually lost.
The Centers for Medicare & Medicaid Services (CMS) place a high value on patient and member engagement. In
CMS-administered ratings, experience metrics are heavily weighted in both provider and payer settings, with
these weights increasing each year in 2019 and 2020. CMS value-based reimbursement plans also have significant engagement components. Engagement metrics appear in three out of four performance categories in the
Merit-Based Incentive Payment Systems (MIPS) model. When combined with the impact of high engagement on
clinical outcomes, maintaining a strong patient relationship is essential to driving revenue in value-based contracting.

Licensing and Regulation

6

With much of the value of virtual care solutions coming from the ability for patients to receive care and monitoring outside the office, issues of provider licensing, scope of practice, and delegated responsibility have become
more complicated. Vendors, health systems, and payers must be aware of where patients are receiving services,
where providers are offering services from, and different state laws governing who can provide certain types of
care, order certain prescriptions and treatments, or conduct certain reviews. Licenses for both MDs and advanced practitioners (APs), such as Nurse Practitioners and Physician Assistants, are issued by state bodies for
practice only within the state. While agreements such as the Interstate Medical Licensure Compact (IMLC) have
created expedited processes for providers from some states to receive licenses to practice elsewhere, many
states have declined to participate and IMLC licensing is still only expedited, not automatically reciprocal. Exceptions have been promulgated during the COVID-19 pandemic but are not explicitly mandated to remain after
public health emergencies (PHE) expire.

Reimbursement
Much like licensing, many exceptions and waivers for virtual care billing have been created during the COVID
pandemic, but which will have an ongoing existence afterwards remains unclear. In 2019 and 2020, new CPT
codes were created to assist in the billing for remote patient monitoring, and language was altered in existing
CPT codes. CMS changed their policies regarding reimbursement for telehealth appointments, for Medicare Advantage patients at the beginning of 2020, and for all Medicare beneficiaries at the beginning of the COVID PHE.
Many provider organizations remain unclear on what virtual care activities are reimbursable, what types or levels
of review are needed, and how different virtual care interactions can produce revenue.
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Member engagement and patient clinical outcomes are an increasingly important component of the Healthcare Effectiveness Data and Information Set (HEDIS), Core Quality Measures (CQMS), and star rankings for
payers and providers. Medication adherence, control of chronic conditions, and timely preventative care
have always been essential components of these measures, directly impacting reimbursement and payment
to insurers and provider organizations. In 2021 onward, their impact on overall scores is increasing. The ability to document care and outreach activities being conducted by a variety of platforms will be key to maintaining and improving these ratings.

DISTRIBUTED CARE
The distributed healthcare model recognizes that while virtual care tools offer significant benefits in some areas,
they are best leveraged as tools in a larger care continuum rather than a single care mode in and of themselves.
The virtual care market is extremely fragmented, especially when considering the different ways patients access
care. Data does not reliably flow between virtual care platforms and EHRs, even when a healthcare organization
is directly involved. When a provider organization is acting under a Value-Based Contract (VBC), accurate data
is essential to meeting reimbursement metrics or preventing penalties. The result is significant disparities; gaps
in data which can produce inaccurate treatment plans, reduced patient involvement, and lowered clinical or financial value of a solution.
An entirely virtual approach, as promoted by some new Virtual Primary Care and employee clinics, is also missing
key aspects provided by in-person encounters. A consistent patient-provider relationship is essential to building
trust in new treatments, producing accurate, useful feedback, and driving adherence. Patients report better outcomes and more trust in healthcare overall when they can make an active choice in their provider. Some testing
and procedures can only be done in-person, requiring the ability to visit a trusted provider. Clearly, the in-person
relationship is a key part of creating the best possible clinical outcomes and realizing the most value from virtual
care solutions.
What is needed is a moderating platform, integrating and aggregating the data from the variety of virtual care
solutions and tools, producing useful and actionable clinical insights, and moderating between the convenience
of virtual care and the value of hands-on medicine. With care increasingly provided at a variety of locations,
including pharmacies, urgent care sites, and retail clinics, this platform needs to have a level of interoperability
and interorganizational function that goes beyond what current EHRs or traditional care management platforms can offer.
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ESSENTIAL ROLE OF UNIFIED DATA
Healthcare is increasingly provided at a variety of locations, including pharmacies, urgent care sites, and retail
clinics. Therefore, this platform needs to have a level of interoperability and interorganizational function that
goes beyond what current EHRs or traditional care management platforms can offer.

DATA AGGREGATION
As described in Beyond Compliance: Opportunities for Interoperability, new requirements are driving an increase in the ability of third parties to aggregate data from a variety of healthcare sources. The changing interoperability landscape has not just increased access to clinical data but also expanded the breadth of what can be
included in comprehensive data sets. The broad ecosystem of fragmented virtual care, community resource, and
clinical data sources presents an ideal opportunity to create the platforms which will be necessary for providers,
plans, and employers to realize the full benefit of their investments in virtual care.
Self-insured employers and commercial payers are uniquely well suited to leverage these technologies. They understand the financial benefits of improved patient outcomes and are already deploying a variety of virtual care
tools to achieve those outcomes. They see more of the breadth of patient activity than any other healthcare
stakeholder. Finally, they are best suited to leverage their relationships to access data from the full breadth of
healthcare and community sources.

USABILITY AND ACTIONABILITY
Simply collecting data is not enough, however. Arguably, many platforms already collect and present too much
data compared to their ability to synthesize it and produce actionable insights to users. AI/ML technologies are
ideal for these purposes if the risks of their models and the needs of users are sufficiently understood. With fuller data sets, patient risk can be calculated more accurately, and prescriptive analytics can be applied that virtual
interventions at stages early enough to prevent more serious clinical needs. Insights must be presented in concise, actionable terms rather than just as bulk data dumps or complicated visualizations. Automation tools can be
integrated, allowing more precise outreach, less burden on providers and staff, and decreased costs for employers and payers.
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MARKET ACTORS
EHRs have historically been the central pillar of the healthcare IT space. Their combination of clinical workflows,
patient data, and revenue cycle have made them essential. Distributed healthcare threatens that centrality, shifting them into being just another source of data. The primary competitors in the distributed healthcare and virtual care management space fall into three categories: EHRs, traditional Care Management platforms, and new
entrants from outside traditional healthcare.

EHRs
EHR entrants have a head start, already entrenched in their existing clients and with significant stores of data.
Their clients rely on them to sustain several workflows and to innovate broadly across their entire portfolio, making it difficult to focus in one area. They are evolving to incorporate more modern software and data structures
but are held back by clients at different stages of technology development and with different willingness to innovate. Their experiences are almost all on the provider side of healthcare.

Essential Role of Unified Data
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Organization Sources
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Figure 5: Forces Favoring API Adoption

Care Management Platforms
Many care management platforms simply aggregate and present data, with analytic functions of varying complexity but offering little in terms of genuine task relief or novel insight. More innovative companies are seeing
the need to combine multiple functional areas into virtual care management, tying virtual care offerings, care
management, population health, and other essential components into tight-knit platforms. Most of these vendors are heavily focused on their existing provider clients, not addressing or not understanding the employer and
payer spaces they have not historically engaged.

Outside Tech Entrants
These competitors have experience with cloud distributions, immense data sets, and the needs of complex markets. Some have chosen to partner with major EHR and healthcare vendors. Others are preferring to enter independently, counting on the strength of their solutions to drive market share and create customers. While these
competitors can be well-funded, they often do not understand many of the intricacies and complexities of the
healthcare space and the differences between stakeholders.
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COVID-19 AND SUSTAINING
FORWARD MOMENTUM
IMPACTS OF COVID
The most immediate result of the COVID pandemic on healthcare was the cancellation of in-person appointments and elective surgeries. While telehealth became the most public response to the need to continue healthcare and encounters, many organizations were concerned about the number of patients who were delaying or
forgoing care entirely. Remote appointments made up for some lost volume, but clinicians remain concerned
about the ability of remote appointments to compensate for the information and quality of care that can be offered in person.
A poll conducted by the Primary Care Collaborative found that more than 25% of providers reported that “use
of telehealth is above what seems [to be] good medicine, but that they need it to maintain patient volume.”1 As
in-person appointments became an option again, providers continued to struggle with decreased volumes and
the workflow requirements needed to keep patients and staff safe. Patients most in need of monitoring and ongoing support were the least safe to bring to the office.
The most encouraging result of the sudden onset of the pandemic was the demonstrated ability of providers to
deploy technology solutions rapidly. Where most had been mired in the inertia of the previous status quo, deployment and use of virtual care solutions happened quickly. Providers and patients both adapted to new modes
of appointments and care provision.
In April 2020, virtual appointments made up 40% of all healthcare encounters. While that proportion was unsustainable, the reported July volumes of approximately 22% 2 are more likely to represent the new status quo. For
an industry where rapid change was often touted as impossible, it was an impressive demonstration.
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Employers struggled with employee health, with the balance between bringing employees back to work while
maintaining a safe environment. While public numbers show a lagging increase in the number of client organizations, employees with access to a virtual care solution began taking advantage of them at new scales of volume.
Both virtual chronic care and telehealth solutions showed massive increases in visits, along with increases in the
number of enrolled users associated with a paying client. The market responded to the new heights of virtual
care adoption through a series of acquisitions, partnerships, and IPOs. The most significant, the Teladoc acquisition of Livongo, signaled that these offerings would not be distinct solutions with fragmented targets. What was
being built were unified solutions offering a fuller set of virtual care tools to providers, employers, and patients.

FORWARD PROJECTIONS AND THE ROLE OF DISTRIBUTED
HEALTHCARE
The patient demand for convenient, accessible care will not go away. Patients have been demanding better access to appointments and a more consumer-friendly healthcare process for years. The growth of patient use of
employer-provided virtual care tools is also unlikely to end. Telehealth, however, will not remain as the primary
mode of interaction for most virtual care. Some commercial payers have already ended their subsidies of tele1

Primary Care & COVID-19: Week 20 Survey. (2020, October 05). Retrieved from https://www.pcpcc.org/2020/09/21/
primary-care-covid-19-week-20-survey

2

Fox, B., Sizemore, J., & Longyear, R. (2020, August 19). Telehealth: Fad or the Future. Retrieved from https://www.ehrn.
org/telehealth-fad-or-the-future/

Covid-19 and Sustaining forward Momentum

NOVEMBER 2020

health appointments. Remote encounters also do little to produce significant improvements in efficiency, available time, and task relief for providers. Instead, other virtual care components are likely to move to the foreground, meeting more of the value needs of providers, employers, and payers.
For many Americans, the COVID pandemic has exposed how vulnerable they are to food insecurity, housing concerns, lack of childcare, and other social elements of health. Food pantries and other community aid groups have
seen vastly increased utilization which are also unlikely to end any time soon. The role of these community services in maintaining and supporting healthcare is increasingly understood, as is our understanding of how medical risks increase when these needs are not met. Including social determinants of health in risk assessments and
patient stratification groups is not enough. Access assistance and referrals to organizations which can assist in
these areas will become essential parts of distributed healthcare moving forward into the future.

CARES ACT AND FINANCIAL INCENTIVES
The Coronavirus Aid, Relief, and Economic Security (CARES) Act included $200M in funding to reimburse healthcare organizations purchasing telehealth, virtual care, information services, and connected devices. The FCC also
announced an additional $100M added to their Connected Care Pilot Program, increasing high-speed broadband
access to both patients and care centers. Eligible providers included post-secondary educational institutions that
offer healthcare instruction including teaching hospitals and medical schools, community hospitals and mental
health centers, not-for-profit hospitals, health clinics, skilled nursing facilities, and organized groups of healthcare providers.
While the FCC CARES Act capital infusion was exhausted in July 2020, other funding sources continue to drive
virtual care purchasing:
> The CARES Act created an Office for the Advancement of Telehealth, funded through 2025 at $29M
per year, which has established grant and reimbursement programs.
> The Rural Utilities Service Program received $100M for grants and loans to improve rural broadband
access, and an additional $25M to support telemedicine.
> ‘Telehealth access and infrastructure’ was included in the list of goals for the Public Health and Social
Emergencies Fund, which received $27B from CARES.
States and corporate entities are also offering loan, grant, and reimbursement programs to support virtual care
purchasing. The effects have been significant. In interviews, multiple vendors have noted that both inquiries and
purchasing have increased, and that purchasing organizations often cite available money as one of their biggest
drivers to purchase.
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CALL TO ACTION
Virtual care will not fade away, and telehealth will not remain the major focus of virtual care solutions. It is essential that payers, employers, and providers begin to consider how to realize the benefits of the full breadth of
virtual care solutions. To take full advantage of these technologies, growing consumer interest, and the emerging
healthcare willingness to adopt them, health plans need to begin looking for ways to not just deploy them, but to
unify them into a coherent structure.

> Support the Shift to a Model of Distributed Healthcare
Employers and payers must support the emergence of a model of distributed healthcare, monitoring patients and offering services as-needed and on-demand. This model of care includes virtual care, in-person
appointments when needed, and deploys social and community resources. Rather than focusing on discrete, scheduled encounters for care and reimbursement, virtual care tools provide patient care on a continuous basis outside of the practice or hospital.

> Fight Fragmentation with a Coordinating Platform
The growing fragmentation in not just virtual care tools, but the origins and sources of healthcare must be
addressed by the development and deployment of a broad coordinating platform to aggregate, synthesize,
and deploy data. This should bring in clinical, non-clinical, engagement, and other data from a variety of
sources. Using AI/ML analysis and automation, it will relieve workload, increase adherence, produce improved clinical outcomes, and lower overall costs.

> Understand and Leverage Vertical Integration in Healthcare
Employers, payers, and provider organizations are becoming increasingly interconnected. This vertical integration offers many benefits to stakeholders, but one of the most significant is the creation of an organizationally unified set of patient data, including payer, clinical, and social datasets. Whether through purchasing, partnerships, or data sharing agreements, these integrations should be pursued to enable the
best possible results and savings for patients, providers, employers, and insurers.
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Learn how IBM Watson Health can help support your organization on its virtual and community care journey
with the following additional resources:
Engaging patients and managing population health during a pandemic — and beyond
The rise of consumer experience in healthcare
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